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Introduction
It is important that care homes (with and without nursing) have robust policies and standard operating procedures relating to medicines management.  All appropriate staff should be familiar with these documents and should follow them carefully.
This framework has been developed to support care homes in producing medication policies.  It incorporates recommendations from the NICE guideline “Managing medicines in care homes” (March 2014)  and Medicines management in care homes NICE quality standards (March 2015)


This document is for guidance only.  The specific content of a medication policy will differ between homes depending on the individual needs of the residents and the type of care provided.

1. Staff Administering Medication
1.1
Residents should be supported to self-administer their medicines if they wish to and it does not put them or others at risk.  It should be assumed that residents can take and look after their medicines themselves unless a risk assessment has indicated otherwise.
1.2
Medication should only be administered by designated and appropriately trained staff.
1.3
Appropriate medication training needs to be provided by an appropriate provider, be regularly updated and competency must be regularly assessed.
1.4
All staff should ensure that they regularly take part in Continuing Professional Development (CPD) which should be relevant to current practice.
1.5
Staff in training may perform administration providing an appropriately trained staff member is present as supervisor.
2. Medication Policy – General
2.1
An up to date written medication policy based on current legislation and best available evidence must be in place for the safe and appropriate handling of medication within the home. 
2.2
Processes should be established for developing, reviewing, updating, sharing and complying with the medication policy, in line with legislation and national guidance.

2.3
The National Institute for Health and Care Excellence (NICE) has produced a checklist, which is useful for ensuring that your policy contains all their recommended information. 
2.4
The medication policy should be reviewed at least annually and after any significant event. 

2.5
The medication policy should include the contact details of the persons/organisation making regular pharmaceutical supplies to the home.
2.6
The medication policy should contain an up to date list of current staff that have undertaken appropriate training. 

2.7
All staff involved in the administration of medicines should sign to say that they have read, understand and will work according to the medication policy. This should be repeated annually or after any significant changes to the policy.
2.8
All staff involved in the administration of medication to residents should be assessed regularly for competence.
2.9
Any medication issues raised at a Care Quality Commission (CQC) inspection should be resolved and action taken as soon as is reasonably possible.
2.10
Specific medication issues raised by a healthcare professional e.g. GP or pharmacist, should be resolved and action taken as soon as is reasonably possible.

3. Ordering and Receipt
3.1
Having a robust ordering and receipt process helps ensure that residents have all the medicines that they need at the time they need them. 
3.2
The home should have a designated named person(s) and a deputy who process the regular repeat medication order.  This ensures a minimum of two trained staff capable of this task in order to cover holidays/sickness absence etc. 
3.3
Care home staff should have protected time to order medicines and check medicines delivered to the home.  This ensures that staff are able to focus solely on the task without interruption, thus minimising the risk of errors.
3.4
It is the responsibility of the designated person(s)/deputy to ascertain the current prescribed medication before a further supply is requested, in whichever way is appropriate to the service (i.e. have a full list of the resident’s current medication to refer to prior to ordering). 
3.5
The designated person(s)/deputy should order medication based on the patient’s continued need and the stock they already hold.  Care should be taken to ensure that only current required prescribed medication is ordered, to prevent overstocking. 
3.6
The designated person(s)/deputy (or patient if applicable) should order medicines from the prescriber and keep a record of what has been ordered. The community pharmacy must not undertake this regulated task.
3.7
For care homes dealing with GP practices that are still routinely issuing paper prescriptions, the GP practice should send residents’ prescriptions back to the care home to be checked for discrepancies before dispensing.  This does not apply to GP practices providing an electronic prescription service.  The home should have written processes for ordering medication which will vary from service to service, but should include as a minimum: 
· Who orders 

· What day 

· By what method 

· By which pharmacy 

· From which GP 

· Records/copies kept 

· Where and how evidence is filed
3.8
“When required” medicines should not be ordered each month if there is still an adequate supply available at the home.  “When required” medication should not be blister packed to enable it to be “carried over” into subsequent months until it is used or reaches the manufacturer’s expiry date.
3.9
Medicines supplied by the community pharmacy cannot be re-used, so only order what is needed.  If medicines are missing or medicines are on prescriptions that are not required for this month’s cycle, this should be raised with the GP surgery. 
4. Supply of Medication

4.1
Care home providers should determine the best system for supplying medicines for each resident based on the resident’s health and care needs and with the aim of maintaining the resident’s independence wherever possible.  If needed, they should seek the support of health and social care practitioners.
4.2
Supplying pharmacies should produce medicines administration records wherever possible.

4.3
All medicines should be clearly labelled.  Care home staff should not make any alterations to medicine labels.
4.4
All dispensed medicines supplied from the pharmacy/dispensing practice should be supplied with a patient information leaflet on that medication.

4.5
The home should have a procedure in place (which is detailed within the medication policy) for dealing with medicines which have been brought in for residents by relatives or friends.
5. Storage

5.1
All medicines must be stored in a locked cupboard/trolley.  All trolleys must be secured to the “fabric of the building” when not in use.
5.2
Keys to medicines cupboards and trolleys must be held by a designated person (in a care home with nursing this would be a designated nurse) at all times.  There must be a procedure in place for the transfer of keys which ensures that a clear audit trail is maintained.  The safe management of spare keys should also be considered.

5.3
The temperature of the storage area must not exceed 25oC. This is generally the upper limit above which safety of the product has not been evaluated.

5.4

Daily records should be kept of the ambient storage temperature.
5.5

Self-medicators must have lockable facilities in their room for storage.

5.6
Unused medication should be stored in correct date order, with due regard to expiry dates of products.  Medication levels should not be excessive.
5.7

It is good practice to store internal and external preparations separately. 
5.8
Medicines for disposal should be segregated from other stock by storing securely in a tamper-proof container within the medication cupboard until they are collected or taken to the pharmacy.  They should be clearly identified as for disposal.
5.9
All medicines requiring cold storage must be stored securely in a fridge (preferably lockable) which is used solely for that purpose.

5.10
A maximum/minimum thermometer must be used constantly and reset daily.

5.11
Fridge temperatures must be checked daily and must be in the range 2 – 8°C.

5.12
A daily record of the current, minimum and maximum temperatures should be kept (see Appendix 1 for a sample fridge temperature monitoring chart).
5.13
A procedure must be in place detailing action to take if the temperature of the fridge is outside the recommended range, which includes recording the action taken. 
5.14
Fridges must be regularly cleaned and defrosted.

5.15
Electrical and calibration tests should be completed on all fridges annually.

6. Safe Administration of Medication

6.1
The medication policy should include step by step guidance for the process of medication administration which covers the six R’s of administration:

· Right resident

· Right medicine

· Right route (e.g. oral, rectal, topical)

· Right dose

· Right time

· Resident’s right to refuse
6.2
A Medication Administration Record (MAR) should be provided for all patients taking medication.  All medication administered to the patient needs to be recorded on the MAR as well as any appliances used, e.g. dressings, catheters etc.
6.3
The MAR should be computer generated.  If this is not possible, it should be written in indelible ink by a named and trained member of staff and double checked for accuracy by another member of staff; both staff members should then sign the MAR. 
6.4
The MAR should be legible and completed correctly at the time of administration.
6.5

A Medicines Administration Record should include the following information:
· The full name, date of birth and weight (for those under 16 or where appropriate, for example, frail older residents) of the resident

· Details of any medicines the resident is taking, including the name of the medicine and its strength, form, dose, how often it is given and where it is given (route of administration)
· Known allergies and reactions to medicines or their ingredients, and the type of reaction experienced (this will require liaison between the care home and the resident’s GP)

· When the medicine should be reviewed or monitored (as appropriate)

· Any support the resident may need to carry on taking the medicine (adherence support)

· Any special instructions about how the medicine should be taken (such as before, with or after food or whether the medicine could be crushed).
6.6
Recent, named, dated photographs should be present with the MARs for all service users to aid correct identification.
6.7
If the dose is variable e.g. 1 – 2 qds prn, the actual quantity given should be recorded i.e. one or two (see Appendix 2 for prn medication tool).
6.8
Medication should always be administered directly from a container labelled by the pharmacy.

6.9
Short life medicines should be dated on opening e.g. eye drops (discard 28 days after opening).

6.10
Particular care and consideration should be given to the administration of patches.  There should be a clear process in place to manage residents prescribed patches.  It is recommended that a daily patch check is undertaken and recorded (see Appendix 3).

6.11
It is important that the administration of topical medicines (e.g. creams and ointments) is always recorded.  If separate charts are used to record application of topical medicines, these need to be referred to on the MAR.

6.12
A system must be in place to keep the MAR sheet up to date after changes have been made to medication by the prescriber.  If not signed by the prescriber, two appropriately trained members of staff (in care homes with nursing, this should include one trained nurse) are advised to sign the amendments.

6.13
All documentation around medication administration/care plans should be kept in one place.  This reduces the risk of administration errors that could arise because more than one set of medication related documents are in use.
6.14
Covert administration of medication involves medicines administered in a disguised format without the knowledge or consent of the person receiving them, for example in food or drink.  The covert administration of medication should only take place within the context of existing legal and best practice frameworks to protect the person receiving the medicines and the care workers involved in giving the medicines.  If appropriate, there must be a policy for covert administration (see Appendix 4 for sample documentation).  Permission must be obtained and recorded.  Appropriate forms must be completed in line with regulatory requirements.
6.15
For residents who wish to self-medicate, a written risk assessment must be undertaken and reviewed at regular intervals.

6.16
Appropriate methods must be in place to monitor self-medication e.g. checking stock (with service users’ permission).

6.17
There must be a self-medication policy.

6.18
There must be a robust policy in place which details the process that must be followed when a service user is absent from the home for a period of time and when it is necessary for medication to be taken for administration away from the home. 
· Medicines must never be secondary dispensed, i.e. they must remain in their original container
· The process must ensure that a clear audit trail is maintained of all medication taken out and returned to the home.
6.19
Timing of medication. Some medication needs to be given at a specific time and the timing is crucial to the continuing care and health of the resident. Drugs may include antibiotics (if the dose is three times a day then the doses should be as close to eight hours apart as is possible); medication for Parkinson’s disease (drugs not given at the correct time will severely impact on the quality of life for the resident).  It is important that staff understand this and that specific directions for medicines are adhered to.  Medication training should cover the importance of the timing of medication administration.
6.20
There should be a written policy for missed doses which should clearly detail the steps to be taken in the event of a missed dose.

6.21
Any missed doses should be clearly recorded on the MAR with the reason for this omission, e.g. with the use of codes.  MARs should never be left blank when a dose has not been given.
7. Controlled Drugs

7.1
All schedule two and schedule three controlled drugs (CDs) must be stored in a separate, locked metal cabinet which complies with the Misuse of Drugs (safe storage) 1973 requirements: “A cabinet shall be rigidly and securely fixed to a wall or floor by means of at least two rag-bolts each passing through an internal anchor plate of mild steel which is of at least three millimeters (⅛ inch) thickness and which has a surface area of at least 19,355 square millimeters (30 square inches).”  MDA Regs 1973.
7.2
Every care home must store CDs in a CD cupboard, including care homes registered for personal care (in the 2007 amendment to the Misuse of Drugs (safe storage) regulations 1973, the term ‘nursing home’ has been replaced by ‘care home’).
7.3
CD cabinet suppliers can confirm that a cupboard meets the legal requirements.  It is recommended that care homes request formal confirmation.
7.4
CD cabinets must be used solely for the storage of CDs. Money, jewellery or alcohol must not be stored here.

7.5
The home should have robust procedures in place which are detailed within the medication policy for the receipt, administration and disposal of controlled drugs, which includes the necessary records to be made in the CD register.

7.6
The receipt and supply of CDs should be recorded in a CD register.  The CD register must comply with current specification, i.e. a bound book with numbered pages.

7.7
There should be a separate page in the CD register for each CD preparation for each resident.
7.8
Records in the CD register should include the balance remaining for each product.  This should be checked against the amount left in the pack or bottle at each administration (see Appendix 5 for example entries).

