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General Policy Statements
General Policy Statements
Pharmacy is the sole ordering and supply point for all medicines administered or issued to
patients within NHS Lanarkshire, including clinical trial medicines and samples.
Patients own drugs (PODs), including CDs, may be used during their hospital stay where:

they have been assessed as suitable for use AND

the patient consents to their use AND

approved local SOPs are in place
All medicines will be stored securely in pharmacy and at ward, theatre or department level to
maintain their quality and security in suitable cupboards, refrigerators and freezers as
appropriate.
Medicines must be ordered, prescribed and administration recorded on approved stationery,
which must be stored securely to prevent fraudulent use. Electronic prescription systems can be
employed provided there are procedures in place to restrict access to terminals and pass codes
and ensure a full audit trail is maintained.
Where a licensed medicine is available, it should normally be prescribed in preference to any
unlicensed alternative.
Medicines may only be prescribed by a suitably qualified practitioner who is recognised and
authorised by the organisation to undertake this function.
Arrangements for the transport of medicines must ensure their security, quality and integrity, and
maintain the health and safety of the patient, staff and the public.
Disposal of medicines must comply with legal requirements and health and safety regulations.
There must be a complete audit trail from initiation of patient treatment, through purchase and
supply of the medicine, to administration and the disposal of any waste material.
All clinical incidents or significant near miss events involving medicines must be documented
and investigated and appropriate action taken to reduce the risk of recurrence.
Staff are not permitted to take medicines that have been supplied to wards and departments for
patients for their own personal use or for use by their friends and family.
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SECTION 1 - Controlled Stationery
SECTION 1 - Controlled Stationery
1

General Principles
Medicines must be ordered, prescribed and administration recorded on approved
stationery, which must be stored securely to prevent fraudulent use. Electronic
prescription systems can be employed provided there are approved procedures in that
ensure a full audit trail is maintained

2

Definition
Controlled stationery is any stationery which in the wrong hands, could be used to
obtain medicines fraudulently. This includes, for example: Supplied via
Pharmacy Indent books

General supplies

Hospital Interim Discharge Notification & Prescription forms

General supplies

Controlled Drug Order books

Pharmacy

Controlled Drug Record books

Pharmacy

Out-patient prescription pads

Pharmacy

HBP10 Prescription pads

Pharmacy

3.

Security

3.1

The security of controlled stationery in a ward/department is the responsibility of the
registered nurse/midwife/ODP in charge of the ward/department and must be held
securely at all times.

3.2

Any unused controlled stationary, e.g. unused controlled drug order books, prescription
forms etc, that is no longer required must be returned to the issuer who must record receipt
and ensure secure and recorded disposal.

4.

Controlled Drug Books

4.1

All controlled drug record books and controlled drug order books are uniquely numbered
to ensure traceability. A record is kept of the receipt and issue of controlled stationery,
including the date issued and the identities of the persons requesting and issuing it.

4.2

Only one controlled drug record book should be in use in a ward/department at any one
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SECTION 1 - Controlled Stationery
time, unless permission has been given from pharmacy or the Controlled Drug
Governance Team for the ward/department to hold a separate controlled drug record book
to record patient’s own controlled drugs.
4.3

Only one controlled drug order book should be in use at any one time, unless permission
has been given from pharmacy.

5.

Pharmacy Indent Books - Each ward/department should at any given time have a
maximum of two pharmacy indent books available.

6.

HBP 10 Prescription Pads

7.

•

HBP 10 prescription pads will only be supplied to authorised designated
departments after prior arrangement and agreement with pharmacy.

•

Only one such pad will be held by each designated department at any time.

•

HBP 10 prescription pads will only be supplied following a request from the
Nurse in Charge of the Department.

•

Following the request a new prescription pad will only be supplied by
pharmacy on presentation of the used pad at Pharmacy.

•

HBP 10 prescription pads are uniquely numbered and a receipt must be signed and
dated when pads are issued from the pharmacy.

•

For audit purposes pharmacy shall receive a report from the NHS Lanarkshire
Prescribing Management Team on the use and associated costs of HBP 10
prescriptions pads issued.

