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1 Executive Summary 

 
A prescribed medicine is the most frequent treatment provided for patients in the NHS.  
Medicines must be prescribed, dispensed and administered safely and effectively.  The right 
medicine must be given to the right patient at the right time by the right route at the right dose - 
The Five Rights (see below). 
 
The Trust requires all personnel involved in the process of prescribing, dispensing, 
administration and safe storage of medicines to have a working knowledge of this document. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 
 
 
1.1 Aims 
 Medicines are correctly and appropriately procured, prescribed, dispensed, administered 

and disposed of by an authorised person, suitably trained and competent, to maintain safe 
standards of care. 

 The recording and control of medicines are correctly performed to maintain a complete 
audit trail. 

 Achieve medicine optimisation with their prescribed treatment, providing adequate 
information on their medicines in a timely manner. 

 Ensure appropriate and safe storage of medicines 

2 Introduction 
2.1 Growing awareness of medication errors 

Medication errors account for up to 11% of all reported incidents in acute hospitals to the 
National Reporting and Learning System (NRLS). NICE guidelines are in place for the 
patient pathways to promote a safe medicines pathway for patients. The safe handling 
and storage of medicines is covered by legislation and supported by the DH, NHSE, 
MHRA, and AHSNs.  

Right 

medicine 

Right 
dose 

Right 
time 

Right 
patient 

Right 
route 

SAFE  
MEDICINE 

ADMINISTRATION 
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The assurance of medicines optimisation is provided through self-assessment using the 
TDA framework, and the RPS ‘Standards for Hospital Pharmacy’, ‘Professional guidance 
on the safe and secure handling of medicine, RPS and RCN ‘Professional Guidance on 
the Administration of Medicines in Healthcare Settings’, GMC ‘Good practice in 
prescribing and managing medicines and devices’ and JRCALC Guidelines provide the 
standards for all professions to meet in the management of medicines. 

This policy is to support the implementation of guidance and legislation in the 
management of medicines across the Trust. 

The Isle of Wight NHS Trust is committed to the development of safe systems of patient 
care; the Medicines Safety Officer role encourages reporting and supports changes in 
processes and systems to improve safety with medicines through the learning cycle. 

 
2.2 Changing public expectations  

There has been a growth in the expectations by patients that their treatments will meet 
the highest standards. More than 97% of patients will be given a medicine as part of their 
treatment by the Trust with almost 2 million doses being administered each year. Our 
patients require assurance that all doses are appropriate and safe, and guidance on how 
to optimise their treatment. 

 
2.3 Changing models of patient care 

These include reductions in the length of hospital stay, the growth of day procedures, the 
development of medical support units away from hospital centres and the growth of 
treatment at home.  Patient self-administration of medicines and the continued use of 
patient's own medicines whilst in hospital represent further developments. 

 
2.4 Developing roles of healthcare staff, including Pharmacy staff 

Inter-professional development, shared skills and competencies, and the advent of non-
medical prescribers are changing the ways in which healthcare staff are trained and 
practice. 
 
In any healthcare Trust the principles which govern the management of medicines must 
be applied to all the activities in which medicines or their administrative and legal controls 
are concerned.  
 
The key principles are: 
 Management of the risks to patients and staff arising from the use of medicines. 
 Compliance with current legislation. 
 Adherence to guidance issued by the Health Departments for England, Wales, 

Scotland and Northern Ireland and other national guidance 
 Compliance with professional, ethical and safe practice guidance issued by the 

relevant professional bodies. 
 
 
 
2.5 The Medicines Trail 
The medicines trail covers all the potential activities that are associated with a medicinal 
product, from the initiation of the patient treatment through a prescription or patient group 
direction to the administration of the medicine and the disposal of any waste material.  As this 
is a multistage process there is a need to introduce controlled links between the relevant 
stages. 
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3 Definitions and Acronyms 
 

ACT Accredited Checking Technician 

AHP 

AHSN’s 

Allied Health Professional 

Allied Healthcare Science Networks 

BDA British Dental Association 

BNF British National Formulary 

BNFC 

CD 

British National Formulary for Children 

Controlled Drug 

CMP Clinical Management Plan 

DH Department of Health 

EDC Emergency drugs cupboard 

EPMA Electronic prescribing and medicines administration 

FP10(HNC) Hospital prescription form for dispensing by a Community Pharmacist 

GP 

GMC 

General Practitioner 

General Medical Council 

GPhC General Pharmaceutical Council 

HCA 

HCPC 

Health Care Assistants 

Health and Care Professions Council 

Hrs Hours 

HTM 

IMOC 

Hospital Technical Memorandum 

Island Medicines Optimisation Committee 

ID Identification 

JAC Medicines Management System 

JRCALC Joint Royal Colleges Ambulance Liaison Service 

MHRA Medicines & Healthcare Products Regulatory Agency 

MUSG 

NHS 

NHSE 

Medicines Use and Safety Group 

National Health Service 

National Health Service England 

NICE National Institute for Clinical Excellence 

NMC Nursing Midwifery Council 

NPSA National Patient Safety Agency 

ODP Operating Department Practitioner 

PGD Patient Group Direction 

POD Patients Own Drugs 

POM Prescription Only Medicines 

RPS 

RCN 

Royal Pharmaceutical Society  

Royal College of Nursing 
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SHA Strategic Health Authority 

TTA/TTO 

TPN 

Medicines prescribed and dispensed on discharge from hospital (To Take 
Out) 

Total Parenteral Nutrition 

UK United Kingdom 

Nurse This term is used in a general context throughout this document.  It refers to 
a registered nurse, midwife, and community nurse or health visitor, other 
than when a specific professional group is identified.  The terms Ward Sister 
and Ward Manager are used synonymously. 

Patient This term is used throughout this policy and includes residents and clients of 
community homes and small hospitals, persons attending clinics and 
patients living in their own homes. 
 

Authorised staff Recognised professional qualification or standard of accreditation and valid 
evidence of competence, used to carry out the duties defined in the job 
description. 
 

Controlled Drugs Medicines are subject to the prescription requirements of the Misuse of 
Drugs Act 1971 to which the Misuse of Drugs Regulations 2001 applies. 

Medicines Medicinal products as defined in the Medicines Act 1968 
 

Medicine Defect  Visual evidence of deterioration e.g. colour, smell, taste, physical 
damage, bacterial/fungal contamination. 

 Unexplained lack of action. 
 Unexplained adverse drug reaction. 
 Packaging error. 

Clinical Trial An investigation consisting of the administration of one or more medicinal 
products, where there is evidence that it may be beneficial to the patient, by 
one or more doctors for the purpose of ascertaining what effects, beneficial 
or harmful, the products have. 

Pharmacy Pharmacy is based at St. Mary’s Hospital. 
 

 

4 Scope 
This document applies to all Trust employed staff involved in the ordering, prescribing, review, 
supply, storage, administration and disposal of medicines both licensed and unlicensed used 
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within the Trust. It incorporates all relevant aspects of the medicines trail.  Significant changes 
to this policy may be necessary, in line with legal changes and amendments ratified by the 
Trust and will be incorporated prior to the review date as required 

5 Purpose 
 
Good management of the use of medicines is about maintaining, and further improving, the 
quality of prescribing, clinical review, dispensing and administration of medicines by putting in 
place systems and processes to ensure that medicines are appropriately and effectively used 
in a safe and secure manner.  This Policy is to support staff in these roles, and should be used 
alongside local standard operating procedures regarding the safe storage and handling of 
medicines, and professional body guidance. 

6 Roles and Responsibilities 
 
 
6.1 All Healthcare Professionals 

Each healthcare professional who prescribes, handles, supplies or administers medicines 
is accountable for: 

 working within current legislation and to work within the Code of Conduct of their 
professional body, comply with their professional guidance including General Medical 
Council (GMC), British Dental Association (BDA), Nursing & Midwifery Council (NMC), 
Health and Care Professions Council (HCPC), Joint Royal Colleges Service Liaison 
Committee (JRCALC), General Pharmaceutical Council (GPhC), Royal 
Pharmaceutical Society (RPS), & Department of Health guidance on Medicines 
Administration  

 ensuring that medicines are prescribed and administered only to treat direct patients 
of the Trust 

 Are aware of local Trust policy with respect to medical, dental and non-medical 
medicine administration. 

 Undertake appropriate training to become and continue to be competent practitioners. 

 Through competency self-assessment, peer review and appraisal demonstrate that 
these competencies are sustained.  
 

6.2 Chief Pharmacist 
The Chief Pharmacist is accountable for:  

 with the Executive Director of Nursing  

 ensuring the procurement of pharmaceuticals of appropriate quality and safety 

 establishing a system for the safe and secure handling of medicines 

 establishing and maintaining a system for the supply, distribution, return and 
destruction of medicines 

 establishing a system to indicate the supply status of all medicines supplied from 
pharmacy 

 establishing systems for good medicines administration practice. 

 establishing and maintaining a system for advising all healthcare staff and patients on 
all aspects of medicines management, to ensure the best use of medicines 

 establishing a system for recording and reporting pharmacists' interventions on 
prescriptions in accordance with the Trust Incident Management Policy and the Trust 
Information Governance and Risk Policy. 

  establishing and maintaining a system which ensures the availability of advice and 
medicines for use in an emergency when the Pharmacy is closed 
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 developing a system for collecting signatures for the receipt of categories of drugs 
which require special handling, notably Controlled Drugs, drugs requiring refrigeration 
and cytotoxic drugs 

 ensuring systems are in place for the control of all controlled drug related stationery 

 A member of MUSG and IMOC to ensure the safe and cost effective use of medicines 
across the Trust and Isle of Wight primary care.  

 auditing the implementation of medicines handling policies and systems 

 ensuring the procurement of unlicensed pharmaceuticals of appropriate quality, in 
accordance with the Trust Purchasing for Safety Policy. 

 establishing a system for the safe and secure handling of unlicensed medicines 

 monitoring the use of unlicensed medicines and the use of licensed medicines for 
unlicensed indications and to ensure their quality and suitability for use.  The 
pharmacy shall provide the prescriber with adequate information on the use and 
stability of the preparation in clinical practice 

 Ensuring that clinical trials undertaken by the Trust have the required safeguards for 
patient safety and adhere to European Standards 
 

6.3 Executive Medical Director & Non-Medical Prescribing Lead  
The Executive Medical Director & Non-Medical Prescribing Lead are accountable for 
ensuring that: 

 safe prescribing practices are implemented, maintained and monitored 

 staff are made aware of this policy and its contents.  New staff must be informed at 
induction 

 
6.4 Clinical Directors and Consultants 

Clinical Directors and consultants are responsible for ensuring: 

 prescribers operate within the Trust policy 

 that the ‘off license’ use of medicines only occurs where products with a suitable 
licensed indication are unavailable or inappropriate 

 that unlicensed medicines are only used where licensed products are unavailable or 
inappropriate both within and outside of their licensed indications 

 
6.5 Executive Director of Nursing and Chief Pharmacist 

The Executive Director of Nursing and Chief Pharmacist are accountable for: 

 medicines management with board accountability  

 ensuring that safe systems and practices are implemented, maintained and 
monitored 

 ensuring that staff are made aware of this policy and its contents.  New staff must be 
informed at induction 

 
6.6 Ward and Department Clinical Leads, Matrons, Heads of Nursing and Quality 

Ward and Department clinical leads, Matrons and Heads of Nursing and Quality are 
accountable for ensuring that all relevant policies and guidelines are available and 
followed within the ward/department through: 

 the safe storage and availability of all procedures and relevant references by staff. 

 the documents forming part of the core induction programme for all registered nurses 
joining their clinical area. 

 audits being carried out and identified actions implemented. 
And: 

 All medications are kept in a safe and secure manner. 

 Appropriate checking procedures are in place to monitor adherence to these points. 

 Appropriate levels and range of stock drugs are established in conjunction with the 
Pharmacist. 
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 Patient Group Directions are used according to guidelines approved by the Trust. 

 Individually dispensed unlicensed drugs are only used to treat the patient they were 
dispensed for 

 Where stocks of unlicensed drugs are held within wards or departments appropriate 
records are retained 

 Access to controlled stationery and systems such as prescriptions / EPMA, and 
controlled drug stationery is restricted to authorised staff. 

 For ensuring the removal of Controlled Drugs no longer required 

 An up to date list of authorised signatures is maintained.  

 Ensuring that all staff working in the clinical area are trained and competent in 
correctly preparing, administering, recording, storing and disposing of medicines for 
patients in their care, adhering to Trust Standard Operating Procedures. 
 

 
6.7 Medical and Non-medical Prescribers 

Each prescriber is responsible for ensuring they are: 

 working within current legislation 

 working within the Code of Conduct of their professional body including General 
Medical Council, British Dental Association, Nursing & Midwifery Council, General 
Pharmaceutical Council & Department of Health guidance on Prescribing practices  

 Appropriately trained and continue to be competent practitioners 

 Through competency self-assessment, peer review and appraisal demonstrate that 
these competencies are sustained  

 ensuring that medicines are prescribed and administered only to treat the Trust's 
patients 

 prescribing appropriately and accurately within Trust policy and defined role. 

 not prescribing medicines outside of their confidence until they have sufficient working 
knowledge. 

 Pre-registration doctors may prescribe medicines in line with the supervisory 
conditions of their employment.  

 Creating a prescription that is unambiguous and legible for the dispensing and 
administration of the medicine. 

 Monitoring the effects of the treatment 

 Reviewing the prescription 

 Informing the patient about the treatment 
 
6.8 Pharmacists 

 Pharmacists are responsible for ensuring that medicines are prescribed, safely and 
accurately, supplied in a timely manner, stored, prepared,  administered correctly and 
disposed of appropriately in line with Trust Standard Operating Procedures 

 The Pharmacists are accountable for ensuring the Consultants are aware of and 
adhere to the procedure and reporting deviations to the Clinical Directors 

 Ensuring wards and department storage has been assessed 

 Audits of wards & departments are undertaken as per the relevant procedures 

 Ensuring the removal of Controlled Drugs no longer required at ward level 

 Following standard operating procedures in the handling and management of 
Controlled Drugs. 

6.9 Staff who Administer, Supervise or Monitor the Administration of Medicines 
Each member of staff is responsible for ensuring they are: 

 working within current legislation 

 working within the Code of Conduct of their professional body 
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 ensuring that medicines are administered only to treat the Trust's patients in response 
to appropriate prescriptions or patient specific directions 

 administer, supervise or monitor the administration of medicines appropriately and 
accurately within Trust policy. 

 Not to administer, supervise or monitor the administration of medicines outside of their 
confidence until they have sufficient working knowledge. 

 Dispose of medicines appropriately in line with the Trust Waste Policy. 