7.9
Another member of staff should witness (and sign in the CD register as confirmation) administration of a CD.  The witness should be appropriately trained for this task (this does not mean that they need to be fully accredited for medicines administration) and should recognise the importance of this ‘second check’.
7.10
If a mistake is made an amendment should be made as a footnote or marginal note and signed and dated.
7.11
Administration of all controlled drugs should be recorded on both the MAR and in the CD register. 
7.12
A balance check of all controlled drugs should be undertaken weekly and recorded in the CD register.

7.13
The medication policy should provide clear and detailed instructions on how to deal with CDs no longer required.
7.14
Patients’ own CDs which are no longer required must be stored securely in the CD cupboard (labelled clearly for destruction) until either the home is ready to denature them (care homes with nursing) or they are returned to the pharmacy/dispensing practice (residential homes).
7.15
In care homes with nursing, CDs must be denatured using a kit designed for this purpose and then consigned to a licensed waste disposal company.  To comply with the Misuse of Drugs regulations it is important that the correct procedure is followed when using a denaturing kit (see Appendix 6).
7.16
Nursing homes that dispose of controlled drugs on the premises need to have a valid T28 exemption form to allow them to comply with the requirements of the Misuse of Drugs Regulations 2001.

7.17
All incidents involving CDs, e.g. balance discrepancies and omitted doses, should be investigated immediately and reported as soon as is safely possible and within 24 hours to the Accountable Officer (Jon Hayhurst) at NHS England on 0113 825 3568 or via e-mail to england.southwestcontrolleddrugs@nhs.net and to the Care Quality Commission (CQC).
8. Anticipatory Prescribing
8.1
If a patient is in the last days of life it is usually helpful if medication for end of life symptom control is available so that these medicines can be given if required without unnecessary delay. 

8.2
If appropriate for the type of residents cared for by the home, there should be a section in the medication policy which covers anticipatory prescribing.

8.3
A medication administration record is needed with the dose, route, frequency and indication(s) before nurses in the community can administer medicines. This is usually written by the GP. 

8.4
If a patient is currently receiving subcutaneous analgesics, anxiolytic/sedatives or antiemetics, an additional anticipatory medication supply may not be needed. The prescriber should check what medicines are already available before prescribing new anticipatory medication.
8.5
Schedule two controlled drug medication received by the home should be stored in the CD cupboard and entered in to the CD register immediately, even if it is not to be administered by a member of the care home staff.
8.6
When healthcare professionals require this medication, it is the responsibility of staff employed by the home to remove the medication from the CD cupboard and make the appropriate entry in the CD Register, completing a balance check at the same time.

9. Syringe Drivers – care homes with nursing only
9.1
The NHS across Cornwall has adopted use of the T34 McKinley syringe driver as the driver of choice.

9.2
All care homes with nursing should include a section in their medication policy on the use of syringe drivers.

9.3
Relevant documentation should be present and completed correctly. This will be the Peninsula Community Health Prescription Sheet for Subcutaneous Syringe Driver and Injectable Drugs CHA2809 (Appendix 7) and the Record Sheet for Subcutaneous McKinley T34 Syringe Driver Medication for inpatient settings (Appendix 8).
9.4
All nursing staff must have attended a face to face T34 McKinley syringe pump training session, which will include completion of the T34 McKinley syringe pump competencies.  Such sessions are currently provided by Cornwall Hospice Care. Contact tkay@cornwallhospice.co.uk for more details.
9.5
Staff must complete a self-assessment of the T34 McKinley syringe pump competences at least annually.  These must be verified by their line manager.
9.6
Specialist advice should be sought if needed when setting up syringe drivers. A “Palliative Care Advice Line” run by Cornwall Hospice Care is available 24-hours a day and can be accessed on 01736 757707.  

Kernow CiC also run an “end-of-life” line for professionals via Cornwall 111.
10. Homely remedies 
10.1 Care homes should keep a limited supply of non-prescription or over-the-counter medicines for treating minor ailments such as constipation or headache. 
A GP may prescribe something to take ‘when required’ when it is possible to predict in advance what that person may need, but it is NOT appropriate for a GP to provide a supply of paracetamol for every resident in a care home just in case they may need it for an occasional headache.

10.2 There must be a policy in place which includes:

· Which medicines are kept and what they are for 
· Dose to be given and frequency 
· The maximum daily dose

· A list of contra-indications and drug interactions and which residents should not be given certain medicines.

· The length of time a homely remedy can be given before referral to a GP (usually 48 hours).
· Where any administration should be recorded e.g. on the MAR and a separate specific book for this purpose.
10.3 “Homely remedies” must be purchased by the home and stored separate from the service users’ individual medication. Expiry dates must be regularly checked.
10.4 Care home staff who give “homely remedies” to residents should be named in the homely remedies policy. They should sign the policy to confirm that they have the skills to administer the homely remedy and acknowledge that they will be accountable for their actions.
10.5 See Appendix 9 for a Homely Remedy template which care homes may wish to use.

10.6 The National Care Forum has produced a ‘Homely Remedies Guide’ which is a very useful resource for care homes when looking at how they are going to manage homely remedies. 
11. Disposal of Medicines
11.1 Before disposing of medicines still being prescribed for a resident, care home staff should find out if they are still within their expiry date and if it is still within its shelf-life if it has been opened, if so they can be ‘carried over’ to the next month.

11.2 It is recommended that ‘prn’ medicines are NOT dispensed into blister packs as this limits their shelf life and means that they cannot always be ‘carried over’ to subsequent months if not used.

11.3 Topical preparations do not need to be ordered monthly, they can be used up to the expiry date on the product if unopened.  We recommend the following expiry date for creams/ointments once opened:

	Formulation & packaging
	Suggested expiry after opening *

(unless otherwise stated by manufacturer)
	Rationale

	Tubs of creams/ointments
	One month
	Contents are exposed and can become contaminated

	Tubes of creams/ointments
	Three months
	Closed container, contents less exposed to environment

	Pump packs of creams/ointments
	Three months
	Closed container, contents not openly exposed to environment


*These are suggested dates due to a lack of available evidence on generic expiry dates. In practical terms, the main concern with these products is contamination rather than destabilisation.

11.4 When disposing of medicines and removing medicines classed as clinical waste, care homes should have a process detailed in their medication policy for prompt disposal of:

· Unwanted medicines (including medicines of any resident who has died, ensuring they are kept for a period of seven days following death in case of a coroner’s inquest)

· Expired medicines (including controlled drugs)
11.5 Care homes should keep records of all medicines that have been disposed of, or are awaiting disposal.
11.6 Medicines for disposal should be stored securely in a tamper-proof container within a cupboard until they are collected or taken to the pharmacy.
12. Medication Review
12.1 Every resident taking medication should have a regular medication review (the interval between reviews should be no more than one year).  The frequency of planned medication review may differ between residents and should be based on the health and care needs of the individual.  The frequency should be decided between health and social care practitioners (e.g. GP, care home staff, specialist nurse if appropriate).
12.2 The frequency of planned medication reviews should be documented in the resident’s care plan.

12.3 The home’s medication policy should include a process for medication review which covers: 

· Documenting in each resident’s care record which named health professional is responsible for that resident’s planned multidisciplinary medication review

· Who may be involved in the review and how to ensure that they have appropriate involvement
· Documenting in each resident’s care record the agreed frequency of planned multidisciplinary medication review

· How care home staff should identify residents who may need more frequent review of their medicines and highlighting this to the GP

12.4 Medication reviews should involve the resident and/or their family members or carers and a local team of health and social care practitioners (multidisciplinary team).  This may include: pharmacist, community matron or specialist nurse, GP, informed member of care home staff, practice nurse, social care practitioner.

12.5 Care home staff should ensure that they are fully informed and prepared for planned medication reviews, the following should be discussed during the review:
· The purpose of the medication review

· What the resident (and/or their family members or carers, as appropriate and in line with the resident's wishes) thinks about the medicines and how much they understand

· The resident's (and/or their family members' or carers', as appropriate and in line with the resident's wishes) concerns, questions or problems with the medicines
· All prescribed, over-the-counter and complementary medicines that the resident is taking or using, and what these are for 
· How safe the medicines are, how well they work, how appropriate they are, and whether their use is in line with national guidance

· Any monitoring tests that are needed

· Any problems the resident has with the medicines, such as side effects or

reactions, taking the medicines themselves (for example, using an inhaler) and difficulty swallowing

· Helping the resident to take or use their medicines as prescribed (medicines adherence)

· Any more information or support that the resident (and/or their family members or carers) may need
13. Medicines Related Problems and Safeguarding
13.1 The home must have a robust process in place for identifying, reporting, reviewing and learning from medicine errors or incidents.  This process must be documented in the medicines policy.  The process should include the following details:
· How to identify errors or incidents (include actual errors or incidents and ‘near misses’)

· How to report errors or incidents

· Who to report to (the process follows any local reporting processes) e.g. CQC, safeguarding
· What to record 

· How the incident will be investigated (including how to find the root cause)

· Who will investigate 

· The time scale for investigation 

· How the results of the investigation and any lessons learnt will be shared, both with the staff of the care home and more widely (local shared learning)

· How the incident will be reported to the resident and/or their family or carers

13.2 ‘Medication incidents’ include ‘near misses’ and incidents that do not cause any harm.  These should be recorded and reviewed.
13.3 All medication errors or incidents should be reported to the Medicines Optimisation team at NHS Kernow: telephone 01726 627953 or email kccg.prescribing@nhs.net.  

13.4 Care home staff should give residents and/or their families or carers information on how to report a medicines-related safety incident or their concerns about medicines using the care home provider’s complaints process, local authority (or local safeguarding) processes and/or regulator’s process.

13.5 The home should have a clear process, which is documented in the medication policy, for reporting all suspected adverse effects from medicines. The process should include reporting the suspected adverse effect as soon as possible to the health professional who prescribed the medicine or another health professional, recording details of the adverse effect in the resident’s care plan and telling the supplying pharmacy (if the resident agrees).
13.6 A full report needs to be placed on the individual’s file along with a copy of the incident form.
14. High risk medication
This section contains a list (but not exhaustive) of medication routinely prescribed that needs particular care.  Many of these medicines have been the subject of safety alerts and specific actions have been recommended for health and social care providers. 
14.1
Lithium

Lithium and its salts are used to treat a range of conditions including mania, bi-polar disorder and depression. 
Lithium and its salts have a narrow therapeutic range and it is therefore vital that appropriate monitoring is carried out.
a) Different brands release lithium into the stomach differently. Therefore it is important that the patient receives the same brand of lithium each time to avoid any adverse effects.

b) In December 2009, following a number of deaths, severe harms and a substantial number of incidents relating to the use of lithium therapy the National Patient Safety Agency (NPSA) issued an alert requiring a number of actions for the NHS and independent organisations to ensure ‘Safer Lithium Therapy’;

c) Important actions required by the alert included:

· The requirement that all patients prescribed lithium are issued with a lithium record book to track lithium blood levels and relevant clinical tests.  This should be carried with the person at all times.  This is particularly important if the person is admitted to hospital.  GP practices will regularly update this record book and pharmacies may ask to see it before dispensing any prescriptions.
· That systems are in place to identify and deal with medicines that might adversely interact with lithium therapy.

d) Care homes that have residents taking lithium should have processes in place to ensure the effective management of this medicine.  These processes should be detailed in the medication policy.

e) A tool for use by homes for residents who are prescribed lithium is found in the appendices (Appendix 10).
14.2
Anticoagulants

a) Anticoagulants are used in the treatment of conditions such as atrial fibrillation, deep-vein thrombosis and pulmonary embolism.  They work by interrupting part of the process that is involved in the formation of blot clots. This means that blood clots are less likely to form where they are not needed, but can still form when they are.  Anticoagulants include warfarin and the novel oral anticoagulants (NOACs) e.g. dabigatran, rivaroxaban and apixaban. 