Loss or Theft of Controlled Stationery
Loss or theft of controlled stationery must be reported immediately to the person in charge
of the ward/department who is responsible for investigating and reporting the incident.
The site pharmacy manager should be informed. The Accountable Officer should be
informed of any losses relating to stationery relating to Controlled Drugs.
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SECTION 2 - Stock Control of Medicines in Wards & Departments
SECTION 2 - Stock Control of Medicines in Wards & Departments
Note: - Controlled drugs are dealt with under Sections 19 and 20
1.

Introduction

1.1

The registered nurse/midwife in charge along with appropriate Medical and Pharmacy
Staff will agree a list of medicines which will be stocked in the ward/department at all
times and these will be termed "stock" medicines.

1.2

Medicines which do not appear on the ward/department stock list will be classed as
"non-stock" medicines. Non-stock medicines are supplied only when there is a patient on
that medicine and are returned to pharmacy when no longer required.

1.3

The supplying Hospital Pharmacy Manager will satisfy them self that the storage
facilities for medicines are adequate in wards and departments and meet the highest
practical security standards - see Section 5.

2.

Stock Control

2.1

Stocks of medicines will be maintained at a level which allows the ward or department to
function efficiently without overstocking.

2.2

Stock lists should be reviewed regularly, at least annually, by pharmacy in conjunction
with ward staff.

2.3

Nursing/midwifery staff must ensure that, when they receive medicines from pharmacy,
they place them in cupboards in such a way that medicines with shortest expiry dates are
at the front, and hence will be used first.

2.4

The registered nurse/midwife in charge and/or pharmacy staff should check the
medicines in stock frequently to ensure that it is suitable for use.


Medicines not in use, which are approaching their expiry date, and which could be
used in other wards/departments, should be returned to pharmacy 3 months before
they expire. This must be arranged in consultation with the supplying pharmacy
department.



Medicines which are seldom used, but which must be stocked for emergencies,
should be returned to pharmacy just before they expire.



Replacement of short dated stock should be initiated at least one month before it is
required to ensure that the ward/department stock of medicines is always in date.
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3.

Returning Medicines to Pharmacy

3.1

Medicines brought into hospital by patients - see Section 7, paragraph 9 and 10

3.2

Medicines requiring refrigeration – contact pharmacy for advice

3.3

Cytotoxic medicines – contact pharmacy for advice

3.4

Ward non-stock medicines – contact pharmacy for advice. Consideration will be given as
to whether the medicine may be required in the foreseeable future.

3.5

Full packs of tablets/capsules, liquids, creams/ointments, etc., and part packs of injections
may be returned to pharmacy. Those which are in date and in good condition will be
returned to pharmacy stock.

3.6

Part packs of blister packed tablets and capsules which are returned to pharmacy and
which are in date will be assessed by pharmacy for suitability for use against predefined
criteria.

3.7

Opened packs of liquids, creams/ointments, loose packed tablets/capsules etc., and out of
date medicines which are returned to pharmacy will be destroyed appropriately by
pharmacy.

4.

Expiry Dates
Manufacturer’s guidelines for the proper storage of medicines must be followed to ensure
the validity of the expiry date.
Use by January, 2023 means do not use after 31.01.23
Use before January, 2023 means do not use after 31.12.22
Expires or Expiry January 2023 means do not use after 31.01.23
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SECTION 3 - Supply of Medicines from Pharmacy
SECTION 3 - Supply of Medicines from Pharmacy
Note: - Controlled drugs are dealt with in Sections 19 and 20.

1.

Ordering

1.1

Pharmacy is the sole ordering and supply point for all medicines, including clinical trial
medicines and samples.

1.2

Medicines are ordered on pharmacy approved indents or electronic systems. Indent
books are controlled stationery and must be kept secure. The registered nurse/midwife in
charge will ensure that such stationery is stored and utilised according to procedures
detailed within this manual. Loss or theft of any controlled stationery shall be reported
immediately to the person-in-charge of the ward/department and to pharmacy.

1.3

Where ordering is done using an approved electronic system the NHS Lanarkshire IT
Security Policy re Secure Use of Passwords must be adhered to.

1.4

Medicines will only be supplied by pharmacy on :a. receipt of a completed medicines requisition, which complies with the following
requirements
 Hospital Name


Ward number and date entered.



End of order is 'short ruled' to prevent additions.