6.10 Accountable Officer for Controlled Drugs 
The Accountable Officer (AO) for Controlled Drugs is accountable for: 

 Ensuring monitoring arrangements are in place for management and use of controlled 
drugs 

 Establishing mechanisms for the very quick sharing of intelligence and joint action in 
cases of urgency (where patient safety is at risk or evidence may be destroyed) 

 Ensuring clear routes, such as the NHS complaints system, are available for any 
healthcare professional, patient or member of the public to raise matters of concern, 
within a framework of appropriate confidentiality. This includes routes for healthcare 
professionals to self-refer if they have concerns about their own performance. 

 Establishing mechanisms for further investigation of causes for concern  

 Determining whether a targeted inspection is required and those who should be 
involved 

 Determining remedial action to be taken (e.g. no action required, support to healthcare 
professional or Trust, referral to regulatory body, Healthcare Commission, CSCI, 
police) 

 Any other responsibilities according to the development of the AO role nationally and 
is a member of the Local Intelligence Network (LIN). 
 

6.11 Medicines Safety Officer 
The Medicines safety Officer is responsible for: 

 Maintaining active membership of the National Medication Safety Network; 

 Improving reporting and learning of medication error incidents in the organisation; 

 Managing medication incident reporting in the organisation. This may entail reviewing all 
medication incident reports to ensure data quality for local and national learning and 
where necessary to investigate and find additional information from reporters. Also, to 
authorise the release of medication error reports to the NRLS each week; 

 Receiving and responding to requests for more information about medication error 
incident reports from the Patient Safety Doman in NHS England and the MHRA; 

 Working as a member of the medication safety committee to deliver their responsibilities  

 Supporting the dissemination of medication safety communications from NHS England 
and the MHRA throughout the organisation 

 

6.12  Medicines Use and Safety Group (MUSG)  
The role of the MUSG is: 

 To advise on cost effective prescribing within the Trust. 

 To advise secondary care doctors and IMOC on the appropriate introduction and use of 

prescribable products on the Isle of Wight.  

 To horizon scan for developments likely to affect local use of medicines and review the 

cost-pressure programme. 

 To act as a local focus for developing and refining professional opinion, supporting 

clinical effectiveness and efficiency to ensure secondary care prescribing meets the 

best national guidance. 
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 To ensure that proposals are considered from a whole health economy perspective, 

incorporating total patient care implications. 

 To ensure that decisions are reviewed in an appropriate timescale. 

 To work with IMOC ensuring that the joint Island formulary is up to date, reviewed 

regularly, adhered to by prescribers, and actively promoted.  

 To update the TAs using the monitoring toolkit for assurance to the Trust and CCG 

Through these measures the committee aims to foster high quality cost-effective prescribing 

practice on the Isle of Wight. 

 

The MUSG reports to the Trust Clinical Effectiveness Sub-Committee and IMOC. Full details of 

membership, authority and duties are explained in the group’s terms of reference. 
 

6.12 Clinical Standards Group   
 In relation to medicines use within the Trust, the role of the Clinical Standards Group is: 

 Approval of guidelines (both new and review) 
 Approval of protocols (both new and review) 
 Review and approval of Patient Group Directions (PGD) proposal papers 
 Approval of PGDs (both new and review) 
 Initial review and endorsement of local clinical policies 
 

7 Policy detail/Course of Action 
 
Procedures for the Trust’s Acute and Community Services associated with this policy can be 
found on the Trust intranet (‘Medicines Policy and S.O.Ps’) http://intranet.iow.nhs.uk/Medicines-
Policy-SOPs  
 
7.1  Prescribing 
This section complements the current national prescribing guidance and describes the Trust 
requirements for prescribing. Standard Operating Procedures for all aspects of prescribing 
underpin this policy. 
 

7.1.1 Prescribing Guidance 
a)The Medicines Use and Safety Team (MUST) will take the lead in monitoring issues with 
regard to medication and advising where supplementary policies/protocols to the Trust’s 
Medicines Policy are required.  

b) The MUST will provide specific prescribing guidance. 

c) The Trust will be advised on prescribing by the National Institute for Health and Clinical 
Excellence (NICE) which produces evidence-based guidance and technical appraisals on 
clinical issues. 

d) The Trust will work to meet prescribing targets set out in the present or future National 
Service Frameworks as appropriate to Trust services. 

e) The patient’s treatment is based, whenever possible, on the patient’s awareness of the 
purpose of the treatment and their informed consent. For further information on consent 
refer to Section 7.6.10 of this policy. 

f)  The prescriber will follow the requirements of the Trust’s policy and procedures for 
Reconciliation of Medicines on Admission to ensure that accurate and reliable information 
about the patient’s medication is available.  

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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7.1.2 Who can prescribe 
The following groups may independently prescribe medicines for the treatment of 
patients under the care of the Trust: 

 Doctors with full registration with the General Medical Council 

 Dentists with full registration with the General Dental Council 

 Pre-registration Foundation Year 1 doctors  

 Independent Nurse Prescribers’ registered with the Nursing & Midwifery Council   

 Independent AHP Prescribers registered with the HCPC 

 Independent Pharmacist prescribers registered with the General Pharmaceutical 
Council 

 
The following groups may supplementary prescribe medicines for the treatment of 
patients within an agreed care plan under the care of the Trust: 

 Supplementary Nurse Prescribers’ registered with the Nursing & Midwifery Council 

 Supplementary Pharmacist Prescribers’ registered with the General Pharmaceutical 
Council 

 Optometrists, physiotherapists, radiographers and chiropodists/podiatrists registered 
with the HCPC within the specified restrictions. 

 
 

7.1.3 Who can Trust employees prescribe for 

 Trust employees must only prescribe for patients under the care of the Trust.  

 Only Occupational Health Staff and Infection Control Staff with prescribing rights 
may prescribe for a member of staff and this is restricted to where the treatment is 
resulting from the working environment (e.g. vaccinations, scabies, MRSA & HIV 
treatments) 

 If a member of staff requires treatment other than from the conditions described 
above they must be treated as a patient and admitted via the Emergency 
Department, Urgent Care/Out of Hours service or booked in via their own GP 

 
 

7.1.4 Who Trust employees must not prescribe for 

 Other member of staff unless they are also a patient or described in section 7.1.3 

 Friends or family unless they are also a patient 

 Themselves 
 

All health professionals are under an obligation to provide care only within their area of 
specialist competence.  They should have available sufficient information about the 
patient’s history and condition to be assured that any treatment they may wish to 
provide is appropriate.  They should also be able to act objectively, avoiding conflicts of 
interest.  When self-prescribing, or prescribing for family, friends or colleagues, there is 
a risk that one or more of these requirements may not be met. 
 
With regard to the specific issue of doctors prescribing for family members, the General 
Medical Council, in its most recent advice on the subject (September 2008) states that 
“doctors should avoid treating themselves or those close to you”.  This Trust therefore, 
does not maintain prescribing policies which permit, as routine, an activity which the 
medical practitioner’s regulatory body considers to be bad practice. 
 
Private prescriptions for the above groups may be accepted within the above 
boundaries, full responsibility for care rests with the prescriber. 
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7.1.5 What can be prescribed 

Medical Doctors (Full Registrations) 

 Any medicine licensed within the UK, including those within the schedules for the 
Misuse of Drugs Acts (as amended), listed within the Island electronic Formulary 
for new prescribing http://www.iowformulary.nhs.uk/ New non-formulary 
prescribing must be undertaken as outlined in section 7.1.10.  

 Any medicine licensed within the UK, including those within the schedules for the 
Misuse of Drugs Acts (as amended), when continuing patient care 

 Where a product is a “Borderline Substance” the circumstances specified by the 
Advisory Committee on borderline Substances must be complied with. 

 Unlicensed and “Off licensed” medicines via the Unlicensed medicines procedure 

 Clinical Trials via the Clinical Trials procedure 
 
Pre-registration Doctors 

 Any medicine licensed with the UK listed within the Island electronic Formulary 
for new prescribing 

 Any medicine licensed with the UK when continuing patient care 

 Drugs listed within the Schedule 2, 3, 4 or 5 of the Misuse of Drugs Act for In-
patient or Discharge use 

 
Dentists 

 Any medicine listed in the Dental Practitioners Formulary listed within the Island 
electronic Formulary 

 
Non-Medical Independent Prescribers 

 Any medicine within the scope of practice for the prescriber, licensed within the 
UK listed within the Island electronic Formulary. 

 Any medicine licensed with the UK when continuing patient care 

 Where the licensed medicines is also within the schedules for the Misuse of 
Drugs Act. 

 The Non – Medical Independent and Supplementary Prescribing Protocol is 
available on the Trust intranet http://intranet.iow.nhs.uk/Non-Medical-Prescribers  

 
Supplementary Prescribers 

 Supplementary Prescribers can prescribe in partnership with a doctor (or dentist).  

 Nurse and pharmacist supplementary prescribers are able to prescribe any 
medicine, including Controlled Drugs and unlicensed medicines that are listed in 
an agreed Clinical Management Plan within the Island electronic Formulary. All 
supplementary prescribers may prescribe for any medical condition, provided that 
they do so under the terms of a patient-specific Clinical Management Plan (CMP) 
agreed with a doctor. 

 
7.1.6 What cannot be prescribed 

Foundation year 1 

 Any medicine in an out-patient environment 

 Unlicensed or Borderline Substances unless under the specific direction of a 
consultant or senior registrar 

 
Cytotoxic medicines may only be prescribed by a Specialist Registrar, Consultant, or 
registered prescriber working within the oncology/urology team. Prescribing of oral 
chemotherapy drugs for cancer must adhere to the current Central South Coast Cancer 
Network Policy for the management of oral chemotherapy for cancer patients the Trust 
fully adopts this policy. 

http://www.iowformulary.nhs.uk/
http://intranet.iow.nhs.uk/Non-Medical-Prescribers
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7.1.7 The type of prescriptions available to the Trust employed staff: 

 The Electronic Prescribing Medicines and Administration (EPMA) system (JAC) is 
used for the majority of inpatient prescribing within the Trust. 

 Inpatient paper prescribing charts, general and specific. 
 Hospital only – can only be dispensed by the hospital pharmacy. 
 FP10HNC - Hospital prescribers with speciality areas using pads and prescriber 

stamp. The use of these prescriptions is restricted to urgent prescribing when the 
hospital pharmacy is closed or unavailable.  

 FP10 (purple) - Trust prescribers using named pads. 
 

All FP10 prescriptions are controlled stationery. The ordering, receipt and issue is the 
responsibility of the Chief Pharmacist via approved delegated duties. The prescriber is 
fully responsible for safe and secure storage once issued. 

 
7.1.8 Writing Prescriptions 

When prescribing medicines you must ensure that your prescribing is appropriate and 
responsible and in the patient's best interests. Refer to the current BNF, Junior Doctor’s 
Handbook, the current procedure for prescribing medicines Prescribing Procedure, 
EPMA training manuals (via intranet) and Island electronic Formulary for further 
guidance on prescribing within the Trust. 
 

7.1.9 Island Formulary 
The Island electronic Formulary is a limited list of medicines available for prescribing in 
both primary and secondary care. The formulary seeks to promote the use of the most 
cost effective medicines across the Isle of Wight health economy The approval process 
for medicines only to be prescribed in secondary care is through MUSG (a 
representative body of Consultants, Pharmacists, Non-Medical Prescribers, Nurses 
and patient representation), informing IMOC of decisions made.  IMOC (a 
representative body of Consultants, Pharmacists, General Practitioners and patient 
representation) is the approval group for medicines to be prescribed across primary 
and secondary care, informing MUSG of decisions made. 
The formulary is mainly applicable to the adult setting, since many medicines used in 
the paediatric setting are used outside the license of the medicine.  This situation does 
not however, exclude the paediatric environment from conforming to the general 
principles surrounding the system for the managed entry of new drugs onto the island 
formulary.  Entry into the formulary will primarily depend on considerations of safety 
and efficacy in comparison with established treatments.  Value for money will also be 
taken into account, particularly when safety and efficacy differences are marginal, and 
the impact on GP prescribing is significant.  Funding considerations will also be an 
issue, particularly where new drugs have significant revenue consequences  

 
Where a medicine has been subject to a positive NICE technical appraisal, the 
inclusion in the formulary will be automatic within the Trust within 90 days in line with 
legislation.  If a NICE-approved medicine intervention is not to be prescribed, a clear 
exception report needs to be documented by the prescriber to corroborate why that 
clinical decision was reached. 
 
Formulary Application forms must be supported by GMC registered consultants, for 
additions to the formulary and are available on the Trust intranet site under eFormulary.  
Completed proposal forms from secondary care clinicians should be sent to the MUSG 
secretary in Pharmacy for consideration by the relevant Care Group and the MUSG.  
The appropriate Senior Pharmacist will support the consultant/clinician in making their 
proposal. The requesting consultant will be asked to present the application to the 

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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MUSG. Should the application impact on primary care, it will be taken to the next IMOC 
meeting for approval before being finally added to the e-Formulary. 
 
A decision will then be taken to exclude or include the product in the formulary 
according to the approved traffic light system (see guidance on the Trust intranet 
eFormulary site for more information). 
 
Formulary items are available, from ward stock or ordered on individual prescriptions 
from Pharmacy.  
 
GPs also use the formulary as a reference source for prescribing and can request 
formulary changes through IMOC, supported by the Primary Care Prescribing 
Committee. 

 
7.1.10 Non-Formulary Medicines 

Non-formulary medicines will only be ordered where no reasonable formulary 
alternative exists. 
 
Patient admitted on a non-formulary medicine. 
If a patient is admitted to hospital on long-standing medicine therapy for a condition 
unrelated to their admission (and the medicine is not on the formulary), this treatment 
should not be changed, unless the time involved in obtaining supplies would 
compromise the patient’s care.  If the treatment is for the condition for which the patient 
has been admitted, review is reasonable. 
 
New prescription for a non-formulary medicine. 
Non-formulary items will not be ordered except, after discussion, on receipt of a 
prescription signed by a consultant.  Pharmacists will ascertain the reason for non-
formulary prescribing from the clinical notes or the prescriber.  If the pharmacist is 
satisfied that the non-formulary drug is the best choice for that patient, the medicine will 
be supplied after confirmation by the Medical Director. If the pharmacist believes that a 
formulary medicine is an acceptable or superior alternative, they will suggest this to the 
prescriber and seek to persuade them to change. 
 
If a consultant team prescribes any one non-formulary medicine on more than three 
occasions in any six month period, they will be asked to submit a new formulary 
request to be reviewed at the MUSG and potentially IMOC. 
 
Nursing staff should notify Pharmacy when 3 - 4 days’ supply of a non-formulary 
medicine remains so that, if necessary, stock can be ordered for the patient.  If the 
patient's own medication is not available, stock will be ordered by Pharmacy for the 
named patient.  Please note that the medicine may not be available for 2 - 3 days, 
depending upon the supplier. 
 

7.1.11 Signatures 
A register of those practitioners who have authority to prescribe will be kept within the 
Trust and will be available for clarification should the need arise. 

 
7.1.12 TPN 

All TPN must be prescribed on dedicated TPN charts; Pharmacy can be contacted for 
advice on prescribing. A standard range of adult TPN bags with or without vitamins are 
available.  Electrolyte additions should be discussed with Pharmacy.   
 