b) Anticoagulants are one of the classes of medicines most frequently identified as causing preventable harm and admission to hospital.  This prompted an National Patient Safety Agency (NPSA) alert in 2007; ‘Actions that can make anticoagulant therapy safer’: 

c) The NPSA alert detailed specific advice for social care providers (Appendix 11).  Please note the alert was issued before the availability of the NOACs. These drugs do not require International Normalisation Ratio (INR) monitoring.  (The INR is a way of measuring how fast the blood clots). 
d) All care homes should follow the advice detailed in the alert, in particular it is important that they have written safe procedures for the administration of anticoagulants which includes having dose changes for anticoagulants confirmed in writing and a robust procedure for ensuring that administration records are correctly and clearly updated to reflect changes in doses.
14.3
Insulin
a) Insulin is a naturally-secreted hormone which the body needs for correct function and plays a key role in the regulation of protein, fat and carbohydrate metabolism.  It facilitates glucose circulating in blood to be absorbed by cells. Injecting insulin is an essential part of the daily regimen for many diabetics. Deaths and severe harm incidents have resulted from administration errors with insulin products.  In general, using insulin is safe.  However, there is a potential for serious harm if it is not administered and handled properly.  The NPSA issued a rapid response report in 2010; ‘Safer administration of insulin’ which required a number of actions for the NHS and other independent organisations.  This is summarised in Appendix 12.
b) Care homes should have clear written processes for the handling and administration of insulin (administration applies only to care homes with nursing) which cover the required actions detailed in the rapid response report.
c) It is important that an agreement is reached between healthcare professionals and the care home as to where recording of administration of medicines should take place to ensure there is an accurate record of what has been administered, who administered the medicine and when this occurred. A guidance sheet on insulin administration can be found in Appendix 13.
14.4
Digoxin
a) Digoxin is a cardiac glycoside that increases the force of myocardial contraction and reduces conductivity within the atrioventricular (AV) node of the heart.
b) Digoxin has a long half-life and maintenance doses need to be given only once daily (although higher doses may be divided to avoid nausea). 

c) Digoxin should be used with special care in the elderly since they are more susceptible to adverse effects.

d) Renal function in the elderly is important when deciding the dose.

e) Digoxin is a drug with a very narrow “therapeutic index” i.e. the difference between the safe treatment dose and the dose that will be more likely to produce side effects is small.

f) Digoxin in doses higher than 250mcg is poorly tolerated in the elderly.
g) Care homes with nursing may agree with the practitioner that for a named patient the pulse will be monitored. 
h) Side effects of digoxin include nausea, vomiting and diarrhoea.  Staff should be alert for these symptoms as they may indicate toxicity.
14.5
Methotrexate
a) Methotrexate is used in the treatment of inflammatory joint disease, psoriasis and other rare skin diseases.

b) Methotrexate is given weekly.  It is not a daily dose.

c) Methotrexate requires careful monitoring to avoid toxicity.
d) Care homes must ensure that a patient attends for routine appointments. 
e) Methotrexate should be prescribed as multiples of 2.5mg tablets. 
f) Side effects: Patients must report mouth ulcers, sore throat, fever, nosebleed, unexpected bruising or bleeding, and any unexplained illness/infection and should be seen urgently for full blood count and liver function tests

14.6
Oxygen
a) Oxygen is prescribed to relieve hypoxia (a reduced supply of oxygen reaching the various tissues in the body.)  It may also be used for symptomatic relief in palliative care. 
b) When storing and using oxygen there are some simple safety rules that must be followed.  These include:

· Registering with your local fire and rescue service so that in the unlikely event of a fire, rescue services know that there is oxygen on the premises.

· Registering with your electricity provider if an oxygen concentrator is used so that in the event of a power failure they are aware of your requirements.

· Maintaining a strict no-smoking policy.

· Always store oxygen in a well-ventilated area, not near curtains or covered with coats or other such materials that may restrict the air circulation.

· Turn off the oxygen supply when it is not being used.

· Never leave the cannula or mask on the bed or chair whilst the oxygen is on.

· Never use oils or grease with medical equipment (this includes oil based moisturisers and ointments on the skin)

For more safety information see: www.uk.airliquide.com/en/home-healthcare/safety-advice-2.html
c) Whether in use or stored, the cylinder/s must be kept away from a heat source e.g. hot pipes and radiators.

d) Cylinders must be kept out of reach of children.

e) Handle oxygen cylinders with care. If the cylinder is dropped or 
knocked in use it must be checked before further use.

f) Cylinders should be used and stored in a vertical position unless specially designed to be used otherwise. 

g) Changing the cylinder.  Staff who are required to change cylinders must have been instructed in this procedure.

h) Cylinders should be kept in a clean room so that they do not attract dirt.  There is a serious risk of fire if substances such as dirt, oil or cream (i.e. hand cream) contaminate the connections.

i) At the time of writing, oxygen in Cornwall is supplied by Air Liquide.  The helpline number is 0808 143 9999.
j) Air Liquide also provide online training for staff.

15. Management of Malnutrition and Oral Nutritional Supplements

15.1 Every resident should be screened for malnutrition using the Malnutrition Universal Screening Tool (MUST) on admission to the care home.
15.2 The MUST tool can be accessed here: 
· www.bapen.org.uk/screening-and-must/must/introducing-must  
· www.bapen.org.uk/pdfs/must/must_full.pdf 

15.3 Residents should be rescreened using MUST on a monthly basis, or more frequently if there is clinical concern. 

15.4 All residents should have a nutritional care plan which includes MUST score, assistance and encouragement required to eat and drink, and food and drink preferences.  The care plan should be regularly reviewed and updated.

15.5 If a patient is highlighted as at risk of malnutrition on MUST, ensure appropriate action is taken.  The first-line approach is the use of ‘food first’ including food fortification and homemade fortified drinks.  Guidance on food fortification can be found here.  Recipes for fortified drinks can be found here.
15.6 Oral nutritional supplements are not a substitute for food and should only be used after ‘food first’ and homemade fortified drinks have been trialled.  Speak to a GP or specialist nurse if there are concerns about specific dietary needs or evidence of swallowing problems.

15.7 If an oral nutritional supplement is indicated the first-line option is a standard powdered shake made up with full-fat milk. 

15.8 Specialist oral nutritional supplements may be required for residents with particular clinical conditions, e.g. dysphagia, gastrointestinal disorders, renal disease, the GP will be able to advise and the resident may require a referral to a dietician. 

15.9 Where prescribed, oral nutritional supplements must only be given to the resident for whom they are prescribed. 

15.10 Oral nutritional supplements should be made up, served and stored according to instructions for each type of oral nutritional supplement.

15.11 Staff must have the appropriate skills and competencies and receive regular training to carry out nutritional screening and provide safe nutritional care. 

16. Information Management

16.1 The home should have a process for managing information (information governance) covering the five rules set out in: A guide to confidentiality in health and social care - Health & Social Care Information Centre (2013).  The process should also include the training needed by care home staff and how their skills (competency) should be assessed.

16.2 The home should have processes in place for sharing accurate information about a resident's medicines, including what is recorded and transferred when a resident moves from one care setting to another (including hospital).

16.3 The home should ensure that either an electronic discharge summary is sent, if possible, or a printed discharge summary is sent with the resident when care is transferred from one care setting to another.

16.4 The home should ensure that all information about a resident's medicines, including who will be responsible for prescribing in the future, is accurately recorded and transferred with a resident when they move from one care setting to another. 

16.5 Health and social care practitioners should check that complete and accurate information about a resident's medicines has been received and recorded, and is acted on after a resident's care is transferred from one care setting to another. 
16.6 Appendix 14 contains a transfer of care document which has been produced by Peninsula Community Health.  This enables the recording of all information about a resident’s medicines (please note at the time of writing this is due for review).
16.7 Care home providers should have a process in the care home medicines policy for recording the transfer of information about residents' medicines during shift handovers and when residents move to and from care settings.

16.8 Care home staff should follow the rules on confidentiality set out in the home's process on managing information about medicines and only share enough information with health professionals that a resident visits to ensure safe care of the resident.

16.9 The relevant legislation must be followed to ensure that appropriate records about medicines are kept secure, for an appropriate period of time, and destroyed when appropriate to do so.

17. Medicines Reconciliation

17.1 The person responsible for a resident’s transfer into the care home should coordinate the accurate and timely listing of all the resident’s medicines (medicines reconciliation) as part of a full needs assessment and care plan.
17.2 The home should ensure that the following people are involved in medicines reconciliation:

· The resident and/or family members or friends

· A pharmacist

· Other health and social care practitioners involved in managing medicines for the resident, as agreed locally
17.3 The home should ensure that the following information is available for medicines reconciliation on the day that a resident transfers into or from a care home:
· Resident's details, including full name, date of birth, NHS number, address and weight (for those aged under 16 or where appropriate, for example, frail older residents) 

· GPs details

· Details of other relevant contacts defined by the resident and/or their family members or carers (for example, the consultant, regular pharmacist, specialist nurse)

· Known allergies and reactions to medicines or ingredients, and the type of reaction experienced

· Medicines the resident is currently taking, including name, strength, form, dose, timing and frequency, how the medicine is taken (route of administration) and what for (indication), if known

· Changes to medicines, including medicines started, stopped or dosage changed, and reason for change

· Date and time the last dose of any 'when required' medicine was taken or any medicine given less often than once a day (weekly or monthly medicines)

· Other information, including when the medicine should be reviewed or monitored, and any support the resident needs to carry on taking the medicine (adherence support)

· What information has been given to the resident and/or family members or carers?
17.4 The details of the person completing the medicines reconciliation (name, job title) and the date should be recorded.

18. Dealing with Patient Safety Alerts and the Central Alerting System (CAS)
18.1 The implementation of CAS alerts is vital to ensure that care home residents’ safety is maintained to national standards. 
18.2 To ensure that a care home is signed up to receive all of the Central Alerting System (CAS) alerts, the care home will need to register for the system.  The care home will then receive emails notifying them of new alerts. 
18.3 It is important to ensure that the email address used for the CAS alerts is one that can be accessed via a number of staff members.  However, information governance and data protection requirements must be adhered to.
18.4 Care homes should have a system to ensure emails are checked regularly, alerts are logged, screened for relevance, an action plan is developed when necessary, information is disseminated to staff and actions completed are documented.
18.5 It is a care home’s responsibility to ensure that medical device alerts issued by the Medicines and Healthcare products Regulatory Agency (MHRA), patient safety alerts and recommendations from the NHS Commissioning Board Special Authority which require action are acted upon within required timescales.
18.6 To register for the system the care home needs to send an e-mail to safetyalerts@dh.gsi.gov.uk with the: 

· Name of the organisation 

· First and last name of the recipient to receive the alert 

· Job title 

· Full postal address 

· Telephone 

· Email address 

· Fax number where available. 

19. Training
19.1
Care home staff can only administer medication once they have completed the necessary training and have been assessed as competent.  Appendix 15 contains an example of a competency assessment suitable for use in care homes.
19.2
Due to the fact that each care organisation has different needs there is not a definitive list of what should be included in a medication training programme. However, as a minimum the following areas should be covered:

· The legislative framework for the use of medicines in care homes
· Common types of medicines and their use

· The roles and responsibilities of the carer in the use of medication in the care home

· How to administer different types of medicines

· How to effectively and safely receive, store and dispose of medicines

· How to support the resident in taking their medication and promote their rights

· How to effectively and safely record and report on the use of medicines.
19.3
Care homes should set up an internal and/or external learning and development programme.  Ideally an ‘accredited learning’ provider should be used so that staff can be assessed by an external assessor.
19.4
There are many providers of medication training for social care and it is important to spend some time deciding exactly what is needed from the training before beginning a search.  Skills for Care have a guidance document around purchasing training for the Care sector.  The quality of a training provider can be checked by looking at its Ofsted inspection report.  A provider should be chosen that has a good or outstanding inspection report.

19.5
Induction training must be provided that is relevant to the type of home the individual is working in.

19.6
All staff should have an annual review of their knowledge, skills and competencies relating to managing and administering medicines.  Care home providers should identify any other training needed by staff managing and administering medicines.  If there is a medicines-related safety incident, this review may need to be more frequent.
19.7
Health professionals working in care homes should work to standards set by their professional body and ensure that they have the appropriate skills, knowledge and expertise in the safe use of medicines for residents living in care homes.
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Appendix 1: Fridge temperature monitoring
Fridge temperature should be maintained between 2oC and 8oC

	Date
	Time
	Current temp (oC)
	Min (OC)
	Max (oC)
	Action taken if temp outside range of
2oC - 8oC
	Reset temp (oC)
	Temperature recorded by & signature

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


For refrigerators that are not self-defrosting record the following information

	Fridge defrosted on (date):

	By (name):
	Signature:

	Time defrosting started:


	Time completed:
	


Notes:
1. If the temperature falls below 2°C or exceeds 8°C then remedial action may be necessary to ensure that medicine stored within is still safe to give to residents. This can be done by contacting the manufacturer or the supplying pharmacist.
2. If the temperature falls below 2°C or exceeds 8°C then the display will need to be reset for the following day.
Appendix 2: PRN medication chart
	Resident’s name and address:


	GP:



	
	Known allergies:

	Date of Birth:


	

	Name and strength of medication:


	Prescribed dose, directions and reasons for use:



	Maximum dose in 24 hours:

	Minimum interval between doses:

	Registered Manager (who completes chart) signature:


	Second signature (witness):


	Amount
	Dose
	Time
	Signature

(print name)
	Balance

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Notes:
1. In column one, amount received; enter the total quantity of prn medication from your provider.

