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OXYGEN - SAFE ADMINISTRATION AND SUPPLY PROCEDURE


The key messages the reader should note about this document are:
1. When and how to use prescribed oxygen and oxygen in emergencies.
2. How to maintain a supply of oxygen safely
3. How to prescribe, monitor and administer oxygen safely
4. Risks associated with using oxygen in clinical settings
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1.	THE PROCEDURE

1.1	Flow chart of procedure for non-emergency oxygen therapy
	





1.2	Description of Procedure/Process

Oxygen is a drug and should be treated like any other drug.  It must be prescribed on the 24 hourly oxygen prescription and monitoring chart with the required administration device; flow rate; concentration and target saturation level identified.
Hypoxaemia for the purpose of this document can be defined as oxygen saturation of < 95%.  The exceptions to this are those patients who have been previously identified by medical staff as requiring fixed, low concentration oxygen. It must be remembered that oxygen saturation monitoring provides no indication of carbon dioxide levels and that careful monitoring of patients receiving oxygen therapy is essential.  
Medical staff must ensure that any patients at risk of carbon dioxide retention* are sent immediately to an acute medical setting such as an Emergency Department to enable closer, frequent monitoring and blood gas analysis.  It is recommended that medical staff seek advice from the respiratory physicians, respiratory nurse specialist or emergency medical staff if they are unsure how to best manage or prescribe for a patient who requires or may require oxygen therapy.   
In an emergency all patients for whom target saturation has not been identified must be given sufficient oxygen to keep saturations at 94% or above until the arrival of an ambulance.
*Carbon Dioxide retention will apply to extremely few patients within LYPFT. 

2	Indications to consider Oxygen Therapy 
BTS (2017) guidelines are very clear, O2 therapy is for hypoxaemic patient and this clearly links to RC UK (2015) guidelines which state administration of oxygen should be “guided by pulse oximetry”.

3 	Contra-indications to Oxygen Therapy	
· Patients who have been identified by medical staff as being sensitive to high concentrations of oxygen
· Patients for whom instructions not to administer oxygen have been given. 








4	Prescribing and Administration of Oxygen Therapy
Only medical staff can prescribe oxygen, and each prescription should contain the following information and be written on the 24 hourly oxygen prescription and monitoring chart (Appendix B).
•	Indicate whether oxygen therapy is to be continuous or as required.
•	Indicate the target saturation level that should be aimed for. E.g. 85–92%  or 94–98%.
•	Indicate the delivery system and for that system a flow rate or concentration. 

· Venturi system 	24%	28%	35%	40%	60%  
· Nasal Cannula	1L	2L	3L	4L	(or Dr to complete flow rate)
· Medium Concentration/simple face mask	5L	6L	7L	8L	9L	10L
· Non re-breathe oxygen mask: this is always at 15 litres per minute
Humidification is not required for the delivery of low-flow oxygen (mask or   nasal cannulae) or for the short-term use of high-flow oxygen. It is not therefore required in emergency care.
•	The prescribing doctor must sign the order and print their name.
•	The date and start time must be added to the prescription.
•	Prescriptions for routine oxygen therapy must be reviewed and when necessary revised by medical staff at intervals which must be specified in the clinical notes by the prescriber or lead clinician.  Each revision must include all the same information as the original prescription.

4.1  Administration

[bookmark: _MON_1646542263]Nursing staff administering oxygen must comply with MM0004 section 2.2.17.0 Administration of Medicines.   
The administrator must add the date, time and their initials/signature to evidence when the therapy commenced. 
Any changes in saturation levels that lead to a change in prescription must also be documented in the clinical notes. 
•	In an emergency situation oxygen should be given to the patient immediately without the need for a prescription.The lack of prescription should never preclude oxygen administration. However, a written record must subsequently be made of what oxygen has been given in the same detail as any other oxygen prescription.

•	When a nebulizer is prescribed the prescription must state if it is to be given with oxygen to drive the process with a flow rate of 6-8 litres.

4.2	Flow Rate
The oxygen administration device usually dictates the flow rate required either to drive the device to produce a fixed oxygen concentration or to increase the concentration by increasing flow rate. High flows are required for emergency treatment, for example in pre and post cardio-respiratory arrest.  Venturi masks can provide flow rates of low to medium concentrations of oxygen. However if specialist equipment or long term high flow rate oxygen are required the patient cannot be managed at LYPFT and must be moved to a higher level of physical care immediately.

4.3	Concentration and Devices
There are variable concentration devices – the approximate concentration is dependent upon oxygen flow, tidal volume and respiratory rate.
Listed below are the main types of equipment with their key considerations or characteristics:
	Nasal Cannula 

	Concentration 24-35%  
Flow 1-4L/min  
Consider humidification
Comfortable 
Good in stable patients 


	MC Mask 

	Concentrations 40-60% - consider humidification
Flow 5-10L/min (CO2 re-breathing occurs if the flow <5L/min)
Short term 

	Non-re-breathing oxygen mask

	Concentration 60-90%
Flow 15L/min (keep reservoir inflated) 
Short term until recovery or ambulance arrival	

	Venturi mask 

	Concentration 24%, 28%, 35%, 40%, 60% (colour coded) 
Patients requiring a high flow 


		 	 
Humidification should be used in all patients whose upper respiratory tract is bypassed (i.e. tracheostomy).

5       Monitoring of Oxygen Therapy
5.1	Respiratory rate 
Respiratory rate should be monitored to help determine the baseline respiratory status of patients.  All patients on admission or on commencement with a day service must have respiratory rate recorded as part of their physical health assessment.   
Respiratory rate can:
•	Identify respiratory disease. 
•	Identify other complications such as infection, shock, etc. 
•	Monitors fluctuations and potential deterioration. 
•	Identifies pattern and character of breathing. 

Procedure	
· Ensure you have a clear view of the patients’ ribcage.
· Ensure you can see a clock or watch with a second hand.
· Inspiration and expiration counts as one full cycle.
· Count the patients respiratory rate (number of full cycles) for one full minute.
· During or after counting the rate, assess the character of breathing.
Remember normal breathing is easy, unnoticeable, smooth and quiet.  Signs of difficulty breathing are shallow breathing, noisy breathing, wheezing, and the inability to speak clearly and in full sentences.
Lifting the shoulders and use of accessory muscles on inspiration are signs of respiratory distress.
Central cyanosis (blueness to lips/face and oral mucosa) is a late and serious sign and must be recognised and acted upon immediately.
Document the respiratory rate as a number on the Modified Early Warning Score (MEWS)* and observation chart and other respiratory observations in the nursing notes. Report any deterioration or other obvious unexpected changes to medical staff and the senior nurse on duty.  
*MEWS is a track and trigger system explained in LYPFT Resuscitation Procedure (CM-0036) 




5.2	Pulse Oximetry
Pulse oximetry is commonly done using a fingertip pulse oximeter though other sensors can be used.  Readings are undertaken to determine a baseline oxygen saturation level for the patient, to monitor fluctuations, potential deterioration and to assess response to treatments. 
Finger probes should never be clipped/attached on service users ears as the reading will be very inaccurate. Only ear clips which are designed for the pulse oximetry device should be used.  Oximetry gives information regarding oxygen saturation, not patient ventilation or levels of carbon dioxide.
There are some factors that will complicate the interpretation of pulse oximetry readings:
· Poor peripheral blood flow – less blood available for comparison of oxygenated and deoxygenated blood. 

· Cardiac arrhythmias –  some can cause the pulse rate reading to be incorrect due to strength or speed of the pulse.

· Carboxyhaemoglobin – oximetry cannot differentiate between carboxyhaemaglobin and oxyhaemaglobin (tobacco smokers).

· Nail varnish  - can cause the colour sensors of some oximeters confusion in identifying colour accurately enough for the necessary comparison.


Procedure 

· Explain procedure to patient and gain consent.
· Apply probe to finger – this is a simple sprung peg like device which grips the finger tip.
· Read digital results – allow a few seconds for this to stabilise.
· Document saturation indicated (many oximeters provide the pulse rate at the same time but this is not as reliable as manual pulse readings which remains the preferred method).
· Respond immediately to a drop in saturation if below the target saturation.
If oxygen saturation and or respiratory rate and pattern does not respond or patient deteriorates expert help must be sought immediately by calling 9-999 for an emergency ambulance and where available calling local medical staff and ILS providers using emergency calling systems for that area. 


At LYPFT medical staff, Registered Nurses (RMN, RN LD, RGN), Occupational Therapists (OT) and Physiotherapists can administer oxygen to adult patients in their care or on the LYPFT premises in an emergency without prescription. 
Routine oxygen should be administered by RN’s or medical staff only.
Electric nebulisers should be used to administer broncho-dilators which removes the requirement to have any other gas cylinders available other. This will reduce the risk of confusion between cylinders and gases.  
In an emergency nebulisers may need to be given with oxygen and these masks must be available on all inpatient and day units

6	Storage and Fire Safety
In an oxygen enriched atmosphere, materials not normally considered to be flammable may become flammable; flammable materials ignite and burn more vigorously. Clothing may become saturated with oxygen and become an increased fire risk; when returned to normal ambient air, clothing takes about five minutes to be free of the gas enrichment. Blankets and similar articles should be turned over several times in normal ambient air following suspected oxygen enrichment.
Within clinical areas oxygen cylinders must be:
•	Kept in a room having a fire door which must be self-closing or kept locked shut when not in use. 
•	ZX cylinders must be kept and transported in the ZX specific trollies.  CD cylinders  can be free standing.
•	Stored away from other combustible items.
•	Not have oils, petroleum jelly or any grease stored anywhere near them as in the presence of high pressure oxygen they are liable to spontaneously ignite even in minute quantities.
•	Be handled using clean hands or gloves specially when assembling oxygen equipment, e.g.  making connections. (Hand cream is also highly combustible in the presence of pressurise oxygen)

[image: ]


This warning sign must be placed on the door to any room where oxygen cylinders are stored.





6.1	Handling cylinders
In order to comply with current manual handling regulations, it is advisable that when handling medical gas cylinders, the following precautions are followed:
•	It is good practice for porters to wear safety shoes and gloves when moving cylinders.
•	Cylinders should only be moved with a trolley designed for appropriately sized cylinders.
•	Never roll cylinders along the ground as this may cause the valve to open accidentally. It will also damage the cylinder label and paintwork. 
•	Cylinders should be handled with care, never knocked violently or allowed to fall over. 
•	Where possible place cylinders near to an exit so that they can be removed quickly in an emergency. They must not, however, block the exit. 
•	Never paint or obscure any markings or labels on cylinders 
•	Never apply any unauthorised labels or markings to cylinders, unless advised by the supplier to identify faulty or incident cylinders. 
•	Empty cylinders can be identified by the absence of the grey ring pull seal which comes with the recommended cylinders and the contents meter showing empty.
•	Empty cylinders should be removed as soon as possible. This is achieved by contacting the supplier and arranging an exchange which is usually available within 2-3 days.
•	When cylinders are stored they must be checked as present and fit for use each day and recorded on the Grab Bag check list which can be found on Staffnet and which is updated in January each year. 
•	The storage and handling recommendations in this procedure are not exhaustive and recognised gas cylinder safety training must be provided by the organisation, or the organisation must have evidence of training from the contracted support service providing storage and or movement of oxygen cylinders.  Training must be current and relevant.

7	Infection Prevention and Control
All oxygen administration devices (masks and nasal cannula) and tubing are for single patient use.  Each device may be used repeatedly for the same patient but must be disposed of when no longer required by that patient.  

Patients on long-term therapy should have their devices changed as frequently as advised by the infection prevention and control team and or the respiratory specialists.  
Bubble bottles must not be used for humidification as there is no proven benefit and there is a risk of cross infection.

8	Training 
Staff attending Immediate Life Support (Resuscitation Council UK) courses will be taught emergency oxygen administration; this will include assessing the need for oxygen, setting up the oxygen cylinder, non re-breathe oxygen mask and bag valve mask device. The oxygen cylinders used in training will be the same as those in use in clinical settings.  
Clinical managers are responsible for ensuring all other staff who may have cause to use oxygen are taught how to store, check and set up cylinders with administration devices ready for use.
•Oxygen saturation monitoring, prescriptions and administration methods for routine oxygen must be clearly communicated by the prescribing doctor to the nursing staff caring for the service user and use the 24 hr. Prescription and Monitoring Chart.   
For ancillary staff under the Health and Safety at Work Act 1974 and HTMO2 guidelines, it is the responsibility of employers to train their employees on the recommended safeguards relating to the handling of medical gases to ensure they understand and employ safe practices.  It is the responsibility of each Care Group to ensure that ancillary staff and PFI partners are trained at induction in the safe storage and transport of oxygen cylinders if it is possible they will be involved in this work.  These risks are reduced by oxygen being kept in small quantities in each clinical area that needs it and suppliers delivering directly to each area.  All training must comply with the appropriate ratified Trust documents and standards.

8.1	General training recommendations
An oxygen champion should be identified as recommended by the British Thoracic Society to:
•	Facilitate training for clinical staff  in oxygen use.
•	Disseminate supportive educational materials.
•	Standardise documentation for the prescription and monitoring of emergency oxygen.
•	Reduce confusion around oxygen use in emergency situations. 


9	Procurement
All oxygen must be supplied to the Trust via supplies through the authorised contractor.  Each area risk assessed as needing to keep an oxygen supply must keep ZX cylinders with trolley wheels.  (There may be exceptions to the cylinder size for areas needing to take cylinders up and down stairs; in these instances a C/D cylinder is recommended).
[image: ]
Cylinders and valves must meet the Transportable Pressure Equipment Directive (TPED) and be marked accordingly. The supplying company must inspect every cylinder each time it is filled to ensure cylinder safety.
Date effective from: 28 March 2020 		         Page 1 of 19
Document Reference Number: C-0035
Version No: 4

Appendices
· 
24 hr. Prescription and Monitoring Chart  

· LYPFT Resuscitation Procedure (CM-0036) 

· MM0004 section 2.2.17.0 Administration of Medicines

· 
PART B  


1	IDENTIFICATION OF STAKEHOLDERS

	Stakeholders
	Level of Involvement

	Lead Director
(Medical Director)
	Will be responsible for ensuring approval and ratification of the procedure and supporting its effective implementation in the Trust.

	Oxygen Champion (Trust Lead Resuscitation Officer) 
	Will provide advice and information on the purchase and use of oxygen, administration devices and oximeters, they will ensure oxygen therapy and use is included in Immediate Life Support Courses.  The Lead Resuscitation Officer will monitor the readiness of oxygen provision as part of the Resuscitation Audit & Drill process

	Pharmacy Staff
	Will monitor oxygen prescriptions for compliance with the procedure.  This monitoring will be fed back to the Effective Care Committee annually.

	Physical Health Optimisation Group
	Will review the annual report from Pharmacy on effective prescribing and administration of oxygen and compliance with this procedure.  
Will contribute to the contents of this procedure during the consultation period

	Medicines Optimisation Group
	Will contribute to the content of the procedure during consultation.

	Policy & procedures comittee
	Will ratify the procedural document

	Medical Director and Clinical Directors
	Will be responsible for ensuring dissemination of and compliance with this procedure in their area of responsibility.

	Matrons and clinical managers 
	Will be responsible for ensuring  the availability and functionality of oxygen and oximeters is checked daily and that all clinical staff receive training in oxygen storage and safe use.  It is the responsibility of staff in areas that keep oxygen to teach staff not attending ILS about this procedure and oxygen safety.

	All Clinical Staff
	Are responsible for co-operating with the implementation of this procedure as part of their normal duties and responsibilities.
Staff in clinical areas with oxygen must check and sign each day as part of their emergency “Grab Bag” checks that:
Oxygen cylinders have trolleys with wheels
At least one cylinder is full 
The cylinders are ready for use in an emergency 
Clinical staff will ensure that oxygen cylinders are kept securely and all cylinders can be located.

	Procurement
	Will ensure a suitable supplier is maintained and that all regulations regarding provision, storage and transport of gases is complied with by the supplier.




2	REFERENCES, EVIDENCE BASE

Resources 
National Patient Safety Agency, NPSA/2009/RRR/006 Oxygen Safety in Hospitals
British Thoracic Society, Guidelines for Emergency Oxygen Use in Adult Patients: Executive Summary (May 2017)

Resuscitation Council UK Immediate Life Support Manual (2015)


3	ASSOCIATED DOCUMENTATION (if relevant)



4	STANDARDS/KEY PERFORMANCE INDICATORS (if relevant)





5	EQUALITY IMPACT 

The Trust has a duty under the Equality Act 2010 to have due regard to the need to eliminate unlawful discrimination, advance equality of opportunity and foster good relations between people from different groups. Consideration must be given to any potential impacts that the application of this policy/procedure  might have on these requirements and on the nine protected groups identified by the Act (age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion and belief, gender and sexual orientation).

Declaration: The potential impacts on the application of this policy/procedure have been fully considered for all nine protected groups. Through this process I have identified  any potential negative impacts for any of the nine protected groups.

Print name: Kevin Stevenson
Job title:  Acting Lead Resusciation Officer 			
Date: 24/3/20

If any potential negative impacts are identified the Diversity Team must be contacted for advice and guidance: email; diversity.lypft@nhs.net. 



CHECKLIST 
To be completed and attached to any draft version of a procedural document when submitted to the appropriate group/committee to support its consideration and approval/ratification of the procedural document.  

This checklist is part of the working papers.  