All neonatal TPN is provided as standard bags, in exceptional circumstances specific 
needs should be discussed with the specialist pharmacist. 
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7.1.13  Prescribing NHS ‘blacklisted’ medicines 

In certain circumstances some NHS ‘blacklisted’ medicines (as specified in the British 
National Formulary) have been exempted in the Trust and are available for both in and 
outpatients.  The hospital Pharmacy will supply sufficient to last until the next 
appointment. 
 
If an NHS ‘blacklisted’ medicine, which has not been exempted in the Trust, is required 
for a patient and there is no suitable substitute, the Pharmacy will obtain a supply. 

 
7.1.14 Ensuring accuracy and prescription monitoring 

The prescriber who signs, or electronically prescribes a prescription is responsible for 
its accuracy and the appropriateness for the patient it is prescribed for. Prescriptions 
should be reviewed by prescribers on a regular basis.  
 
Nursing staff should review the prescription chart each time a medicine is administered 
and bring to the attention of the prescriber any issues of accuracy so that the 
prescription can be amended or corrected.  
 
The Clinical Pharmacist will screen the prescribing documentation for accuracy through 
regular prescription review and record interventions. Any issues of accuracy will be 
brought to the attention of the prescriber so that the prescription can be amended or 
corrected. 
 
All staff who detect a prescribing error must take corrective action and document the 
error on the Trust’s electronic reporting system Datix. For more information see the 
protocol for (Medication errors) managing and supporting staff following an incident 
involving medication. 

 
JAC reports are completed regularly to highlight trends in prescribing, and 
administration.  This enables any concerns to be monitored and reported to each 
clinical area or Care Group as appropriate for remedial action. 

 

7.1.15 Pharmacists’ Therapeutic substitution or Amendment of Prescriptions  
Pharmacists may adjust or correct dosages/frequencies on patient’s prescriptions, in 
accordance with their clinical judgement and should inform the prescriber of the 
intervention. 
 
Pharmacists must inform a registered nurse/midwife if they intend to query a 
prescription that may result in a delay of administration. 
 
The pharmacist will sign and date any entries and annotate with their title and whether 
the prescriber was contacted.  An entry in the Multi-disciplinary Health Record or JAC 
system may be indicated and a conversation with the prescriber out of courtesy or for 
education depending upon the circumstances. 
 
Prescriptions amended by pharmacists should be held in the same authority as that of 
a doctor (i.e. they are valid for administration by other healthcare professionals and 
dispensing purposes.) 

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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Generic substitution of medicinal products by the hospital Pharmacy Department can 
take place without consultation with the prescriber provided that suitable steps are 
taken to assure the quality safety, clinical efficacy and equivalence of the medicine in 
question. 

 
Refer to the procedure for clinical pharmacist’s prescription intervention for more 
detailed guidance.  

 
7.1.16 Remote Prescribing (Verbal Orders) 

Due to the introduction of electronic prescribing within the Trust, the prescriber is able 
to access the patient’s prescription remotely allowing review. If safe and appropriate, a 
prescription may be completed in this way. 
 
The prescribing of medicines verbally or over the telephone is not recommended by the 
NMC and is NOT normally allowed within this Trust except during a 
resuscitation/emergency situation. 
 

 
7.1.17 Keeping patients' general practitioners (GP) informed  

When a patient is discharged from secondary care, information regarding the patient’s 
medicines treatment and take home prescription will be included within the electronic 
discharge summary to be sent to the relevant GP on discharge in addition to the patient 
carrying the same medicines information in a paper copy. 

 
 

7.1.18 Prescribing for outpatients – responsibility for treatment 
In referring a patient to hospital, the GP is asking the opinion of the consultant and in 
most cases will act on the advice given. 
 
The GP retains overall responsibility for the patient and for prescribing any medicines 
that are needed.  The Consultant should communicate rapidly to the GP, details of any 
recommended therapy and must ensure that the GP has sufficient information on 
therapies with which he would not normally be familiar.  The completed copy should be 
retained in the patient’s record.  
 
In some circumstances, the Consultant may wish to initiate treatment immediately and 
patient collect the medicine from the hospital Pharmacy.  If the GP is to continue 
prescribing, rapid communication with the GP is then essential to ensure a review of 
early response, compliance and ongoing treatment.  The patient must take 
responsibility to visit their GP to continue care as directed. 
 
Legal responsibility for prescribing lies with the prescriber who signs the prescription. 
 
The General Practitioner should not be recommended to prescribe medicines which 
are not on the Island Formulary. 
 
As a general rule prescriptions should not be issued to outpatients, the Consultant 
should advise the GP on the correct course of treatment for their patient. 

 
7.1.19 Prescribing for private patients 

Private inpatients: 
 Most medicine costs are included in the inpatient daily bed rate. 
 A 3 days’ supply of most discharge medicines is included in the inpatient daily bed 

rate.  Extra supplies are reported to Mottistone Suite for inclusion in the total cost of 
stay. 
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 Some high cost medicines are excluded from the above and charged as for extra 
discharge supplies. 

 
Private outpatients: 
 A dispensing service is available from the Hospital Pharmacy, Monday to Friday 

0830 to 1800, Saturday, Sunday and Bank Holiday 9am – 5pm. 
 Only formulary listed medicines should be prescribed, preferably using hospital 

headed paper. 
 Dispensing charges are similar to those charged by community pharmacies. 
 The prescription must specify that the patient is being treated privately.  Failure to 

indicate the status of the patient leads to delays in the provision of medicines.  
Evasions of notification are referred to the internal auditor. 

 

7.2 MEDICINES ACQUISITION  
 

To ensure medicines are readily available and all health care professionals involved in 
their use are familiar with the medicines profiles a formulary is used to regulate the 
availability of medicines within the Trust, this is available on the Trust intranet and internet 
sites. 
 
To ensure the suitability and safety of the medicines used within the Trust, it is the 
responsibility of the Pharmacy to ensure that the process for medicines procurement is 
rigorous and transparent.   
 
Purchasing decisions are made using nationally or locally negotiated contracts 
guaranteeing the quality, safety and cost effectiveness of the products.  
 
Contingency plans are in place to manage product recalls and medicine shortages. See 
the Purchasing for Safety Policy for further guidance on purchasing licensed, unlicensed 
and ‘specials’ medicines within the Trust. 

 
7.2.1 Formulary Management 

The introduction of medicines and the review of medicines currently on the formulary 
are explained on the Trust intranet site http://www.iowformulary.nhs.uk/. 

 
7.3 SUPPLY OF MEDICINES 
 

Patients treated by the Trust will be provided with medicinal products from the following 
approved suppliers: 

 Trust Pharmacy Department 

 Community pharmacy (for direct supply to patients against an Trust prescription)  

 Homecare providers other approved outsourced supplier. 
 
7.3.1 Ward and department stocks  

The range and quantities of all medicines, controlled drugs and sterile fluids held as 
stock should be agreed between the nurse in charge of the ward or department and the 
Pharmacy. Each list should reflect current prescribing patterns and be reviewed every 
12 months or more frequently when required.  
The management of acquiring and receiving ward stock is addressed in the procedure 
for ordering and receiving (stock and named patient) medicines onto a clinical area. 
 

http://www.iowformulary.nhs.uk/
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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When products other than those on the agreed stock list are required, they will be 
supplied only when approved by the appropriate clinical pharmacist. 

 
7.3.2  Emergency Drug Cupboard 

A range of commonly used medicines are stored in the emergency drug cupboard 
(EDC) located inside the Pharmacy waiting area. The EDC may be accessed by senior 
nursing and medical staff when the Pharmacy is closed according to procedure. (See 
Emergency Drug Cupboards (Pharmacy) Access Procedure) 
 

The current list of contents of the EDC is held with the bed management team. 

Advice may also be obtained from the on-call pharmacist. 

 
7.3.3 Transfer of Stock Medicines between Wards and Departments  
 

Transferring of medicines from one ward or unit to another compromises the audit trail 
and should therefore only be undertaken in urgent situations e.g. where a supply 
cannot be obtained directly from the Pharmacy during normal working hours. 
 
Only stock medicines may be transferred and the complete container must be 
transferred to the receiving ward.  
 
In the circumstances when medicines are transferred, transferring medicines into 
another container is FORBIDDEN. The complete container must be transferred to the 
receiving ward. This may necessitate the transfer of an entire container to the receiving 
ward, administration of the dose to the patient then the return of the container of 
medicine to the original ward. 
Stock transferred between wards/departments is to be replaced by the borrowing ward 
where possible. Arrangements for cost transfer should be completed and a clear audit 
trail should exist for all transfers. 

Controlled drugs must not be borrowed from another ward or department. These must 
be treated in accordance with the procedure for the management of controlled drugs. 

 

 
7.3.4 Dispensing for Individual Patients 
 

Wherever possible, inpatients should use their own medicines, however, should these 
not be available or where new treatments are required, each patient will be issued with 
a 28 day supply of the medicine they require with full instructions for use.  
 
If the prescription cannot be fulfilled by the pharmacy ward team, there is a target 2 
hour turn-round time for medicines to be dispensed for individual patients and returned 
to the wards or departments via the Pharmacy Porter, however, during busy periods 
this can be up to 4 hours.  

 

http://intranet.iow.nhs.uk/Dispensary
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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7.3.5 Medicines Brought Into Hospital by Patients 

Patients bringing in their own medicines (PODs) should be encouraged to hand them to 
the authorised Health Care Professional for safe storage and administration from the 
patient’s personal POD locker where available or ward drug trolley.  

All PODS brought into hospital remain the property of the patient and should not be 
destroyed or otherwise disposed of without the patient’s permission.  The patient’s 
permission should be documented as part of the healthcare record.  If the patient is 
unconscious or lacks capacity, the nurse should obtain permission from the patient’s 
carer.   

Medicines brought in by the patient may be used for that patient, but only when they 
can be positively identified and approved for use by Pharmacy staff within 24 hours of 
admission. The pharmacy technician will endorse the patient’s prescription and 
medicine packaging to indicate that the PODs may be used during the patient’s 
admission. See procedure for Ward Services Patient’s Own Drugs for further guidance. 

 
7.3.6 Medicines Reconciliation  
 

Medication reconciliation is the process of obtaining an up-to-date and accurate 
medication list for an individual adult patient on admission that has been compared to 
the most recently available information.   It is the responsibility of the Pharmacy team 
and prescribers to document any: 

 Discrepancies 
 Changes 
 Deletions 
 Additions  

 
Medication reconciliation should be carried out in accordance with NICE Patient Safety 
Guidance and the procedure for medicines reconciliation within 24 hours of admission 
and at the transfer of care of all patients, to ensure that the patient receives all intended 
medications and no unintended medication following transitions in care locations. See 
the guidelines for medicines reconciliation for further guidance. 
 
A patient’s own medicine must not be administered to him/her until a 
prescription has been written by a prescriber. 

There may be some PODs which cannot be used by the patient during their admission 
should the medicine or group of medicines compromise the safety of the patient. 

 
The quality assurance of PODs will be completed within 24 hours of admission by 
Pharmacy staff, during this time nurses may administer doses using the usual checks 
for integrity of the medicine. 
 
The use of PODs does not reduce the responsibility of Trust staff to ensure that the 
patient’s prescription details are safe and appropriate. 
 
When PODs cannot be positively identified, that medication may not be administered, a 
new supply will be issued if needed. 
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When a patient has 7 days’ supply or less of their own medicines the pharmacy will 
normally supply a further 28 day supply or original pack, unless the prescription is 
changed. 

 
7.3.7 Homeopathic, Herbal Medicines and Other Complementary Therapies 

If patients wish to use homeopathic and other complementary therapies, the names of 
the products must be documented in the health records.  The consultant responsible 
for the patient must have no objections to the patient administering these medicines. If 
the consultant feels that these preparations are appropriate and compatible with the 
current treatment regime s/he must ensure they are prescribed on the electronic 
inpatient medication chart. Such therapies will not be routinely available through the 
pharmacy. 

 
7.3.8 Dispensing, checking and supervision within Pharmacy  

The Standards of Good Professional Practice of the GPhC for community pharmacies 
and hospital outpatients, state that: 

 Dispensing must be under the supervision of a Responsible Pharmacist, who 
bears the associated legal liability and professional responsibility.  

 A pharmacist must see every prescription and make a judgement as to what 
action is necessary. A pharmacist may delegate to suitably trained staff those 
tasks which he/she is confident can be undertaken by them. 

 A pharmacist must be available in the Pharmacy to intervene, to advise and to 
check the dispensing of any prescription under his/her supervision. 

 A pharmacist must be available to give advice to patients if required. 
 
For detailed information see the Pharmacy procedures for dispensing and checking 
medicinal products and the procedure for responsible pharmacist, held in the 
Pharmacy. All activity must meet ‘The Professional Standards for Hospital Pharmacy 
Services’. 

 

7.3.9 Supervision of dispensing 

Every inpatient prescription, TTO and outpatient prescription will be screened by a 
pharmacist before it is dispensed.  The pharmacist is responsible for resolving any 
clinical issues (including drug choice, dosage, formulation etc.) and for ensuring that 
the instructions to technical staff, responsible for the dispensing, are completely clear.  
This is covered in more detail in the Pharmacy procedures held in Pharmacy.   

A pharmacist will always be available in the Pharmacy department to give advice to 
any patient if required. 

 
7.3.10 Delegation of dispensing and checking to suitably trained staff 

Fully qualified hospital Pharmacy technicians have received suitable training and 
assessment to undertake all stages of the dispensing process. 
 
Fully qualified hospital Pharmacy technicians who have successfully completed an 
accredited course for checking technicians (ACT) are considered competent to 
undertake in-process and terminal checks for selected types of dispensing. 
 
Student Pharmacy technicians undertake all stages of the dispensing process under 
the supervision of their trainer, as part of a staged training programme.   
 
Pharmacy assistants can potentially undertake dispensing under the supervision of 
their trainer, as part of a modular NVQ Level 2 training programme.  On successful 
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completion of each module they are considered competent to undertake those aspects 
of the dispensing process. 
 
Pre-registration pharmacists undertake all stages of the dispensing process under the 
supervision of their tutor, as part of a staged training programme.  Once competent to 
undertake all stages of the dispensing process, they will complete an in-house training 
programme in checking of dispensing.  On successful completion of this programme 
pre-registration pharmacists may, at the discretion of their tutor, be considered 
competent to undertake in-process and terminal checks for all types of dispensing.  
This will normally happen only in the final few weeks of the pre-registration year. 
 
Locum pharmacists and technicians will be required to undertake an accuracy 
checking/dispensing competence check prior to participating in general dispensary 
duties (see Pharmacy induction programme, held in Pharmacy). 

 
7.3.11 Dispensing Error 

If a dispensing error has occurred which has led to an administration error, then the 
protocol for managing a medicine related incident  should be followed. 
 