2. Each time a supply is made, document the time and dose and complete the balance.

3. Maintain a balance of what is in stock. This will act as a help for homes in deciding when further supplies are needed.
Appendix 3: Application/replacement of medicated transdermal patches
Patches requiring changing every seven days

	Patient’s name:


	

	NHS number:


	

	Patch name and strength:


	


	Complete this column on day of applying new patch
	Day 1

Check

Date:
	Day 2

Check
Date:
	Day 3

Check
Date:
	Day 4

Check
Date:
	Day 5

Check
Date:
	Day 6

Check

Date:

	Date new patch applied &/or old removed: …………………
	(staff initials)
	(staff initials)
	(staff initials)
	(staff initials)
	(staff initials)
	(staff initials)

	Where applied: …………………………………..
	
	
	
	
	
	

	Time applied:
…………………………………..
	
	
	
	
	
	

	New patch due:
…………………………………..
	
	
	
	
	
	


Patches requiring changing every three days (72 hours)
	Patient’s name:


	

	NHS number:


	

	Patch name and strength:


	


	Complete this column on day of applying new patch
	Day 1

Check

Date:
	Day 2

Check
Date:

	Date new patch applied &/or old removed: ……………....
	(staff initials)
	(staff initials)

	Where applied:
…………………………………….
	
	

	Time applied:
…………………………………….
	
	

	New patch due:
…………………………………….
	
	


Patches requiring changing every four days (96 hours)
	Patient’s name:


	

	NHS number:


	

	Patch name and strength:


	


	Complete this column on day of applying new patch
	Day 1

Check

Date:
	Day 2

Check
Date:
	Day 3

Check
Date:

	Date new patch applied &/or old removed: ………………..
	(staff initials)
	(staff initials)
	(staff initials)

	Where applied: 
………………………………….
	
	
	

	Time applied: 

………………………………….
	
	
	

	New patch due: 

……………………………………
	
	
	


Example of completed chart:

	Patient’s name:


	Mr John Smith

	NHS number:


	123456

	Patch name and strength:


	Fentanyl 25mcg/hr patch


	Complete this column on day of applying new patch
	Day 1

Check

Date:
12/07/16
	Day 2

Check
Date:

13/07/16

	Date new patch applied &/or old removed: ………11/07/16………..
	(staff initials)
AB
	(staff initials)
AB

	Where applied: 
…upper right arm……….
	
	

	Time applied: 

……8 a.m.………………….
	
	

	New patch due: 

…….14/07/16……………………
	
	


Appendix 4: Covert administration medication record form 

	Name of resident:

	

	Date of birth:
	
	Date:
	


	What medication is being considered for covert administration?   

	

	Why is this treatment necessary? 

	

	What alternatives have the multidisciplinary team considered (e.g. other ways to manage the condition or administer treatment)?

	

	Why were these alternatives rejected? 

	

	An assessment by medical practitioner has been performed to 

· Confirm service user lacks capacity to consent
· Confirm the continued need for the above treatment following a medication review 
· Confirm that covert administration is essential and in the patient’s best interests.
	Assessment completed and appropriate document stored in service users notes

	· 
	Signature:


	

	· 
	Name:  
	

	· 
	Designation:
	

	· 
	Date:  
	

	Has the person expressed views in the past that are relevant to the present treatment? If yes, what were those views? 

	

	Name all involved in the decision to administer medication covertly (e.g. health care professionals, carers etc.) 

	Name:
	Designation:
	Date:

	
	
	

	Name the pharmacist consulted and any advice given:

	Pharmacist name:
	Date:
	Advice given:

	
	
	

	Is there a person with power to consent on behalf of the service user e.g welfare guardian? If yes, what is their name and relationship to the service user?

	

	Treatment may only be administered covertly with that person’s consent unless this is impractical. Has this person given consent? If no, please state reason.

	

	Do any of those involved disagree with the proposed use of covert medication? 

	

	If yes, they must be informed of their right to challenge treatment. Please provide the date they were informed:

	

	Which members of staff will be administering the medication (These members of staff must receive appropriate guidance on administration of this medication)? 

	

	How will they be administering the medication, eg mixed in yoghurt? 

	

	How will this be recorded on the MAR chart?

	

	When will the need for covert administration be reviewed? 

	Please refer to Administration of Covert medication Review Form (appendix8b) when review is performed.



	Care home manager name and signature:     
	

	Date: 


	


To be stored in resident’s notes
Appendix 4b: Administration of covert medication review form 

	Name of resident:


	

	Date of birth:


	

	Date review performed:


	

	Is medication still necessary? If so, explain why

	

	Is covert administration still necessary? If so, explain why.

	

	Who was consulted as part of the review? 

	

	Is legal documentation still in place and valid? 

	

	Date of next review:

	

	Signed:

	

	Name of prescriber:


	

	Date:


	


To be stored in resident’s notes

Appendix 5: Completing a CD Entry

Notes on making an entry in a CD Register

Stock received

1. All entries to be made at the time, and certainly within 24 hours.

2. When stock is received, record the date, the quantity and from whom the supply has been received.

3. Check that the stock in the CD cupboard reflects what is actually there i.e. there are no discrepancies.

4. Complete a running balance.

Stock administered
1. Check the balance is correct.

2. Prepare the dose for the resident.

3. Check the entry on the MAR chart (strength, dose etc.)

4. Offer the dose

5. Record immediately what has been given, noting on the MAR chart if refused or spoiled (e.g. spat out.)

6. Make an entry immediately, signing to say that the medication has been given.

7. Get your witness to sign to say that they have seen you administer this medication.

8. Complete the running balance.

General
Do not alter an entry. If you believe that you have made a mistake, annotate the incorrect entry (e.g. “*”). At the foot of the page, make the correct entry, print, sign and date the footnote.

	Name of controlled drug:
	Residents name:

	
	

	Received:


	
	Supplied:
	
	Balance:

	Date:
	Qty:
	Suppliers name:
	Balance:
	Date:
	Time:
	Qty given:
	Qty:
	Given by:
	Witnessed:
	

	03/12/12
	28
	A Pharmacy, 

1 A Street

A town
	31
	04/12/12
	20:30
	10mg
	0
	A staff sig
	B staff sig
	31

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


Appendix 6: Destruction of controlled drugs in care homes with nursing

The following procedure should be followed at all times to ensure the appropriate and legal destruction and disposal of CDs:
1. Check that the CD register(s) are available before beginning.
2. Ensure that two appropriate staff will be available solely for the CD destruction with no interruptions and that there is adequate space.
3. CD denaturing kit, water and medication destruction record book are available.
4. Verbally check CDs to be destroyed with - drug/form/strength/quantity. Record in medication destruction book and ensure each entry is countersigned.
5.  Controlled drugs should be destroyed as follows:  
a) Patches (backing removed, folded in on self)
b) Tablets/solid dose forms (remove from any strip or packaging and add directly to the controlled drug destruction kit. Large items can be ground or broken first to ease destruction).
c) Nasal sprays (wear a mask and spray the contents into tissues or wipes, adding the used tissues to the controlled drug destruction kit).
d) Dry injections (break the ampoule open and add some water to the contents to dissolve them. Empty the contents into a measure or container first until all liquids have been gathered together and then add these liquids to the CD denaturing kit. Please note that most modern destruction kits allow the addition of whole ampoule once opened (including the glass) without the requirement to dissolve the contents)
e) Wet injection (break the ampoule open and empty into a measure or container, until all liquids have been gathered together, then add these liquids to the denaturing kit. Please note that most modern destruction kits allow the addition of whole ampoule once opened without the requirement to gather the contents together).
f) Lozenges (dissolve the lozenge in hot water and add the water to the denaturing kit).
g) Liquids (empty liquids into a measure or container, until all liquids have been gathered together and then add these liquids to the denaturing kit).
h) The aim is to ensure that there is only one addition of liquid to the controlled drug destruction kit, and that this is the last thing added before the controlled drug destruction kit is closed.
6. If necessary add additional warm water to the destruction kit, up to the level indicated on the outside of the container and shake to mix the contents thoroughly for approx. one minute.
7. Complete the CD register after destruction of each item and ensure these entries are countersigned.
8. Amend running balance accordingly- countersign the revised balance after this has been checked. This should also be countersigned.
9. Ensure the filled CD destruction kit is locked in the CD cupboard for 24hrs (to solidify) before it is placed in the returned medication bin or sharps bin for incineration.

· No medications should be placed in a CD destruction kit or signed out of the CD register until the destruction is to be carried out. They should remain in the CD cabinet until the destruction is due to take place.
· Once the CDs are in the CD destruction kit they must be denatured immediately.
Appendix 7: Syringe driver prescription template

The document below is for illustration purposes only. Please use original forms


[image: image1.emf]Syringe driver  prescription template.pdf


Appendix 8: Record sheet for subcutaneous McKinley T34 syringe driver medication for inpatient settings
The document below is for illustration purposes only. Please use original forms


[image: image2.emf]Record sheet for  subcutaneous McKinley T34 syringe driver medication for inpatient settings.pdf



Appendix 9: Homely remedy policy template
Homely remedy policy for (insert care home name)

	Date policy written:
	

	Written by:
	

	Signature:
	

	Date of review:
	


Homely remedies can be used to treat minor ailments for residents in this care home that do not need immediate consultation with a GP, if the GP has consented to their use in principle. These guidelines aim to ensure that access to treatment for minor ailments is as it would be for a patient living in their own home. The remedies should not be used for staff.

The conditions covered by this policy are:

· Indigestion

· Mild pain e.g. headache, toothache

· Constipation

· Sore throat

Care home staff should have training to support them in assessing minor ailments, including when and whether it is appropriate to treat a resident with a medicine from the homely remedies list. The decision to administer a remedy or contact the GP will only be made by an appropriately trained member of the care home staff in conjunction with the resident (unless the resident lacks capacity).

Only appropriately trained care home staff listed on p X of this policy may give a homely remedy to a resident. They must sign on p X to confirm that they have the skills to administer the homely remedy and acknowledge that they will be accountable for their actions.

Homely remedies should be sold with Patient Information Leaflets (PILs) included. Please ask the usual supplying pharmacy for advice on the use of these remedies; they can check patient records for any contra-indications or duplications before they are used. Further information can be found at www.bnf.org. 

Length of treatment

Homely remedies can be administered for a maximum of 48 hours only, at the doses given in the policy before referring to the GP. If the patient’s condition does not respond to the homely remedy, or the condition worsens, refer to the GP, even if this is before the 48 hour maximum period. If the condition responds, discuss continuing/discontinuing the treatment with the GP. If the condition is recurrent (more than two episodes) or does not respond to treatment, refer to the GP.

Stock
All homely remedies should be purchased for general use within the home and stocked in advance of a request. They should not be labelled for individual use. On no account should medicines prescribed for an individual resident be used.
Storage

All homely remedies should be stored in the same locked cupboard or trolley as all other medication but should be clearly marked to show that they are not resident specific.

Record keeping

A full audit trail should be kept.

When homely remedies are obtained they should be recorded in a homely remedies register. The following details should be recorded:

· Which medicine has been received, including the name and strength of the medicine

· How much has been received

· The date the supply was received

· Where the supply was received from

· Batch number of medicine

· Expiry date of medicine

· Balance in stock

Following administration a clear, accurate and immediate record of all homely remedies administered should be made on the resident’s MAR chart as well as in the homely remedies register.