	
	Title of document being newly created / reviewed:
	Yes / No/


	1.
	Title
	

	
	Is the title clear and unambiguous?
	Yes

	
	Is the procedural document in the correct format and style? 
	Yes

	2.
	Development Process
	

	
	Is there evidence of reasonable attempts to ensure relevant expertise has been used?
	Yes

	3.
	Content
	

	
	Is the Purpose of the document clear?
	Yes

	5.
	Approval
	

	
	Does the document identify which committee/group will approve it? 
	Yes

	6.
	Equality Impact Assessment
	

	
	Has the declaration been completed?
	Yes

	7.
	Review Date
	

	
	Is the review date identified?
	Yes

	
	Is the frequency of review identified and acceptable?
	Yes

	8.
	Overall Responsibility for the Document
	

	
	Is it clear who will be responsible for co-ordinating the dissemination, implementation and review of the document?
	Yes




	Name of the Chair of the Committee / Group approving

	If you are assured this document meets requirements and that it will provide an essential element in ensuring a safe and effective workforce, please sign and date below and forward to the chair of the committee/group where it will be ratified.

	Name
	n/a
	Date
	27/03/2020

	Name of the chair of the Group/Committee ratifying

	If you are assured that the group or committee approving this procedural document have fulfilled its obligation please sign and date it and return to the procedural document author who will ensure the document is disseminated and uploaded onto Staffnet.

	Name
	Cath Hill
	Date
	28/03/2020




1


Medical staff prescribe oxygen using the 24 hr prescription and monitoring chart (see Appendices)


2


Prescription records oxygen as continuous or as required, target saturation levels, delivery systems, flow rate and concentration


3


Administering RN records the date, time commenced and their initial/ signature


4


In emergency RN's and medical staff give high flow oxygen without a prescription and record what has been given as per prescription chart data fields as soon as possible











image1.emf
MM-0004.docx


MM-0004.docx




[image: New Image]

[bookmark: _GoBack]



MEDICINES CODE







The key messages the reader should note about this document are:



1.   The LYPFT Medicines Code sets the minimum acceptable standards by which all medicines including Controlled Drugs (CDs) are managed by Leeds and York Partnerships NHS Foundation Trust (LYPFT) and its staff.  

2. It is based on relevant legislation concerning medicines and incorporates the recommendations and requirements of relevant professional bodies and other external official agencies.

3.  Standards that MUST be followed are legal or mandatory Trust requirements.

4.  Standards that SHOULD be followed are good practice recommendations.

5.  Newly appointed medical, nursing and pharmacy staff, and any others who have dealings with medicines, should read the Medicines Code and acquaint themselves with its contents.























DOCUMENT SUMMARY SHEET

ALL sections of this form must be completed.  



		Document title



		Medicines Code



		Document Reference Number



		MM-0004



		Key searchable words



		Medicines code



		Executive Team member responsible (title)



		Medical Director



		Document author (name and title)



		Joanne Goode , Deputy Chief Pharmacist



		Approved by (Committee/Group)



		Medicines Optimisation Group



		Date approved



		7 February 2019



		Ratified by



		Policy and Procedures Group



		Date ratified



		11 April 2019



		Review date



		11 April 2022



		Frequency of review



		At least every three years











Amendment detail

		Version

		Amendment

		Reason



		4

		

		Updated to new trust format



		5

		Page 1 pharmaceutical changed to pharmacy



Page 2 complementary changed to complimentary



1.2.1.4 telephone number updated tel. 0344 892 0111



1.2.3.0





1.2.3.1, 1.2.10.0, 1.2.12.0, 1.2.13.0, 1.2.15.0, 1.2.16.0, 1.2.17.0, 1.2.18.0, 1.2.24.0, 1.2.31.2

Nursing associates included



1.2.9.1 Venalink removed



1.2.10.0 Faxed orders are permitted removed and scanned to pharmacy added.



Reference added Standards of proficiency for nursing associates, Nursing and Midwifery Council 2018











		Simpler language





Spelling correction







New number







Pregabalin and gabapentin added to reflect legal changes



New role within the trust















We no longer provide this type of compliance aid



Process switched to scanned from faxed









New reference document
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All staff involved with medicines are responsible for its safe and effective use. This includes:



· promoting good and remedying poor medicines management practice

· having systems in place to prevent errors in the medicines  management process reaching the patient i.e. acting as an error trap

· timely reporting near misses and actual errors to ensure lessons are learnt across the organisation in order to minimise the chances of recurrence.



The first responsibility and priority is to act to ensure the safety of patients.



Only proceed with the prescribing, dispensing or administration of a medicine if you consider whatever you’re doing to be both safe and appropriate.



If staff suspect or know they’ve made an error they must take immediate action to protect the patient. Report the incident to a senior colleague.



Suspected adverse reactions to medicines must be reported to the prescriber and where appropriate to the MHRA using the yellow card scheme.



Any concerns relating to a colleagues practice should be addressed promptly with the person responsible (or if not available their deputy/ covering colleague). Where concerns cannot be resolved satisfactorily they should be escalated to appropriate senior colleagues.



The Medicines Code defines the minimum standards of control required when managing the acquisition, storage, transport, prescribing, dispensing and administration of medicines. Each local area should ensure levels of controls are proportional to the assessed risks e.g. tighter controls are required in areas that frequently use monitored medicines.



Report all incidents, errors and near misses using the Trust’s incident reporting system.



1.2.1.1  	Medicine Errors 



A medication error is a preventable incident associated with the use of medicines which may put a patient at risk. If a patient receives a medicine that has been incorrectly prescribed, dispensed or administered, all the following steps should be followed:

· Immediate action should be taken to ensure the safety of the patient. Contact the patient’s consultant (or deputy) straight away for advice on what action to take. 

· Inform the patient / carer.

· Inform relevant senior staff i.e. CSM, pharmacist, patient’s consultant

· Document what has happened in the patients notes along with the advice    given by the doctor contacted.

· Complete a Trust  Datix incident report and follow the Trust’s incident reporting procedures



1.2.1.2	Medicines Incidents 



Medicine related incidents (or near misses) such as unauthorised Medicines Code breaches, loss of medicine should be reported to the CTM/CSM or senior pharmacist (depending on the nature of the incident) and recorded on a Datix incident form. 



If an incident involves a controlled drug (CD) the Trust Accountable Officer (LYPFT Chief Pharmacist) must be informed. The Accountable Officer will decide what action needs to be taken and whether the Local Intelligence Network (LIN) for Controlled Drugs or other authorities need to be informed e.g. Police, Care Quality Commission.



1.2.1.3	Medicine Error/Incident Monitoring System 



The primary objective of collating and reviewing medication errors, incidents and near miss reports is to minimise the risk of recurrence. 



All medicine related Datix incident reports are systematically reviewed to identify recurrent or high risk areas.  The findings are reported through the Trust’s governance committees and trust-wide working practices and training needs are reviewed. Individuals involved in errors have a responsibility to support these trust-wide processes and also, where appropriate engage in personal training and competency assessment to support their safe professional practice. 



Learning from medication errors/ incidents or near misses are communicated across the organisation.





1.2.1.4	Medicine Defect Reporting and Responding



When a member of LYPFT staff or a patient/ carer finds or suspects a medicine to be defective they should: 



· Quarantine the medicine i.e. clearly label the medicine as ‘defective’ to ensure it is not used along with any associated products or equipment used with it e.g. administration sets.

· Record the products name, formulation, strength, manufacturer, batch number and expiry date along with details of the defect.

· Inform a member of senior pharmacy staff, they should:

· Check their stocks of the product for defects

· Where possible provide a new supply of the product

· Advise on how to report the defect 

· If a patient has received the defective product:

· inform their doctor who should advise on any action required* 

· inform the patient / carer 

· record in the patient’s notes

· report the incident to the senior nurse in charge



 * contact a LYPFT pharmacist for advice (for urgent advice outside LYPFT pharmacy opening hours the on-call Pharmacist may be contacted via switchboard).



· Report to the MHRA



The UK National Poisons Information Service (NPIS) Tel. 0344 892 0111 may also be able to advise.



1.2.1.5	Medicine Defects – Responding to Safety Alerts



If a defective medicine is identified the MHRA may issue a product recall or put restrictions on the supply of the medicine in order to protect public health. There are four classifications of drug recall:



Class 1 – action immediately

Class 2 – action within 48 hours

Class 3 – action within 5 days

Class 4 – caution in use



Alerts are sent out by the national alert system to the pharmacy department (or for a class 1 alert out-of-hours – to the on-call pharmacist). 

The pharmacy department are responsible for checking whether the alert is relevant i.e. if the product has come into the Trust. Where relevant pharmacy staff must respond to the alert (as soon as possible, within the timescale given) by:



· establishing where any defective medicines are

· ensuring defective products are quarantined 

· ensuring the alert is communicated to trust ward/ units, staff and patients/ carers affected as appropriate

· providing information and advice on any further action required



[bookmark: _Toc488674342]1.2.2.0	MEDICINES AND EXTERNAL ORGANISATIONS



1.2.2.1	Communication with other Care Providers e.g. Primary Care



Where a patient’s care is shared between LYPFT and other organisations it is essential that there is clarity regarding the responsibilities for prescribing, supply and administration of medicines.



Changes in medicine treatment must be communicated, in writing, in a timely manner by the prescriber making the changes. Arrangements made for the supply of medicines should also be communicated in writing.



Unless the patient is an inpatient the continued prescription of regular medicines is normally the responsibility of the general practitioner (GP).  There may be exceptions such as:



· When in the interest of patient care the consultant needs to retain prescribing responsibility e.g. short course of treatment, stabilisation on new medicine, medicine requiring specialist monitoring or subject to continual change

· If the patient does not have a supply suitable for use.

· As an interim measure until the GP takes on the prescribing e.g. the initiation of amber drugs (Where patients are prescribed Amber drugs any relevant guidance i.e. shared care guideline should be followed)

·   ‘Hospital-only’, unlicensed medicine or red drugs.

· Where the patients medicines supply needs cannot be met elsewhere 



It is important to establish with whom responsibility for the on-going monitoring of the patients clinical response to the medicine and side effects lies.



LYPFT prescriptions for admitted patients i.e. not outpatients, should detail all the medicine a patient currently takes. It should be made clear which medicines are prescribed/ dispensed by LYPFT and which are obtained elsewhere. 



1.2.2.2	Supply of Medicines to Non-Trust Patients/Organisations e.g. Independent hospitals, other Trusts

A hospital pharmacy can only supply stock medicines to an external organisation if it has a wholesale dealer’s licence. 



The arrangements for medicines supply to non-trust patients/ organisations should be defined in a Service Level Agreement (SLA).



Where CDs are supplied to a non-trust organisation:



· It must be ensured that the organisation is legally permitted to hold CDs (A private hospital that is not maintained by voluntary funds or by a registered charity needs a Home Office Licence to hold CD stocks). 

· The SLA should specify the responsibilities and accountability in relation to CD medicines management including governance arrangements and ensure that each Accountable Officer takes responsibility for the Standard Operating Procedures at their respective organisations

· The CD requisitions/orders are authorised by that organisation’s pharmacist (If no pharmacist is employed by the external organisation then a registered medical practitioner MUST countersign orders for controlled drugs raised by the senior registered nurse on duty)



[bookmark: _Toc488674343]1.2.3.0	CONTROLLED DRUGS (CDs)

LYPFT treats all Schedule 3 CDs (e.g. flunitrazepam, buprenorphine, phenobarbitone, midazolam, tramadol, pregabalin and gabapentin) plus ketamine, and Sativex™ (a cannabis based product) as Schedule 2 CDs i.e. all prescribing, requisitioning, record keeping, safe storage and destruction requirements apply. For more information on CD classifications see the current BNF



Guidance on the prescribing, dispensing, storage and transport of CDs is contained within the relevant sections of the Medicines Code below.



1.2.3.1 	CD Registers and Requisition Books



CD Registers and Requisition Books are controlled stationery obtainable only from the pharmacy. They must be securely stored. 



Entries must be indelible and must not be amended. Erroneous entries should be remedied in such a way that the original entry is still clearly legible i.e. by brackets or a single line through and clearly accounted for by a signature of the person amending.



CD Requisitions:

CDs must be requisitioned by a registered nurse or nursing associate using a CD requisition book; the requisitions should be used in numbered order. All sections must be completed.

Requisitions must contain the following: 

· Name of hospital

· Ward/ department

· Drug name,form,strength

· Total quantity

· Signature and printed name of registered nurse or nursing associate

· Date

· Signature of person dispensing from pharmacy

The person accepting the CD for transit should sign the receipt.The person who receives the CDs on the ward should sign the duplicate copy of the requisition.



A copy of each authorised signatory should be available in the pharmacy department for validation.



Receipt of CD’s

CDs delivered to a ward should be handed to an appropriate individual, preferably the registered nurse/ nursing associate, they should NOT be left unattended. The order should be checked against the requisition and put into the CD cupboard as soon as possible after receipt.



CD Registers

In the CD Register a separate page must be used for each CD product i.e. different strengths and/or forms of the same medicines should be recorded on separate pages. The CDs name, form and strength must be stated at the top of each page in use of the register. A CD product page index is at the front of the CD register. Timely chronological entries must be made every time a CD is received into or issued out of stock. Transactions and CD register entries should be witnessed and signed for.



The CD Register entry must include:



· Date of transaction

· Name and address of patient supplied or ordering nurse/ nursing associate and their ward/unit.

· Licence or authority of person supplied e.g. ‘prescription & [prescribers name]’ or ‘ registered nurse/ nursing associate & [requisition number]’

· The signature of the person supplying

· Amount supplied 

· Balance in stock

· For supplying pharmacy departments - who collected the CD:

The person’s role i.e. patient, patient’s representative or healthcare professional 

If that person is a healthcare professional or a delivery person their name and address (this can be their work address) 

Whether proof of ID was seen



It is good practice to check CD physical stock balances against the CD registers running balance at each transaction of a CD item and record this as ‘√ balance correct [initials]’. In pharmacy a 3rd check with the JAC computer stock levels is also advised. 



It is acceptable to count packs with intact tamper evident seals as containing the labelled content i.e. without opening, otherwise the actual amount must be counted/ measured. Liquid preparations may contain some ‘overage’. Provided the amount is within reasonable limits this should be recorded as such in the CD register to ensure that the CD register balance reflects the physical quantity held.



When starting a new page in the register for a product with a running balance the two pages should be linked i.e. on the last entry of a page state ‘balance transferred to page x’ and at the start of the new page an entry stating ‘balance transferred from page y’ and the CD register index updated.



Transfer of existing CD balances to a new register may be carried out on the ward/ unit by a nurse/ nursing associate and witnessed by a second nurse/ nursing associate or a pharmacist/ pharmacy technician. In pharmacy this can be done by a pharmacist/ pharmacy technician and witnessed by a second pharmacist/ pharmacy technician. Actual CD stock levels should be checked against the register balance during the process.



Paperwork relating to CDs must be retained by the department/ ward/ unit to which they relate in accordance with the Misuse of Drugs Act. The time periods for archiving CD documentation are as follows:





CD Requisitions				2 years from last entry

CD Registers					7 years from last entry*

*NB if they don’t contain records of any CD destruction this is 2 years from the last entry

Records of CD destruction                   	7 years from the last destruction date

CD stock check sheets			2 yearsExtemporaneous worksheets		13 years 

External orders and delivery notes	2 years

Invoices					2 years

Prescriptions (in & out patients)		2 years

Clinical trials 					15 years

Other CD paperwork			2 years



1.2.3.2	CD Storage



CDs must be stored in a locked receptacle made of metal, with suitable hinges and fixed to a wall or the floor with rag bolts that are not accessible from outside the cabinet.



The CD cupboard must be dedicated to the storage of CDs i.e. no other items may be stored within (other than controlled stationery).



CD cupboards must be kept locked when not in use. The lock must not be common to any other lock in the hospital.



Access to the CD cupboard must be restricted to persons who can lawfully be in possession of CDs, such as a pharmacist, nurse in charge or a person working under their authority. 



There must be only one set of CD keys in use. (Pharmacy may securely store a spare set for use only when authorised by the AO or their deputy.)



Ward/ unit cupboards must conform to British Standards BS2881 or be otherwise approved by the Accountable Officer. Patients’ Medicines lockers do not meet these standards.




1.2.3.3	Prescribing (and other medicine related) stationery



		Stationery

		Supplier

		Ordered by:

		Collection / Delivery of stationery 

		Storage Requirements (blank stationery)



		

		

		Process

		Staff permitted to order

		

		



		Supplementary prescriptions 

e.g. symptomatic relief charts, clozapine titration charts, SSA, oxygen, warfarin …

		Supplies or Staff net





		ePROC

		Ward/ unit staff 

(CTM approval required to send order)

		







No specific requirements. 