In all cases when the dispensed item has left the Pharmacy (whether a dose has been 
administered or not), a Trust Incident Report should be completed and processed as 
soon as is practicable and the error reported to the manager of the department where 
the dispensing error originated. 
 
Actual and potential dispensing errors should be recorded and reviewed regularly at 
the Pharmacy’s monthly Risk and Quality Meetings to raise awareness of risk issues. 

 
7.3.12 Issue of medicines to patients  

Medicines should only be issued to patients by staff with an appropriate level of training 
(medical practitioners, registered nurses, pharmacists, Pharmacy technicians and 
trainees under supervision). See the Pharmacy procedures for more detailed 
information. 

 
7.3.13 Medicines and discharge 

Patients discharged from the Trust should have TTOs prepared and placed in a green 
bag for the patient according to the dispensary and ward procedures.  

When a patient is discharged home they must have at least 7 days’ supply of all 
medicines they need, even if they have been using their own medicines. This quantity 
may alter if the patient is being transferred to residential care, prison etc.  

 
If a patient is known to have a sufficient quantity of a particular discharge medicine at 
home the Pharmacy will not supply the quantity prescribed on the ‘discharge 
prescription’, but will annotate the discharge summary appropriately so as to inform the 
patient’s GP that the patient should continue to take the medicine.  
 
When a patient is discharged from secondary care, information regarding the patient’s 
treatment and take home prescription will be sent to the relevant GP within the 
discharge summary in addition to the patient carrying the same information in a paper 
copy. 
 
Patients discharged from the Trust to another hospital should have TTOs prepared and 
placed in a green bag for the patient according to the dispensary and ward procedures. 
Details of their current medication must be transferred with them. This may be in the 

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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form of a copy of their current prescription chart or detailed within any letters of referral 
to the receiving Trust. A record of what information has been transferred with the 
patient should be made within the patient’s notes. 
 
To help prevent medication errors on discharge, patients are assessed in their ability to 
manage their medicines in line with the Prevent assessment tool after which education 
and aids are provided to help the patient prepare for discharge.  The discharge 
summary, assessment, interventions and recommendations are sent to the community 
pharmacist who will visit the patient within 7 days of the patient’s discharge if required.   

 
7.3.14 Medicines for discharge outside of Pharmacy hours 

If a patient is discharged when the pharmacy is closed and the discharge medicines 
have not been prescribed and dispensed in advance, the medical practitioner must 
complete the TTO section of the electronic prescription or as appropriate to the clinical 
area and contact the on-call pharmacist for dispensing.  
Where appropriate and available, pre-packed medicines may also be issued as 
discharge medication – see Issue of TTO packs to patients from wards and clinics 
procedure 

 
7.3.15 Homecare Services 

Agreements and contracts with companies offering homecare services must be 
authorised by Pharmacy and the Trust.  The prescribing and monitoring of the patient 
remains the responsibility of the prescriber.  The quality and legal requirements of the 
supplied medicines are the responsibility of the pharmacist for the homecare provider 
and are monitored against agreed KPI’s.  Responsibility of the nurse 
training/administration of the medicine must be made clear in the agreement, provided 
by the Trust or by the company.  The cost of the medicines and any related costs must 
be clarified in the agreement. 

 
7.3.16 Supply of medicines to medical practitioners for use in their practice 

Medicines for the medical practitioner’s own use outside of the Trust’s care can be 
issued as a signed order if appropriate. 
 

7.3.17 Supply of medicines to relatives of patients 
In exceptional circumstances it may be appropriate to supply medicines to the relatives 
or friends of hospital patients (where they require routine medication that they cannot 
readily access) this can only be undertaken once permission has been obtained from 
one of: 
 Consultant Specialist 
 Senior Pharmacist 
A prescription will be required to complete the supply. 

 

 
7.4  STORAGE AND SAFE CUSTODY OF MEDICINES 
 

The security of medicines in clinical areas is the responsibility of the ward sister/charge 
nurse/midwife/paramedic. This responsibility includes ensuring: 
 Safe keeping of all keys.  
 Medicines are stored securely and are issued only for patients of the Trust against a 

valid prescription, within a valid Patient Group Direction, or against a Trust approved 
protocol (includes JRCALC Guidelines for registered paramedics). 

 Safe, secure and tidy storage of medicines. 
 Storage areas are kept clean. 
 Stock levels are regularly reviewed and that sufficient stock levels are maintained. 

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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 Medicines no longer in use are returned to the Pharmacy. 
 Ambient room temperature monitoring of medicine storage areas. 
 Medicine refrigerators are used only to store medicines (not food or specimens). 
 Refrigerator temperatures are continually monitored with alarmed out of range alert. 
 Stock is used in strict rotation, with short expiry stock being used before stock with long 

shelf life.  New stock should always be stored behind old stock in the secure medicines 
storage (secure key or automated) cupboards. 

 Controlled stationery, (especially FP10 prescriptions) are stored in a secure, locked 
environment to prevent misappropriation.  It should be noted that the prescriber is 
personally responsible for the safe possession of an FP10 (HNC) prescription during 
an outpatient clinic.  If the prescriber needs to leave the clinic room, the prescription 
pad must be taken with them, or locked safely in the desk drawer.  Under no 
circumstances must a pad be left unattended in a clinic room. 

 
7.4.1 System for signatories 

The ward sister/charge nurse/midwife/paramedic must ensure that an up to date record 
of specimen signatures and initials of all permanent nursing staff is kept on the ward.  
Records are held by the sister/charge nurse/midwife and should be checked every 6 
months by the pharmacist.  An up to date copy will also be held in Pharmacy. 
 
A record of the signatures and initials of Bank nursing staff must be kept by the Trust’s 
Nurse Bank and should be available to the ward sister/charge nurse/midwife and the 
Pharmacy Department.  Agency staff should be asked to supply signature and initials 
on arrival in the ward/department and a copy held on file. 

 
7.4.2 Storage areas   

For specific guidance on storage areas see Appendix B. 
  

All pharmaceutical products must be stored in access controlled (secure key or 
automated) cupboards / drug refrigerators with the exception of: 
 Medicines incorporated into emergency kits e.g. emergency boxes. 
 Intravenous infusion fluids, sterile topical fluids 
 Medical gases. 
However they must be secure and free from contamination. 
 
All medicines must be stored in their containers, as supplied by pharmacy. They must 
not be transferred from one container to another or left loose. This is to reduce the risk 
of medication errors. 
 
Storage conditions should ensure security, and prevent deterioration by humidity, light, 
extremes of temperature, or exposure to other substances ‘Temperature monitoring in 
clinic rooms where medicines are stored’ http://intranet.iow.nhs.uk/Medicines-Policy-
SOPs procedure must be followed or contact Pharmacy for advice. 
For more information see the procedure for receiving and storage of medicines 
(stock and named patient) in a clinical area  
 
The Ward Manager (or equivalent) is responsible for ensuring that suitable storage 
conditions are available for all preparations and that any preparations in stock are in 
suitable condition for use. Information and advice may be obtained from the Pharmacy 
Department regarding storage requirements of medicines.  
 
The Pharmacy Team should be consulted prior to the purchase and fixing of medicines 
cupboards, including refrigerators. Where appropriate, locked storage should satisfy 
British Standards of Safe Custody requirements (Controlled Drugs) (BS2881). 

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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A pharmacist (normally the ward or nominated pharmacist) will formally monitor the 
storage arrangements on each ward or department every 3 months. This will include a 
check of a sample of entries in the controlled drugs register.  

No other substances or articles other than medicinal products should be stored in 
medicine cupboards.   Medicine cupboards must be sited with due regard for security. 
The nurse in charge of the ward is responsible for custody of medicines stored in these 
cupboards and must ensure that no unauthorised person has access to them. Ward 
treatment rooms must remain locked unless in use to prevent unauthorised access. 

The patient’s locked bedside medicine drawer/cupboard must be emptied of medicines 
every time a patient vacates the bed space. The medicines must be transported with 
the patient as they are transferred or discharged.  If no longer needed, the medicines 
must be returned to Pharmacy. 

 
For Ambulance and community storage of medicines, refer to the RPS ‘Professional 
Guidance on The Safe and Secure Handling of Medicines’ and JRCALC. 

 
7.4.3 Sample medicines  

No samples (of medicines or dressings) may be left on wards or departments. 
Representatives of pharmaceutical companies wishing to leave samples must be 
referred to the Pharmacy Department.  

 
7.4.4 Breach of security  

Any breach concerning storage of medicines must be reported immediately to the ward 
Manager and an electronic Trust Incident Report completed. A full investigation will be 
undertaken.  

 
7.4.5  Loss of medication  

Any loss of medicines shall be reported immediately to the ward Manager in charge or 
Bed Manager, who shall inform the Pharmacist responsible for the ward/department. 
Appropriate remedial action will be agreed and taken. A Trust Incident Report must be 
completed. 

 
7.4.6 Custody of keys  

Wherever practical, keys to the medicine storage areas should be kept together on one 
key ring. The nurse in-charge of the ward may choose, for practical reasons, to have 
separate key-rings. They should be held on the person of a registered nurse at all 
times and should not leave the area to which they belong.  

 
Where a ward or department is not staffed 24/7 the sister or nurse in charge must 
identify a suitable and safe location for the storage of all the medicines and controlled 
drugs keys. This will need to be an area that is staffed 24/7 local to their area of work 
and staffed by a nurse, doctor or pharmacist. The nurse in charge must inform 
Pharmacy of this storage area. 

 
Should a key or set of keys be lost every effort should be made to find it or retrieve it 
from off-duty staff. If the missing key is not recovered quickly (i.e. by the next working 
day) the locks must be replaced and a Trust Incident Report completed. Liaise with 
Pharmacy for further advice. 

 
7.4.7 Keys to individual patient’s medicine cupboards  

The master key/electronic fob for individual patients' medicine cupboards opens all 
such cupboards on the ward. The master key must be kept on the ward medicine 
cupboard keyring at all times and must never be issued to a patient.  



 

Title: The Medicines Policy 
Version No: 7.0 

Page 28 of 60 

 
Keys/electronic fobs that open individual patient medicine cupboards must be 
individually numbered and stored in a locked cupboard on the ward when not in use.  
 
If a patient is to self-administer medication the appropriate numbered key may be 
issued to the patient who signs for receipt of this key/electronic card. The key/electronic 
card that is issued to an individual patient only opens one medicine cupboard and must 
be kept securely on the patient. The patient must return the key/electronic card to the 
Nurse in Charge on discharge or when they are no longer self-administering their own 
medicine. 

 
7.4.8 Checking medicine stock balances  

Any need for checking stock balances of medicines must be left to the discretion of the 
Ward/Department Manager. In automated units the correct stock balance is essential to 
maintain replenishment. 

 
If there is suspicion of abuse of medicines this must be reported to the appropriate 
manager, Chief Pharmacist, and Accountable Officer where necessary. In such cases it 
is advised that a stock balance must be recorded and regular checking introduced. If 
this shows discrepancies the medicine must be made subject to similar procedures as 
controlled drugs and register entries must be made whenever the medicine is 
administered. An electronic Trust Incident Report should be completed. 
 
Controlled drugs must be treated in accordance with the procedures for the 
management of controlled drugs 

At any point in time the Chief Pharmacist may require a detailed record of stocks of 
some non-controlled drugs to be maintained in the interest of security. 

 
7.4.9 Personal Use 

Ward drug stocks must not be used by staff for personal use. 
7.4.10 Ward closures  

When a ward is due to close, the ward manager is responsible for making adequate 
security arrangements to ensure that there can be no unauthorised access to the 
medicines. Medicines may stay on the ward / department concerned during short-term 
closures. In some cases pharmacy staff will sign for receipt of a sealed container of 
medicines, which will be returned to the ward on re opening. If a long-term closure is 
expected arrangements should be made with pharmacy staff to return the medicines to 
pharmacy.  
Controlled Drugs will be managed in accordance with the procedures for the 
management of controlled drugs 
 

7.4.11 Storage Errors 
Controlled Drugs 

If a controlled drug is found in an inappropriate storage area, it should be placed 
into the ward CD secure storage immediately with the correct documentation 
completed, an electronic Trust Incident Report should be completed. 

 
Medicines that should be refrigerated 

If a medicine(s) that should normally be stored in a refrigerator, above +2.0°C and 
below +8.0°C, is left out of a refrigerator, or if the medicine has been exposed to a 
temperature above 8.0°C or below zero °C, Pharmacy should be contacted to 
determine the action to be taken. For further guidance, see the procedure for 
Medicines Refrigerator Temperature Monitoring. 

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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In the case of refrigerator failure seek advice from the pharmacy department 
providing the following details: 

 

 The temperature reached and estimated duration at elevated/sub-zero 
temperature 

 List of medicine stocks affected 
 

During hot summers, rooms used to store medicines can exceed the correct 
storage temperature. The procedure for ‘Temperature monitoring in clinic rooms 
where medicines are stored’ http://intranet.iow.nhs.uk/Medicines-Policy-SOPs must 
be followed and an electronic Trust Incident Report completed should the ambient 
room temperature exceed the manufacturer’s recommendation.  It is the 
responsibility of the ward manager to monitor ambient room temperature and inform 
Pharmacy if there is a medicine storage issue. 

 
If medicines stored outside of their licensed storage temperature have been 
administered to a patient, the medical practitioner in charge of that patient should 
be informed immediately and an electronic Trust Incident Report completed. 
Pharmacy can be contacted for advice regarding any potential clinical 
consequences. 
 
Out of hours the on-call pharmacist can be called for advice via switchboard. 

 
7.4.12 Storage of oxygen  

Work to HTM002 form DH technical specifications and according to the Operational 
Procedural Document for Oxygen. 
 

 
7.5 TRANSPORT OF MEDICINES  
 
7.5.1 Transport within the hospital  

All medicines must be transported in sealed, tamper evident containers and where 
temperature control is necessary the cold chain must be maintained.  
 
Containers shall be kept securely or under surveillance whilst awaiting collection from 
or on receipt at the designated areas.  
When medicines are received at their final destination they must not be left unattended 
or unsecured. 
Medicines are delivered and received in accordance with the procedure for receiving 
and storage of stock medicines onto a clinical area and the Use of the Pharmacy 
Transportation of Medicines Register procedure by Pharmacy portering staff in 
numbered and sealed tamper proof bags, or drug boxes, or locked ward Controlled 
Drug metal tins. 
Deliveries of Controlled Drugs must be in accordance with the procedures for the 
management of controlled drugs. 

 

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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7.5.2 Transport between health service premises  
With the exception of those accompanying an individual patient, all medicines must be 
transported in sealed, tamper-evident containers according to the Use of the Pharmacy 
Transportation of Medicines Register procedure. If possible authorised hospital 
transport should be used, but a taxi or other recognised carrier is permissible. All 
medicines that are transported will require a record, including the signatures of the 
person transporting the medicine and the person receiving it (in this case the delivery 
person will be signing for the receipt and delivery of a sealed container). 
Deliveries of Controlled Drugs must be in accordance with the procedures for the 
management of controlled drugs. 