Stock checks

A running total of all homely remedies should be kept to ensure that there is an audit trail of when and to whom the medicines were given. A stock check should be performed once a month and when a new supply of the medicine has been received. The outcome of the stock check should be documented in the homely remedies register.

Expiry dates of all homely remedies should be checked regularly, at least every six months and short-dated stock clearly marked as such.

Homely remedies list

	Mild pain, pyrexia (fever)

	Medicine
	Paracetamol 500mg tablets/caplets

Paracetamol 250mg/5ml sugar free suspension 

	Dose
	1 - 2 tablets/caplets or 10ml – 20ml suspension every 4 – 6 hours (maximum 8 tablets/caplets or 80ml suspension in 24 hours)
If resident’s weight is <50kg:
1 tablet/caplet or 10ml suspension every 4 – 6 hours (maximum 4 tablets/caplets or 40ml suspension in 24 hours)

	Cautions
	· Do not administer if the resident is already taking another paracetamol based medicine e.g. Zapain®, co-codamol, co-dydramol.

· Not suitable if the resident has a history of severe liver disease.

· Not suitable if resident has a history of alcohol dependency

	Additional information 
	· Many medicines also contain paracetamol. If in doubt check with a pharmacist.

· For paracetamol suspension, mark bottle with the date first opened.

	Indigestion/heartburn

	Medicine
	Peptac® liquid

	Dose
	10 - 20ml after meals and at bedtime

Maximum 80ml in 24 hours

	Cautions
	· Contains sodium, avoid on a strict sodium (salt) diet.

· Can significantly impair the absorption of many drugs, particularly some antibiotics so do not give at the same time as other medicines. Please refer to the patient drug leaflet or label.

	Additional information
	· Shake well before use

· Sugar free so suitable for diabetics.

· Mark bottle with the date first opened.

	Constipation

	Medicine
	Bisacodyl 5mg tablets

Senna 7.5mg/5ml syrup

	Dose
	Bisacodyl 5mg tabs: 1 – 2 tablets at night  
Maximum 2 tablets in 24 hours

Senna 7.5mg/5ml syrup: 5 – 10ml at night 
Maximum 10ml syrup in 24 hours

	Cautions
	Not to be given if intestinal obstruction is suspected.

	Additional information
	Can cause abdominal cramps.

	Sore throat

	Medicine
	Strepsils® lozenges

	Dose
	One to be dissolved in the mouth every 2 – 3 hours when required (maximum 12 in 24 hours).

	Cautions
	Not suitable for any residents at risk of choking.

	Additional information
	Paracetamol can also be given, see above.


Staff authorised to administer homely remedies

By signing below the named staff are confirming that they have the necessary skills to administer homely remedies and that they acknowledge that they will be accountable for their actions.

	Date
	Staff name
	Staff signature
	Authorising manager signature

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Homely remedies register

Medicine name, strength and form:

	Date
	Time
	Pharmacy obtained from
	Batch number and expiry date
	Dose given/ amount received
	Balance in stock
	Name of resident receiving medicine
	Name of member of staff administering medicine
	Signature of member of staff administering medicine

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


GP authorisation form for individual residents

	Care home name:
	

	Resident name:
	

	DOB:
	

	For completion by GP

	Homely remedy
	Therapeutic use
	Tick if authorising use
	Maximum administration period before referring to GP

	Paracetamol 500mg tabs/caplets/
250mg/5ml SF suspension
	Mild pain, pyrexia (fever)

Dose: 1 - 2 tablets/caplets or 10ml – 20ml suspension every 4 – 6 hours

Maximum 8 tablets/caplets or 80ml suspension in 24 hours

If resident’s weight is <50kg:

1 tablet/caplet or 10ml suspension every 4 – 6 hours

Maximum 4 tablets/caplets or 40ml suspension in 24 hours
	
	

	Peptac® liquid
	Indigestion/heartburn

Dose: 10 - 20ml after meals and at bedtime

Maximum 80ml in 24 hours
	
	

	Bisacodyl 5mg tabs/ senna 7.5mg/5ml syrup
	Constipation

Dose: 1 – 2 bisacodyl tablets at night or 5 – 10ml senna syrup at night

Maximum 2 tablets or 10ml syrup in 24 hours
	
	

	Strepsils® lozenges
	Sore throat

Dose: One to be dissolved in the mouth every 2 – 3 hours when required.

Maximum 12 in 24 hours.
	
	

	GP name:
	

	GP signature:
	

	GP practice name: 
	

	Date:
	

	Date for review:
	


Appendix 10: Taking lithium tablets

Important information that you must keep up to date for any resident who is taking Lithium
	Patient name:
	  

	Date treatment started:
	

	Brand of Lithium:
	

	Tablet strength:
	

	Daily dose in mg:
	


When to take lithium

Take your lithium each night at the same time. You need to take it at night because blood tests need to be done during the day, 12 hours after a dose

What if you forget a dose?

If you forget to take a dose, take your next dose at the correct time. Do not try to catch up on missed doses.

How to take lithium tablets

If you are taking lithium tablets:

· swallow them whole;

· do not crush or chew them.

What side effects can lithium cause?

Lithium can cause:


· upset stomach – particularly at the start of treatment;

· fine shake (‘tremor’) of your hands;

· metallic taste in your mouth;

· weight gain;

· swelling of your ankles;

· feeling more thirsty than usual and passing a lot of urine. If you get any of these side effects or any other problems you think might be side effects, talk to your healthcare professional.

Lithium can also:
 
· make your thyroid less active;

· affect the way your kidneys work.

· That is why you need the regular thyroid and kidney blood tests.

Routine monitoring required
· Lithium blood levels – at least every three months

· Thyroid function tests (TFTs) – at least every six months

· Renal function (eGFR) - at least every six months

· Weight or BMI - at least every 12 months

What happens if the level of lithium in the blood is too high?

If the level of lithium in your blood becomes too high, you may experience some of the side effects listed above

What can make the level of lithium in the blood get too high?

· Getting dehydrated

· Changes to level of salt in diet

· Other medication
Appendix 11: NPSA anticoagulant patient safety alert; advice for social care providers
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Appendix 12: NPSA insulin safety alert

NPSA Rapid Response Report 0013 – Safer administration of insulin

In response to the recent NPSA alert, Safer administration of insulin, the following information should be acknowledged and actions undertaken with immediate effect. 
· Nurses who administer insulin must only use insulin syringes or insulin pens to measure and administer insulin. Intravenous syringes must not be used to either measure or administer insulin. 
· Due to the risk of needle stick injury, needles from insulin pens should be removed by the patient and disposed of in a sharps bin. 
· If the patient is unable to remove the needle then it must removed by using the designated needle remover on 1L sharps bin. For this method of disposal each patient must have their own named sharps bin stored in the treatment room.
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· Nursing homes must maintain sufficient supplies of insulin needles and syringes. 
· Insulin syringes must be stored in a designated area and be clearly labelled. 
· Insulin syringes must be stored separately from intravenous syringes.
· Where insulin is prescribed on the drug chart, the term “units” must be used. Commonly used abbreviations including “U or IU” are not acceptable. Any prescriptions containing these abbreviations must be referred back to the prescriber to be rewritten.
· When administering insulin using an insulin syringe, nursing staff must use multidose (10ml) insulin vials. It is not acceptable practice to withdraw insulin from a 3ml cartridge with an insulin syringe; they must only be used in combination with a pen device which must be reserved for single patient use.
· Clinical staff, particularly those involved in the preparation or administration of insulin should be encouraged to complete an online training package (available here) which has been developed in response to this alert. All staff completing the module are recommended to keep a record of it as evidence.

Appendix 13: Insulin administration

1. Insulin should be stored in the inner compartment of the fridge not the door.
2. Insulin must be clearly labelled with the name of the resident to whom it belongs.
3. Insulin in current use should be kept at room temperature and used within 4 weeks.
4. If not used by then it should be discarded in line with manufacturers guidelines.
5. Check the expiry date on the insulin to be administered.
6. Check the name of insulin and administration device. 
7. For nursing homes rock 10x and roll 10x. The insulin should be uniformly cloudy or clear (dependant on type of insulin). Any concerns about the insulin should be reported to the delegating nurse/nurse in charge.
8. Check the insulin and dose against prescription sheet and ensure correct dose is dialled on the insulin pen / drawn up into insulin syringe.
9. Insulin should be administered to ……. ………………… (patients name) according to the prescription. NB blood sugar to be checked before each injection.
10. If blood glucose levels are lower or higher than normal refer to procedure for treating hypo’s or if patient is unwell contact the delegating nurse/nurse in charge/GP surgery for advice.
11. The morning insulin must be given at …………………
12. The evening insulin must be given at ……………………
13. The injection sites should be rotated for each injection and recorded.
14. ……………………mm needle should be used.
15. Insulin syringes/needles need to be disposed of safely: e.g. using CCG approved needle remover then into the yellow sharps disposal box (obtained through District Nurse supplies).
16. All information should be recorded immediately after insulin injection and signed by the staff member administering it. Any alteration to dose should also be discussed with the DN/GP or DSN.
17. When administration is complete the pen should be returned to the patient’s own labelled box.

Appendix 14: Transfer of Care Document
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Appendix 15: Staff competency assessment for the management of medicines

Using the tool

· The registered manager, or an appropriate person nominated by the registered manager, should accompany the member of staff whilst administering the medication witnessing the actions the member of staff takes and recording the information on the form.
· Most questions have a yes/no response. Where a ‘no’ response has been selected this must be resolved before the person can undertake medication administration unsupervised.
· It may not be possible to observe all situations, for example, the home may not have any people living there who take controlled drugs. In these situations an option ‘none seen at this time’ can be selected. In these cases it may be possible for the member of staff to describe what actions they would take and an assessment could be made from this. A decision could be made that the member of staff could administer medication but with restrictions, for example, if no one was using eye drops at the time of the assessment a record could be made that the member of staff could administer all medication except eye drops until this has been assessed and the restriction removed.
· This assessment is not designed to assess the competency of staff administering medication via invasive and specialised techniques which must be done on an individual basis by the appropriate health care professional.

Staff competency assessment for the management of medicines

	Training and medication policy



	Has the member of staff completed training on the safe handling of medicines?
	Yes
	No

	Has the member of staff read the latest version of the medication policy and signed to indicate that they have done so?
	Yes
	No

	Does the member of staff know how to access the medication policy if they wish to check any information?
	Yes
	No

	Administration of medicines



	Preparation and hygiene

	Did the member of staff wash their hands before starting the administration of medication and did they observe appropriate hygiene measures throughout the medication round e.g. wearing gloves when applying creams?
	Yes
	No

	Did the member of staff make sure that everything was properly prepared before starting the medication round e.g. jug of water, plenty of beakers, medication cups?
	Yes
	No

	Consent

	Did the member of staff obtain the resident’s consent before preparing and administering the medication?
	Yes
	No

	If consent was not obtained was this part of a documented protocol for this person, such as covert administration, and is the member of staff satisfied that the correct procedures have been followed in the best interests of the resident?
	Yes
	No

	Selection and preparation of medication

	Before selecting, preparing or administering any medication did the member of staff read the MAR chart accurately?
	Yes
	No

	Did the member of staff check that a dose had not already been given or that the medicine had been stopped?
	Yes
	No

	If any directions on the MAR are unclear or illegible did the member of staff take appropriate steps to clarify the directions?
	Yes
	No
	None seen at this time

	Was the correct medication selected against the correct MAR chart including checking the resident’s name on the label and MAR?
	Yes
	No

	If the directions on the MAR differed from those on the label did the member of staff take the appropriate steps to satisfy themselves as to the correct dose to be given?
	Yes
	No
	None seen at this time

	Was the correct medication and dose selected at the correct time? Was consideration given to timing in terms of food or other directions on the label?
	Yes
	No

	Was the medication prepared according to the directions on the MAR or any accompanying protocol?
	Yes
	No

	Did the member of staff use the appropriate measure for any doses of liquid medication e.g. oral syringe?
	Yes
	No

	Administration

	Did the member of staff check the records to see how the individual prefers to take their medication or demonstrate that they knew this information and administer the medication accordingly?
	Yes
	No