Signature of authorised staff (see no. 3 below)



Any amendment to indents has been initialled by the authorised member of staff
who signed the original order or is signed in full by another authorised member of
staff.

b. As part of a pharmacy top-up service.
c. Through individual patient supply systems.
d. By pharmacy emergency supply via the on call pharmacist.
1.5

Medicines added to an indent after it has been short-ruled WILL NOT be issued by
pharmacy.

1.6

Any indents written then not required must be marked and signed "Cancelled."
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SECTION 3 - Supply of Medicines from Pharmacy

2.

Pharmacy "Top Up" Service

2.1

Pharmacy offers a pharmacy top up service to designated wards/departments.

2.2

Designated members of pharmacy staff will make regular visits to the ward, they are
responsible for: Ordering items detailed on the ward stock list/profile.


Ordering non-stock items that are prescribed on patients’ medicine prescription
forms.



Ordering temporary stock items required for specific long term patients.



Removing excess stock or items no longer required.

2.3

Ward/Department staff are responsible for ordering all other medicines and
pharmaceutical products and maintaining cupboards in an orderly manner.

2.4

Ward/Department staff are responsible for transferring non-stock medicines with the
patient when the patient is transferred to another ward.

3

Signatures.

3.1.

Requisitions for medicines must be signed by either: The registered nurse/midwife from the ward or department.
 The doctor/dentist/officer in charge of the department requiring the medicine.

3.2

Where a top-up service is provided by pharmacy staff the requisition for medicines will
be signed by the individual member of pharmacy staff producing it.

3.3

For wards supplied with an individual patient supply system, an indent is generated by
the pharmacy department, or individual prescriptions written.
For these the original prescription and associated pharmacy paper work represents the
signed order.

4

Emergency Supplies

4.1

For emergency supplies when pharmacy is closed please refer to Section 4 of the
Medicines Code of Practice.

4.2

Telephone/fax requisitions to pharmacy for a medicine for ward/department stock may be
accepted from outside hospitals/clinics only and must be done in accordance with current
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SECTION 3 - Supply of Medicines from Pharmacy
NHSL Information Governance Standards. The procedure detailed below in 4.3 & 4.4
must be adhered to.
The person authorised to order medicines should telephone the appropriate pharmacy
store/distribution. Clear details of the nature of the emergency and the product required
must be given. It must be agreed at the point of ordering who will be responsible for
arranging delivery and the timescale for this. An indent will be created by the member of
pharmacy staff accepting the emergency request and a copy will be sent to the requesting
ward.
4.3

The member of pharmacy staff receiving the telephoned request, will record all relevant
details in the "Telephone Requisition Book". This is signed and dated, before the order is
actioned. The following details are recorded along with the order : ward/department indent number.
 name and status of the person placing the order.
 where there is any doubt, the pharmacy will return the call to confirm details and
verify the source of the request.

4.4

The pharmacy must be provided with a signed written confirmation of the order within 24
hours. This indent must be clearly marked "Confirmation of Telephone Order"

5.

Receipt of Medicines by Wards & Departments

5.1

All deliveries of medicines must be unpacked and checked on receipt. The
indent/delivery note, and where appropriate computerised picking list, must be signed in
the appropriate section by the nurse checking the goods received, having completed the
check.

5.2

Pharmacy must be notified immediately of any discrepancies.

5.3

A signed copy of the delivery note must be returned to the pharmacy to confirm receipt.
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SECTION 4 - Supply Medicines When Pharmacy Is Closed
SECTION 4 - Supply Medicines When Pharmacy Is Closed

1.

Doctors and registered nursing/midwifery staff who require medicines for a patient
in an EMERGENCY when pharmacy is closed should;
a. Check the medicine is not available from another ward in the hospital and then check the
hospital Emergency Drug Cupboard - the content list for the Emergency Cupboard is
available via FirstPort – see links below
Hairmyres - http://www.medednhsl.com/sites/sitestore/PRESCRIBING09122011/HMEMERGENCY-CUPBOARD-LIST-%28SEPTEM-592431-05-09-2017.doc
Monklands http://www.medednhsl.com/sites/sitestore/PRESCRIBING09122011/EMERGENCYCUPBOARD-LIST-2-553773-09-08-2017.rtf
Wishaw General –
http://www.medednhsl.com/sites/sitestore/PRESCRIBING09122011/Emergency-roomlist_September-2017-463026-28-09-2017.doc