 
 

7.5.3 Medicines accompanying a patient on transfer  
Where patients are transferred from one Ward / Department to another during an in-
patient episode, the registered practitioner co-ordinating the transfer must ensure that 
medicines stored on the Ward / Department for that patient are transferred securely in 
a green bag to the receiving Ward / Department with the patient.  
 
Where patients are being transferred from one unit to another, medication may be 
transported with the patient in an ambulance or by authorised hospital transport, or taxi.  
 
It is important that medicines are packaged securely in a green bag and are labelled 
appropriately with the patient’s details 

 
7.5.4 Transport of medicines by ward/department staff between pharmacy and the 

ward/department.  
In exceptional circumstances staff may need to transport medicines between the 
Pharmacy and a ward/department. Each member of staff shall assess the 
circumstances where this would be appropriate; seek guidance from the line manager 
where necessary. 
  
Assessment should include safety of the staff and the storage requirements for the 
medicine. Tamper evident containers shall be used where possible. 

 
7.5.5 Transport of oxygen   

Oxygen cylinders pose a particular hazard. Carriage should not be undertaken without 
a fully documented risk assessment.  
 
Appropriate signage should be displayed when transporting oxygen cylinders. 
 
Work to HTM002 from DH technical specifications and according to the Operational 
Procedural Document for Oxygen. 
 

7.6 ADMINISTRATION OF MEDICINES 
 

All staff who administer, supervise the administration or monitor the administration of 
medicines must ensure that they comply with their professional guidance including 
General Medical Council (GMC), British Dental Association (BDA), Nursing & Midwifery 
Council (NMC), Health and Care Professions Council (HCPC), Joint Royal Colleges 
Service Liaison Committee (JRCALC), Royal Pharmaceutical Society (RPS&GPhC) & 
Department of Health guidance on Medicines Administration  
 
This section complements the current GMC, BDA, RPS, NMC, JRCALC, & Dept. of 
Health medicines administration guidance and describes the Trust policy for medicines 
administration 

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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Trust employees must only administer medicines to patients under the care of the Trust 
for which there is an appropriate prescription or patient specific directions as described 
within section 7.1, or in accordance with JRCALC guidelines. 
 
Under medicines legislation, registered paramedics can administer a range of 
parenteral medicines on their own initiative for the immediate, necessary treatment of 
sick or injured persons without the usual requirement for a prescription or directions of 
a prescriber. 
 
Midwives may supply and administer, on their own initiative, (without the need for a 
prescription, a Patient-Specific Direction (PSD) from a medical practitioner or a Patient-
Group Direction (PGD)) any of the substances specified in medicines legislation under 
‘midwives exemptions’ (ME), provided it is in the course of their professional midwifery 
practice . If a medicine is not included in the midwives exemptions then a prescription, 
a PSD or a PGD will be required verbal orders or remote prescribing is not acceptable. 
 
Chiropodists/Podiatrists who are appropriately qualified can administer certain local 
anaesthetics and supply certain prescription only medicines in the course of their 
practice. 
 
Trust employees who are working within a Patient Group Direction (PGD) may 
administer medicines to patients under the care of the Trust and within the PGD. 
 
Occupational Health Nurses & Doctors may administer a range of vaccines to staff.  
Extension to administration by other staff may be authorised by the Trust Board, in 
exceptional circumstances. In the case of the influenza vaccination programme, staff 
required to vaccinate should be added to the appropriate PGD. 
 
In Primary Care/Community settings registered nurses/midwives should be aware that 
medicines are the property of the patient.  Registered nurses/midwives should actively 
encourage patients to take responsibility for medicines and should offer advice about 
storage including appropriate temperature, keeping medicines out of direct sunlight, 
and ensuring they are not accessible to children and other people who they may pose 
a risk to. 
 

7.6.1 Who Trust employees must not administer medicines to 
 Other member of staff unless they are also a patient  
 Friends or family unless they are also a patient  
 Themselves, unless as a patient under the self-administration policy. 

 
7.6.2 Who can administer medicines? 

Within the Trust Medicines may be administered by the following professionally 
registered staff groups: 
 Ambulance Paramedics 
 Emergency Care Practitioners 
 Podiatrists 
 Doctors 
 Nurses, Midwives, Health Visitors 
 Operating Department Practitioners 
 Optometrists 
 Orthoptists 
 Physiotherapists 
 Radiographers  
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 Dentists 
 

Other staff groups may administer medicines following a course of training and 
competency based assessment. 

 
7.6.3  Registered and pre-registration medical practitioners 

Medical practitioners must record the administration of all medicines, either in the 
patient’s notes or on the prescription. 
 
When a medical practitioner administers a controlled drug, the CD register must be 
countersigned by a registered nurse/midwife. 
 
Medical staff should note that the involvement of a second person entitled to administer 
the medicine is required when administering medicines to patients under 18 years, 
cytotoxic medicines and intrathecal medicines.  

 
7.6.4 Medical students providing cover for absent Foundation Year doctors 

Medical students providing cover for absent foundation year doctors may not 
administer medicines. 

 
7.6.5 Registered nurses and registered midwives 

A registered nurse or registered midwife may administer prescribed medicines by the 
oral, rectal, topical, subcutaneous, intramuscular or intradermal route.   

 
However, the following applies: 
 Administration of a CD requires a witness on hospital premises and off-site wherever 

possible. 
 Cytotoxic medicine administration is a two- registered nurse/medical practitioner 

procedure for which registered nurses must have received further relevant training 
(see 7.6.15). 

 Administration of medicines to patients less than 18 years is a two-nurse/medical 
practitioner procedure. 

 
Newly qualified nurses/midwives should undergo a period of supervision, followed by 
an assessment, before undertaking single nurse/midwife administration.  This 
supervision and assessment should conform to the RPS/NMC guidelines on 
administration of medicines. 
 
All assessment and competency records must be stored in the personnel file of the 
individual concerned.  A personal copy should be retained by the individual 
nurse/midwife for their profile. 

 
7.6.6 Pre-registration nurse/midwives 

Pre-registration nurses/midwives should only be involved in the administration of 
medicines as a learning exercise and in line with the University requirements. 
 
Professional accountability and responsibility for the safe administration of medicines 
lies with the designated registered nurse/midwife. Students should only administer as 
part of training under the direct supervision of an appropriate qualified healthcare 
professional. 
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7.6.7 The role of healthcare assistants in the administration of medicines 
If competent, healthcare assistants may assist patients in taking their medicines under 
the direct supervision of a registered nurse/midwife.  The registered nurse/midwife is 
responsible for delegating this task. 
 
Healthcare assistants must not measure out medicines for patients. 
 
Prescribed nutritional supplements may only be administered by a healthcare assistant 
after a registered nurse/midwife has verified that it is the correct product. 
 
Healthcare assistants may not participate in intravenous medicine administration or be 
involved with any intravenous devices. 

 
7.6.8 Other Healthcare professional 

Other healthcare professionals should only administer medicines according to their 
designated role and job description this should be within the remit of their professional 
qualifications.  Students should only administer as part of training under the direct 
supervision of an appropriate qualified healthcare professional. 

 
7.6.9 Principles in relation to the prescription 

All staff are accountable for their actions and omissions. In administering any 
medication, assisting, or overseeing any self-administration of medication, staff must 
exercise their professional judgement and apply their knowledge and skill in the given 
situation. When administering medication against a prescription written manually or 
electronically by a registered medical practitioner or another authorised prescriber, the 
staff member administering the medicine should ensure that the prescription is: 

 based, whenever possible, on the patient's/client's informed consent and awareness 
of the purpose of the treatment; 

 clearly written, typed or computer generated and be indelible; 

 clearly identifying the patient/client for whom the medication is intended; 

 detailing the weight of the patient/client on the prescription sheet where the dosage 
of medication is related to weight; 

 clearly specifying the substance to be administered, using its generic or brand name, 
where appropriate, and its stated form, together with the strength, dosage, timing, 
frequency of administration, start and finish dates and route of administration; 

 signed and dated by the authorised prescriber; 

 not for a substance to which the patient is known to be allergic or otherwise unable 
to tolerate 

 
7.6.10 Consent to Administer Medicines & Covert Administration of Medicines 

Where a patient is conscious and appropriately informed, they are deemed to have 
consented to the treatment by agreeing to take the medicines. 
 
However, there are circumstances where the patient may not be able to consent due 
for example anaesthesia or mental illness. In these situations the staff may be giving 
the medication: 
1. Overtly without consent – in that the patient is not aware and therefore cannot 

consent or refuse 
2. Covertly – where the patient is likely to refuse if given overtly 
 
In cases similar to those described above the staff administering the medicines should 
be aware of the provisions of the Mental Capacity Act and the possibility that the 
patient has made an Advance Directive or Lasting Power of Attorney. In any event staff 
need to ensure that the action they are taking is in the best interests in the patient and 
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staff must work in an open & co-operative manner with patients and relatives. They will 
also need to ensure that the multi-professional team responsible for the patient’s care 
is aware of all the implications. 
 
It may, in such situations, be necessary to administer medicines in exceptional 
circumstances covertly, in the medical and nurse’s opinion it could be professionally 
justified and in the patient’s ‘best interest’ to give the drug disguised in food or drink, in 
such a situation, the nurse should: 
 Make every effort to obtain the consent of the patient to receive the drugs in the 

normal way. 
 Discuss the issue with other members of the multi-disciplinary team, patient’s carers 

and relatives if at all possible. 
 Check with the pharmacist that mixing the medicine with food or drink would be 

appropriate. 
 Document these discussions in the patient’s healthcare record and provide a 

detailed account of the disguised administration.   
 

It is worth bearing in mind that, in some cases, the only proper course of action may be 
to seek the permission of the court to do so.  Reference should be made to the 
Obtaining a Court declaration see the current Consent to Examination or Treatment 
Policy for further information. 
 
Disguising medication simply for the convenience of the healthcare team is 
unacceptable and, in the absence of informed consent, may be regarded as deception. 

 
7.6.11 Principles for the administration of medicines 

Principles for the administration of medicines are addressed in the procedure for the 
administration of medicines in a clinical area and the procedure for the preparation and 
administration of intravenous medicines. 

 
 
7.6.12 Intravenous medicine administration 

The preparation and administration of intravenous medicines and infusions, which 
contains an intravenous additive, requires additional training.  This training is provided 
by the Trust and after completion and clinical assessment; the practitioner may prepare 
and administer intravenous medicines. The preparation and administration of all 
intravenous medicines should be double checked by another suitably qualified 
practitioner. 
  
 
After completing training in IV medicine preparation and administration a registered 
nurse/midwife must undergo a period of supervision in their clinical area until 
competence is assured.  A clinical skills assessment should then take place using the 
assessment form that the nurse/midwife was given at the training day.  All assessment 
records must be stored in the personnel file of the individual concerned who should 
also be given a personal copy for their profile. 
 
Registered nurses/midwives who have undergone prior intravenous therapy training 
are not required to retrain.  They are however required to provide written evidence of 
training and be clinically assessed by an IV assessor in their clinical area.  This 
assessment should ensure that their knowledge and skills are up to date, that they are 
familiar with Trust policy and that their administration techniques comply with Trust 
policy.  The relevant clinical skills assessment form is available from the nursing 
department. 
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For more specific detail, see the preparation and administration of intravenous 
medicines. 

 
 
7.6.13 Administration of intrathecal medicines 

Intrathecal medicines must be administered and checked by a medical practitioner.  
The Isle of Wight NHS Trust does not permit the administration of a medicine by 
the intrathecal route for the treatment of cancer. (Intrathecal Chemotherapy Policy) 

 
7.6.14 Administration of epidural medicines 

Epidural medicines should not be prepared on the ward. 
 
The practitioner should always check that the medicine is intended to be administered 
by the epidural route. 
 
The administration of epidural medicines by midwives is detailed in the department 
guidelines. 

 
7.6.15 Cytotoxic and anti-cancer medicines 

The hospital operates a Pharmacy based, centralised cytotoxic reconstitution service; 
all parenteral, and intravesical treatments are prepared in the Pharmacy Department.   
 
No intrathecal chemotherapy is administered at St. Mary’s Hospital. 
 
The administration of oral anti-cancer therapy on Trust premises must be conducted as 
according to the Trust Policy for the management of oral anti cancer medicines. It must 
be undertaken by appropriately qualified clinical staff who must contact members of the 
specialist team for information and advice  
 
Clinical staff administering cytotoxic and anti-cancer medicines must understand safe 
handling and disposal of cytotoxic waste. 
 
Cytotoxic bladder instillations should only be administered by a trained practitioner. 

 
7.6.16 Administration of medication via the enteral feeding tube route 

Tablets must not be crushed without checking that this is safe; where possible liquids 
or soluble medication should be used. 
 
Crushing or dispersing a tablet, or opening a capsule outside the terms of the product 
licence creates an unlicensed product.   Under the Medicines Act 1968 clinical staff 
may only administer licensed medicines in an unlicensed way under the authorisation 
of the prescriber which must be documented in the patient’s notes.  Information on 
medicines for patients unable to take solid oral dosage forms may be obtained from the 
ward pharmacist  

 
7.6.17 Oxygen Administration  

Patients should be correctly assessed for the use of oxygen. A risk assessment must 
be included in relation to safety and recorded in the patient’s notes. 
 
Medical grade oxygen is regarded as a medicine and may only be prescribed by a 
doctor or appropriately qualified practitioner. The prescription should include the type of 
appliance to be used, the appropriate percentage of oxygen, the flow rate and the 
duration of administration in accordance with the Operational Procedural document for 
Oxygen. 
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Patients and carers must be educated in the safe use of oxygen in relation to smoking 
and hygiene of tubing and mask. 
 
Concentration of oxygen and duration of administration should be the minimum 
required for efficacy and patients and carers should be educated in its safe usage. 

 
7.6.18 Self-administration of medicines 

As the Trust has a duty of care to patients the process of medicines administration may 
be delegated to patients and or their carers according to the policy and procedures for 
the self-administration of medicines. However the responsibility for their care remains 
with the Trust and its staff. 
 
Self-medication of medicines of an emergency nature (i.e. GTN Spray, Salbutamol 
Inhalers) are allowed in all ward areas provided the patient can keep the medicine on 
their person, not allowing another patient to use the medicine. The patient should 
inform staff when they have administered a medicine in an emergency. 

 
7.6.19 Administration of medicines to patients under 18 years 

Administration of medicines to patients less than 18 years is a procedure which should 
normally be undertaken by two registered children’s nurses/medical practitioners. 
 
In areas where registered children’s nurses are not usually available, two registered 
nurses or midwives may administer medicines to patients under 18 years: 
 In Emergency Department. 
 In Neonatal Unit. 
 In post-natal clinics and wards. 
 Administration of BCG (Bacillus Calmette-Guérin) to neonates and children by the 

Respiratory Nursing Service. 
 In the Diabetic Day Unit. 