	Did the member of staff offer information, support and reassurance throughout to the person, in a manner which encourages their co-operation, promotes dignity and which is appropriate to their needs and concerns?
	Yes
	No

	Was the medicine administered correctly and a glass of water offered where appropriate?
	Yes
	No

	Please tick the items you have witnessed being administered:

	Tablets/capsules
	
	Liquids
	
	Sachets and powders
	

	Inhaler devices
	
	Eye drops
	
	Eye ointment
	

	Ear drops
	
	Nose drops
	
	Nasal sprays
	

	Creams/ ointments
	
	Transdermal patches
	
	

	Was the security of all medication maintained throughout e.g. medication not left out of trolley/ cupboard unattended, medication trolley locked when staff not present?
	Yes
	No

	Did the member of staff visually witness each resident taking their medication?
	Yes
	No

	If the medication was not taken was the appropriate advice sought and documented including checking information in the care plan, if appropriate?
	Yes
	No
	None seen at this time

	If the medication was not taken was it dealt with as given in the medication policy?
	Yes
	No
	None seen at this time

	Record keeping



	Did the member of staff sign the MAR immediately after the medication was administered?
	Yes
	No

	If the medication was not given was an appropriate code entered onto the MAR?
	Yes
	No
	None seen at this time

	If the medication was a controlled drug did the member of staff ask a suitably trained colleague to witness the entire process and sign the CD register?
	Yes
	No
	None seen at this time

	If the medication was a controlled drug was the CD register completed as well as the MAR?
	Yes
	No
	None seen at this time

	Stock control



	Did the member of staff check that there was sufficient stock in place to complete future medication rounds?
	Yes
	No

	If there are shortages in medication noted did the member of staff take appropriate action to ensure that the stock was replaced?
	Yes
	No
	None seen at this time

	Once the medication round was completed was all the medication returned to the secure storage area and placed tidily?
	Yes
	No

	Ordering, receipt and disposal of medication

	Does the member of staff record any medication received into the home in a timely fashion using the correct documentation?
	Yes
	No
	None seen at this time

	Does the member of staff order medication in accordance with the home’s procedures after checking currently held stock?
	Yes
	No

	Is any out of date medication or medication no longer required recorded on the appropriate documentation and stored securely, clearly separated from ‘in use’ medication until it can be safely disposed of following the homes procedures?
	Yes
	No
	None seen at this time

	Storage



	Is the member of staff aware of the correct storage conditions for medicines and where to find this information?
	Yes
	No

	Is the member of staff aware of the correct temperature range for the medication fridge and how to use the thermometer?
	Yes
	No

	Does the member of staff fill in the fridge temperature records correctly?
	Yes
	No
	None seen at this time

	Is the member of staff able to explain what to do if the temperature of the fridge is found to be outside of the recommended range, in line with the medication policy?
	Yes
	No

	If new medication is received is the stock put away so that older supplies are used first?
	Yes
	No
	None seen at this time

	Non-prescribed medication



	Is the member of staff aware of what action to take if a person living at the home wants to take ‘over the counter’ medication?
	Yes
	No

	Is the member of staff aware of what to do if a person living at the home has a minor ailment?
	Yes
	No

	If a non-prescribed medication was administered was this from the original container as purchased and was the dose offered within the directions given on the packaging?
	Yes
	No
	None seen at this time

	If a non-prescribed medication was administered did the member of staff record this correctly on the MAR?
	Yes
	No
	None seen at this time

	Accessing advice and information



	Does the member of staff know who to contact if they need advice on medication?
	Yes
	No

	Is the staff member aware of the information sources held at the home particularly patient information leaflets which should be available for the resident and staff?
	Yes
	No

	Dealing with incidents



	Can the member of staff describe the correct process for what to do if they make an error or if they discover an error made by someone else?
	Yes
	No

	Can the member of staff describe the correct process for what to do if they discover a ‘near miss’?
	Yes
	No

	Can the member of staff describe the correct process for what to do if they suspect a resident has experienced an adverse reaction to a medicine?
	Yes
	No

	Any other information (please record any discussions held with the member of staff)

	

	Outcome of the assessment



	Considering the outcome of the assessment the member of staff has been assessed as (please tick the appropriate box)

	Demonstrating competence at this assessment to administer medication unsupervised.
	

	Demonstrating competence at this assessment to administer medication unsupervised with the exceptions identified below.
	

	Requiring further supervision or training in order to administer medication unsupervised at this time.
	

	Exceptions identified/actions



	

	Name of member of staff assessing:
	

	Signature of member of staff assessing:
	

	Job title:
	

	Signature of member of staff being assessed:
	

	Date of assessment:
	

	Date assessment must be reviewed by (or sooner if circumstances change):
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This document is being sent to social care providers to remind healthcare staff that the key recommendations should be implemented by 31 March 2008.


The key messages from the patient safety alert that will 
affect social care providers are as follows:


1.	�� When warfarin treatment starts, the person must be given verbal 
and written information, and this must be updated when necessary. 
In practice this probably means that the anticoagulant clinic will 
make sure that each person is given a ‘Yellow Book’ and that they 
and their care workers fully understand its contents. Note: This 
now comes with a credit card sized ‘Alert card’ which identifies 
that a patient is on anticoagulant therapy and gives essential 
details. The person should carry this with them and show it to 
any healthcare practitioner when they attend for treatment.


2.	 GPs and pharmacists should check that the patient’s INR (blood 
clotting) is being monitored regularly before they issue or dispense 
a repeat prescription for anticoagulant medication. The repeat 
prescription should only be dispensed if the INR is at a safe level. 
The GP or pharmacist may ask to see the patient-held INR record. 
This may be in the form of a single printed sheet, small booklet 
or other format used locally. There is a space in the back of the 
new yellow book to keep records issued from the anticoagulant 
clinic. Social care providers should be prepared to produce the 
yellow book and any other records about blood tests when they 
request a prescription for anticoagulants or collect the medicine 
from a pharmacy on behalf of the people they care for. 


Patient safety alert


Alert


Actions that can make anticoagulant 
therapy safer
Anticoagulants are one of the classes of medicines most frequently identified 
as causing preventable harm and admission to hospital.1-3 Managing the 
risks associated with anticoagulants can reduce the chance of patients being 
harmed in the future.


This patient safety alert has been developed in collaboration with the 
British Society for Haematology (BSH) and a broad range of other clinical 
organisations and individual clinicians, patients and patient groups.


Action for the NHS and the independent sector
The National Patient Safety Agency (NPSA) is recommending that NHS  
and independent sector organisations in England and Wales take the  
following steps:


1 Ensure all staff caring for patients on anticoagulant therapy have the 
necessary work competences. Any gaps in competence must be addressed 
through training to ensure that all staff may undertake their duties safely.


2 Review and, where necessary, update written procedures and clinical 
protocols for anticoagulant services to ensure they reflect safe practice, and 
that staff are trained in these procedures.


3 Audit anticoagulant services using BSH/NPSA safety indicators as part of 
the annual medicines management audit programme. The audit results 
should inform local actions to improve the safe use of anticoagulants, 
and should be communicated to clinical governance, and drugs and 
therapeutics committees (or equivalent). This information should be used by 
commissioners and external organisations as part of the commissioning and 
performance management process.


4 Ensure that patients prescribed anticoagulants receive appropriate verbal and 
written information at the start of therapy, at hospital discharge, on the first 
anticoagulant clinic appointment, and when necessary throughout the course 
of their treatment. The BSH and the NPSA have updated the patient-held 
information (yellow) booklet.


5 Promote safe practice with prescribers and pharmacists to check that 
patients’ blood clotting (International Normalised Ratio, INR) is being 
monitored regularly and that the INR level is safe before issuing or dispensing 
repeat prescriptions for oral anticoagulants. 


28 March 2007


For response by:
• All NHS and independent sector 


organisations in England and Wales


For action by:
• The chief pharmacist/pharmaceutical 


advisor should lead the response to this 
alert, supported by the chief executive, 
medical director, nursing director and 
clinical governance lead/risk manager


We recommend you also inform:
• Medical staff
• Nursing staff 
• Pharmacy staff
• General practitioners
• Community pharmacists
• Dental surgeons
• Patient advice and liaison 


service staff in England
• Community health councils in Wales
• Medical laboratory scientists 


The NPSA has informed:
• Chief executives of acute trusts, 


primary care organisations, ambulance 
trusts, mental health trusts and local 
health boards in England and Wales


• Chief executives/regional directors 
and clinical governance leads of 
strategic health authorities (England) 
and regional offices (Wales)


• Healthcare Commission
• Healthcare Inspectorate Wales
• Commission for Social Care Inspection


• Medicines and Healthcare 
products Regulatory Agency


• Welsh Health Supplies
• Royal colleges and societies
• NHS Direct
• Relevant patient organisations and 


community health councils in Wales
• Independent Healthcare Forum
• Business Services Centre (Wales)
• Independent Healthcare Advisory Services
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Immediate action 


Action 


Update 


Information request 


Ref: NPSA/2007/18


✔


0440_Anticoag alert_V18.indd   1 19/3/07   12:34:59


Important information 


for patients


Oral
Anticoagulant
Therapy


Name of patient:


Address:


Postcode: Telephone:


Name of next of kin:


Hospital number: NHS Number:


This patient is taking anticoagulant therapy 
This card should be carried at all times and shown to healthcare professionals


Anticoagulant Alert Card 


In response to reports of patient safety incidents involving anticoagulants received from all sectors of NHS healthcare in England and Wales, 
the National Patient Safety Agency (NPSA) has issued a patient safety alert, and a series of support materials designed to help reduce the 
potential harm to patients taking this type of medication. This guidance applies to all healthcare sectors, including social care settings.


Further information and downloadable materials can be found at: www.npsa.nhs.uk/patientsafety/alerts-and-directives/alerts/anticoagulant


Continued overleaf:


Anticoagulant patient safety alert
Advice for social care providers







5.	� You should have written safe practice procedures for the administration of 
anticoagulants in your social care setting. The National Minimum Standards 
for care homes and domiciliary care agencies require providers to have 
written policies and procedures for medicines. The NPSA recommends that 
local policies should incorporate a specific section on anticoagulants.


6.	 All dose changes for anticoagulants should be confirmed in writing by the prescriber. 
It is safe practice to attach the written confirmation of the oral anticoagulant 
dosage, supplied by the anticoagulant clinic, to the medicine administration 
record (MAR) that you use. Only accept a verbal message to change the dose in 
an emergency, and always ask for written confirmation as soon as possible.


7.	 The NPSA recommends that oral anticoagulants are administered from 
the original packs dispensed for individual patients. Monitored Dosage 
Systems are not flexible enough to cope with frequent dose changes and 
are not recommended for anticoagulants. Care homes should make these 
arrangements with their local pharmacist or dispensing doctor.


8.	 Some people who are cared for in their own homes may rely on compliance aids to 
manage their medicines. For these people, a risk assessment is essential to decide 
whether the anticoagulant should be placed in it and, if it is thought necessary, the 
person who fills the aid must ensure that the tablets in the compliance aid match the 
latest prescribed dose. The general use of monitored dosage systems for anticoagulants 
should be minimised as dosage changes using these systems are more difficult.


9.	 Care workers who administer anticoagulants or support people to 
take their own must be trained to undertake their duties safely.


10.	Social care providers should review and, where necessary, update their procedures 
and protocols for giving medicines so that anticoagulants will be given safely 
and they should provide training for their staff in these procedures.


11.	People taking anticoagulants who need dental treatment may require a blood 
test up to 72 hours before treatment takes place. The social care provider should 
discuss this with the person’s dentist at least three days prior to treatment.


12.	NHS anticoagulant services will be audited on an annual basis using a set 
of safety indicators covering the whole of the anticoagulant care pathway. 
Social care providers may be asked to participate in that audit.


0.5mg (500 micrograms) – white


1mg – brown


3mg – blue


5mg – pink


In the UK, the colours of warfarin tablets are:


Different brands of warfarin tablets may have different markings to those shown 
above. Other anticoagulants may come in different strengths and colours


3.	 Additional blood tests may be necessary if the person has other medicines that 
interact with the anticoagulant. If this happens, the doctor or pharmacist will inform 
the person or their care worker. It is important for social care providers also to contact 
the anticoagulant service and make sure that the new arrangements are made.