		







Restricted access i.e. locked clinical area such as ward/ unit office or clinic room



		

		

		

		

		

		



		Stock Sheets

		Printed from pharmacy JAC system,

		n/a

		n/a

		

		



		Depot prescription cards

		Supplies

		ePROC

		Ward/ unit staff 

(CTM approval required to send order)

		

		



		Clozapine outpatient prescriptions

		Electronically generated by pharmacy

		Contacting dispensing pharmacy

		Prescriber

		

		



		Trust Outpatient Prescriptions (grey)Depot prescription cards

		Pharmacy Supplies

		Signed orderePROC

		Consultant must request pads, other prescribers may on occasions request single prescriptions.Ward/ unit staff 

(CTM approval required to send order)

		

		



		FP10 Outpatient prescriptions 

(can be dispensed at any registered pharmacy  UK)



Clozapine outpatient prescriptions

		Pharmacy 









Electronically generated by pharmacy

		Secure email to Becklin pharmacy



Contacting dispensing pharmacy

		ConsultantPrescriber

		

		



		Controlled Drug (CD) requisition book 

CD leave prescriptions

		PharmacyAccessible to print from Staff net

		Written order i.e. CD requisition or equivalent on headed notepaper n/a

		Ward/ unit nurse authorised to order CDsn/a

		

		



		Controlled Drug  (CD)RegisterTrust Outpatient Prescriptions (grey)

		Pharmacy

		Signed order

		Consultant must request pads, other prescribers may on occasions request single prescriptions.

		n/a

		CD cupboard advised



		FP10 Outpatient prescriptions 

(can be dispensed at any registered pharmacy  UK)

		Pharmacy 

		Secure email to Becklin pharmacy

		Consultant

		Prescriber (or pre-nominated person*) with ID signs for on receipt

* the prescriber  can delegate this task to any member of staff 

		





Controlled stationery -

Locked drawer/ cupboard



		Controlled Drug (CD) requisition book 



		Pharmacy

		Written order i.e. CD requisition or equivalent on headed notepaper 

		Ward/ unit nurse authorised to order CDs

		Consultant (or person/s nominated on order form) with ID signs for on receipt 

		



		Controlled Drug  (CD)Register

		

		

		

		Staff with ID signs for on receipt

		Controlled stationery -

locked drawer/ cupboard (ideally CD cupboard)



		

		

		

		

		

		









Controlled stationery in the trust includes FP10 outpatient prescriptions, Trust (grey) outpatient prescriptions, CD registers and CD requisition books.



Departments ordering controlled stationery into the organisation i.e. pharmacy, supplies department, from external suppliers must ensure that:



· only staff authorised by the Chief Pharmacist may order controlled stationery

· the items are securely stored (to the standards required for the storage of CDs) and the stocks checked every 3 months.

· there are robust systems in place to ensure only authorised staff order and receive controlled stationery

· there is a fully auditable trail in place covering:

· placing the order with a supplier

· receipt of item/s into the trust

· storage and stock checking of item/s held

· requests to supply 

· dispatch of the item/s 

· receipt of item/s by requester

· any destruction or return of item/s.

· records must include relevant dates, names, job role, staff/ unit addresses, type and quantity of item/s, item serial numbers (where available) and be signed. They must be retained for 2 years.

· if item/s are sent by messenger i.e. not dispatched direct to the requester that there is an auditable trail of the distribution process.

· controlled stationery must be transported to the same standards that apply to the transport of controlled drugs

· Any incidents regarding Controlled Stationery e.g. stock discrepancies are     treated in the same way as other medicine related incidents and reported in the same way



The responsibility for Controlled stationery i.e. CD register and CD requisition in use is that of the senior nurse in charge of a unit (in pharmacy the dispensary manager).



Upon receipt of prescription stationery the prescriber is responsible for its safe storage* and accountable for its use. 

* a locked unit to which only they have access, although it is accepted that on occasions this will not be possible, in which case it must be stored as securely as possible under the prescribers direct supervision. (Storage should be to the same standards as those detailed in the Trusts ‘Patient Identifiable Data recommendations for safe document storage’).



Controlled prescription stationery must not be lent, borrowed, exchanged or used for any purposes outside a member of staffs remit within the Trust. Suspected misuse must be reported to the Chief Pharmacist and the Trust Counter Fraud Specialist immediately.



Should a prescriber leave their post they must return the controlled prescription stationery to either their consultant or pharmacy department. There must be an auditable trail of this process.



Any loss or theft of controlled prescription stationery must be fully investigated and reported immediately according to the Trusts procedure on Staff net.



1.2.3.4   Action Required in the Event of Theft/Loss of Controlled Prescription Stationery 



Controlled Drug Registers & CD Requisitions

Loss of either of these items must be fully investigated and reported to the Chief Pharmacist and Clinical Service Manager.



Controlled Prescription Stationery i.e. Trust (grey) out-patient or FP10 prescriptions



		[bookmark: _Toc488673674][bookmark: _Toc488674265][bookmark: _Toc488674344]Action required by the Prescriber

		[bookmark: _Toc488673675][bookmark: _Toc488674266][bookmark: _Toc488674345]Timescale



		[bookmark: _Toc488673676][bookmark: _Toc488674267][bookmark: _Toc488674346]Establish:

[bookmark: _Toc488673677][bookmark: _Toc488674268][bookmark: _Toc488674347]- the prescription type (grey hospital out-patient or  FP10)

[bookmark: _Toc488673678][bookmark: _Toc488674269][bookmark: _Toc488674348]- the quantity of prescriptions lost/ stolen

[bookmark: _Toc488673679][bookmark: _Toc488674270][bookmark: _Toc488674349]- the prescription ID numbers

[bookmark: _Toc488673680][bookmark: _Toc488674271][bookmark: _Toc488674350](this information is on the order paperwork held by ordering consultant and supplying pharmacy)

[bookmark: _Toc488673681][bookmark: _Toc488674272][bookmark: _Toc488674351]- where and when the prescriptions were lost/ stolen (or last seen)

		

[bookmark: _Toc488673682][bookmark: _Toc488674273][bookmark: _Toc488674352]Immediately



[bookmark: _Toc488673683][bookmark: _Toc488674274][bookmark: _Toc488674353](If some details are unknown report all known details and take steps to establish missing information as soon as possible)



		[bookmark: _Toc488673684][bookmark: _Toc488674275][bookmark: _Toc488674354]If the lost prescriptions are the FP10HP prescriptions report the above information to the police (Tel. 0845 6060606) and obtain their report reference number.

		

[bookmark: _Toc488673685][bookmark: _Toc488674276][bookmark: _Toc488674355]Immediately



		[bookmark: _Toc488673686][bookmark: _Toc488674277][bookmark: _Toc488674356]Report the above information (and if applicable the police reference number) to a senior pharmacist

		[bookmark: _Toc488673687][bookmark: _Toc488674278][bookmark: _Toc488674357]Immediately 

[bookmark: _Toc488673688][bookmark: _Toc488674279][bookmark: _Toc488674358](if out of hours within 24 hours)



		[bookmark: _Toc488673689][bookmark: _Toc488674280][bookmark: _Toc488674359]Report the above information (and if applicable the police reference number) to line manager

		[bookmark: _Toc488673690][bookmark: _Toc488674281][bookmark: _Toc488674360]Immediately 

[bookmark: _Toc488673691][bookmark: _Toc488674282][bookmark: _Toc488674361](if out of hours within 24 hours)



		[bookmark: _Toc488673692][bookmark: _Toc488674283][bookmark: _Toc488674362]Complete a Trust Incident report form (Datix) ensuring all the above information is included. 

[bookmark: _Toc488673693][bookmark: _Toc488674284][bookmark: _Toc488674363]Send the original top copy to Risk Management and copies to the senior pharmacist and line manager informed.

		[bookmark: _Toc488673694][bookmark: _Toc488674285][bookmark: _Toc488674364]Within 24 hours



		Contact Trusts Security Management Specialist 

		[bookmark: _Toc488673695][bookmark: _Toc488674286][bookmark: _Toc488674365]Within 24 working hours



		



		[bookmark: _Toc488673696][bookmark: _Toc488674287][bookmark: _Toc488674366]Action required by the Line Manager

		[bookmark: _Toc488673697][bookmark: _Toc488674288][bookmark: _Toc488674367]Timescale



		[bookmark: _Toc488673698][bookmark: _Toc488674289][bookmark: _Toc488674368]Provide any advice and support needed by the prescriber and ensure they complete the above steps.

		[bookmark: _Toc488673699][bookmark: _Toc488674290][bookmark: _Toc488674369]Throughout process



		Review the incident to ensure recurrence minimised. Share any learning points across the Trust.

		[bookmark: _Toc488673700][bookmark: _Toc488674291][bookmark: _Toc488674370]Within a week



		



		[bookmark: _Toc488673701][bookmark: _Toc488674292][bookmark: _Toc488674371]Action required by the Senior Pharmacist

		[bookmark: _Toc488673702][bookmark: _Toc488674293][bookmark: _Toc488674372]Timescale



		[bookmark: _Toc488673703][bookmark: _Toc488674294][bookmark: _Toc488674373]Inform the Chief Pharmacist

		[bookmark: _Toc488673704][bookmark: _Toc488674295][bookmark: _Toc488674374]Immediately

[bookmark: _Toc488673705][bookmark: _Toc488674296][bookmark: _Toc488674375](if out of hours within 24 hours)



		Contact West Yorkshire Central Services Agency (WYCSA) Tel. 0113 2952572

They will provide advice on any action required (e.g. prescriptions to be signed in a particular colour of ink for a specified period of time) and communicate the issue to primary care.

		[bookmark: _Toc488673706][bookmark: _Toc488674297][bookmark: _Toc488674376]Immediately

[bookmark: _Toc488673707][bookmark: _Toc488674298][bookmark: _Toc488674377](if out of hours within 24 hours)



		[bookmark: _Toc488673708][bookmark: _Toc488674299][bookmark: _Toc488674378]Action any advice provided by WYCSA across the Trust. e.g. inform prescriber immediately of ink colour to be used

		[bookmark: _Toc488673709][bookmark: _Toc488674300][bookmark: _Toc488674379]Immediately

[bookmark: _Toc488673710][bookmark: _Toc488674301][bookmark: _Toc488674380](if out of hours within 24 hours)





[bookmark: _Toc488674302][bookmark: _Toc488674381]1.2.4.0 	PRESCRIBING OF MEDICINES



Medicine can only be prescribed for patients registered with the Trust.



Medicines must only be prescribed on approved prescription stationery.



Medicines must only be prescribed by a practitioner legally permitted, professionally registered and authorised by LYPFT to prescribe. The following are specific exceptions:



· practitioners specifically authorised to initiate, modify or stop medicines in accordance with Trust approved protocols

· Dieticians are authorised to initiate dietetic products for patients admitted to LYPFT 



Supplementary prescribers may prescribe in accordance with a clinical management plan in an  arrangement with a doctor, the patient and a supplementary prescriber.



Prescribers may only prescribe or recommend medicines:



· within the limits of competence

· approved for use by LYPFT

· in accordance with the marketing authorisation of the medicine (see section 1.2.24.0 – unlicensed medicines)



Where this is not possible this must be discussed with a senior pharmacist.



The prescriber should clinically assess the patient in person before prescribing any medicine. Where this is not possible contact should be by telephone (in accordance with GMC standards).



Prescribers must ensure they avail themselves of all the information they need to ensure the prescription will be legal, safe and effective i.e. ensure they know what the patient is currently prescribed, the patients allergy status, clinical diagnosis (psychiatric and physical), any relevant cautions/ sensitivities and whether MHA consent to treatment issues or the Mental Capacity Act apply.



The prescriber should where possible reach agreement with the patient on the use of any proposed medication and the management of the condition by exchanging information and clarifying any concerns.



	Cultural requirements regarding medication should be carefully considered:

· Vegetarians and people from some religious groups may not want gelatine capsules (made from animal products) or a saliva substitute of porcine origin

· Some people may prefer to have medicines given to them by people of the same gender

· Some religious festivals include fasting and some people prefer not to have medicines given at certain times





1.2.4.1   Prescriptions for CDs



There are additional requirements for Controlled Drug (CD) prescriptions. These only apply where the CD is being supplied directly to the patient. Where the supply of CDs has been made against a ward/ unit CD requisition the prescription needs only comply with standard prescription requirements (as the CD supply requirements have been fulfilled by the CD requisition). 



The supplying pharmacy must retain the complete original CD prescription.



It is unlawful for a prescriber to issue a prescription or for a pharmacist to dispense a prescription which does not comply with the CD prescription requirements. Minor amendments can be made by the pharmacist if certain parts of the prescription is incorrect e.g. quantity in words but not figures.



Prescriptions for controlled drugs can be handwritten or computer generated although the prescriber still needs to sign the prescription in their own hand.



A supplementary prescriber is permitted to prescribe any CD (provided this is covered in the CMP).



Independent nurse and pharmacist prescribers are permitted to prescribe any Schedule 2-5 CD for any medical condition within their competence, apart from diamorphine, cocaine and dipipanone for the treatment of addiction.



1.2.4.2	All Prescriptions



Prescriptions must be written with indelible black ink in legible BLOCK CAPITAL letters and contain all of the following information:



· Patient Demographics 

· Full name (including aliases)

· Date of birth

· Age and weight (Age mandatory for children under 12 years, recommended for under 18yrs)

· Hospital PAS number and/or NHS number

· Address 

· Consultant



· Allergy Status (in exceptional circumstances ‘allergy status unknown’ or ‘ASU’ may be used until the allergy status can be confirmed i.e. the next working day)



· For each medicine:

· The British Approved Name (BAN) in full abbreviations are NOT acceptable

· Formulation standard abbreviations may be used i.e. tabs, liq

· Dose in metric units, avoiding decimal points and roman numerals 

· Frequency standard abbreviations may be used i.e. ‘OM’, ‘TDS’, ‘every 3 weeks’

· Route standard abbreviations may be used i.e. ‘po’, ‘im’

· Total quantity required and/ or the intended duration

· If the medicines is for ‘As Required (PRN)’ dosing

· the indication for use

· the minimum time interval between doses

· The maximum dose to be given in a 24 hour period.



· Prescribers full signature

· Date of prescription

· CD prescriptions must also state:



· the strength of the actual preparations/s to be supplied 

· the total quantity in both words and figures

· the prescribers work address



NB prescriptions used to direct the administration of requisitioned CDs do not need to comply with the additional CD prescription requirements.



Where the prescription will be used for administration of medicine it must also state:



· The Mental Health Act status of the patient and whether consent to treatment applies 

· The times of administration

· Contain appropriate patient identification e.g. photo

· Start (and where applicable stop) dates





The prescriber is responsible for completing all of the above at the time of prescribing. It is acceptable for other healthcare professionals to make minor additions in the interest of patient safety e.g. to add the allergy status or demographic details. Any such amendments must be clearly accounted for i.e. signed, dated and professional title stated.



Prescriptions are a permanent record of the service user's treatment with medicines, any cancellation of a prescribed medicine must be clearly accounted for i.e. signed and dated and in a manner to ensure no doses will be given after the stop date. 

Amendments to prescribed items are not permitted. Medicines must be cancelled and rewritten.

When cancelling a prescription it is recommended that a single bold line is drawn diagonally across the prescription box, this is signed and dated and where present the ‘stop date’ box completed.

When a prescribed medicine is required to stop at a future date on a prescription used for administration, the 'stop date' box should be completed. At midnight on the date specified, the prescription for that item is cancelled.

To minimise the risk of an administration error cancellation of the relevant area of the medicine administration record is recommended in addition to the above. 





1.2.4.3   FP10 (MDA) Instalment Prescription



These prescriptions are used for the instalment dispensing of Schedule 2 CDs plus buprenorphine and diazepam for the treatment of addiction. Diamorphine, cocaine or dipipanone can only be prescribed for the treatment of addiction by specially authorised doctors licensed by the Secretary of State.

The following additional information is required on the prescription if it is to be dispensed in instalments e.g. daily:



· the number of instalments to be dispensed

· the interval to be observed between instalments

· the total quantity of CD that will provide treatment for a period NOT exceeding 14 days

· the quantity to be supplied in each instalment

· the words “Instalments due on days when the pharmacy is closed should be dispensed on the day immediately prior to closure” – this will cover supplies to the patient over weekends or bank holidays if the pharmacy is shut.



The following wording should be used if you want the patient to get medication if they miss any supplies e.g.



For supervised consumption: “supervised consumption of daily dose on specified days; the remainder of supply to take home. If an instalment prescription covers more than one day and is not collected on the specified day, the total amount prescribed less the amount prescribed for the day(s) missed may be supplied”.



For unsupervised consumption: “instalment prescriptions covering more than one day should be collected on the specified; if this collection is missed the remainder of the instalment (i.e. the instalment less the amount prescribed for the day (s) missed) may be supplied.





1.2.4.4   Prescription Validity and Review





· Trust approved clozapine or depot antipsychotic prescriptions which  are valid for up to 6 months

· Out-patient prescriptions (including FP10s) which are valid for up to 6 months

· For a Controlled Drug (schedule 2-4) - valid for 28 days with a recommended maximum duration of 30 days supply. NB repeat dispensing is not allowed with Schedule 2 &3 CD. See section  above for information about FP10 (MDA) SS Instalment Prescriptions



If there are any concerns relating to a prescribers identity or authority to prescribe clarification must be sought before medicines are supplied or administered.



Patients must be clinically reviewed by a suitably qualified member of the MDT before on-going prescriptions are re-written and this must be at least every 6 months. The prescriber should see patients that they’re prescribing for themselves at least every 12 months.



The prescriber is responsible for ensuring that appropriate monitoring of the patient regarding the medicine’s efficacy and side effects is performed and that the prescription is reviewed. 



1.2.4.5 Archiving of Prescriptions 



	Out-patient prescriptions dispensed by LYPFT pharmacy are stored by pharmacy for 2 years.



FP10s dispensed outside the Trust are sent to and retained by the Prescription Pricing Authority by the community pharmacy.



1.2.4.6 Documentation Regarding Medication



When a patient’s medication is reviewed and/ or changed details of this should be recorded in the patient’s notes. 
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On admission to hospital medicines it is important to ensure that medicines prescribed correspond to those that the patient was taking before admission. The patient’s allergy status must also be established (ideally including details of the reaction i.e. type, severity, date of occurrence).



Wherever possible the prescriber should verify the information obtained (in writing) from one source with that from a second source and check for discrepancies before writing the prescription and documenting the allergy status. Any discrepancies should be either accounted for or addressed. 

 

Information regarding the patient’s medication, allergy status and the information source/s used should be recorded in the patient’s notes.