 
Before a medicine is administered to a patient under 18 years it is important that the 
child’s weight is known and that the dose prescribed has been confirmed as 
appropriate for that weight.  Refer to the BNF for Children for confirmation of doses. If 
necessary, contact Pharmacy or the Paediatric Department for advice. 

 
7.6.20 Compliance Aids 

Patients have compliance aids for various reasons relating to their needs and the 
needs of their Carers. Some are filled by professionals others by the Carers or the 
patients. 
 
Where patients have compliance aids Trust staff will assess the benefit the compliance 
aid is providing to the patient. Following this assessment the aid may be stopped, 
changed or continued. These actions will be communicated to the patient, carer and 
professional supports within primary care to ensure continuity of care 
 
Compliance aids issued by the Trust must only be filled with medicines by Pharmacy 
Staff. 

 
7.6.21 Patient Group Directions 

A Patient Group Direction (PGD) is a written instruction for the supply or administration 
of medicine (or medicines) where the patient may not be individually identified before 
presenting for treatment. 
 
All PGDs have to be written locally by doctors, non medical prescribers, pharmacists 
and other healthcare professionals and must meet certain legal criteria. Each PGD 

http://intranet.iow.nhs.uk/SAM
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used must be signed by a doctor or dentist as appropriate, the clinical director for that 
particular area, and a pharmacist, and be approved by the Clinical Standards Group for 
ratification.  
 
The majority of clinical care should be provided on an individual, patient specific basis. 
However, the supply and administration of medicines under PGD should be reserved 
for the limited number of situations where this offers an advantage for patient care 
(without compromising patient safety). The use of PGDs must also be consistent with 
appropriate professional relationships and accountability, i.e. the nurse or allied health 
professional (AHP) must act within their own expertise and competence. 
 

7.7 RISK MANAGEMENT  
 

All errors reported on the Datix system related to medicines are reported to the Chief 
Pharmacist who with the MUST, appropriate Care Groups and other relevant teams 
work towards ensuring safety measures and training are put in place to prevent the 
same error occurring once again. 
 

 
7.7.1 Administration errors  
 

An error in the administration of medicines has occurred whenever a patient / service 
user has received: 
 the wrong medicine 
 the wrong dosage of the prescribed medication 
 a dose at the wrong time 
 medication administered by the wrong route 
 medication that is wrongly prescribed or given without an authorised prescription or 

a current authorised Patient Group Direction. 
 Medication administered despite a clear contra-indication, e.g., known allergy 
 or if a medication is omitted without a documented clinical reason 
 out of date medication 

 
If a practitioner realises that an error has been made, then the protocol:  (Medication 
errors) managing and supporting staff following an incident involving medication should 
be followed. 

 
7.7.2 Omissions of medication  

All omitted, refused or wasted doses must be recorded on the administration record 
using the appropriate rationale. Where necessary the reason for non-administration 
should be noted in the appropriate record  
Any dose prepared for administration and subsequently not given must be destroyed in 
a blue or purple lidded medicine waste bin according to the Trust waste policy. These 
medicines must not be returned to the container from which they were taken.  
 
Omissions and refusals must be reported to the prescriber if it is considered that the 
non-administration may affect the patient's condition.  
 
If a controlled drug is prepared and not used it must be destroyed by placing in a drug 
denaturing kit and a record must be made in the register. Two people should witness 
and record the disposal.  
 
Failure to record the administration of a medicine or an omission constitutes a 
medication incident and must be reported on an electronic Trust Incident Report form. 
The scrutiny of such records will be the subject of regular audit and monitoring through 
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the Weekly Patient Safety Summit and/or Serious Incident Review and Oversight 
Group.  The Medicines Use and Safety Team review administration omissions looking 
for trends and areas where medicine administration can be improved through 
education and support for the ward staff. 

 
7.7.3 Adverse Drug Reaction Reporting 

Practitioners must observe and document any adverse side effects of medicines and 
inform the responsible medical staff. Where appropriate adverse drug reactions should 
be reported via the “yellow card” scheme by doctors, nurses or pharmacists. For advice 
on reporting adverse reactions including what to report refer to the CSM yellow card 
scheme https://yellowcard.mhra.gov.uk/   

 
7.7.4 Medicines and Healthcare Products Regulation Drug Alerts 

 Medicines and Healthcare Products Regulatory Agency (MHRA) Drug Alerts are 
cascaded directly to the Trust.  
 
The Pharmacy overseen by the Chief Pharmacist are responsible for ensuring that the 
advised action is taken which may necessitate the removal of the affected medicinal 
products from the Pharmacy stock.  
 
Medicinal product recalls may lead to products being removed from wards and 
departments: 
 
During normal opening hours Pharmacy staff will contact all wards and departments 
holding stock of the affected product to check the batch numbers.  If stock is believed 
to be affected, Pharmacy staff will arrange for the removal and replace with new stock 
as soon as possible. Patients Own medicines will be checked by the ward pharmacy 
technician who will liaise with the nursing staff. 
 
Outside normal opening hours the on-call pharmacist or Chief Pharmacist will contact 
the Bed Manager/Night Co-ordinator and senior nursing staff on all wards and 
departments supplied by the Trust.   Arrangements will be made to remove affected 
stock immediately and to replace with unaffected stock as soon as possible.  Patients 
own medicines should also be checked by nursing staff. 
 
The Pharmacy holds a copy of all MHRA Drug Alerts. Information will also be shared 
with the Patient Safety Sub Committee and MUSG.  

 
7.7.5 Patient Safety Alerts and Rapid Response Reports  

The Trust responds to all Patient Safety Agency (PSA) alerts and rapid response 
reports involving medication and treatments provided by the Trust. Action plans to 
monitor compliance are produced by liaising with relevant services. Evidence of 
compliance and completed action plans are retained by the Patient Safety Sub 
Committee. 

 
7.7.6 Control of Substances Hazardous to Health Regulations (COSHH) 

The ward/department manager is responsible for implementing COSHH regulations in 
their area.  
 
COSHH assessments will be made on a regular basis in line with the COSHH 
Management System (CYPOL).  

 

https://yellowcard.mhra.gov.uk/
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7.7.7 Drug Abuse Vigilance 
All staff should be alert to the possibility of drug abuse in any of their colleagues. They 
should look out for signs and patterns of unusual behaviour that may point to possible 
drug abuse. These may include: 

 Actual physical symptoms 

 Changes in a person’s mood or personality 

 Unusual tiredness or irritability 

 Suspicious absences from their usual working area  

 Suspicious patterns of absence from work 
 

They should also be alert for clues that could indicate the possibility of theft of drugs, 
for example changes in ordering patterns or in usage of certain medicines. 
 
In such cases, staff should not be afraid to approach a trusted colleague (preferably 
their line manager) and discuss the matter in confidence. The priority of managers will 
be the welfare and support of their staff. See the Trust Drug and Alcohol Policy (Staff) 
for guidance. 

 
7.8 UNLICENSED MEDICATION 
 

Most medicines have a Marketing Authorisation granted by the Medicines and Healthcare 
products Regulatory Agency (MHRA). This means that the product meets appropriate 
quality standards and is safe and effective for the use defined. 
 If an untoward incident occurs with a licensed medicine, that is a product defect, or a 
problem with its use in an approved clinical situation, any liability arising, may in part or 
whole be transferred to the licence holder. 
 
Some medicines do not have a UK marketing authorisation. These medicines are called 
unlicensed medicines. 
 
Unlicensed medicines may be: 
 

 Medicines prepared by a commercial medicines manufacturer but which do not 
have a current UK marketing authorisation.  
 This includes medicines awaiting the grant of a UK product licence, manufactured for 
export, or those withdrawn from the UK market. It also includes medicines manufactured in 
other countries, licensed or otherwise, unless they also have a UK marketing authorisation 
 

 Unlicensed medicines obtained from a hospital or a commercial supplier with a 
manufacturer’s “specials” licence.  
 These are known as “specials”, the premises of the manufacturer are regularly inspected 
by the MHRA to ensure that quality of standards and procedures is maintained. However, 
individual products are not assessed for quality or efficacy. 
 

 Medicines prepared for a specified patient in accordance with a prescriber’s 
instructions.  
 This is known as extemporaneous dispensing and includes TPN compounding, cytotoxic 
reconstitution services, and preparation of bespoke creams and ointments. 
 
 Unlicensed medicines can only be supplied at the request of a doctor or dentist, or a 
pharmacist acting on their behalf. They may not be placed on the open market. 
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 When unlicensed medicines are supplied, the supplier is unlikely to accept full liability for 
either product quality or clinical effect. Liability will lie partly or wholly with the prescriber. 
The purchaser is also liable for ensuring product quality.  
 
Some licensed medicines are used for indications not covered by their marketing 
authorisation. This is called ‘off label’ use.  
 
In this case the manufacturer is likely to retain liability for product quality, while the 
prescriber is liable for clinical effects. 
 

7.8.1 Unlicensed and off label use of medicines within the Trust 
The unlicensed and off label use of medicines is supported by the Trust under the 
following conditions: 

 
An unlicensed or off label medicine may only be used if there is no suitable licensed 
alternative available. 

 
Use of medicines “off label” in paediatrics should follow the advice given by the Royal 
College of Paediatrics and Child Health, and BNF for Children. Medicines prescribed 
according to the BNF for children are exempt from the further requirements of this policy. 
 
The use of an unlicensed medicine, or off license use of a medicine, in an individual 
patient, should be initiated by a clinician at registrar grade or above. 
 
When prescribing an unlicensed medication or off label medicine, an unlicensed 
medicines request form must be completed by the prescribing clinician, including an 
assessment of clinical need and available alternatives. This form must be countersigned 
by the relevant Clinical Director and approved by Pharmacy. 
 
If such a medicine is to be used regularly, an application must be made to the MUSG and 
potentially IMOC, for inclusion on the Trust Formulary. 
 
The procurement, prescription, dispensing and supply of unlicensed medicines, and the 
prescription and supply of medicines for off label use must follow the relevant Pharmacy 
and Trust procedures. 
. 
Recognising that the use of an unlicensed medicine is sometimes necessary in order to 
provide the optimum treatment, the Trust will accept liability on behalf of the pharmacist 
and/or prescriber provided that such use would command the support of a reputable body 
of pharmacists or prescribers. 
 
When required, Pharmacy will provide the supplier with such information as may be 
reasonably requested. The Pharmacy will keep records of these “named patient” 
medicines. 
 
Medicines manufactured under a “specials” licence and purchased by the Trust will 
normally be accompanied by a certificate of analysis.  See Pharmacy Department 
Standard Operating Procedure for procurement of unlicensed medications. 
 
If, in the opinion of a Senior Pharmacist, a particular intended use would not command the 
support required, the supply may be refused. Such cases will be referred to the chairman 
of the MUSG or appropriate Clinical Director. 
 
Whilst pharmacy staff will endeavour to alert, inform and advise it is the responsibility of 
each prescriber to be aware of the status of the medicines they prescribe. 
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The staff involved in dispensing will maintain appropriate records of unlicensed medication 
supplied.  
 
All unlicensed medicines will only be supplied against a legal prescription and where 
records show that this is the first issue for that doctor they will be informed of the status of 
the medication. They will then be sent an unlicensed medicines request form. After being 
approved by the Clinical Director, the form is returned to and retained by pharmacy. 
 
Where appropriate and practical the patient and/or parent or carer shall be informed about 
the use of an unlicensed medication and a patient information leaflet provided.  
Where appropriate the patient shall consent to the use of an unlicensed medication and 
sign the consent form after discussion with the prescribing doctor. The consent form is 
then held in the patient’s notes. 
 
All adverse drug reactions observed by the clinicians will be reported to and recorded by 
the Pharmacy department. The yellow card system will operate but additional data must 
be sent to Pharmacy. 
 
All defective batches will be reported to the manufacturer and the regional quality control 
officer. 

 
7.8.2     ‘Off-label’ Use 

The prescriber is responsible for the care of the patient receiving an ‘off label’ licensed 
medication.  
 
The Trust clinical pharmacists are responsible for monitoring and promoting compliance 
with this policy. 
 
If, in the opinion of a Senior Pharmacist, a particular intended use would not command the 
support required, the supply may be refused. Such cases will be referred to the chairman 
of the MUSG or appropriate Clinical Director. 
 
Whilst Pharmacy staff will endeavour to alert, inform and advise it is the responsibility of 
each prescriber to be aware of the status of the medicines they prescribe. 
 
All adverse drug reactions observed by the clinicians will be reported to and recorded by 
the Pharmacy department. The yellow card system will operate but additional data must 
be sent to Pharmacy. 

 
7.9 CONTROLLED DRUGS  
 
Controlled Drug standard operating procedures must be followed at all times. 
 
7.9.1 An overview of the law relating to Controlled Drugs: 

The Misuse of Drugs Act, 1971 and subsequent amendments controls certain classes of 
dangerous drugs, which are listed and known as “Controlled Drugs”. Its main purpose is to 
prevent the misuse of these drugs by imposing a total ban on the possession, supply, 
manufacture or importation of Controlled Drugs, except as allowed by regulations.  
The use of Controlled Drugs in medicine is regulated by the Misuse of Drugs Regulations, 
2001 (as amended). Separate regulations deal with the safe custody of Controlled Drugs 
and their supply to addicts. 
‘Safer Management of Controlled Drugs, A Guide to Good Practice in Secondary Care’ 
DH/RPSGB 2007 and ‘Controlled drugs: safe use and management’ NICE guideline 2016 
set out what procedures are needed.  

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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7.9.2 Management of Controlled Drugs within the hospital setting 

The procedures for managing controlled drugs in a clinical area cover the following 
practical issues: 

 Ordering CDs from pharmacy 

 Receiving CDs in a clinical area 

 Storage and Stock Management of CD’s 

 CD’s to take home when a patient is discharged. 

 Returning controlled drugs to pharmacy 

 Out of hours supply of CD’s 

 Discrepancies and Diversion 

 Record Keeping 

 Management of patient’s own CD’s 

 Temporary closure/transfer /permanent closure of wards  

 Management of CD stationary 

 Prescribing of CD’s 
 

They should be followed at all times to ensure compliance with the law. 
 
7.9.3 Substance misuse and dependence 

Guidelines on clinical management of drug misusers have been produced by the 
Department of Health Drug Misuse and Dependence – Guidelines on Clinical 
Management 2007. 
For guidelines on clinical management of alcohol withdrawal refer to the Inclusion Service. 

 
7.9.4 Prescribing controlled drugs for a new case of suspected addiction  

Prescribing should be in accordance with the Inclusion policy. 
 
Medical practitioners should contact Inclusion for further information.  
 
Medical practitioners should not routinely initiate opiate substitution treatment for patients 
during an acute admission unless they feel competent to do so (preferably after seeking 
specialist advice from the Inclusion Service). 
Medical practitioners should follow recommended guidelines and ensure that on discharge 
there is continuity of care by either a specialist or the patient’s GP. 