4.	� Changes to the dose of anticoagulant should be written in social care records 
as mg. Warfarin tablets come in different strengths (as shown). If you confuse 
the number of tablets with mg, the person could get the wrong dose.


Further information and downloadable materials can be found at: www.npsa.nhs.uk/patientsafety/alerts-and-directives/alerts/anticoagulant
0565
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Appendix 3               Sheet No                             CORNWALL HEALTHCARE COMMUNITY                                                                                                      
                                                                                                                                                                           Use new sheet for each syringe driver change  


Record Sheet for SUBCUTANEOUS McKinley T34 Syringe Driver and Injectable drugs in Community Setting


Record administered STAT doses Date Time Signature & print name


CHECK THE FOLLOWING AND TICK 1 2 3  4
5 6 7


Patient Name


NHS Number 


D O B


Age 
  


Asset number________________
  


Service date due_____________ 
(this date is 12 months from the last service,  so 
only use the machine prior to the displayed date) 


Patient consent obtained    YES     NO
If no, why not? 
Who obtained consent__________________ 
Professionals signature__________________ 
Date 


Document 
displayed 


rate: 


before


after 


Remaining 
infusion time: 


Yes/No 







Balance of Syringe Driver Drugs in Community setting 


Patient Name: NHS number: Date of Birth:


Date and 
time 


Medication and dose strength Number of remaining 
ampoules 


Is there sufficient 
stock in the house 
for the next syringe 


driver change? 
Record plan 


Print name and signature 


Record stock medication currently not in use


Please print this document on yellow paper and file in patient record  







Appendix 4               Sheet No                                           CORNWALL HEALTHCARE COMMUNITY                                                                                                      
                                                                                                                                                                            


Record Sheet for SUBCUTANEOUS McKinley T34 Syringe Driver Medication for inpatient settings – record STAT doses on drug chart


Use new sheet for each syringe driver change  


CHECK THE FOLLOWING AND TICK 1 2 3  4
5 6 7


Patient Name


NHS number 


D O B


Age 
  


Asset number________________
  


Service date due_____________ 
(this date is 12 months from the last service,  so 
only use the machine prior to the displayed date) 


Patient consent obtained    YES     NO
If no, why not? 
Who obtained consent__________________ 
Professionals signature__________________ 
Date 


Document 
displayed 


rate: 


Volume 
before


after 


Remaining 
infusion 


time: Yes/No 







Appendix 4 
Check Sheet for McKinley T34 Syringe Drivers for SUBCUTANEOUS  


Use within In-Patient Settings in the CORNWALL HEALTHCARE COMMUNITY   


Patient name:                                                         Date of Birth:                                                     NHS No: 


Rationale for checking
Starting time – 
 Site – 
 Position – 
 Connections – 
 Light indicator  
 Syringe (volume remaining) – 
 Rate –
 Stability of solution –


Check function settings for time and volume


PLEASE NOTE:              


  PLEASE INITIAL/COMPLETE BOX AFTER CHECKING 


Date: Start Time: Time Time Time Time Time Time Time Time


Site


Position


Connections


Light indicator


Syringe (VTBI and time remaining)


Rate – as displayed on machine


Stability of solution 


Signature of nurse checking the above
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This guidance has been written to support and guide clinicians through the intermediate/interim 
admission process, to ensure a safe and effective patient experience for both the individual 
and the care home provider. 
  
The aims of this pathway are as follows: 
 


 Reduction in the risk of avoidable admission during intermediate/interim admission 
 


 Timely sharing of medical, functional, cognitive, and pharmacological information, to 
support the commissioned care delivery 


 


 To ensure a Peninsula Community Health (PCH) key worker is identified on the 
individual’s admission, to ensure they are in receipt of, and have contributed to, a robust 
management plan, with agreed goals and outcomes identified, and supported by 
appropriate services, to achieve those goals. 


 


 It is the key workers responsibility, in partnership with other relevant services, to plan 
and coordinate a safe, supportive and timely discharge, in liaison with the individual, 
their carer/s, and the care home provider. 


 


 The key worker has responsibility to assess and review the individual, following 
intermediate/interim discharge, to ensure ongoing services are meeting their needs.  


 
Roles and responsibilities 
 
Key worker- it is the responsibility of the key worker to coordinate a comprehensive 
assessment of the individual, to ensure their needs are recognised and the most appropriate 
care setting identified.  The key worker may need to refer to other members of the 
Multidisciplinary team to ensure that the assessment is as inclusive as possible i.e. therapist, 
specialist nurse.  It is the key workers role to make certain all contributions to the assessment 
are included in the relevant documentation.  
 
Following assessment it is advised that the key worker discusses the individuals’ needs 
and initiates the contract with the local Early Intervention Service (EIS) to ensure all 
options have been considered to maintain the individual within their own home. If the agreed 
option is for intermediate admission to a care home provider, EIS can provide bed availability 
information, and the key worker is then responsible for contacting the preferred care home, 
agree the management plan and to make arrangements for, and coordinate the transfer of, the 
individual from their home to the care provider. The key worker is required to complete the 
Care Home Intermediate/Interim admission document, sections 1-7, Appendices 1-4 only 
to be completed as clinically indicated,  and to send in E-mail format, to the EIS. A copy is 
also to be sent via FAX to the care home provider, and a copy to SERCO, on the day of 
admission if permission to share data has been obtained from the individual or their 
representative. 
 
It is recommended that the admitting clinician ensures an adequate assessment of the 
patient’s acute medical needs through consultation with the patient GP.  The key worker 
will inform the individuals General Practitioner (GP), of the admission and plan of care. 
 
If the individual is admitted to a care home in another practice area, the key worker will request 
that the registered GP undertakes a medical handover with the GP practice who will be 
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providing the temporary medical cover for the individual within the care home. EIS will then 
become the individual’s key worker whilst out of area, but continue to liaise with the admitting 
clinician.  The key worker and EIS will agree and implement the appropriate re-ablement 
services to support the individual in the care home setting, to address functional ability, with a 
goal of preventing deterioration. 
 
It is an expectation that the key worker will undertake or coordinate a face to face review of the 
individual within the care home setting, within 48 hours of admission, to reassess their function 
and stability and to reinforce the management plan with both the care home provider and re-
ablement services. If the review period occurs over a weekend, the key worker will discuss with 
the local EIS, to ensure their service undertakes the review of the individual, in the absence of 
the key worker. 
 
In partnership with the individual and the care home provider, the key worker shall plan and 
coordinate a safe, supportive and timely discharge, to an agreed setting, either home, or 
permanent placement. The existing support services shall be reviewed and procured to meet 
the current needs of the individual. Benefits of telehealth and telecare should be considered 
and implemented if appropriate. The key worker must ensure the EIS and GP are informed of 
the discharge plan. 
 
 
Early Intervention Service in support of community clinician admission – The EIS will act 
in an advisory capacity to support the decision making process regarding the most appropriate 
service/s or setting for the individual in crisis. They will provide community clinicians with 
information regarding bed availability of care home providers. 
 
On receipt of the agreed Care home intermediate/interim admission document, completed by 
the community key worker, EIS will process, as per current guidelines and in conjunction with 
the contract. 
 
Following discussion and agreement of the re-ablement management plan, it is the EIS 
responsibility to provide the most appropriate expertise, to support the individual’s needs, 
throughout their intermediate admission. 
 
If an individual is admitted by a community clinician to a care provider outside of their area, the 
nearest EIS becomes the key worker, and continues to liaise with the admitting clinician.  
 
On discharge, EIS will pass key worker responsibility back to the original admitting clinician 
who then has responsibility to assess and review the individual, following intermediate/interim 
discharge, to ensure ongoing services are meeting their needs.  
 
 
Early intervention Service following GP or Secondary care referral for intermediate care- 
GP’s/Acute GP’s/Integrated Hospital Discharge Team will directly refer individuals requiring 
intermediate admission to a care home, through EIS.  It is the responsibility of the EIS to 
discuss and suggest alternatives to admission.  However, if admission is the agreed option, 
EIS becomes the individual’s key worker, and must adopt the responsibilities of the “key 
worker” role as described above. 
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Fax Numbers  
  
SERCO   01256 744111   
     
 
Early Intervention Services:  
 
Caradon    01579 341035  Kerrier    01872 324862 
North Cornwall  01208 269372  Penwith   01736 351578 
Restormel   01726 67309 
Carrick    01872 323629 
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Part One: Key worker 
Key worker Date and time 


 


Designation Contact details 


  
 
 


  


 
 
 


   


 
 
 


   


 
 
 


   


 
 
 


   


Part Two: Consent and mental capacity 
 Yes No Any further information 


Does the individual give 
consent to admission to 
care home and to share 
the information in this 
document with care 
home staff? 


   


Has the individual been 
assessed to have mental 
capacity? 


   


Is a best interest 
meeting required? 


   


Part Three: Medical support 
GP PROVIDING MEDICAL COVER     (if different from usual registered practice)  


Name:   
  
Address:   
 
Telephone No:  
Have they been 
informed of 
individuals’ 
admission to care 
home, and accept 
medical 
responsibility for 
the individual? 
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Name:   DOB:   NHS  


Part Four: Medications 
 


This includes inhalers, topical formulations and wound dressings 


 


Name of Medicine              Dose Times to be 
taken                  


What I take this medicine for How to take the 
medicine i.e. with 
food 


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    
 
Written by (Print Name) ……………………………………………… 
 
Signature:……………………..Date:………………………………….. 
 
Yellow booklet with latest INR results to be supplied for patients on warfarin. 
 
Record cards, instructions and information leaflets to be supplied for patients on methotrexate or lithium. 


Known drug allergies: 
  


 
Is the individual able to 
self medicate today? 


If unable to self medicate give reasons why and consider strategies for safe administration 
 
 
 


Medication started, 
stopped or dosage 
changed within last 7 
days and reason for 
change 


 
 
 


Is the individual being 
admitted with a sufficient 
supply of current 
medication, creams, 
inhalers or required 
dressings? 
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Name:   DOB:   NHS  


 
Part Five: Medical details 


 
What is the presenting 
complaint for which the 
individual requires 24 
hour care? 
 
 


Please consider if the individual requires nursing or residential care 


Describe the individuals 
current functional ability 


Mobility, cognition, nutrition, bladder and bowel function 
 
 
 
 
 


Has a diagnosis been 
given? 
 


If yes please document 


Are any investigations 
required during 
admission or previously 
requested? E.g. x-ray, 
blood tests etc 
 


If yes please document 


Previous Medical history 
including long term 
conditions: 
 
 
 
 
 
 
 
 
 
 


 


Social history: 
 
 
 
 
 


 


Allergies: 
 
 


 


Does the individual have 
a specialist nurse, CPN 
or community matron? 


If yes, have they been informed of the admission or considered for key worker role 
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Name:   DOB:   NHS  


 
 


Part Six: Management plan 
 


Is there any specific 
clinical monitoring that 
you require i.e. weight, 
blood pressure, O2 
saturations? 
 
 
 
 
 
 


yes please document.  If this individual is being admitted to residential care, please inform 
Community nursing team 


What arrangements 
have been made to 
provide an OT/Physio 
assessment and 
rehabilitation plan? 
 
 
 
 
 


 


Explain specific goals 
and outcomes you 
expect the care home 
to address, for 
example, promoting 
independence, and 
management of long 
term condition or 
assess and record 
patients function and 
capabilities, including 
night time. 
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Name:   DOB:   NHS  


 
Part Seven: Re-ablement information 


 
Current mobility and any 
walking aids used? 
 


 


What rehab potential do 
they have to regain their 
previous level of 
mobility? 
 


 


What aids or 
adaptations does the 
individual’s home have, 
in order to maintain 
safety and 
independence? 
 


 


What social support 
does the individual 
normally have, both 
formal and informal? 
 
 


 


 


 


 


 


 


 


Are they able to carry 
out their own personal 
care and meet their own 
nutritional needs? 
 
 


 


Does the individual have 
any communication 
difficulties?   
Are there any specific 
instructions regarding 
this? 


 


Have you identified any 
risks for when the 
individual returns 
home? 


 


 


 


 


 


 


Does the individual have 
a history of memory or 
mental health problems 
or is there any concern 
around their wellbeing? 
 