A pharmacist or pharmacy technician should support the above process and check that the medicines prescribed on admission and the documented allergy status are in accordance with at least 2 different information sources or that any unaccounted for discrepancies are addressed. The pharmacist or pharmacy technician should document that they have completed the medicines reconciliation process. 



On discharge from LYPFT services sufficient information should be provided to primary care to ensure they can safely resume prescribing responsibility.
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The pharmacy department are responsible for the procurement of medicines.



Medicines are ordered using the Pharmacy Computer Management System (JAC) from approved medicines wholesalers. On occasions medicines will be obtained from other pharmacy stores (where these are CDs a CD requisition must be completed by a pharmacist).



An auditable trail from ordering to receipt into pharmacy stocks is required. 



On receipt all medicines are signed for as intact packages delivery to the specified location. CDs must be signed for by a pharmacist or pharmacy technician. This person is responsible for ensuring subsequent steps (below) are followed.



On opening the intact package the medicines are checked against the delivery note. Any discrepancies are reported to the supplier and the Dispensary Manager.



The delivery must be booked into the JAC system.



CDs must be securely stored in the CD cupboard upon receipt and entered into the CD register within 24 hours of receipt stating the:



· Date of receipt

· Name & address of supplier

· Amount received

· Order number



The entry must be signed and the running balance updated. The register balance should be checked against the physical stock and the JAC stock level.

	

The CD register must be completed under the authority of a registered pharmacist. This task may be undertaken by a competency assessed pharmacy technician.  Other members of Pharmacy staff may also complete the CD register but only under the supervision of either of the above (who will then countersign the entry).



A copy of the delivery note should be kept in the pharmacy for 3 months and the original document/s sent to the procurement team. 



If the medicine is a CD the original delivery note must be kept within the pharmacy “Controlled Drugs Delivery Note file” for two years. A photocopy of the delivery note should be sent to the procurement team for processing and archiving.
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Stock levels should be kept to a minimum, compatible with demand and replenishment. This will normally be calculated by the pharmacy computer system.



Pharmacy medicines stock levels should be checked on a rolling basis – each working day the pharmacy computer system generates a list of medicine lines to be stock checked (this ensures stock levels of all medicines are checked at least twice each year). Expiry dates for these items should also be checked.



Any discrepancies must be investigated and if they cannot be resolved the dispensary manager should correct the pharmacy computer systems stock level (this should be auditable) and decide whether the issue needs reporting to the chief technician. 



In addition to this, stocks of ‘monitored drugs’ and CDs (including those awaiting destruction) should be stock checked every 3 months (for CDs a 3-way check – physical stock, CD register & pharmacy computer system). These checks should be witnessed/ double checked by a senior pharmacist/ technician not normally based at that site and documented.



Trust internal auditors and LTHT auditors (as LTHT own the medicines stocks until they’re booked out) will check stocks and audit processes. For registered premises the GPC Inspectors will visit at least every 5 years to ensure that they comply with all legal requirements and regulatory standards. 



The Chief Pharmacist (Accountable Officer for CDs) must be informed of all CD stock discrepancies and any significant discrepancies with ‘monitored drugs’. 



There should be systems in place to ensure stock wastage is kept to a minimum. Expired stock should be accounted for on the JAC computer system i.e. booked out to waste.

If medicines are spilled or otherwise rendered inappropriate for use the stock must be booked out on the JAC computer system. 



If a CD is spilled it must be witnessed prior to clearing it up. The spillage must be booked out on JAC computer system and out of the CD register.  The register must be countersigned by the witness.  At least one of the two members of staff must be a pharmacist or registered pharmacy technician.
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Dispensing is defined as ‘to label from stock and supply a clinically appropriate medicine to a patient, usually against a written prescription, for self-administration or administration by another professional and to advise on safe and effective use’ (MHRA 2006)



Dispensing is a role that the Trust expects only Pharmacy Staff to routinely perform. Nurses may in exceptional circumstances dispense medicine/s to a patient against a written prescription (not PGD) if covered by a standard operating procedure.



Medicine should be supplied under the authority of a pharmacist:



		Supply made against:

		Process of pharmacist authorisation

		Notes



		A legally valid prescription or written direction.



		Prescription screened and signed off by pharmacist

		An order for medicines does not need to be seen by the pharmacist provided it accompanies a legally valid prescription that has been signed by a pharmacist.



		A signed requisition e.g.  CD requisition

		Pharmacist must have validated the requisition.

		i.e. signed & dated it



		An approved stock list

		The ward/ unit pharmacist has approved items for inclusion on the stock list.

		







The pharmacist must take reasonable steps to ensure that supply of medicine is:



· legal (complies with prescription/requisition requirements, MHA etc.)

· safe and appropriate for that ward/ unit or individual patient 

· effective i.e. correct dose/ frequency, appropriate formulation, duration



In addition pharmacy staff should ensure the patient is provided with information about the medicine and check/advise on any specific monitoring required.



Pharmacists (and other pharmacy staff under authority of a pharmacist) may annotate prescriptions/ requisitions in indelible ink to:



· ensure legibility, completeness or compliance with Trust standards e.g. addition of the medicines approved name, 

· support the safe administration e.g. clarifying the medicine dose, route and any precautions 

· important monitoring requirements



 All annotations must be initialled and dated. 



CDs must have all copies of the prescription or requisition containing the complete information, i.e. the second (pink) copy of the ward requisition must match the top (white) copy. 



Faxes/ photocopies only prove the existence of a prescription/ order, the supplying pharmacy must have adequate safeguards to ensure the integrity of the original prescription and they will have sight of the original document within a short time. CDs can only be supplied against the original document.



All medicines supplied should be auditable from the point of it being requested through to it leaving the pharmacy. Medicine should be booked out electronically on the pharmacy JAC system.



Tablets/ capsules will be supplied for oral doses unless the prescription states otherwise. 



Where the dose prescribed is less than a whole dose-unit a whole dose-unit will be dispensed per dose with the expectation that the remainder be discarded by professional staff administering the medication i.e. for every half-tablet dose a whole tablet will be dispensed. Where there are concerns about over-supplying medication to patients for their self-administration it would be reasonable to suggest that the service user retains the remaining half tablet for subsequent doses.



Medicines not supplied in the original manufacturers packaging and/ or for individual patient use are labelled in accordance with legal requirements and good practice guidance i.e.:



· Medicine’s name, form and strength

· Quantity supplied

· Date of issue

· ‘Keep out of sight and reach of children’

· Name & address of Pharmacy

· Expiry date (if within 6 months)

· Appropriate additional information i.e. directions/ precautions for use, CD requisition number, storage requirements, ward/ unit details



Patients should be provided with information about their medicine when it is supplied.



For CDs the JAC requires an entry into its electronic CD register and records:



· the labellers initials

· prescriber’s name and  patients address (if supplied on a prescription)      OR  requisition number and requester (if supplied against a CD requisition).

· Drug name, form and strength. 



The pharmacy dispensing the CD must enter the details of supply on the relevant page of their CD register. Each drug, form and strength should have a separate page in the CD register. The entry must be signed and include:



· date supplied

· Name and address of person/ department supplied 

· licence or authority of the person supplied i.e. professional title and CD 	requisition order number (or details of prescription/ prescriber)

· quantity supplied 

· updated running balance (calculated)



It is good practice at this point for the physical balance of that CD to be checked against the calculated running balance and documented e.g. ‘√ balance correct [initials]’This should be countersigned by a second member of pharmacy staff who has checked the balance themself.



All medicines supplied by pharmacy have a 2nd accuracy check, both the dispenser and checker can be identified. 



1.2.9.1 	Aiding Compliance 



Non-adherence can be intentional i.e. a conscious decision not to take the medicine/s as prescribed or unintentional i.e. the person is unable to take their medicines as prescribed. 



Adherence aids can only help where non-adherence is unintentional and they need to be chosen according to the barrier to adherence.



		Barrier to adherence

		Adherence could be aided by



		Memory, confusion

		Medicine reminder charts



		Dexterity

		Larger bottles/ boxes

Non-child proof (click-clock) bottle tops



		Vision

		Large print labels



		Reading skills

		Pictorial labels



		Complex medicine regimen

		Review and simplify the regimen where possible







Where the above strategies have proved unsuccessful a multi-compartment adherence aid such as a Nomad™ could be tried provided the medication is of a suitable formulation to go into a multi-compartment adherence aid and there are safe, sustainable ways of having the medicine supplied in such a device. 



Patients should be regularly assessed for continued appropriateness of the aid.



Ideally such devices should be filled by pharmacy. Where this is not possible the NMC permits nurses to fill adherence aids provided this activity is covered by a Standard Operating Procedure (SOP) and performed to the same standards as a pharmacist. The Trust advises that other options are considered first such as assisting patients to fill their own adherence aids.
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There needs to be a fully auditable trail of medicines from the point of ordering to its end use i.e. administered to patient or returned/ destroyed.



Nurses, nursing associates, pharmacists and pharmacy technicians can order medicines for a ward/unit. All medicine orders must be signed and dated by the nurse, nursing associate or pharmacist/pharmacy technician placing the order and scanning to pharmacy. 



1.2.10.1 	Ordering Stock Medicines 



Each ward or unit has a stock list which specifies the name, form, strength and quantity of each medicine held as stock. The stock list has columns which should be used for ordering these medicines – orders should be signed and dated.



If this is not possible a ‘medicines ordering form’ can be used. The order must specify ‘stock item’ and detail the name, form, strength and quantity of the stock medicine required. 



Ward stock orders are official records and must be retained for two years by the pharmacy department. 



1.2.10.2	Ordering Non-stock medicines 



Non-stock medicines are any medicines not on the ward/ units stock list. They are supplied and labelled for individual patients.



The patient’s full prescription must be seen by a pharmacist/ pharmacy technician for a non-stock medicine to be supplied.



The pharmacy department must keep records of non-stock medicine issues for one year.





1.2.10.3	Ordering Medicines for Discharge i.e. ‘To Take Out’ (TTO) or periods of Leave 



Medicines for discharge are ordered by printing out a discharge prescription from EPMA, signing and sending to pharmacy.

	

Medicine supplies required for patients going on leave must be ordered in advance on EPMA  and sent to pharmacy for dispensing. 



Discharge and leave medicine must be dispensed by the pharmacy department during opening hours (Monday – Friday, 9.00am - 5.00pm). In exceptional circumstances leave medicine may be dispensed by a nurse on the ward/ unit using the medicine held on the ward/ unit. The service user has the right to expect that dispensing will be carried out with the same reasonable skill and care that would be expected from a pharmacy. See Guidelines for Registered nurses dispensing urgent leave medication out of pharmacy hours’ on Staff net.



1.2.10.4	Ordering Controlled Drugs (CDs) 



Prescriptions for the supply of CDs direct to a patient i.e. outpatients or for leave or discharge must be fully compliant with the legal requirements. Pharmacy must retain the original, not a copy of the prescription i.e. top-copy of TTO sheet.



CDs for the ward/ unit can only be ordered from the pharmacy by submitting a CD Requisition.  Ordering is restricted to the Senior Registered Nurse in Charge (this duty may be delegated to other nurses or nursing associates on the unit/ward for example using the ‘Units CD Authorised Signature List’ on Staff net.



The CD requisition must be in indelible ink and contain the following information:



· address i.e. ward/ unit and hospital site (or other geographical location)

· drug name, form and strength

· total quantity

· nurse’s/ nursing associates’s signature and printed name 

· date

· wards/ units that are a different legal entity to LYPFT should have the requisition countersigned by a doctor.



A separate requisition is required for each CD item required. Only one CD requisition book should be in use on the ward/unit



The requisition should be in duplicate i.e. complete the top (white) copy and ensure that a single carbon copy is made on the second (pink) page – both pages must have the same requisition number.



CDs can only be supplied on receipt of original paperwork (not faxes or photocopies) The CD requisition book must be sent to pharmacy for dispensing along with the prescription/s for the CD requisitioned. Pharmacy must retain the original paperwork for a period of 2 years.



1.2.10.5  Ordering Medication Out of Hours 



If a new medicine is prescribed outside LYPFT pharmacy opening hours then the following steps should be followed to obtain the medicine:



1. Check ward/ unit stock

2. Check the Emergency drug cupboard stock list

3. Borrow (a complete pack of) the medicine from another ward. NB not if the medicine is a CD.

4. If the item is clinically urgent i.e. required outside the above hours contact the LYPFT on-call pharmacist via switchboard - this is an Emergency Service i.e. only one member of staff therefore response may not be immediate. 

5. As a last resort consider borrowing medication supplied for another patient NB not if the medicine is a PODs or clozapine
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Stock medicines should not be transferred between wards/ units when a supply can be obtained from the pharmacy department within an acceptable time period. 



Medicines supplied for a particular patient i.e. non-stock, leave, TTO or self-medication should not be used for other patients (certain medicines e.g. clozapine must never be). 



Any medicine transferred between wards/ units must remain in its packaging i.e. the whole supply is transferred, medicines must not be decanted. A signed record of medicines lent and borrowed must be made in each of the ward/ units involved e.g. in the ward/ unit diary and pharmacy informed at the earliest opportunity.



If the patient moves ward/ unit, where possible, their medicines (not CDs) should be transferred to the new location, ideally packaged in a ‘patient medicines ward transfer bags’.



CDs must never be transferred from one ward/ unit to another as this would be deemed as supply. They can be returned to pharmacy (or to the patient provided the CD was supplied on a prescription for that patient). Therefore if it is necessary to transfer patients own (NOT requisitioned) CDs when a patient moves ward/unit they must be booked out from the first ward/ units CD register to the patient and booked in to the new ward as being received from the patient. It recommended that  the removal of CDs is recorded in the CD requisition book and the top (white) copy should accompany the CDs.



If in exceptional circumstances it is necessary for a patient to receive a controlled drug held on another unit the supplying unit should book the CD out directly to the patient, not to the ward (as this would count as supply).



There must be an auditable trail when medicines are transferred.



[bookmark: _Toc488674309][bookmark: _Toc488674388]1.2.12.0	COLLECTION, TRANSPORT AND DELIVERY OF MEDICINES 



All medicines must be delivered/ transported to wards/departments in a way that provides assurance they have not been tampered with e.g. package sealed with a tamper evident closure. 



Confidentiality must be ensured where medicines or accompanying paperwork bear a patient’s name. 



Medicines may be transported by any member of trust or non-trust staff e.g. taxi drivers as long as they can be identified by valid ID related to their role i.e. trust ID or taxi driver ID. Medicines must not be left unattended at any time.



It should be ensured that if a messenger is used that they:



· know the medicines destination

· are aware of the need to ensure the medicines are safely and securely transported and  handed over to an appropriate member of staff at the destination for safe storage. 

· know they require a signature for receipt at the destination 



Service users may collect medicines dispensed for their self-administration from pharmacy. Pharmacy staff should ensure that it is safe/ appropriate to supply direct to the patient and document that the patient (rather than staff) collected their medicine (this does not apply to outpatients). 

When the pharmacy department supply medicines directly to the patient/ carer they must confirm that person’s identity using at least 2 demographics e.g. their full name plus their date of birth or address before handing the medication to them. If the patient/ carer did not present with the prescription themself pharmacy staff should ensure that it’s safe and appropriate to hand the medicines direct to the patient/ carer. A record should be made that the medicines have been supplied to the patient.

Medicines should not be given to anyone who appears to be under the influence of alcohol or other such substances rendering them unsafe to transport/ ingest the medicines.

An auditable trail of drug transit must be maintained. This is usually achieved by using a triplicate ‘Drugs Delivery Record Sheet’ which is signed and dated at dispatch from pharmacy by the member of pharmacy staff releasing and the person collecting the medicine and again upon receipt by the ward/ unit nurse or nursing associate.  Those signing the document are taking responsibility for the transfer/ receipt of an intact container (not for the accuracy/ completeness of the contents). Each party should retain their copy of the completed ‘Drugs Delivery Record Sheet’ for 3 months. 



It is a legal requirement for the pharmacist to ascertain the role i.e. patient, patient’s representative or healthcare professional, of the person collecting a schedule 2 CD and record this in the CD register.



Where the person collecting a CD is a healthcare professional the pharmacist must ascertain and record in the CD register their name and address (this may be their professional/ work address) and if they are not acquainted with the person they must request evidence of their professional identity. It is recommended by LYPFT that the same standards are applied if collection is by messenger.



It is recommended that the pharmacist sees evidence of the person’s identity but it is at their discretion whether to make the supply in the absence of this.



A nurse, nursing associate, doctor, pharmacist, pharmacy technician or ‘Medicines Aware’ member of staff collecting a CD requisitioned for a ward/ unit must sign the Controlled Drugs Requisition Book to accept responsibility for carriage of the drugs. Pharmacy retains the top (white) copy and the CD requisition book is transported with the CDs. 



A nurse, nursing associate, doctor, pharmacist, pharmacy technician or ‘Medicines Aware’ member of staff collecting a CD supplied on a prescription must sign on the prescription that they have collected the CDs. 



Where a CD is collected by a ‘messenger’ e.g. it is necessary to transport a CD using porters, trust transport or a taxi one member, witnessed by a 2nd member of pharmacy staff should put the CD into a tamper-evident container. Both members of pharmacy staff sign and date the prescription/ requisition stating that the item has been ‘collected by porter/ transport/ taxi driver’ and that persons full name. Paperwork and documentation are then as detailed above.



Medicines carried by a Community Practitioner should:

· be kept in a locked container and out of sight e.g. in the locked boot of a car when travelling between visits.

· if unused, be returned to the medicine cupboard at the team base at the end of shift.  Where this is not possible, they may be stored in another secure place e.g. locked draw, until it is possible to deliver/ administer them or return them to a medicine cupboard. 