 
7.9.5 Prescribing diamorphine, dipipanone or cocaine for addicts 

Specialist licenses are required for the prescribing of diamorphine, dipipanone or cocaine 
for the treatment of opiate addiction/dependence. 
 
If a patient is admitted who is receiving a diamorphine prescription etc., this should be 
confirmed both verbally and in writing by the usual prescriber.  It is then at the discretion 
of the hospital medical team as to whether or not they continue to prescribe it.  Registered 
medical practitioners may prescribe diamorphine or dipipanone for patients (including 
addicts) for the relief of pain due to organic disease or injury without a special licence. 

 
7.9.7 Guidance for removal of illegal drugs or suspicious substances from patients 

An illegal or suspicious drug is defined as a drug suspected of being obtained illegally or 
an illicit substance.  Refer to Pharmacy for guidance.  

 
7.10 INTRAVENOUS POTASSIUM 
 

Potassium chloride concentrate (10-20% KCl), potassium hydrogen phosphate and 
potassium dihydrogen phosphate can be fatal if given inappropriately by intravenous 
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injection. Errors in administration have occurred causing cardiac arrest and fatality where 
undiluted potassium chloride injection has been used instead of sodium chloride to flush 
lines, or reconstitute drugs for injection. 
 
The Trust complies with the recommendations of NPSA Alert 01 (July 2002), promoting 
the use of commercially available pre-mixed infusion fluids, and restricting access to 
concentrated potassium solutions. 

 
7.10.1 Concentrated solutions available and critical care areas: 

See appendix C 
 

7.10.2 Prescribing Solutions Containing Potassium 
Potassium solutions for intravenous administration should be prescribed in those 
concentrations which are currently available as commercially-prepared, ready to use 
diluted solutions.  Adding potassium to an infusion is strongly discouraged and should 
only be considered in exceptional circumstances in Critical Care Areas. 

  
In areas other than those listed as Critical Care, the prescriber will be asked to change a 
prescription to a commercially-prepared solution. See the procedure for prescribing, 
supply, storage and administration of intravenous potassium products for further guidance 
see prescribing, supply, storage and administration of intravenous potassium products 

 
7.10.3 Storage and Supply 

Stockholding of potassium chloride concentrate injections and infusions of greater than 
40mmol/L are restricted to Pharmacy and to Critical Care Areas.  
 
Potassium chloride concentrate injection, and infusions of greater than 40mmol/L, must be 
stored in a locked cupboard separate from other common diluting injections such as 
sodium chloride and water for injection, documentation should follow the procedures for 
Controlled Drugs. 
 
Potassium chloride concentrate injection and infusions of greater than 40mmol/L should 
not be transferred between clinical areas see the procedure for prescribing, supply, 
storage and administration of intravenous potassium products for further guidance. 
 

 
7.11  DISPOSAL OF MEDICINES 
 

All medicine containers which can be sealed and do not present a health and safety risk to 
transport must be returned to the Pharmacy Department.  All other medicines should be 
disposed of in accordance with the policy, Safe Management of Healthcare Waste Version 
2 published by the DoH and the Trust Waste segregation procedure  
 
Controlled drugs and injections for theatres and critical care areas 
All Controlled Drug disposals must be witnessed and the management of controlled drug 
Procedures followed.  
For injections, any unused Controlled Drug injection or infusion must be discharged from 
the container prior to disposal. For large volumes use an appropriate disposal bin with 
denaturing liner or obtain a denaturing kit. All unused / partly used injections in theatres 
and ICU should be disposed of as Controlled Drugs. 
 
All waste management is monitored by the Waste Management Group. 

 
7.12 CLINICAL TRIALS 
 

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
http://intranet.iow.nhs.uk/Waste
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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All Trust managed clinical trials must have the approval of the Research and Development 
Committee and all clinical trial supplies must be stored in the Pharmacy Department. 
Pharmacy should have copies of all protocols of clinical trials using medicines. 
To ensure safe and efficient dispensing of clinical trials Pharmacy require at least 4 
weeks’ notice of an impending clinical trial and must have all documentation, including a 
copy of the protocol, relating to medicine records and dispensing procedures for approval 
by the appropriate pharmacist at least 2 weeks before the Research and Development 
group considers the application. 
Prescriptions for clinical trial medicines should comply with the usual legal requirements 
and include the trial name and patient number. Some clinical trials have a specially 
designed prescription specific for the trial. 
Records of dispensing for all trials are kept in the Pharmacy. 
The clinical trial protocol should specify who is entitled to administer the medicine. 

 
7.13 ISSUE AND USE OF FP10HNC PRESCRIPTIONS  
 

FP10HNC prescription forms are used by the Trust in specific clinical areas, to allow Trust 
employed legal prescribers to issue a prescription form to patients under their care that 
can be written up by a hospital prescriber, but that can be dispensed in the community, at 
either a community pharmacy or a dispensing doctor’s practice. 
FP10CN are similar forms used by community nurses and health visitors employed by the 
Trust.   
Blank FP10 prescription forms are controlled stationery and should be treated as if they 
are blank personal cheques. There is a significant risk of fraudulent use should a form or 
pad be unaccounted for. 
The use of FP10 prescription forms must be fully auditable within the Trust - from the point 
of placing the order for the new forms to the eventual reporting of the dispensing 
information for the prescription.   

 
7.13.1 Appropriate ordering 

FP10 prescription pads will be ordered on behalf of the Trust by the Pharmacy 
department. The pads will be ordered in such a way that the clinic from which the 
prescription is issued can be appropriately identified. 
The Pharmacy Department named person will order the required prescription pads. 
The named person will receive the prescriptions on delivery. 
The Chief Pharmacist will hold, under appropriate security arrangements, the prescription 
pads. 

 
7.13.2 Appropriate storage of prescription forms 

All FP10HNC prescription forms MUST be stored securely, with limited access. FP10HNC 
prescription forms must not be left unsecured in unoccupied rooms. FP10HNC forms 
should never be left unattended in a car. 

 
7.13.3 Requisitioning of Prescription forms 

Prescription pads may only be requisitioned from the Pharmacy department by authorised 
staff. A list of authorised staff will be maintained in the Pharmacy department.  
Each pad received by the pharmacy department will have an individual address, cost 
centre code and individual prescription form number printed on it. Prescription pads will 
therefore only be issued to the appropriate clinical areas and should only be used within 
the area for which it was issued. 
For reasons of security it is not recommended that prescribers hold their own prescription 
pads. The pad should be issued only as required. If the pad is required, e.g. for a 
domiciliary visit or external clinic, then the pad should be signed over to the prescriber and 
they then take full responsibility until the pad is returned, and signed back in for storage. 
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7.13.4 Appropriate issuing to prescribers 
The Pharmacy department will only issue FP10 prescription forms to previously identified 
clinics, departments or prescribers. The Pharmacy department will only issue complete 
pads of prescriptions to the specified prescriber or clinical area. Each clinic pad issued will 
be supplied with an individual prescription tracking sheet with the prescription numbers of 
the prescription forms contained within the pad clearly stated. The Pad of FP10HNC 
prescription forms will be initially issued to the nominated representative of the clinical 
area concerned who will be required to sign for the receipt of the pad.  

 
7.13.5 Limitations on use of FP10HNC prescription forms 

FP10HNC prescription forms should only be issued to genuine registered patients of the 
Trust as part of their hospital initiated treatment. 
FP10HNC prescription forms MUST NOT be used by prescribers to prescribe for 
themselves or other Trust staff, unless the individual is are being seen as a genuine 
registered patient of the Trust.  
FP10HNC prescription forms MUST NOT be used for supplying medication to private 
patients 
FP10HNC prescription forms MUST NOT be used to prescribe items of regular medication 
that the patient routinely obtains from their GP 
All prescribing on FP10HNC prescription forms must comply with the Trust Formulary and 
all other Trust prescribing advice 
 

7.13.6 Analysis of dispensing information on FP10HNC prescription forms 
It is the responsibility of the Chief Pharmacist to review the prescribing data available from 
the NHS Business Services Authority, Prescription Pricing Division. This information 
summarises all prescriptions dispensed on FP10HNC on a monthly basis, usually two 
months in arrears. All prescribing issues are identified including non-formulary, non-
funded prescribing and inappropriate prescribing for patients not registered with the Trust.  
If inappropriate prescribing on FP10HNC is identified this will be highlighted to the 
appropriate Clinical Director of the service concerned. If deemed appropriate, the 
information may then also be shared with the NHS counter Fraud unit. 
 
FP10HNC prescriptions supplied from the Trust will not routinely be dispensed in-house, 
unless the prescription is written for a product that is only available through a hospital 
Pharmacy department. 

8 Consultation 
 
The Medicines Policy has been revised in light of current practice in consultation with senior 
leads for medicine, nursing and other healthcare professions. 

9 Training 
 
Training in medicines management is a mandatory requirement for all staff involved in the 
medicines management processes. Minimum training requirements are defined in the Trusts 
mandatory training matrix and are reviewed on a yearly basis. The following non-mandatory 
training is recommended in line with staff roles and should be recorded in the electronic training 
record. 
 
All Ward and Clinical Department Managers will need to be aware of the contents of this policy 
and related procedures, and ensure that their staff are aware of and understand the procedures, 



 

Title: The Medicines Policy 
Version No: 7.0 

Page 46 of 60 

roles and responsibilities given. Support and advice will be available from the Pharmacy 
Department to anyone requiring assistance.  
 
Medication safety should be covered comprehensively in induction programmes for all new NHS 
clinical staff (including medical, registered nurses, pharmacy, theatre and any other staff who 
handle medicines), and regularly updated through staff  briefing, further training and continuing 
professional development programmes. In accordance with the training matrix, nursing staff are 
required to undertake an annual assessment of medicines administration. 
 
All staff must undertake training prior to activation of the user name and issuing a password for 
EPMA. 
 
It is the responsibility of each registered healthcare professional to ensure that his/her practice 
is safe, by complying with current Trust policies, protocols and guidelines.  
 
Personnel whose duties may expose them to security risks (e.g. porters, transport drivers, 
stores employees or those who carry medicines into the community) should be trained to be 
aware of the need for security and for following procedures.  
Monitoring of training is carried out through the combination of scheduled and unscheduled 
monitoring by the relevant line manager.  

10 Monitoring Compliance and Effectiveness  
 
10.1 Scheduled Monitoring 
This includes: 

 Attendance on Training Courses 

 Annual drug administration competency assessment 

 Competency assessments within formal training programmes (i.e. IV Medicines Study 
day) 

 Competency assessments within the Trust appraisal system linked to the Knowledge & 
Skills Framework 

 Interventions held in the EPMA record  

 Medicines reconciliation rates recorded in the Trust dashboard 

 
10.2 Unscheduled Monitoring 
This includes: 

 Investigations from: 
o Clinical Incidents 
o Pharmacist interventions 
o Complaints 

 

Aspect of 
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effectiveness 
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Chief 
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that all 
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are accurate 
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Pharmacists on 
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How 
medication 
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Chief 
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as needed 

Care Groups Pharmacists 

Staff have 
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policy 
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Managers 

Annually Care Groups 
Risk and 
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Groups 

Line 
managers 

 

11 Links to other Organisational Documents  
 

 Waste Management Policy and procedures 

 Incident Management Policy 

 Mandatory Training Policy  

 Medicines related Ward SOPs  

 Policy For Antibiotic Use In Hospital Practice  

 Model policy for consent to examination or treatment  

 Discharge Planning Policy 

 Policy for the Management of Corporate and Local Induction  

 Low Priority Interventions Policy and Procedure for Non-Contractual Referrals  

 Isle of Wight NHS Antibiotic Stop and Review Policy 

 Trust Drug and Alcohol Policy (Staff)  
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http://www.dh.gov.uk/prod_consum_dh/idcplg?IdcService=GET_FILE&dID=2870&Rendition=Web
http://www.rpharms.com/support-pdfs/safsechandmeds.pdf
http://www.dh.gov.uk/prod_consum_dh/idcplg?IdcService=GET_FILE&dID=116051&Rendition=Web
http://www.dh.gov.uk/prod_consum_dh/idcplg?IdcService=GET_FILE&dID=116051&Rendition=Web
http://www.dh.gov.uk/prod_consum_dh/idcplg?IdcService=GET_FILE&dID=116051&Rendition=Web
http://www.dh.gov.uk/prod_consum_dh/idcplg?IdcService=GET_FILE&dID=28829&Rendition=Web
http://www.dh.gov.uk/prod_consum_dh/idcplg?IdcService=GET_FILE&dID=28829&Rendition=Web
http://www.dh.gov.uk/prod_consum_dh/idcplg?IdcService=GET_FILE&dID=115991&Rendition=Web
http://www.dh.gov.uk/prod_consum_dh/idcplg?IdcService=GET_FILE&dID=115991&Rendition=Web
http://www.opsi.gov.uk/acts/acts2006/ukpga_20060028_en.pdf
http://www.opsi.gov.uk/ACTS/acts2001/20010015.htm
http://archive.cqc.org.uk/_db/_documents/The_Best_Medicine_acute_trust_tagged.pdf
http://archive.cqc.org.uk/_db/_documents/The_Best_Medicine_acute_trust_tagged.pdf
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsLibrary/Publicationslibrarysearchresults/index.htm?searchTerms=Nurse%20prescribing
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsLibrary/Publicationslibrarysearchresults/index.htm?searchTerms=Nurse%20prescribing
http://www.gmc-uk.org/guidance/ethical_guidance/prescriptions_faqs.asp
http://www.homeoffice.gov.uk/about-us/corporate-publications-strategy/home-office-circulars/circulars-2007/027-2007/
http://www.homeoffice.gov.uk/about-us/corporate-publications-strategy/home-office-circulars/circulars-2007/027-2007/
http://www.nta.nhs.uk/uploads/clinical_guidelines_2007.pdf
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   Department of Health Guidance on the Safer Management of Controlled Drugs in 
Secondary Care: a guide to good practice in secondary care (England), October 
2007.http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPol
icyAndGuidance/DH_079618 

   NPC Guide to Good Practice in the Management of Controlled Drugs in Primary 
Care, Feb 2007 
http://www.npc.nhs.uk/controlled_drugs/resources/controlled_drugs_third_edition.p
df 

   Controlled Drugs in Perioperative Care January 2006 
  http://www.aagbi.org/sites/default/files/controlleddrugs06_0.pdf 

   Nursing & Midwifery Council July (2006) A to Z advice sheet Medicines 
management http://www.positive-options.com/news/downloads/NMC_ 
Medicines_management_A-Z_advice_sheet_-_2006.pdf 

   Mental Capacity Act 2005. London. The Stationery Office  
http://www.legislation.gov.uk/ukpga/2005/9/contents 

   HTM 07-01: Health Technical Memorandum 07-01: Safe Management of 
Healthcare Waste : Department of Health - Publications  

   UK Ambulance Service Clinical Practice Guidelines (2006) 
http://www2.warwick.ac.uk/fac/med/research/hsri/emergencycare/prehospitalcare/j
rcalcstakeholderwebsite/guidelines 

   Guidance for the purchase and supply of unlicensed medicinal products notes for 
prescribers and pharmacists NHS quality assurance committee June 2004. 
http://www.nhsppu.uea.ac.uk/assets/docs/qa/guidance_on_the_purchase_and_sup
plyof_imported_unlicensed_medicines.pdf 
http://www.pjonline.com/news/how_to_ensure_the_quality_and_safety_of_unlicens
ed_oral_medicines 

   MCA guidance note 14 February 2000  

   Rules and Guidance for Pharmaceutical Manufacturers and Distributors 2002 MCA 
publication 

  http://www.mhra.gov.uk/Publications/Regulatoryguidance/Medicines/CON2030291 

   BNF, latest version -   

   BNF for Children, latest version  

   University College London Hospital Intravenous Injections Guidelines latest 
version. 