 
 


If yes please document and document name of CPN if known 


 


 
 







 11 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


APPENDICES 
 
 


These sections to be completed only if clinically indicated 
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Name:   DOB:   NHS  


 
Appendix One: EOL Advanced care planning 


 
Does the individual 
have a personalised 
care plan, advanced 
directive or similar in 
place? 
 
 
 


If so please ensure care home has a copy and this is discussed at admission 


Does the individual 
have a Resuscitation 
plan or allow natural 
death order 
documented 
 
 


If so please ensure this is communicated to care home staff General practice and documented 


Has the patients’ 
symptom management 
been assessed and 
planned for? 
 
 


Ensure prescriptions and administration equipment are available 


Document any other 
issues relating to end 
of life care provision 
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Name:   DOB:   NHS  


 
Appendix Two: Equipment 


 
 


What equipment does the client require: i.e. nursing bed, airflow mattress, hoist etc 
 
 
 
 


If residential: Has order and delivery been arranged  


 
 
 
 
 
If admitting to Nursing home, is the nursing home aware of equipment needs – who has been contacted? 
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Appendix Three: Infection Status 
 


 
Is the patient currently in ‘protective isolation’ (patient isolated due to compromised immunity)?  
 
Yes  No 
 
 
Is the patient currently in ‘source isolation’ (patient isolated as they have know infection such as C diff, 
D&V and or as per risk assessment for MRSA and ESBL)?  
   
Yes  No 
 
 
 
 
Does the patient have a known or suspected infection? 
 
Infection       Infection site         Date of positive result          Treatment Plan 
 
 
 
 
 
 
Has the patient been exposed to others with diarrhoea and vomiting within the last 72 hours, or other 
infection?        
 
Yes  No 
 
 
MRSA Screening Status?    Pos +   Neg - 
(If positive give treatment details) 
  
 
 
Comments (e.g.IPAC team aware of transfer? Why the individual needs continuous isolation?) 
Record diarrhoeal illness stool chart details here:   
 
 
 
 
 
 
 
 
Ensure infection information has been discussed with care home 


 


 


 


 
 


 


 


 


 


Name:   DOB:   NHS  
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Appendix Four: Wound care 


 
TYPE OF WOUND_______________________LOCATION_________________________________ 
 
DURATION OF WOUND____________________________________________________________ 
 


FACTORS THAT DELAY WOUND HEALING: 


 SMOKING       MALNUTRITION   CARDIAC FAILURE      DEHYDRATION  


 MEDICATIONS     ALLERGIES    MALIGNANCY    SERUM ALBUMEN 


 C.O.P.D.               DIABETES      NON CONCORDANT    IMMOBILITY  


 ANAEMIA        RHEUMATOID DISEASE   


 


DATE On 
admission 


    


WOUND DIMENSIONS   (mm) 
a) max length 
b) max breadth 
c) max depth 
 


     


% TOTAL of WOUND BED 
a) Healthy granulation tissue 
b) Thick slough 
c) Necrotic tissue 
 


     


EXUDATE 
Colour 
Low Medium Large amount 
 


     


WOUND MARGIN 
a) Macerated 
b) Oedematous 
c) Erythema max distance from wound 
margin (mm) 
d)Fragile 
e) Dry/scaly 
d) Healthy intact 


     


INFECTION  
a) Suspected 
b) Wound swab sent 
c) Organism (s) isolated 


     


PAIN 
Site 
Severity  Scale 0-10 
Frequency 


     


PROPOSED TREATMENT 
Frequency of dressing change 
Care plan number 


     


WOUND ASSESSED BY 
 


     


 
 
If individual is receiving ongoing wound care from community nursing team, please forward an up to date 
care plan and contact details for the community team. 


Name:   DOB:   NHS  
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Name of drug Form Dose Frequency Total 
24 hour dose


Drug sensitivities/allergies:


Record here current prescription of opioid analgesia (include oral, buccal, transdermal). If the patient is terminally ill and 
already on a transdermal patch continue this and calculate subcutaneous (s/c) opioid for top-up analgesia only.


Current/Ongoing/Usual Opioids


A guide to equivalent doses for opioid drugs
NB - This is to be used as a guide rather than a set of definitive equivalences. Most data on doses is based on single dose
studies so is not necessarily applicable in chronic use, also individual patients may metabolise different drugs at varying
rates. The advice is always to calculate doses using morphine as standard and to adjust them to suit the patient and the
situation. Some of these doses have by necessity been rounded up or down to fit in with the preparations available.


Oral Oxycodone Oral Morphine Subcutaneous
Morphine


Subcutaneous
Diamorphine


Subcutaneous
Oxycodone


Fentanyl
Transdermal


Subcutaneous
Alfentanil


4hr
dose
(mg)


12hr
SR
dose
(mg)


24hr
total
dose
(mg)


4hr
dose
(mg)


24hr
total
dose
(mg)


4hr
dose
(mg)


24hr
total
dose
(mg)


4hr
dose
(mg)


12hr
SR
dose
(mg)


24hr
total
dose
(mg)


4hr
dose
(mg)


24hr
total
dose
(mg)


Patch
strength
(micrograms)


4hr
dose
(mg)


24hr
total
dose
(mg)


5


Buprenorphine Transdermal


BuTrans 5
BuTrans 10
BuTrans 20


5mcg/hour
10mcg/hour
20mcg/hour


(micrograms)


10
15
20
30
40
50
60
70
80
90
100
110
120


15
30
45
60
90
120
150
180
210
240
270
300
330
360


30
60
90
120
180
240
300
360
420
480
540
600
660
720


15
30
45
60
90
120
150
180
210
240
270
300
330
360


2.5
5
7.5
10
15
20
25
30
35
40
45
50
55
60


1.25
2.5 - 5
5
7.5
10
12.5
15
20
25
27.5
30
35
37.5
40


10
20
30
40
60
80
100
120
140
160
180
200
220
240


2.5
5
7.5
10
15
20
25
30
35
40
45
50
55
60


7.5
15
25
30
45
60
75
90
105
120
135
150
165
180


15
30
50
60
90
120
150
180
210
240
270
300
330
360


1.25
2.5
3.75
5
7.5
10
12.5
15
17.5
20
22.5
25
27.5
30


7.5
15
25
30
45
60
75
90
100
120
135
150
165
180


0.125
0.25
0.5
0.75
1
1.25
1.5
2
2.5
2.5
3
3.5
3.75
4


1
2
3
4
6
8
10
12
14
16
18
20
22
24


12mcg
25mcg
25mcg
37mcg
50mcg
75mcg
75mcg
100mcg
125mcg
125mcg
150mcg
150mcg
175mcg
200mcg


CHA2809 V3 
Printed 03/2015


Patient details


Name:


Address:


Date of birth:


NHS number:


Prescription sheet for
Subcutaneous Syringe Driver and Injectable Drugs 


GP name:


Reproduced with kind permission of Margaret Gibbs St Christopher’s Hospice 2nd edition 2006 


1


 Drug Drug Dose


10mg/24 hours
20mg/24 hours
40mg/24 hours


Approximate Oral 
Morphine Equivalence


60mg/24 hours
120mg/24 hours
240mg/24 hours


Approximate Codeine
Equivalence


amended to reflect current local practice, updated using BNF Sept 2014
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Prescribing information


• Intraspinal route - Occasionally syringe drivers are used to deliver medicines via the intraspinal route. When this occurs
the management of the syringe driver is different and advice regarding this should be obtained from the hospice.
Prior to seeking advice no changes should be made.


• When first commencing a syringe driver it can take 4-6 hours for the medication to take effect. It is therefore important
to prescribe s/c stat doses of all medicines required to manage pain relief and other symptoms. A separate
subcutaneous butterfly line should be inserted for this purpose.


• The medication in the syringe can be checked by reading the label on the syringe in the syringe driver or as documented
on the yellow syringe driver record sheet.


• If doses of drugs need to be changed a new syringe must be made up. In the community contact the District Nursing Team
to do this.


• If patient is entering the terminal phase keep transdermal opioid patches in situ, and continue to change patch as usual


• Naloxone - The recommended dose of Naloxone IV to reverse opioid induced respiratory depression in patients receiving 
 end of life care is Naloxone IV 100-200micrograms (1.5 -3mcg/kg). If response is inadequate give subsequent dose of 
 100micrograms every two minutes. NHS England Patient Safety Alert (NHS/PSA/W/2014/016R).


• Ensure where a dose increase is intended, that the calculated dose is safe for the patient. This should normally not be 
 more than 50% higher than the previous dose. (NPSA/2008/RRR05- Reducing Dosing errors with Opioid Medicines)


i.e every 72 hours (book.pallcare.info/index.php). Give additional s/c opiate when necessary (prn) for breakthrough pain
If more than 2 doses are needed in 24hours then give additional opioid by syringe driver, starting with dose equal to
sum of prn doses in past 24 hours.


Syringe driver information – McKinley T34 in the community
• The McKinley T34 syringe driver will be secured in a locked box. The key to unlock the box will be held by the registered


practitioner. Keys will not be left at patient’s homes.


• Confirm the syringe driver is working by checking the battery indicator light flashes (every 32 seconds) and the screen
display reads “pump delivering”.


• Do not alter the syringe driver rate.


• If the syringe driver does not work give STAT doses (see guidance on conversion chart) and record on syringe driver
record sheet doses and stock used. Leave a message for the District Nursing team regarding this.


• If the alarm is sounding, this can be stopped by removing the battery (the locked box does not need to be removed to
do this). This will stop the infusion so stat doses may be required. Contact the District Nursing Team and ask them to
recommence the machine and troubleshoot.


• Only reload the syringe driver if trained and competent with use of the McKinley T34 syringe driver.


Further advice is available from:
Palliative Care Advice Line:  01736 757707
Advice is available 24 hours a day, 7 days a week to any Health Care Professional
Community Specialist Palliative Care Team 01208 251300
24 hour on-call pharmacist at RCHT 01872 252000
St Luke's Hospice 01752 401172


References
Palliative Care Guidelines plus – www.book.pallcare.info/index.php
BNF - bnf.org
Cornwall Joint Formulary – www.eclipsesolutions.org/cornwall
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Date &
Time


Name of drug Dose Route Total STAT
doses in 24hrs


Drug sensitivities/allergies:


Prescription valid for one month - Review date:


Frequency Doctor’s signature


Drugs that may be added to syringe driver depending on symptoms. It is essential to make sure the drugs
are compatible or it may be necessary to run two syringe drivers.
(www.book.pallcare.info/index.php - advice on compatibility)


Syringe Driver Medications over 24 hours


As required/PRN/anticipatory prescribing medications


DILUENT OF CHOICE:
To a sufficient quantity


r esoDemit & etaD ange Print name & signature


S/c                                        injection           mg in 24 hours


via syringe driver increasing by           mg steps if necessary


to a maximum of           mg in 24 hours


Reason for use:


Name:


Signature:


Designation:


Name:


Signature:


Designation:


Patient details


Name:


Address:


Date of birth:


NHS number:


Prescription sheet for
Subcutaneous Syringe Driver and Injectable Drugs 


GP name:


As required medications (for Opioid this is generally a sixth of the 24 hour dose)
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S/c                                        injection           mg in 24 hours


via syringe driver increasing by           mg steps if necessary


to a maximum of           mg in 24 hours


Reason for use:


egnar esoDemit & etaD Print name & signature


S/c                                        injection           mg in 24 hours


via syringe driver increasing by           mg steps if necessary


to a maximum of           mg in 24 hours


Reason for use:


S/c                                        injection           mg in 24 hours


via syringe driver increasing by           mg steps if necessary


to a maximum of           mg in 24 hours


Reason for use:


S/c                                        injection           mg in 24 hours


via syringe driver increasing by           mg steps if necessary


to a maximum of           mg in 24 hours


Reason for use:


S/c                                        injection           mg in 24 hours


via syringe driver increasing by           mg steps if necessary


to a maximum of           mg in 24 hours


Reason for use:


Name:


Signature:


Designation:


Name:


Signature:


Designation:


Name:


Signature:


Designation:


Name:


Signature:


Designation:


Name:


Signature:


Designation:


Drugs which may be added to syringe driver depending on symptoms


Patient details


Name:


Date of birth:


NHS number:
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