An auditable trail should be maintained.
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Where medicine has been transported with a ‘Drugs Delivery Record Sheet’ i.e. as an tamper evident package by a porter/ taxi/ trust transport driver, the member of staff receiving the package must sign for receipt of the intact package and ensure that it is held on their person until they can hand it directly to a member of nursing staff or nursing associate*. The ward/ unit retain one copy of the ‘Drugs Delivery Record Sheet’ (for 28 days) and return the other copy to pharmacy.

* where this is not possible there must be a local auditable trail in place.



A nurse or nursing associate must receive the medicines (as oppose to an ‘intact package’) and must check the medicine/s against one the following paperwork:



· Stock medicines – the ward/ unit copy of the order or ‘stock bulk issue’ 

· Non-stock medicines – the ward/ unit copy of the order 

· Discharge Medicines – the ‘Discharge Advice Note’*

· Leave Medicines – the ‘leave medicine record form’*

· CDs – see below for additional requirements 



Then sign and date the relevant paperwork to confirm receipt. Any discrepancies should be noted on the paperwork and reported to pharmacy immediately.  



It is the responsibility of the nurse/ nursing associate receiving the medicine to ensure that it is securely stored on receipt (or for leave/ discharge medicine, handed directly to the service user if they are leaving the unit at the time of receipt).



The person transporting/ handing over a CD must ensure that the nurse/ nursing associate signs either the:



· duplicate (pink) carbon copy of the requisition in the CD Requisition book

Or

· associated prescription paperwork i.e. TTO or leave prescription

 (in addition to any delivery of ‘intact package’ paperwork where applicable) to accept delivery of the CD/s. Any discrepancies must be reported to pharmacy immediately.



The nurse/ nursing associate with a witness, must record receipt of requisitioned CDs in the relevant section of the Controlled Drugs register straight away. Each drug, form and strength should have a separate page in the CD register. The entry must include:



· date received

· CD requisition order number

· supplier i.e. the name of the pharmacy 

· quantity received 

· updated running balance (calculated)

· signatures of nurse/ nursing associate and witness



The medicines must then be stored in the CD cupboard. It is good practice at this point for the physical balance of that CD to be checked against the calculated running balance and documented e.g. ‘√ balance correct [initials]’



If CDs are supplied on a prescription i.e. discharge/ leave prescription and they need to be stored in the ward/ units CD cupboard for any length of time prior 

to issuing them to the patient they must be booked into the CD register using a page dedicated for this purpose i.e. do not record with the ward stock CDs. They must be booked out when they are given to the patient. A witness should also sign both entries in the register.



Refer to section 2.2.20.0 regarding the receipt of PODs.
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  The senior nurse in charge is responsible for the medicines held on their area.



All medicines (including disinfectants and reagents) must be securely stored in cupboards that comply with the current British Standards. This should usually be in a locked cupboard, trolley or other secure cabinet e.g. drug fridge, reserved solely for medicinal products.  Where this is not practical medicines for clinical emergencies and bulky products e.g. intravenous fluids, sterile topical fluids, nutritional products, large medicated dressings, may be stored in a secure clean area e.g. clinic room.  



Medicines storage units should normally be sited in a clean utility room to which the general public/service users do not have access.  Consideration should also be given to staff access, available space, security against unauthorised entry and the environment (avoiding temperatures above 25C and humidity). The medicines fridge temperature should be checked and recorded daily to ensure it remains between 2-8oC (see Appendix 6 for a recording form).



There should be separate lockable cupboards for CDs, internal, external, cold storage medicines and diagnostic reagents.  



Patients own Drugs (PODs) should be stored either in the ward/ units medicine cupboards or in the patient’s locked locker. It should be clear that these are PODs and that they remain that patient’s property.



Medicines must be stored in the container they were supplied in. Medicines must not be transferred from one container to another or left loose at any time.  



CDs must be stored in a locked medicines cupboard, approved for this purpose by pharmacy and reserved for the sole storage of Controlled Drugs.  



The most senior nurse on duty is responsible for the safe storage of medicine on their ward/ unit. They should hold all the medicine cupboard keys (including the CD cupboard keys). If they delegate this duty and/ or allow other staff access to the medicines they must ensure this is appropriate as legal responsibility remains with the nurse in charge.



The medicine cupboard keys must be separated from any non-medicine related keys. The medicine keys should not leave the unit/ ward.



There should be an auditable trail of the CD cupboard key holders i.e. the keys should be signed over at handover. If this is not possible i.e. if staff are not always present on wards/ units systems must be in place to ensure this standard is met. 



The ward/unit must have no more than one copy of each medicine cupboard key. Pharmacy may securely store a spare copy of each medicine cupboard key for emergency use only and any access to these keys is auditable. 



Copying of medicine cupboard keys without the permission of the Chief Pharmacist and Director of Nursing is forbidden.



Keys for each individual patient medicine locker may be issued to the patient where it is considered safe and appropriate to do so. Systems should be in place to ensure these keys can be accounted for. 



The master key for all the individual patient medicine lockers must be kept with the ward/ units medicine cupboard keys. 



Loss of medicine cupboard keys must be reported immediately to the CTM and the ward/ unit pharmacist. Until the medicine cupboard keys are found steps must be taken to ensure:



· patients have access to the medicine they require e.g. obtain any spare keys from pharmacy

· the security of the medicines (especially the CDs) 



If the medicine cupboard keys cannot be found the Chief Pharmacist and CSM must be informed and their advice sought.



Medicines for Clinical Emergency (Emergency Drugs Box) must be readily accessible. They do not need to be stored in a locked cupboard but should be held in a tamper evident container and be located in a position to prevent unauthorised access. Once opened the box must be replaced and the opened one returned to the Pharmacy Department.
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Most wards/units hold a certain number of stock medicines. The stock medicines will differ between wards/ units as it reflects the specific needs of the ward/unit. 



The medicines held as stock are agreed between the pharmacist/pharmacy technician responsible for the ward/unit and the CTM. The stock list can be amended at any time and should be fully reviewed at least every six months. 



Certain medicines e.g. unlicensed medicines cannot be held as stock.



Medicine stock should be managed to minimise waste and ensure availability. A pharmacy medicines management service is the preferred method, otherwise ward/unit nursing staff hold this responsibility. 



Non-stock medicines are also stored on wards/units, they are supplied against individual patient prescriptions.



Any loss of medicines due to spillage should be documented (in a suitable place e.g. clinic room diary or notebook, patient notes etc.) in order to account for the wastage.



If the medicines spilt is a CD a witness should be called (to see the spill) and an appropriate entry must be made on the page for that product in the CD register by the nurse/ nursing associate* and witness i.e.  date, ‘spillage’ or ‘wasted dose’, amount spilt (estimated if not possible to measure), nurse/ nursing associate and witness signatures. The remaining stock balance must be counted/ measured and this entered into the CD register as the new running balance. No further action is required providing the apparent loss tallies with the difference in balance.

*if another member of staff spilt the CD e.g. a member of pharmacy staff then they must complete the entry, the witness in this case must be a nurse or nurse associate



Any spills should be dealt with using the appropriate equipment and with due attention to the relevant COSSH data sheet. In most cases, normal cleaning equipment and protective gloves will suffice. Extra precautions are required for hazardous medicines e.g. cytotoxic agents. Contact pharmacy for advice. The spilt medicine should be treated as clinical waste and disposed of accordingly.



Medicines are for patient use only. Systems should be in place to provide reasonable assurance that medicine stocks are decreasing in line with appropriate use. Any apparent discrepancy or suspected misappropriation of medicines must be reported immediately to the CTM and ward/ unit Pharmacist. A Datix must be completed and the issue fully investigated.



Where CDs are held on a ward/ unit the actual stock must be checked against the CD registers running balance by a nurse or nursing associate at least once every 7 days. This check must be witnessed by another nurse/ nursing associate/ technician/ pharmacist and should be documented in the CD register on the page used for each product held i.e. ‘[date], weekly stock check, balance correct, [signature of nurse/nursing associate], [signature of witness]’

Where liquid CDs are used up to a 10% variance from the previous weeks balance is acceptable if doses have been given and/ or new bottles have been opened during the preceding week. Provided both parties feel the discrepancy can be reasonably accounted for the actual balance should be recorded in the CD register with a brief explanation note to account for the discrepancy. No further action (such as completion of incident form) is required.

Every 3 months a Pharmacist or Pharmacy Technician must check that systems are in place for the safe storage and management of CDs, that all CDs are accounted for on each ward/ unit in the Trust and submit a written report to the Accountable Officer for CDs confirming this (see Staff net for more information). CD checks must also include a check on the auditable trail of CD records including CD requisition books e.g. ensure the receipt section has been signed and dated to verify receipt and that the item is then entered in the CD register.’

If there are no CDs currently held on a unit the CD register and cupboard should be checked regularly to confirm that this is the case and the register and requisition book checked to ensure there are no records of orders/ stocks since the previous CD check. Paperwork should be completed to confirm the above i.e. nil returns required.

If there is a discrepancy between the actual CD stock balance and the CD register balance the Senior Nurse in charge must immediately and thoroughly investigate the discrepancy.  If the balance cannot be reconciled the discrepancy must be reported immediately to the CSM and the Chief Pharmacist who will advise on further action such as whether to notify the police. 



If the error or omission is traced, the Senior Nurse in charge will make a further entry, clearly stating the reason for the entry and the corrected balance. This entry must be witnessed by a second nurse/ nursing associate or a pharmacist.  Both persons will sign the register.



Controlled Drug Registers should be kept in a secure place and must be stored on the ward/unit for 7 years* after the last entry

* If there has not been any destruction of CDs recorded in the register this can be reduced to 2 years.
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If a ward/unit closes for more than 4 days, all the medicines must be returned to pharmacy.  For closures of 4 days or less the medicines (other than CDs) may remain on the ward/ unit provided this is agreed with the Chief Pharmacist and the CTM/ CSM in advance and there is adequate security to prevent unauthorised access to the medicines. 



No ward/unit may store CDs unless there is a nurse responsible for their safe storage and use. If a ward/ unit closes for more than 48 hours all CDs must be either:

· returned to pharmacy for short-term i.e. < 7 days safe storage (see below) or

· destroyed on the ward/ unit or

· permanently removed from the ward/ unit and returned to pharmacy stock 



Where medicines are moved or destroyed there must be an auditable trail.



When CDs need to be returned to the pharmacy for short-term safe storage each CD item must be:



· Taken out of the CD cupboard by a nurse/ nursing associate and witnessed by either another member of ward staff or the pharmacist/ pharmacy technician. 

· Signed out of the appropriate section of the ward CD register i.e. stating the item has been ‘returned to pharmacy’ and where applicable ‘for temporary safe storage’ by the nurse/ nursing associate and countersigned by the witness.

· Details of the CD/s being removed should be recorded in the units CD requisition book. 



The CDs should be put into a tamper evident container labelled with the date, ward/ unit name and the name of the nurse/ nursing associate and witness. The top (white) copy of the requisition form must accompany the CDs when they move from the ward/ unit to pharmacy. 



A pharmacist or technician (ideally not the one who witnessed the removal of the CDs from ward/ unit) will sign for receipt of the intact tamper evident container at the bottom of the white copy of the CD requisition. The ward should keep a copy of the signed CD requisition with their CD register.



The tamper evident container will be stored in the pharmacy CD cupboard with the white copy of the CD requisition attached. These items will not be entered into the Pharmacy register.  



When the ward/unit re-opens, the tamper evident container will be returned to the ward/unit. A nurse/ nursing associate must sign for the receipt of the intact tamper evident container on the bottom of the CD requisition. Pharmacy will retain this document for a period of 2 years.



The nurse/ nursing associate should open the tamper evident container on the ward/ unit witnessed by another member of ward staff or a pharmacist/ pharmacy technician. The contents should be checked against the wards copy of the CD requisition. Each CD item must be re-entered into the appropriate section of the ward/ units CD register i.e. stating that the drugs have been returned from pharmacy safe storage to the ward. This entry must be signed by the nurse/ nursing associate and the witness.



Where possible i.e. short-term closure, the CD register and CD requisition book should remain securely stored on the ward/ unit. If the closure is permanent these items must be securely archived for a period of 7 years (2 years if there are no records of CD destruction) after the last entry.



When a ward/unit moves location the medicines should, where appropriate, move location too. 



The movement of CDs must be documented in the ward/ units CD register and on a CD requisition Form. The CDs should be put into a tamper evident container and transported with the top (white) copy of the CD Requisition Form in a safe and secure manner. 



On arrival the CDs should be checked into the new location. The CD Requisition Form must be retained on the ward with the CD register for 2 years. 



If the vacated ward/ unit is to be re-occupied by another ward/ unit and the new ward/ unit staff are to take responsibility for the medicines the following apply:



· If there’s a time period gap between vacation and re-occupancy the ‘ward closures’ section applies

· There must be documented handover of responsibility for the safe and secure storage of the medicine on that ward/ unit. 

· Each CD item must be signed over in the CD register i.e. an entry made for each time on the relevant register page to stating ‘stock balance checked and agreed’, dated and signed by a nurse/ nursing associate from the departing ward/ unit and a nurse/ nursing associate from the new occupant ward/ unit. 



Any discrepancies identified at any point in any of the above processes must be dealt with as a medicine/ CD discrepancy.
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Medicines must only be prepared and administered to a patient by nurses, nursing associates, medical practitioners or authorised pharmacy staff (or students of the same acting under the direct supervision of the qualified practitioner, who retains professional responsibility for the administration). 



Nurses, nursing associates, medical practitioners or authorised pharmacy staff may delegate a ‘Medicines Aware’ colleague to assist the patient in the ingestion or application of the medicine (as long as it is not a CD) but they remain professionally accountable for this.

Only medicines of assured quality, efficacy and safety are to be administered. Patients own drugs (PODs) can be administered provided they are of this standard.



Medicines prescribed on a daily, or more frequent basis, must be administered within 60 minutes of the prescribed time. 



Medicines prescribed on a less frequent basis e.g. weekly, should be administered on the prescribed day, ideally at the same time of day. Variation of up to 15% is permitted in exceptional circumstances without the need to contact the prescriber. In practice this means that weekly medicines can be administered within 1 day of the date due, fortnightly within 2 days and those given every 4 weeks within 4 days.



Outside these time frames the prescriber or a pharmacist must be contacted for advice and a record made in the patients notes. If the nurse/ nursing associate is advised to administer the dose the actual time (and date if applicable) of administration must be clearly recorded in the patient’s notes and where possible, on the current prescription.



Before administering a medicine the nurse/ nursing associate must (ideally before making contact with the patient):



· Ensure they know the therapeutic uses of the medicine, its normal dosage, side-effects, precautions, contraindications and any special handling requirements (e.g. cytotoxic agents).

· Be familiar with the patient’s care plan 

· Check that the prescription is:

· legal i.e. signed by the prescriber, where consent to treatment under the MHA applies that it is covered by the T2/T3

· legible and unambiguous

· complete NB medicines must not be administered if the allergy status is not documented on the prescription (if ‘allergy status unknown’/ ‘ASU’ is stated then reasonable steps should be taken to clarify the patients allergy status before administering)

· appropriate and safe for the patient (as they present at the time of administration)



Any shortcomings or problems must be addressed with the prescriber prior to administration. 



When administering medication to a patient the nurse/ nursing associate must check that the patient is not allergic to the medicine and that the medicine is clinically appropriate in the context of the patient’s condition.



	Patients should be provided with information (including risks, benefits and alternatives) about a drug prior to receiving it. All reasonable endeavours will be taken to obtain the patient’s consent before administration is undertaken. Reasons for refusal should be documented. 



The nurse/ nursing associate must ensure they have the: 



· Right patient – Read the prescription.

Check that the prescription is for that patient. Establish the identity of the patient using 2 sources of information e.g. visual/ wristband and DoB. 



· Right time – Read the prescription. 

Check that the dose is due (and that it is not already been administered)



· Right medicine – Read the prescription.

Locate the medication. 

Check the medicine expiry date (where it exists). 

Check it is the correct formulation.

Medicines labelled for one patient should not be administered to another.



· Right dose – Read the prescription. 

Check that previous doses have not been missed (for some medicines re-titration is required if doses have been missed).

Check the dose prescribed and compare that to the medication – ensure the preparation is appropriate for the dose. 

Calculate the amount of medicine required to achieve the required dose. 



· Right route - Read the prescription.

Check the prescribed route of administration and ensure that the medication selected can be given by that route.

Repeat the process for each medicine prescribed. 



Establish whether (in the practitioners professional opinion) there is need for ‘PRN’ medication. Where doses are administered an entry should be made in the patient’s notes recording the reasons for administration and outcomes



Immediately after administering (or supervising the administration of) the medicine/s they must record this on EPMA. 



All prescribed doses of medicine must be accounted for by either confirming that the dose has been administered to the patient or a reason why it has not (approved abbreviations may be used).



If the medication administered is a CD the administration must be witnessed* and recorded on the appropriate page of the ward/units CD register and the following recorded on the appropriate page: 



· Date and time of administration

· Patients Name

· Quantity administered

· Name and signature of the nurse/nursing associate who administered the dose

· Name and signature of the witness*

· The stock balance after deducting the dose administered from the previous balance in the CD register. It is good practice to check the register balance against the physical stock at this point.

If only part of a dose unit is administered, the amount given and the amount wasted should be recorded e.g. if the patient is prescribed 2.5mg diamorphine and only a 5mg vial is available, the record should show, “2.5mg given and 2.5mg wasted”. The destruction must be witnessed*.

If a dose is prepared and then not administered it should be destroyed and the reason for not giving it documented. The destruction must be witnessed*.