   Achieving Savings from High Cost Drugs November 2012 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/
213111/high-cost-drugs.pdf   

   NPSA Alerts, patient safety bulletins, Rapid Response Reports, Directives and 
Guidance archive http://www.nrls.npsa.nhs.uk/resources/patient-safety-
topics/medication-safety/?p=1  

   Guidelines on the handling and disposal of hospital pharmacy wastes NHS PQA 
Committee July2010 http://www.icrc.org/spa/assets/files/publications/icrc-002-
4032.pdf 

   Department of Health guidance on the Safer Management of Controlled Drugs: 
Changes to record Keeping requirements (for England only) 2008 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyA
ndGuidance/DH_079574 

   Medicines optimisation: the safe and effective use of medicines to enable the best 
possible outcomes March 2015 https://www.nice.org.uk/guidance/NG5 

   NHSE Commissioning Intentions  
https://www.england.nhs.uk/commissioning/spec-services/key-docs/  

 Risk Management of medicines stored in clinical areas – temperature control 
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_079618
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_079618
http://www.npc.nhs.uk/controlled_drugs/resources/controlled_drugs_third_edition.pdf
http://www.npc.nhs.uk/controlled_drugs/resources/controlled_drugs_third_edition.pdf
http://www.aagbi.org/sites/default/files/controlleddrugs06_0.pdf
http://www.positive-options.com/news/downloads/NMC_%20Medicines_management_A-Z_advice_sheet_-_2006.pdf
http://www.positive-options.com/news/downloads/NMC_%20Medicines_management_A-Z_advice_sheet_-_2006.pdf
http://www.opsi.gov.uk/acts/acts2005/20050009.htm
http://www.legislation.gov.uk/ukpga/2005/9/contents
http://www.dh.gov.uk/en/PublicationsandStatistics/Publications/PublicationsPolicyAndGuidance/DH_063274
http://www.dh.gov.uk/en/PublicationsandStatistics/Publications/PublicationsPolicyAndGuidance/DH_063274
http://www2.warwick.ac.uk/fac/med/research/hsri/emergencycare/prehospitalcare/jrcalcstakeholderwebsite/guidelines
http://www2.warwick.ac.uk/fac/med/research/hsri/emergencycare/prehospitalcare/jrcalcstakeholderwebsite/guidelines
http://www.nhsppu.uea.ac.uk/assets/docs/qa/guidance_on_the_purchase_and_supplyof_imported_unlicensed_medicines.pdf
http://www.nhsppu.uea.ac.uk/assets/docs/qa/guidance_on_the_purchase_and_supplyof_imported_unlicensed_medicines.pdf
http://www.pjonline.com/news/how_to_ensure_the_quality_and_safety_of_unlicensed_oral_medicines
http://www.pjonline.com/news/how_to_ensure_the_quality_and_safety_of_unlicensed_oral_medicines
http://www.mhra.gov.uk/Publications/Regulatoryguidance/Medicines/CON2030291
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213111/high-cost-drugs.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213111/high-cost-drugs.pdf
http://www.nrls.npsa.nhs.uk/resources/patient-safety-topics/medication-safety/?p=1
http://www.nrls.npsa.nhs.uk/resources/patient-safety-topics/medication-safety/?p=1
http://www.icrc.org/spa/assets/files/publications/icrc-002-4032.pdf
http://www.icrc.org/spa/assets/files/publications/icrc-002-4032.pdf
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_079574
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_079574
https://www.nice.org.uk/guidance/NG5
https://www.england.nhs.uk/commissioning/spec-services/key-docs/
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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 Professional guidance on the safe and secure handling of medicines RPSBG  Dec 
2018  https://www.rpharms.com/recognition/setting-professional-standards/safe-
and-secure-handling-of-medicines/professional-guidance-on-the-safe-and-secure-
handling-of-medicines  

 Prescribing Competency Framework RPSGB Feb 2017 
https://www.rpharms.com/resources/frameworks/prescribers-competency-
framework  

 Professional Standards for Hospital Pharmacy. For providers of pharmacy 
services in or to acute hospital, mental health, private, community service, prison, 
hospice and ambulance settings RPSGB 2017 
https://www.rpharms.com/recognition/setting-professional-standards/professional-
standards-for-hospital-pharmacy  

 Professional Guidance on the Administration of Medicines in Healthcare Settings 
RPSGB & NMC. Jan 2019 
https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20acces
s/Professional%20standards/SSHM%20and%20Admin/Admin%20of%20Meds%2
0prof%20guidance.pdf?ver=2019-01-23-145026-567  
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APPENDIX A 
 

EXAMPLE SOP 
 

   Version ……………. SOP ………... 
Pharmacy Services          
       Author ……..  Page …………… 
     
       Authorised by …………Date…………….. 
 
       Implementation Date ………………………. 

 

 
 

Objectives 
 
Scope 
 
Application 
 
Process 
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       Version …….  SOP ………….. 
Pharmacy Services           
     
       Authorised by …………        Date………… 
 
       Implementation Date ………………………. 
_________________________________________________________________________________
____ 
 
Document Number  

Location of Documents 

Document Number Location 

  

  

 

Document Amendment Record 
 

Number Date Page no Amendment Authorised by 

1     

2     

3     

 The amendment must be authorised by the Chief Pharmacist. 

 The amendment must be underlined and an asterisk written in the margin alongside the change. 

 Three or less minor amendments can be made before the procedure is revised. 

 Major changes must result in the immediate review of the procedure. 

 

Document review history 

Review date Reviewed by Signature Date 
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Appendix B 

Medicine Storage Area Standards   

For more information see ‘The General Pharmaceutical Council guidance ‘The Safe and 
Secure Handling of Medicines: A Team Approach’ March 2005.Controlled drugs 
cupboard - Controlled Drugs must be treated in accordance with the procedure for the 
management of controlled drugs Medicines trolley - A medicines trolley may be used 
for the storage of all orally administered preparations, other than PODs, which are in 
current use and which require neither special storage conditions, nor have special 
procedures for preparation / administration. The trolley must not be left unattended 
during medicine rounds. When not in use the medicine trolley must be locked, and 
secured to a wall.  
 
Patients’ own drugs lockers - Patients’ own drugs lockers are used for storage of all 
medicines belonging only to that patient. This locker should be located on/integral to the 
patient’s bedside locker, or as part of a specifically designed medicines trolley. All 
medicines stored in the POD locker should be labelled with full instructions for use. 
These lockers must be kept locked and the key held by the registered nurse in charge 
of the ward.  
 

Access controlled (secure key or automated) Medicine cupboards - are used for 

the storage of medicines such as oral, intravenous, topical and rectal preparations. 
These cupboards must conform to current standards and always be kept locked. 
Internal and external preparations should be stored separately as should local 
anaesthetic / epidurals from other injectable products (either in a separate cupboard or 
on a separate shelf) to minimise the risk of confusion. 
 
Medicine refrigerator - Used for the storage of preparations labelled "Store in 
Refrigerator'' or for preparations that should be stored between 20 and 80 C. It must be 
an approved design for the storage of medicines, with an integral thermometer or 
temperature recording device and monitored daily according to the procedure for 
medicines refrigerator temperature monitoring. It should only be used for the storage of 
pharmaceutical preparations and should be kept locked with the key held by the 
registered nurse in charge of the ward. On taking an item from the refrigerator the 
member of staff should confirm that the refrigerator is working normally. If it is not, or 
medicines requiring refrigeration are inadvertently left out of the refrigerator, estimate 
the number of hours of incorrect storage and contact Medicines Information or, when 
pharmacy is closed, the on-call pharmacist for advice. 
 
Medicine freezer - Used for the storage of preparations that should be stored between 
00 and -300 C. It must be an approved design for the storage of medicines, with an 
integral thermometer or temperature recording device. It should only be used for the 
storage of pharmaceutical preparations and should be kept locked with the key held by 
the registered nurse in charge of the ward 

http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
http://intranet.iow.nhs.uk/Medicines-Policy-SOPs
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Disinfectant cupboard - Preparations that are neither administered nor applied to 
patients must be stored in a separate cupboard. All solutions for cleaning and 
disinfecting must be stored in this cupboard which should be clearly labelled and locked 

Sterile fluids - Where large volumes of sterile fluids are normally stored in a 
Ward/Department, it may not be practicable to store these in a cupboard. In this case 
storage should be in clean conditions in a designated area. Stock rotation should be 
ensured. 

Resuscitation trolley - This should be readily accessible and sited to afford 
supervision to prevent unauthorised access. All medicines should be kept in their 
original packaging, with calendar packs used appropriately. 
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APPENDIX C 

Potassium Concentrated solutions: 

10% potassium chloride in 10mL (1.5g in 10mL, 20mmol potassium) 

20% potassium chloride in 5 mL (1g in 5mL, 13.5mmol potassium) 

Solutions of potassium hydrogen phosphate and potassium dihydrogen phosphate in 
ampoules and vials. 

Addiphos® 

40mmol potassium in 100mL 

(40mmol potassium in 500mL) 

 Excludes large volume, long duration infusions of total parenteral nutrition 

 

Critical Care Areas: 

Intensive Care Unit / High Dependency Care Unit 

Neonatal Intensive Care Unit 

A&E   resuscitation 

Childrens resuscitation 

(Coronary Care Unit) 

(Pharmacy Aseptic Suite) 
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Appendix D 

Financial and Resourcing Impact Assessment on Policy Implementation  
 

NB this form must be completed where the introduction of this policy will have either a 
positive or negative impact on resources.  Therefore this form should not be completed 
where the resources are already deployed and the introduction of this policy will have no 
further resourcing impact. 

 

Document 
title 

The Medicines Policy  

 

Totals WTE Recurring  
£ 

Non-
Recurring £ 

Manpower Costs   0 0 0 

Training Staff  0 0 0 

Equipment & Provision of resources  0 0 0 

 
 
Summary of Impact:  
 
Risk Management Issues:   

Benefits / Savings to the organisation:   
 
Equality Impact Assessment 
 
 Has this been appropriately carried out?    YES  
 Are there any reported equality issues?    NO 
 
If “YES” please specify:  
 

Use additional sheets if necessary. 
 
 
 
 
 
 
Please include all associated costs where an impact on implementing this policy has been 
considered.  A checklist is included for guidance but is not comprehensive so please ensure 
you have thought through the impact on staffing, training and equipment carefully and that 
ALL aspects are covered. 

Manpower WTE Recurring £ Non-Recurring £ 

Operational running costs 0 0 0 

     

Totals:  0 0 0 
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Staff Training Impact Recurring £ Non-Recurring £ 

    

Totals: 0  0  

 

Equipment and Provision of Resources Recurring £ * Non-Recurring £ 
* 

Accommodation / facilities needed 0 0 

Building alterations (extensions/new) 0 0 

IT Hardware / software / licences  0 0 

Medical equipment 0 0 

Stationery / publicity 0 0 

Travel costs 0 0 

Utilities e.g. telephones  0 0 

Process change 0 0 

Rolling replacement of equipment 0 0 

Equipment maintenance 0 0 

Marketing – booklets/posters/handouts, etc. 0 0 

   

Totals: 0  0  

 

 Capital implications £5,000 with life expectancy of more than one year. 
 

Funding /costs checked & agreed by finance:                      

Signature & date of financial accountant:        

Funding / costs have been agreed and are in place:  

Signature of appropriate Executive or Associate Director:  
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Appendix E 

 

Equality Impact Assessment (EIA) Screening Tool 

 
 
1. To be completed and attached to all procedural/policy documents created within 

individual services. 
 
2. Does the document have, or have the potential to deliver differential outcomes or affect 

in an adverse way any of the groups listed below?  
 
If no confirm underneath in relevant section the data and/or research which provides 
evidence e.g. JSNA, Workforce Profile, Quality Improvement Framework, 
Commissioning Intentions, etc. 
 
If yes please detail underneath in relevant section and provide priority rating and 
determine if full EIA is required. 

 

Gender 

 Positive Impact Negative Impact Reasons 

Men    

Women    

Race 

Asian or Asian 
British People 

   

Black or Black 
British People 

   

Chinese 
people  

   

People of 
Mixed Race 

   

White people 
(including Irish 
people) 

   

 
People with 
Physical 
Disabilities, 

   

Document Title: Medicines Policy 

Purpose of document To ensure the correct and safe use of medicines within the Trust. 

Target Audience All Trust staff  

Person or Committee undertaken 
the Equality Impact Assessment 

Chief Pharmacist and Medicines Safety Officer 
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Learning 
Disabilities or 
Mental Health 
Issues 

Sexual 
Orientat
ion 

Transgender    

Lesbian, Gay 
men and 
bisexual 

   

Age 

Children  
 

   

Older People 
(60+) 

   

Younger 
People (17 to 
25 yrs.) 

   

Faith Group    

Pregnancy & Maternity    

Equal Opportunities 
and/or improved 
relations 

   

 
Notes: 
 
Faith groups cover a wide range of groupings, the most common of which are Buddhist, 
Christian, Hindus, Jews, Muslims and Sikhs. Consider faith categories individually and 
collectively when considering positive and negative impacts. 
 
The categories used in the race section refer to those used in the 2001 Census. 
Consideration should be given to the specific communities within the broad categories such 
as Bangladeshi people and the needs of other communities that do not appear as separate 
categories in the Census, for example, Polish.  
 
3. Level of Impact  
 
If you have indicated that there is a negative impact, is that impact: 

  YES NO 

Legal (it is not discriminatory under anti-discriminatory law)   

Intended   

 
If the negative impact is possibly discriminatory and not intended and/or of high impact then 
please complete a thorough assessment after completing the rest of this form. 
 
3.1 Could you minimise or remove any negative impact that is of low significance?   Explain how 
below: 

 
 

3.2 Could you improve the strategy, function or policy positive impact? Explain how below: 

 
 

3.3 If there is no evidence that this strategy, function or policy promotes equality of opportunity or 
improves relations – could it be adapted so it does?  How? If not why not? 
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Scheduled for Full Impact Assessment Date: 

Name of persons/group completing the full 
assessment. 

 

Date Initial Screening completed  

 