b. Contact the Hospital Cover on duty, who will obtain the medicines, where appropriate,
from the HOSPITAL EMERGENCY CUPBOARD and document the medicine, form
quantity supplied and ward/location. It is recommended that when staffing levels permit
the removal and recording of drugs is witnessed by a second registered nurse/midwife.
or
c. If necessary the Hospital Cover on duty for the site may contact the switchboard operator
to put them in touch with the on-call pharmacist.
or
d. In certain situations it may be appropriate to transfer medicines between wards. For
detailed advice see Section 6.

2.

Access to pharmacy premises out of normal working hours is controlled and the on-call
pharmacist must be contacted in the first instance via switchboard.

3.

Keys for the Emergency Cupboard should be in the personal possession of the Hospital
Cover on duty at all times.
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4.

Pharmacy will reconcile the stock held within the Emergency Cupboard each day, against
the record book and will maintain appropriate stock levels within the cupboard.
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SECTION 5 - Storage and Security of Medicines in Wards and Departments
SECTION 5 - Storage and Security of Medicines in Wards and Departments
1.

Security

1.1

All medicines will be stored securely in pharmacy and at ward, theatre or department
level to maintain their quality and security in suitable cupboards, refrigerators or freezers
as appropriate

1.2

The registered nurse/midwife in charge is responsible for the safe custody of all
medicines in her/his ward or department.

1.3

Medicine cupboards and trolleys should be sited where most convenient for nursing
staff, whilst allowing adequate space and permitting surveillance to afford maximum
security against unauthorised entry. Medicine cupboards should be sited in a clean
utility room to which the general public does not have access. Cupboards should not be
sited where they may be subjected to higher than average humidity or temperature.
Reagent cabinets should be sited in areas where testing is carried out. The design and
location should be approved by a pharmacist.

1.4

The registered nurse/midwife in charge must ensure that the keys of the medicine
cupboards are held securely. Any duplicate keys to medicine cupboards must be kept
secure at all times and access to them restricted. Records of access to the duplicate keys
must be maintained.
The key of the Controlled Drugs cupboard should be kept separately and should be
carried by the registered nurse/midwife in charge of the ward/department at all times.
(See Section 20, Controlled Drugs in Operating Departments, for further advice.) Any
duplicate key to the controlled drug cupboard must be kept secure at all times and access
to this key restricted. Records of access to the duplicate key must be maintained.

1.5

All medicine cupboards and refrigerators in which medicines are stored should be
kept locked when not in use.

1.6

Medicine cupboards must not be marked with distinguishing labels such as "C.D.
Cupboard" etc. Colour coding of locks and keys is the preferred method for ease of
identification by the registered nurse/midwife if required.

1.7

Controlled drug and medicine cupboards, cabinets and refrigerators MUST NOT be
used for the storage of other materials, or patients' valuables.

1.8

Ward Closure - If a ward or department is to close permanently all medicines and
pharmacy products must be returned to pharmacy. Should the ward/department close
for only a temporary period – pharmacy must be contacted for advice. If a ward or
department is due to close and regular CD checks cannot be maintained pharmacy must
be contacted for advice and to assist in arranging temporary secure storage of CDs.
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2.

Storage Cupboards

2.1

Medicines must be separated within cupboards and stocked, preferably alphabetically, by
generic name as follows:a.

Controlled Drugs must be kept in a cupboard reserved for preparations
controlled by the Misuse of Drugs Regulations, 1985, Schedules 2 and 3.
In critical care areas where Strong Potassium Chloride KCl is permitted it must be
stored in the controlled drug cupboard and a record kept in the CD record book as
detailed in the Patient Safety Alert NPSA July 2002.

b. Medicines intended for internal use should be kept in a separate cupboard.
Separate shelves should be used for:Injections
Tablets and capsules
Mixtures, syrups,
Mouthwashes, gargles and throat lozenges should be stored with internal medicines
or, if preferred, in a separate lockable cupboard.
c. Medicines intended for external use must be kept in a separate cupboard. They
should be stored in an orderly fashion, separating creams, ointments, lotions,
liniments, poultices, dusting powders, eye, ear and nose preparations, topical
patches, pessaries and suppositories.
d. Disinfectants and antiseptics issued by pharmacy should be kept in a separate
cupboard. Floor cleaning materials used by domestic staff should be kept in a
lockable cupboard in the domestic services room.
e. Reagents should be kept in a cupboard reserved for reagents only.
i)