*	A witness should ideally be another registered health care professional but can be another member of ‘medicine aware’ staff 



When medicines are given for patients to self-administer i.e. leave, discharge meds or on-going supplies to a day care or outpatient a record should be made that the medicines have been supplied to the patient. A messenger may be used to transport these medicines as long as a registered nurse/ nursing associate/ pharmacist/ pharmacy technician has checked them prior to dispatch.



1.2.17.1 Covert Administration of Medication



Refer to the Trust policy on the “Covert Administration of Medicine”.

Only medicine specifically authorised to be covertly administered by a Variation Order can be administered in this way.



1.2.17.2 Patients who have difficulty swallowing medicines



Medicines should be administered according to the manufacturer’s advice for that formulation. Where this is not possible advice should be sought from a pharmacist regarding options such as crushing tablets or opening capsules. If patients have difficulty swallowing refer to the Trust’s Dysphagia Policy.



1.2.17.3  Adverse Reactions to Medicine



Practitioners should observe for and enquire about medicine side effects, adverse or allergic reactions. Details of any such issues must be documented in the patient’s notes. 



Allergies must be recorded on the prescription and any severe adverse reaction/s should also be recorded on the prescription.



Where reactions are severe a doctor should attend and the suspected causative agent should be withheld.



Adverse reactions should be reported to the Medicines and Healthcare Regulatory Agency (MHRA) using the ‘yellow card’ reporting system:



· for all adverse drug reactions noted with medicines under MHRA intensive monitoring i.e. ▼’black triangle drug’

· any drug given to someone under 18 years old

· serious reactions occurring with any drug
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Refer also to ‘Patient Self-Administration of Medicines Guidelines’ on Staff net



Patients admitted to a LYPFT service should continue to self-administer their medicine provided this has been assessed and is considered to be both safe and appropriate.



At the outset and at regular intervals throughout, the patient must be assessed to ensure that they can self-administer their medicines safely i.e. by doing so they do not present a risk to themselves or others.



Where using the medicines a patient has brought in with them these ‘Patient’s Own Drugs’ (PODs) should be assessed to ensure they’re suitable for use.



Medicines used for patient self-administration must be securely stored by either the patient i.e. in a locked unit to which only they (and/ or nursing staff) hold a key or the ward/ units i.e. in the medicine cupboards or trolley. CDs must be stored in the ward/ units CD cupboard, recorded in the CD register and a nurse/ nursing associate must directly observe and record their administration. 



There must be an auditable trail of the medicine supplied accounting either for each dose self-administered under staff supervision or the quantity of each medicine handed over to the patient for their unsupervised self- administration.



There must be systems in place to provide assurance that patients self-administering their medicines are taking them as prescribed and for monitoring the patient’s response to/ need for medication and for any side effects.



Decisions regarding the quantity of medicine a patient takes responsibility for safely storing and the level of staff supervision they receive, should be a balance between promoting independence and any perceived risks. This is a dynamic process and may at times require self-administration to cease.



It is the responsibility of the practitioner i.e. nurse, nursing associate or member of pharmacy staff handing out medicines for patient self-administration, either on the unit, for periods of leave/ discharge or for an outpatient to ensure that:



· the medicines supplied are as currently prescribed (where some of the patients medication is prescribed/ supplied elsewhere it’s important to check whether any changes have been made to their other medication)

· that the quantity is safe and appropriate

· that the patient has been given information about their medication i.e. how to take it, what it is for, common side effects and likely duration



The same applies when pre-packed medication is issued to a patient.



When patients return to a unit e.g. following a period of leave they should be asked to hand in any medication they have with them and confirm when they last took doses. Any CDs would need to be counted/ measured and entered into the CD register as PODs. 
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Medicines* no longer required by Trust wards/ units (in-date or expired) should be returned to the pharmacy (refer to transport of medicines section) or destroyed on the ward/ unit. * Patients own drugs (PODs) should be returned to the patient 



Medicines will only be accepted by LYPFT pharmacy if they’re suitable for (and it is possible to) reuse. Returned medicines must be booked into pharmacy JAC computer stocks.



Medicines in a patients home or residential (but not nursing) home that are no longer required should be returned to a community pharmacy. Where possible this should be done by the patient/ carer but a member of staff may perform this task with the patient’s permission.



Where staff are involved in the return or destruction of medicine there must be documentation to provide an auditable trail. Destruction of any medicine or movement of CDs should be witnessed ideally by a ‘Medicines Aware’ member of staff but if not another person e.g. the patient/ carer.



If the medicine is no longer required by the ward/ unit is a CD it may only be destroyed or removed* by a Pharmacist or Pharmacy Technician and this must be witnessed by a nurse or nursing associate. An entry must be made in the ward/ units CD register and signed by both parties to account for the removal/ destruction. 

* CDs should normally be destroyed rather than returned unless there are significant quantities, the CD is of high value or of limited availability.



An auditable trail must be maintained e.g. by using a CD requisition form to document the transfer and, and the top (white) copy accompany any CDs returned to pharmacy (where the CD will be checked against the CD requisition form by a second member of pharmacy staff who will also sign the relevant pharmacy CD register entry for receipt). It is good practice to do this for other drugs too, especially the monitored drugs.



Any disposal of medicine must be compliant with Waste and Environmental Regulations. Pharmaceutical waste is not to be disposed of via the water system.  



Seek advice from pharmacy regarding the safe disposal of cytotoxic or any other hazardous medicine. They will require a special waste consignment note.



If unfamiliar with the chemical nature of the compound seek advice from a senior colleague regarding the most appropriate method of destruction. 



Waste must not be transported by unauthorised staff.

If a patient dies whilst under the care of LYPFT all their medicines on LYPFT premises must be quarantined on the ward/ unit until the death certification process is complete. They should be put into a tamper evident bag labelled with the patient’s full name and DoB and stored in a locked medicine cupboard. If any of the medicines are CDs they must be stored in the CD cupboard and an entry made in the CD register e.g. ‘Patient deceased, medication put into quarantine’.

Once the death certification process is complete the medicines should be returned to pharmacy or destroyed and an appropriate record made to ensure an auditable trail. Medicines may be released to the Coroner but not the patient’s relatives/ carers. 



1.2.19.1 Destruction of CDs and Suspected Illicit Substances



CDs must be destroyed in accordance with the requirements of the Misuse of Drugs Regulations 2001.

 

The law states that destruction must occur in such a way that the drug is denatured or dissipated so that it is incapable of being retrieved, reconstituted or used (see table below for suggested methods).



Destruction must occur in a timely fashion, so that excessive quantities are not stored awaiting destruction.



All destruction of CDs must be witnessed by a second person, documented in the appropriate section of the CD register and signed by both persons stating the date, specific product and quantity that has been destroyed e.g. ‘[date], 9 tablets of temazepam 10mg destroyed on the unit by X, witnessed by Y’. The Accountable Officer cannot undertake the role themselves but can authorise people to witness the destruction of CDs (see table on Staff net for information regarding who can destroy/ witness CD destruction).



1.2.19.2 Approved methods for Denaturing CDs 



Health and Safety regulations should be considered to protect the individuals involved and the surrounding environment:



· Gloves (and face mask if necessary) should be worn 

· undertake in a well-ventilated area

· use appropriate equipment e.g. ampoule cutters, tablet crushing devices. 



These are the methods currently recommended by the Home Office and the Royal Pharmaceutical Society of Great Britain (RPSGB). 





		CD Formulation

		Destruction Method

		Notes 



		Liquids

		Pour into a CD denaturing kit

		Large volumes exceeding the capacity of CD denaturing kit/s can be mixed with cat litter or similar.



		Solid dose forms i.e. tablets, capsules

		Crush, mix with hot soapy water and put in a CD denaturing kit

		Adding a small amount of water when crushing will minimise the CD dust released into the air.



		Ampoules containing liquid 

		Open and empty as much of the content as possible into the CD denaturing kit.

		Ampoules should be disposed of in a sharps bin (labelled as “contains mixed pharmaceutical waste and sharps – for incineration”).



		Ampoules containing powder

		Open, add water (to dissolve the powder) and pour the resultant mixture into the CD denaturing kit.

		



		Patches

		Remove the backing, fold the patch over upon itself and place in a sharps bin.

		Once in the sharps bin treat as pharmaceutical waste.



		Aerosols

		Expel contents into water (to prevent droplets of drug entering the air) and pour the resultant mixture into the CD denaturing kit.

		







CD denaturing kits are specifically designed to denature medicines. They are the preferred method of denaturing most CD formulations. Once filled with the product/s to be denatured they must be filled with water as per manufacturer’s instructions and shaken. The resultant mixture is considered inert and can be disposed of as pharmaceutical waste.



Where CDs (or illicit substances) are retained in a pharmacy department awaiting LYPFTs ‘authorised person’ (as designated by the AO) to witness their destruction. They must not be transferred to another pharmacy department.



Items for destruction will be stored in a separate section of the pharmacy CD cupboard.  



Each item will be clearly labelled stating that it is awaiting destruction, given a unique item number and packaged in a tamper-evident way. 

A register of ‘Drugs Awaiting Destruction’ will be kept. The register entry must for each item number state:



· Date the drug taken into storage awaiting destruction

· Drug name, form, strength, quantity (in the case of illicit substances state ‘suspected illicit substance and some description of appearance and estimated quantity)

· Name, address and role of the person who returned the CD (if known e.g. patient, staff title, ward) Patient names should not be used in relation to illicit substances.

· Reason for destruction (e.g. expired stock, patient’s own)

· Name and signature of person making entry

· Name and signature of witness to the entry



Pharmacy stock CDs for destruction must be booked out of the pharmacy computer stock levels and CD register. The CD register, label and destruction book must be countersigned by a second member of Pharmacy staff.  At least one of these two members of staff must be a pharmacist.



Items stored in a pharmacy department awaiting destruction will be destroyed within 6 months or when the total number of items reaches 20 (or if the volume of items reaches the limit of safe storage space available), whichever is sooner. It is the responsibility of the Dispensary Manager to ensure that destruction is arranged at the appropriate time.



Each item will be denatured by a pharmacist or pharmacy technician (ideally the Dispensary Manager) and witnessed by the ‘authorised person’. The following must be recorded in the CD register against each items original entry:



· Date of destruction

· Name, signature and job title of the person denaturing the drug

· Name and signature of ‘authorised person’ 
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Refer also to ‘Patient’s Own Drugs Guidelines’ on Staff net.



Patients are encouraged to bring with them all the medicines they currently take when coming into hospital care. These medicines are referred to as ‘Patient’s Own Drugs’ or ‘PODs’.



PODs are the patients property and should not therefore be destroyed or otherwise disposed of without their (or if not possible, their relatives) agreement. 



PODs are a valuable source of information for Medicines Reconciliation on 

admission i.e. to ensure LYPFT services prescribe all the medicines that patients need.



PODs may, with the patient’s permission, continue to be used throughout the admission (and as discharge medicines) provided they are of suitable quality and have been prescribed.

 

All PODs should be recorded on receipt and assessed according to the standards outlined in the ‘Patient’s Own Drugs Guidelines’. 



Where PODs are considered unsuitable and/ or unsafe for use (either during admission or on discharge) the patient’s permission should be sought for them to be destroyed and this should be documented. If permission is denied senior nursing/ medical staff should act in the patient’s best interest and document the rationale. 



PODs that are not being used during the admission should be either securely stored on the ward/ unit or returned to the patient’s home. 



PODs that are CDs must be counted/ measured and  stored in the CD cupboard with a record made in the ward/ units CD Register (in a section separate from ward CD supplies) clearly stating whether they are to be used, stored or destroyed. 



Whilst stored on the ward/ unit PODs that are CDs are subject to standard CD handling requirements i.e. record keeping, balance checks. 



PODs suspected to be illicit substances must be handled according to section 1.2.22.0



LOST MEDICINE

Should a patient mislay their dispensed medication a replacement supply may only be dispensed on the authority of the prescriber. The patient’s care co-ordinator should be informed they should record the details of the medicine lost in the patient’s notes and complete an incident form. The risk the lost medication may present to the general public should be considered i.e. if it were ingested by a child. It is recommended that the patient phones the police to inform them of the loss.
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Alternative and complimentary preparations are not licensed medicine products. Trust staff are not qualified complimentary medicine practitioners. 



This means that if these medicines are used:



· The quality of the contents cannot be assured

· The products cannot be positively  identified

· They cannot be supplied by the Trust

· It is not known whether they are an appropriate choice for the condition/s for which they’re being taken

· It is not known whether they’re safe i.e. regarding dosage, with other medicines or other conditions

· The impact on a patient’s mental health is not known



It is accepted that many patients do take alternative/complimentary preparations without apparent harm and with perceived benefit.



Patients should be encouraged to advise staff if they are, or would like to take such preparations. Trust staff should:

· document the product/s name, dose taken, when they were started and rationale

· take reasonable steps to ensure the products are authentic and of a suitable quality

· inform the patients doctor

· seek advice from a pharmacist – limited data are available for some products



Having followed the above steps it would be reasonable to support the patient in their decision to take such products provided no concerns have been identified. Patients should be advised of the potential problems, that the absence of reported problems does not mean the assurance of safety and that the Trust cannot accept responsibility for the quality, safety or efficacy of this group of agents.



If concerns about the use of these products are identified they should be discussed with the patient and the patient discouraged from taking them and the items not prescribed or administered.



Any alternative or complimentary medicine being taken should be documented and communicated in the same way as licensed medicines. Where this involves the item/s being written on the patients prescription for the purposes of clarity and/or administration the health professionals involved would, provided they have followed the above steps, be considered to be acting appropriately. It is recommended that a note is made on the prescription regarding the status of the entry e.g. ‘herbal medicine continued at patients request’.



Where possible patients should self-administer these products but where this is not appropriate a practitioner may administer in accordance with the Trust standards as far as this is possible (it is accepted that some of these cannot be met as detailed above).
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In accordance with its duties under the Misuse of Drugs Act the Trust does not permit the use of, or dealing in, illicit substances on its premises. 



The use, supply or unauthorised possession of illicit substances by Trust staff while at work or on Trust premises is likely to result in internal disciplinary and possibly criminal proceedings. 



1.2.22.1 Terminology

Without chemical analysis (which in most cases is not possible/ appropriate) it is not possible to positively identify a substance therefore the term ‘suspected illicit substance’ should be used rather than making assumptions regarding the substances chemical or ‘street’ name.



1.2.22.2 Possession

Without a Home Office license it is an offence under The Misuse of Drugs Act to be in possession of a Schedule 1 CD unless the possession is for the purpose of:

i) destruction or 

ii) handing to a police officer. 



If visitors are seen to be in possession of a suspected illicit substance they should be asked to leave the Trust premises and return only when they no longer have any illicit substances with them. 



If a patient is (or is suspected of being) in possession of an illicit substance whilst on trust premises the nurse in charge should discuss this with them.  The patient should be asked to hand over the substance for the purposes of destruction.  Patient confidentiality must be maintained (unless there has been specific authorisation otherwise from the patient’s consultant).



If a suspected illicit substance is handed to the nurse/ nursing associate they should follow the illicit drug policy RM0046.



If the suspected illicit substance is in a form that presents a hazard to others e.g. hypodermic syringe (with or without needle) then it should be placed immediately into a yellow clinical waste sharps bin. This should be documented in the patient’s notes. An entry must be made in the CD register but also clearly stating that the item was destroyed upon receipt and the rationale for that decision. The entry must be signed by the nurse/ nursing associate and a witness.  



Under no circumstances can the suspected illicit substance be returned to the patient (this would be committing the offence of unlawful supply of a CD).



1.2.22.3 Suspected Supply of/ patient refusal to handover an Illicit Substance 

If visitors are suspected of passing illicit substances to others i.e. supplying/ dealing, the nurse in charge should refer the matter to the CSM, who should consider banning the visitor from Trust premises and informing the police. 



If a patient is found with quantities of a suspected illicit substance greater than those likely for personal use i.e. supply/ dealing is suspected or the patient refuses to hand over a suspected illicit substance (of any quantity), the matter should be referred to either the patient’s Consultant or a senior nurse manager to decide whether to refer the matter to the police and the AO must be informed.  



In the interim reasonable steps should be taken to prevent use or distribution of the substance to others.



1.2.22.4 Drug Screening 

There are occasions where clarity about whether a patient has taken an illicit substance may inform clinical care. These include: 



· When the patient’s behaviour suddenly deteriorates and the ingestion of an illicit substance is thought to be a possible cause. 

· When there is a need routinely, to check that a patient is remaining free of illicit substances. 

· When a patient is admitted or has been on leave and is suspected of taking an illicit substance. 



A witnessed urine sample should be obtained from the patient and sent to the laboratory for testing (unless the results are needed immediately in which case a validated drug testing strip may be used). 
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The only medical gas routinely used in the Trust is Oxygen, refer to Trust procedural document CM-0035 ‘Oxygen Safety Procedure’.



All medical gases used in the Trust are Licensed Medicines and as such are subject to the Medicines Act 1968 and must be treated in the same way as any other medicines. 



Before a medical gas is administered to a patient, written authority from a prescriber must be obtained.   This authority must include the name, and concentration of the medical gas (where appropriate), the method of administration and the rate of flow.  This can be achieved by:



· An inpatient prescription for an individual patient

· Patient Group Direction authorising the administration of a medical gas in an emergency



In an emergency situation the lack of a prescription/ PGD must never preclude oxygen administration. A retrospective record should however be made.



A nurse administering a medical gas to a patient must make a written record that treatment with the particular medical gas has been initiated on the prescription sheet. 



Flammable fluids and gasses should be procured, stored and handled in accordance with the relevant Trust procedure. 
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A licensed medicine is a product which holds a current UK Marketing Authorisation (UKMA) issued by the MHRA which defines its terms of use (any medicine without this is an ‘unlicensed medicine’). 



The UKMA provides assurance of the quality of the product and also its safety and efficacy when used in accordance with its Summary of Product Characteristics (SPC).  If a licensed medicine is used outside the SPC its use is referred to as ‘unlicensed’ or ‘off-label’ use.



If a medicine has been stored and used according to the SPC the liability for an untoward event lies with the manufacturer. The responsibility that falls on the prescriber of an unlicensed medicine or a medicine off-label may be greater than when prescribing a licensed medicine within the terms of its licence. Should an untoward event occur the liability may rest with the prescriber and vicariously with the employer. 



It is preferable to prescribe in the following order:



1 a licensed medicine within the terms of the UKMA

2 a licensed medicine used outside the terms of the UKMA

3 a medicine without UK MA but with a license in another country, ideally    covering the intended use

4 a medicine without any license i.e. special  



Prescribers should be aware of the licensed status of medicine they prescribe. 



Nurses and nursing associates should be aware of the licensed status of the medicine they administer and also that changing the formulation of a medicine prior to administration e.g. by crushing would be unlicensed (unless covered in the SPC). 



Before prescribing a medicine off-label or an unlicensed medicine the prescriber should:



· be satisfied that an alternative, appropriately licensed medicine would not meet the patient’s needs

· be satisfied that there is a sufficient evidence base and/or experience of using the medicine to show its safety and efficacy

· take responsibility for prescribing the medicine and for overseeing the patient’s care, including monitoring and follow-up

· discuss with senior members of the multidisciplinary team to ensure that they are in agreement and willing to dispense and administer the medicine.

· give the patient/ carer as much information as they require, sufficient to enable them to make an informed decision. Patients must be informed if the medicine does not have UK MA and should ideally be advised if that the drug is being used outside its UK MA.

· record the medicine prescribed, the reasons for prescribing this medicine and what has been discussed with the patient 



Adverse reactions should be reported in the same way as for licensed use of medicines.



The Trusts Medicines Optimisation Group (MOG) maintains registers for the Unlicensed Use of Licensed Medicines and the use of Unlicensed Medicines. 



Where prescribers frequently use an unlicensed medicine or a medicine off-label for specific reasons they are advised to submit a formal request for inclusion on the register, accompanied by supporting evidence. Inclusion on the register does not endorse the routine use of the medicine in this way, nor does it override the above prescribing principles but does provide evidence of specialist peer review and support for the prescribing.



One-off use of an unlicensed medicine or a medicine off-label for specific reasons should be agreed between the patient’s consultant and a senior pharmacist. Where medicines are to be administered or otherwise supplied by nursing staff the senior nurse in charge must also be consulted. Should this course of action not be fully supported by both/all parties the issue should be referred to the Chair of MOG, Medical Director and Chief Pharmacist (or nominated deputies) and all must support the use of the unlicensed/ off-label medicine before it can be prescribed.



When supplying an unlicensed medicine to a named patient, pharmacy staff must record the following information:



· The source of the product (manufacturer and/ or supplier)

· The details of the product i.e. name, formulation

· The person to whom the product was supplied 

· The responsible prescriber (this should be the consultant)

· The date on which the supply was made

· The quantity supplied

· The products batch number and expiry date



These records must be retained by the pharmacy for 5 years. 

Nurses or nursing associates may administer an unlicensed medicine with the patient’s informed consent against a legally valid prescription (but not PGD). Medicine used outside the terms of the product license i.e. ‘off label’ can in exceptional circumstances be administered under a PGD.



[bookmark: _Toc488674323][bookmark: _Toc488674402]1.2.25.0 	CLINICAL TRIALS INVOLVING MEDICINES 

The Research Governance Framework for Health and Social Care 2005 applies to all research carried out in the NHS. The Medicines for Human Use (Clinical trials) Regulations 2004 and Medicines for Human Use (Clinical Trials) Amendment Regulations 2006/1928 cover the use of medicines in clinical trials.



Any clinical trial involving medication within the Trust needs to be registered with the Trust Research and Development Department. They will advise on the necessary steps to be able to undertake the trial within the Trust. 

The Chief Pharmacist also needs to be informed about the trial. The Pharmacy department will have local procedures to cover the use of medication for clinical trials.



More information can be found on the Research and Development site on Staff net http://staffnet/clinicalservices/Professional%20Groups/Research%20%20Development/Pages/default.aspx 



[bookmark: _Toc488674324][bookmark: _Toc488674403]1.2.26.0	MEDICINES RELATED ROLES FOR ‘MEDICINES AWARE’ STAFF

Staff who have been assessed to be ‘Medicines Aware’ may be authorised by the senior nurse in charge of the area in which they work to perform the following: 



· 2nd check/ witness a registered nurse performing CD* tasks e.g. booking CDs into a stock, witnessing CDs being administered (this would not include checking complex dose calculations).



· Assist patients in the ingestion/ application of certain medicines (and specifically not CDs*) after they have been administered i.e. prepared and given directly to the patient, by a registered nurse, where the patients ingestion/ application of a product may require prolonged support.



· As part of that patients care plan witness patients self-administering their medicines in accordance with the Trusts ‘Self Administration of Medicines’ Guidelines.



The following must only be performed by nurses and cannot be delegated:

· Ordering of medicines 

· Preparation of medicines

· Supply of medicines e.g. discharge/ leave medicines

· Administration of medicines rectally, vaginally or by injection, 

· Administration of CDs

· Use of intravenous infusion pumps 

[bookmark: _Toc488674325][bookmark: _Toc488674404]1.2.27.0	CONSENT TO TREATMENT 

Wherever possible the medicines proposed to treat a patient should be discussed with the patient. The service user must have access to information about medication. Any discussions should be carried out in such a way that the patient is able to contribute and express agreement or disagreement with the proposed/ on-going treatment. 



The Responsible/Approved Clinician in charge of medication should assess and document a patient’s capacity to consent to medical treatment.



“Consent” is the voluntary and continuing permission of the patient to receive a particular treatment, based on an adequate knowledge of the purpose, nature, likely effects and risks of the treatment including the likelihood of its success and any alternative to it.  Permission given under any unfair or undue pressure is not consent (Mental Health Act 1983 Code of Practice). 



The MHA authorises the administration of medicines for the treatment of mental disorder, whether or not the patient has capacity and consents for the first three (calendar) months from when such medication was first administered.



If a Responsible (or Approved) Clinician in charge of medication wishes a detained patient to receive medication for mental disorder beyond three months they must:



· if the patient has capacity to consent and is willing to consent, complete a Form T2

or 

· if the patient lacks capacity to consent or has capacity but refuses to consent, request a Second Opinion Appointed Doctor (SOAD) to consider authorising the proposed treatment and completing a Form T3.



Refer to MHL0007 (Section 58 Protocol) for further detail and information on other sections of the MHA e.g. CTOs, Section 62.



[bookmark: _Toc488674326][bookmark: _Toc488674405]1.2.28.0	WORKING WITH THE PHARMACEUTICAL INDUSTRY 



The Trust recognises the value of an effective working relationship between its employees and colleagues from the Pharmaceutical Industry. Engagement should be transparent, accountable and only if it is beneficial to patient care.

 

Representatives are expected to follow ABPI guidance on the promotion of medicines and when in contact with LYPFT they must respect Trust policies/ procedures. These include:

· only visiting the Trust premises by prior appointment.  Under no circumstances may they enter clinical areas or approach staff directly without express prior permission from a senior doctor or senior nurse. 

· For reasons of security, representatives must wear a Company identification badge while on Trust premises. 



When dealing with pharmaceutical representatives Trust Staff must not:



· accept samples of medicines, dietary products or dressings for the treatment of patients

· accept payment for rental of Trust rooms by pharmaceutical representatives 

· disclose confidential information such as medicines contract prices, membership of Trust committees, minutes of meetings. Requests for any such data must be directed to the Trusts Freedom of Information Team.



The hospitality provided at sponsored educational / promotional meetings must be secondary to the purpose of the meeting. The level of hospitality accepted must be appropriate and proportional i.e. the costs must not exceed those which the recipient would normally adopt when paying for themselves.



Promotional aids (non-monetary gifts):



· must not be requested or accepted if it may affect or be seen to affect your professional judgment i.e. the way you prescribe for, treat or refer patients

· must be ‘inexpensive’ i.e. cost the donor company no more than £6, excluding VAT. 

· the ABPI code advises that notebooks, pens and pencils are the only items that can be provided to health professionals and administrative staff for them to keep and then only at bona fide meetings.

[bookmark: _Toc488674327][bookmark: _Toc488674406]1.2.29.0	DUTIES AND RESPONSIBILITIES

Organisational 



		Staff group

		Duties



		Care Quality Commission (CQC)

		The CQC is the independent regulator of health and social care. The CQC define and monitor standards for the management of medicines. 



		Controlled Drugs Local Intelligence Network (CD LIN)

		The CD LINs are led by primary care trusts and bring together organisations from the NHS and independent health, other responsible bodies, regulators and agencies to share information relating to CDs in order to ensure that intelligence-gathering is thorough and complete, capturing information from all sources.



		Executive Team (ET)

		Ratify this document when they are satisfied it is fit for purpose and has been through an appropriate consultation and review process.



		Trustwide Clinical Governance Meeting

		Approve this document as technically and legally correct, workable and complete.





		Medicines Optimisation Group

		Topic experts are responsible for scrutinising the content and once satisfied to recommend the document for approval at the Trustwide Clinical Governance Meeting.  Ensure the ratified document is disseminated and effectively implemented; this includes leading on the audit of compliance and any necessary review



		Accountable Officer (AO)

		for Controlled Drugs (CDs) is responsible for the safe management and use of controlled drugs in their organisation. This is the Chief Pharmacist in LYPFT.



		Chief Pharmacist

		is responsible for the organising, monitoring and reporting of a system for assuring the safe and secure handling and storage of medicines within the Trust.



		Senior staff i.e. consultants, Clinical Service Managers (CSMs) Department Heads & Clinical Team Managers (CTMs)

		are responsible for:

· - the dissemination and implementation of this document (and any  amendments) within their areas of responsibility 

· ensuring the Medicine Codes standards are met within their clinical area

- ensuring that medicines related duties are only delegated to staff with appropriate knowledge and competence



		All staff

		All staff are responsible for familiarising themselves with the contents of this document and are accountable for properly discharging their duties and responsibilities in relation to medicines as detailed in this document (and where applicable as defined by their professional body).

All staff must use indelible ink when completing documentation regarding medication. Records must not be changed. In cases of erroneous entry or intentional changes the documentation should be either scored through with a single line (so as not to obscure the original record) or bracketed (with a note e.g. ‘entered in error’). All record entries must be signed and dated.











[bookmark: _Toc488674328][bookmark: _Toc488674407]
1.2.30.0	 MEDICINES  OPTIMISATION ACCOUNTABILITY & REPORTING FRAMEWORK

TRUST BOARD 



Responsible for ensuring LYPFT have safe systems in place for the management of medicines within the organisation.









							CHIEF PHARMACIST

(CD Accountable Officer)

Responsible for establishing, monitoring and reporting on the safe and secure handling of medicine.



Reporting to the Executive Team.

 MEDICAL DIRECTOR 

Overall responsibility for the safe and secure handling of medicines within LYPFT.













Trustwide Clinical Governance Meeting

Responsible for establishing the Trust’s clinical governance objectives and implementation and monitoring frameworks around medicines optimisation











 Medicines Safety Committee (MSC) meetings 

Sub-committee of MOG. To review, consider and take action following a drug incident on behalf of the Trust. Refer to Trust Incident Review Group if necessary. Oversee Medicines related audits.

Medicines Optimisation Group (MOG)

Responsible for:

- promoting the safe and effective use of medicines

- approving guidelines/ procedures and other documents that support this

- managing the introduction of new medications

- communicating key issues within the organisation

- monitoring the implementation of these standards













































[bookmark: _Toc488674329][bookmark: _Toc488674408]1.2.31.0. 	TRAINING

Staff must refer to the Procedure for Mandatory Training in Leeds and York Partnerships NHS Foundation Trust (HR – 0015) this includes Directorate training needs analysis which identifies which staff must complete the training and the frequency of updates.

A brief summary of the training will be provided in the following manner:



1.2.31.1	Prescribers

The medicines management tool for prescribers is available via the elearning system ilearn. Medicine management talks are carried out on a 3-monthly basis to doctors within the Trust and a summary of the Medicines Code are given to junior doctors at their pharmacy induction. Talks are given to supplementary prescribers when they qualify as arranged by the supplementary prescribing lead.



1.2.31.2	Nurses and Nursing Associates

Medicines Management talks are provided to nurses and nursing associates on a regular basis and there is an electronic programme available on ilearn for people who administer medicines.



1.2.32.3 	Pharmacy

Pharmacy staff should complete the elearning tools on medicines management available on ilearn. 



[bookmark: _Toc488674330][bookmark: _Toc488674409]1.2.33.0	CORPORATE INDUCTION

Training in this area also relates to assessment of competence, undertaken periodically with professional groups, medicine, nursing, nursing associate and pharmacy staff.  This has been subject to training needs analysis through the respective professional groups for and is delivered separately through each professional network within the Trust.  The heads of these professional groups maintain records of this monitor, recording competence accordingly and following through on non-achievement.

 

This is undertaken within nursing through the use of a biennial competency framework in medicines administration with a formal database of completion maintained and monitored by directorate lead nurses and provided as a monthly monitored performance report.  



Within pharmacy this is through the biennial use of the Medicines Management Prescribers Competency/ Performance Assessment Tool for registered pharmacists and for registered Pharmacy Technicians the Accuracy Checking Accreditation Process. The Chief Pharmacist monitors compliance through the department’s line management structure.



Doctors undergo a formative competency assessment to satisfy their Educational supervisor that they can prescribe safely and undergo appropriate training if that is not the case.



[image: New Image]



Date effective from: 11 April 2019		         Page 1 of 71

Document Reference Number: MM-0004

Version No: 5



[bookmark: _Toc488674331][bookmark: _Toc488674410]1.2.34.0	GLOSSSARY OF DEFINITIONS

		Definition

		Meaning



		Accountable Officer (AO)



		A fit, proper and suitably experienced person appointed to ensure the safe, appropriate and effective management and use of Controlled drugs within the organisation. At LYPFT this is the Chief Pharmacist.



		Administration



		To give a medicine by either introduction into the body (e.g. orally, rectally, inhaled, injected) or by external application (e.g. application of cream or a patch). 



		Supervised administration

		is where the patient is supported by a member of staff to administer their own medicine/s.



		Self-Administration

		is where the patient administers their own medicine/s.



		Clinical Team Manager (CTM)



		A person appointed by LYPFT to manage a ward or department.  A CTM may not be a registered nurse.  In this instance responsibility for medicines becomes that of the senior registered nurse on duty.



		Controlled Drug



		Medicines designated as Controlled Drugs by the Misuse of Drugs Act (1971) whose use in medicine is permitted and regulated by the Misuse of Drugs Regulations (2001) as amended.



		Controlled Stationery



		These items include:

· FP10  Prescriptions – out-patient prescriptions that can be dispensed by community pharmacists.

· LYPFT (grey) Out Patient Prescriptions – out-patient prescriptions that can only be dispensed by LYPFT pharmacy department.

· Controlled Drug Requisition Book – book containing 100 consecutively numbered orders (with 2 pages/ order for carbonated copy) completed by authorised signatories to request supply of controlled drugs from pharmacy.

· Controlled Drug Register – book containing indelible records of all controlled drug transactions.



Such items are subject to specific safe storage, supply, use and archiving.



		Designated Complementary Therapist

		Any practitioner of a complimentary therapy who has obtained the appropriate qualification from a recognised organisation, and is approved by the Trust to practice.





		Dispense

		To prepare a clinically appropriate medicine for administration by another. 



		Doctor

		A medical practitioner registered with the General Medical Council (GMC). 





		Illicit Substance

		A substance covered by the Misuse of Drugs Act 1971 or other legislation which is not lawfully held.





		Leeds and York Partnerships Foundation Trust (LYPFT)

		The organisation to which this document applies. Also referred to as the Trust.





		Licensed Medicine

		A medicine with full UK Marketing Authorisation. If a licensed medicine is used outside the terms of its Marketing Authorisation this is termed ‘unlicensed’ or ‘off-label’ use. Medicines without full UK Marketing Authorisation are referred to as ‘unlicensed medicines’.





		Medication errors 



		A medication error is a preventable incident associated with the use of medicines which may put a patient at risk. Such errors can occur in the prescribing, dispensing, administration or supply of medicine and in the communication of this information. 





		Medicine



		Any substance or combination of substances presented as having properties for treating or preventing disease in human beings (MHRA)





		Medicines and Healthcare products Regulatory Agency (MHRA)

		The government agency responsible for safeguarding the health of the public by ensuring that medicines and medical devices work and are acceptably safe.





		Medicines Aware



		A member of staff not professionally qualified to perform medicines related tasks but handle medicines as part of their role and have been assessed and deemed competent to perform specifically defined and limited medicines related tasks e.g. signing for the receipt of medicines, providing a second check. These staff are likely to be from disciplines that do not have medicines as core part of their professional training or role e.g. social workers, occupational therapists, HSW, pharmacy assistants. 



		Messenger

		A person (other than the patient or their carer) not professionally qualified to perform a medicines related task i.e. they are not a registered nurse, nursing associate, pharmacist, pharmacy technician or medic.



		Monitored Drug



		Schedule 4 CDs (and other medicines considered locally to merit levels of control) that should be subject to more stringent processes than general medicines, but less stringent than those required for Schedule 2 CDs.





		Non-Medical Prescriber (NMP)

		See ‘Prescriber’





		Nurse

		A nurse registered with the Nursing and Midwifery Council (NMC). 





		Nursing Associate

		A nursing associate registered with the Nursing and Midwifery Council (NMC)



		Off-label 

		See ‘Licensed Medicine’.



		Patient

		 A person under the care of LYPFT i.e. service user.





		Patient Group Directive (PGD)



		A written direction relating to the supply and/ or administration of a named medicine in an identified clinical situation to persons not identified prior to presentation (subject to specific exclusions) by named competent practitioners, in the absence of a written prescription. In LYPFT these must be signed by a senior doctor practising in the area covered by the PGD, the medical director and chief pharmacist and approved by MOG.





		Pharmacist



		A pharmaceutical chemist registered with the General Pharmaceutical Council (GPC).





		Pharmacy Technician



		A qualified pharmacy technician registered with the General Pharmaceutical Council (GPC).





		Senior Pharmacy Support Worker (previously known as SATO)

		A pharmacy assistant authorised by the Chief Pharmacist as competent and appropriate to perform a specific function.





		Pharmacy Staff

		Includes all of the above 3 staff groups.





		Prescribe



		To legally authorise in writing the supply and/or administration of a medicine.





		Prescriber



		A registered professional authorised through training and registration to prescribe medication e.g. doctor or non-medical prescriber (NMP) either independent or supplementary prescriber. A supplementary prescriber can only prescribe in accordance with a clinical management plan agreed between the supplementary prescriber, independent prescriber and patient.





		Prescription



		A legal document signed by a prescriber authorising the supply and/ or administration of a medicine for a patient. LYPFT in-house prescription stationery must be approved by the appropriate governance committee. 





		Signed/ Signature

		Signing of documents must be using the full signature (not initials). If the person cannot be clearly identified from their signature i.e. the name is illegible then the surname should be printed next to the signature.



		Staff



		Staff with LYPFT contracts, (or honorary contracts) of employment, also locums and agency staff.





		Unlicensed Medicine



		See ‘Licensed Medicine’  





		Witness



		A member of staff with the appropriate knowledge and skills to observe a procedure/ process and confirm it has been completed as stated. This would ideally be a registered health care professional but failing that a ‘Medicines Aware’ member of staff.
















[bookmark: _Toc488674332][bookmark: _Toc488674411]2.	Appendices relevant to the procedural document



	Can be found on Medicines Code Section of Staff net: 

	http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/Forms/AllItems.aspx?RootFolder=%2Fclinicalservices%2FProfessional%20Groups%2FPharmacy%2FDocument%20Library%2F2012%20Medicines%20Code%20Related%20Documents&FolderCTID=0x0120006EF103A136F46C4D8B68D3E5D4967B87&View=%7B2A0EB443%2D25F6%2D476D%2DBFD8%2D3B3DE800FDB3%7D 



Alcohol Withdrawal Chart 

http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/Forms/AllItems.aspx?RootFolder=%2Fclinicalservices%2FProfessional%20Groups%2FPharmacy%2FDocument%20Library%2F2012%20Medicines%20Code%20Related%20Documents&FolderCTID=0x0120006EF103A136F46C4D8B68D3E5D4967B87&View=%7B2A0EB443%2D25F6%2D476D%2DBFD8%2D3B3DE800FDB3%7D



Antimicrobial Guidelines 

http://staffnet/pnp/Policies%20and%20Procedures/Document%20Library/Medicines%20Management/MM-0007.docx 



Compliance Aid Request Form 

http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/2012%20Medicines%20Code%20Related%20Documents/Compliance%20Aid%20Request%20Form%20-%20from%202010%20Medicines%20Code.docx 



Compliance Aid Review Flowchart 

http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/2012%20Medicines%20Code%20Related%20Documents/Compliance%20Aid%20Review%20Flowchart%20-%20DF%20May%202012.docx 



Quarterly Controlled Drug Check 

http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/2012%20Medicines%20Code%20Related%20Documents/CD%20Quarterly%20Controlled%20Drug%20Check%20-%20JR%20Jan%202013.docx



	 Destruction of Controlled Drugs (CDs) – Guidance Table 

http://staffnet/clinicalservices/Professional Groups/Pharmacy/Document Library/2012 Medicines Code Related Documents/CD Destruction Guidance Table - 2014.doc



Registered Nurses Authorised to Order Controlled Drugs (CDs) Form 

http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/2012%20Medicines%20Code%20Related%20Documents/Registered%20Nurses%20Authorised%20by%20the%20Senior%20Nurse%20in%20Charge%20to%20order%20CDs%20-%20Jan%202013.docx 



Fridge Temperature Monitoring guidance http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/2012%20Medicines%20Code%20Related%20Documents/medicines%20fridge%20monitoring2016final.docx 



Guidelines for the Initiation of Clozapine [contains the clozapine initiation upwards titration prescriptions] 

http://staffnet/pnp/Policies%20and%20Procedures/Document%20Library/Medicines%20Management/MM-0006.docx 



	Delegation of Specific Medicines Related Tasks (Medicines Aware) [includes Framework, Tasks that can be Delegated, Competency Assessment etc.] 

http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/2012%20Medicines%20Code%20Related%20Documents/Delegation%20of%20specific%20Medicines%20Related%20Tasks%20(Medicines%20Aware)%20-%20Approved%205Nov13.docx 



Guidelines for Registered Nurses Dispensing urgent Leave Medication Out of Pharmacy Hours 

http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/2012%20Medicines%20Code%20Related%20Documents/Guidelines%20for%20Registered%20Nurses%20Dispensing%20Urgent%20Leave%20Medication%20Out%20of%20Pharmacy%20Hours%20-%20Aug12-14.doc 





Managing Patients Own Drugs (PODs) 

http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/2012%20Medicines%20Code%20Related%20Documents/Patients%20Own%20Drugs%20(PODs)%20SOP%20for%20the%20Management%20of%20-%20Approved%20Jul14.docx (This document requires updating)



Guidelines for the Pharmacological Management of Psychiatric Emergencies / Behavioural Emergencies Using Rapid Tranquillisation (RT) in Adults and Older Adults 

http://staffnet/pnp/Policies%20and%20Procedures/Document%20Library/Medicines%20Management/MM-0005.docx 



	Self-Administration of Medicines – Practice Guidelines 

http://staffnet/pnp/Policies%20and%20Procedures/Document%20Library/Medicines%20Management/MM-0008.docx

	

	Standards for the Documentation of Medication in Case Notes 

http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/2012%20Medicines%20Code%20Related%20Documents/Guidelines%20for%20the%20Documentation%20of%20Medication%20in%20Case%20Notes%20-%20Approved%20by%20Effective%20Care%2010Jul14.docx 



	Transdermal Patch Application Record ‘Body Map’ [for recording the location of medication administered as a patch] 

http://staffnet/clinicalservices/Professional%20Groups/Pharmacy/Document%20Library/Transdermal_Patch_Application_Record%20v4%20-%20LYPFT.docx 











































PART B  (This will not be uploaded onto staffnet, it will be kept on a separate area for reference only)



3	IDENTIFICATION OF STAKEHOLDERS



The table below should be used as a summary.  List those involved in development, consultation, approval and ratification processes.



		Stakeholder

		Level of involvement



		Senior pharmacy group



		For comment/ information



		Effective care group



		For comment/ information



		Medicines optimisation group – includes representation of nurses, medics and pharmacists



		Approval



		Policy and Procedures Group



		Ratification



		

		







4	REFERENCES, EVIDENCE BASE



Legislation



Medicines Act 1968 and related Medicines Act Orders



Misuse of Drugs Act 1971 



Misuse of Drugs (Safe Custody) Regulations 1973 



Misuse of Drugs (Supply to Addicts) Regulations 1997 



Misuse of Drugs Regulations 2001 (MDR) 



Health Act 2006 



Controlled Drugs (Supervision of Management and Use) Regulations 2006 



Misuse of Drugs and Misuse of Drugs (Safe Custody) (Amendment) Regulations 2007



Control of Substances Hazardous to Health (COSHH) Regulations 1989



Professional Bodies



Medicines, Ethics and Practice, The Royal Pharmaceutical Society of Great Britain 34th Ed, 2010 & 35th Ed, 2015



Standards for medicines management, Nursing and Midwifery Council April 2010



The Code: Standards of conduct, performance and ethics for nurses and midwives, Nursing and Midwifery Council March 2015



Standards of proficiency for nursing associates, Nursing and Midwifery Council 2018



The Safe and Secure Handling of Medicines: A team Approach. Royal Pharmaceutical Society of Great Britain March 2005



	Department of Health



Patient Group Directions (PGDs) HSC2000/026 (March 1999)



Code of Practice Mental Health Act 1983 (2008)

[bookmark: _Toc488673728][bookmark: _Toc488674333][bookmark: _Toc488674412]Safer management of controlled drugs: changes to record keeping requirements (for England only). 28/1/08



[bookmark: _Toc488673729][bookmark: _Toc488674334][bookmark: _Toc488674413]Guidance on the destruction of controlled drugs - new role for Accountable Officers (29/8/07)



[bookmark: _Toc488673730][bookmark: _Toc488674335][bookmark: _Toc488674414]Safer management of controlled drugs: a guide to good practice in secondary care (England). August 2012



Other



[bookmark: _Toc488673731][bookmark: _Toc488674336][bookmark: _Toc488674415][bookmark: _Toc138828993][bookmark: _Toc138829073][bookmark: _Toc190589870][bookmark: _Toc204492206][bookmark: _Toc204493971][bookmark: _Toc204574215][bookmark: _Toc204574674][bookmark: _Toc204654926][bookmark: _Toc204757124][bookmark: _Toc138828994][bookmark: _Toc138829074][bookmark: _Toc190589871][bookmark: _Toc204492207][bookmark: _Toc204493972][bookmark: _Toc204574216][bookmark: _Toc204574675][bookmark: _Toc204654927][bookmark: _Toc204757125]Amendment to 7.1 (June 2014)  “Medicines concordance and adherence: involving adults and carers in decisions about prescribed medicines” NICE guideline 2009.



[bookmark: _Toc488673732][bookmark: _Toc488674337][bookmark: _Toc488674416]Amendment to 2.2.4.1 (June 2014) https://www.gov.uk/government/news/nurse-and-pharmacist-independent-prescribing-changes-announced





5	ASSOCIATED DOCUMENTATION (if relevant)





6	STANDARDS/KEY PERFORMANCE INDICATORS (if relevant)

	

The key performance indicators below are monitored by the assurance framework outlined in the table below:



•	safe prescribing, dispensing and administration of medicines

•	secure handling, transport and storage of medicines

•	compliance with legal requirements

•	compliance with professional and good practice standards for medicines management

•	compliance with CQC standards regarding medicines management



		Topic

		Medicine Related Incident Reports

		Prescription Chart Audit 

		Controlled Drug Checks 

		Achievement of CQC standards 



		Monitoring/ Audit 

		Monitoring

		Audit



		Monitoring



		Monitoring





		Lead Manager

		Risk Management Lead Pharmacist

		Lead Audit Pharmacist

		Accountable officer



		Chief Pharmacist/ deputy





		Data Source

		Datix

		Inpatient Prescription Charts

		Controlled Drug Records 

		Evidence submission



		Sample

		Trustwide

		Trustwide

		All Wards/ units Holding Controlled Drugs 



		Trust-wide



		Data Collection Method

		Via risk management

		Manual audit tool

		Manual

		Collation of supporting evidence



		Frequency Of Activity

		Quarterly

		Annual

		Quarterly

		Annual/as requested



		Review Body

		MOG

		Care Group

		Trust Board

		CQC








7.	EQUALITY IMPACT 



The Trust has a duty under the Equality Act 2010 to have due regard to the need to eliminate unlawful discrimination, advance equality of opportunity and foster good relations between people from different groups. Consideration must be given to any potential impacts that the application of this policy/procedure  might have on these requirements and on the nine protected groups identified by the Act (age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion and belief, gender and sexual orientation).



Declaration: The potential impacts on the application of this policy/procedure have been fully considered for all nine protected groups. Through this process I have not identified  any potential negative impacts for any of the nine protected groups.



Print name: Joanne Goode



Job title: Deputy Chief Pharmacist



Date: 21/1/19



If any potential negative impacts are identified the Diversity Team must be contacted for advice and guidance: email; diversity.lypft@nhs.net. 









CHECKLIST 

To be completed and attached to any draft version of a procedural document when submitted to the appropriate group/committee to support its consideration and approval/ratification of the procedural document.  



This is a checklist and is part of the working papers.  It does not form part of the final version of the procedural document to be uploaded to staffnet.



		

		Title of document being newly created / reviewed:

		Yes / No/




		1.

		Title

		



		

		Is the title clear and unambiguous?

		Yes



		

		Is the procedural document in the correct format and style? 

		Yes



		2.

		Development Process

		



		

		Is there evidence of reasonable attempts to ensure relevant expertise has been used?

		Yes



		3.

		Content

		



		

		Is the Purpose of the document clear?

		Yes



		5.

		Approval

		



		

		Does the document identify which committee/group will approve it? 

		Yes



		6.

		Equality Impact Assessment

		



		

		Has the declaration been completed?

		Yes



		7.

		Review Date

		



		

		Is the review date identified?

		Yes



		

		Is the frequency of review identified and acceptable?

		Yes



		8.

		Overall Responsibility for the Document

		



		

		Is it clear who will be responsible for co-ordinating the dissemination, implementation and review of the document?

		Yes







		Name of the Chair of the Committee / Group approving



		If you are assured this document meets requirements and that it will provide an essential element in ensuring a safe and effective workforce, please sign and date below and forward to the chair of the committee/group where it will be ratified.



		Name

		Jane Riley

		Date

		7 February 2019



		Name of the chair of the Group/Committee ratifying



		If you are assured that the group or committee approving this procedural document have fulfilled its obligation please sign and date it and return to the procedural document author who will ensure the document is disseminated and uploaded onto Staffnet.



		Name

		Cath Hill

		Date

		11 April 2019
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Oxygen Prescription and Monitoring Chart May 2012 CISSG Approved.pdf
24 HOURLY OXYGEN PRESCRIPTION AND MONITORING CHART
IN AN EMERGENCY ADMINISTER OXYGEN AT 15L/MIN VIA AN NON-REBREATHE OXYGEN MASK FROM EMERGENCY GRAB BAG AND RING (9)999

Leeds and York Partnership NHS

NHS Foundation Trust

PATIENT’S NAME

CONSULTANT

WARD/DEPARTMENT

HOSPITAL NUMBER

Prescription:

CONTINUOUS

D.O.B

WHEN REQUIRED

*Please prescribe oxygen on drug chart and make
reference to this monitoring sheet.

Oxygen flow rate (I/min)

Attach this sheet to drug chart.

Type of mask (see overleaf)

*If the oxygen saturation level is outside the

Acceptable oxygen sat limit (%)

88-92%

94-98%

Other:

Acceptable oxygen saturation level get urgent

Frequency of monitoring

Clinical review, complete MEWS and review of
Service User and oxygen prescription. Consider

Prescribers signature

Observations:

Date:

(9) 999 according to MEWS score.

DATE

TIME (HOUR)

TYPE OF
OXYGEN
MASK/DEVICE

OXYGEN FLOW
RATE (L/MIN)

RESPIRATORY
RATE

OXYGEN
SATURATION %

NURSE INITIALS

*CLINICAL
REVIEW YES/NO

* Clinical review required if oxygen saturation is outside target range — contact doctor, complete MEWS, consider (9)999. Take care with ligature risk with oxygen tubing






Nasal cannula are used for the administration of
continuous oxygen.

These should only be used to administer oxygen
between 1 and 4 litres. (more than 4 litres requires a
humidification system)

When a patient requires a precise concentration of oxygen.
Each valve uses a different flow rate of oxygen to a % of inspired oxygen.

The flow rate and percentages are all clearly labelled on each coloured valve

Non —rebreath Oxygen Mask

None —rebreath masks should be used with an oxygen
flow of 151/min.

It should be used in the event of an emergency when
there is a sign of respiratory distress / depression or
the oxygen saturations are below 95% in the unwell
patient.

THIS MASK IS FOR EMERGENCY USE ONLY

Signs of Respiratory Depression:
e Respiratory rate of less than 8 breaths per minute (1 breath every 8 seconds or
longer

When to seek medical advice:
o If the patients expected Oxygen saturation drops by 2%
o If respiratory rate starts to increase without exercise
e If there are any signs of respiratory depressioin

British Thoracic Society Oxygen Prescribing Guidelines
http://www.brit-thoracic.org.uk/guidelines.aspx
Resuscitation and Physical Health Emergencies page on staffnet

http://staffnet/Topics/Initiatives/Resuscitation%20and%20Physical %20Hea/Document %20Libr

ary/Forms/AllLtems.aspx




http://www.brit-thoracic.org.uk/guidelines.aspx

http://staffnet/Topics/Initiatives/Resuscitation%20and%20Physical%20Hea/Document%20Library/Forms/AllItems.aspx

http://staffnet/Topics/Initiatives/Resuscitation%20and%20Physical%20Hea/Document%20Library/Forms/AllItems.aspx

http://en.wikipedia.org/wiki/File:Nasal_cannula.png

http://uk.images.search.yahoo.com/r/_ylt=A0PDodnTYaJPuA4Au2BWBQx.;_ylu=X3oDMTBpcGszamw0BHNlYwNmcC1pbWcEc2xrA2ltZw--/SIG=12fbss48m/EXP=1336070739/**http:/www.nursing-lectures.com/2011/02/oxygen-therapy.html
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