Urine testing reagents must be kept in a lockable cupboard and sited where
urine testing is carried out.

ii)

Blood testing reagents should be kept in a cupboard in a clinical area.

f. Simple intravenous infusions and sterile fluids for topical use and
bladder irrigation may be kept separate in a cupboard or on a shelf by
themselves.
g. Emergency drug trays/boxes are supplied to agreed locations and kept in
closely supervised areas.
Within the three acute hospitals any used or expired trays must be returned to the
pharmacy for replacement. Pharmacy must be notified before the tray is returned so
that availability of emergency trays in the ward/department is maintained.
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Within off-site hospitals emergency trays/boxes are maintained by nursing staff.
Ward staff may return expired stock once replacement stock has been received, but
the emergency tray/box should not be returned to pharmacy.

3.

Medicines Requiring Refrigeration

3.1

Medicines that require refrigeration must be stored at between 2°C–8°C in a refrigerator,
unless otherwise directed. NOTE: The instruction "store below 25oC" does not
generally mean the product requires refrigeration. Consult pharmacy for
information.

3.2

The refrigerator must be lockable and of adequate size. It must be designated for the
purpose of medicine storage and not shared with biochemical or biological samples or
food or drink.

3.3

Internal and external preparations should be stored on separate shelves within
the refrigerator.

3.4

The temperature of the refrigerator must be checked daily using a max/min thermometer
to ensure that these limits are observed. A daily record of temperatures recorded must be
maintained on the fridge monitoring sheet within the ward/department. Pharmacy must
be contacted for advice if a refrigerator temperature above 8oC or below 2oC is recorded.

3.5

Drug refrigerators should be wired by a spur unit. This will avoid the use of sockets and
minimise the possibility of the refrigerator being switched off accidentally. Note:medicine refrigerators without a freezer compartment do not require to be defrosted and
so the need to switch them off is minimal.

4.

Medicine Trolleys
Medicine trolleys must contain only medicines which are currently in use. The trolleys
must be locked and secured to a fixed point when not in use for administration of
medicines. When in use for the administration of medicines the trolley must never be left
unattended.

5

Patient Bedside Lockers with Integral Medicines Storage.

5.1

Patient’s own medicines brought into the ward/department should be stored in the patient
bedside lockers with integral medicines storage drawers/cabinets. This medicine storage
drawer/cabinet must be kept locked at all times and the key held securely by the
ward/department.
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5.2

Staff must check integral medicines storage drawer/cabinets when patients are moved
to another bed within the ward, transferred or discharged.
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SECTION 6 - Transfer of Medicines Between Wards
SECTION 6 - Transfer of Medicines Between Wards
The registered nurse/midwife in charge is responsible for the safe custody of all medicines in
their ward or department and must be aware of the transfer of medicines to/from the
ward/department.
All medicine transfers must be recorded. It is appropriate for this to be recorded in the nursing
documentation that accompanies a transferred patient

1.

Transfer of Medicines For Single Patient Use

4. 1

Medicines which are for use by single patients e.g. inhalers, eye-drops, nasal sprays, nonstock medicines supplied for a named patient etc. should be transferred with that patient
when they are transferred from one ward/department to another. This type of medicine
transfer may take place at any time without contacting pharmacy. These items must have
the patient’s name on them. Pharmacy should be contacted for advice and direction if
required

4. 2

Medicines which have been brought into hospital by the patient, i.e. patient’s own
medicines should be transferred with that patient if moved from one ward to another.
See Section 7 for further guidance on handling of patient’s own medicines.

4. 3

Responsibility for the safe keeping of the medicines during transfer lies with the member
of staff carrying out the transfer

2.

Transfer of Medicines (Other Than Controlled Drugs) When The Pharmacy is Open
Other than those medicines mentioned above there should be no transfer of medicines
when pharmacy is open.

3.

Transfer of Medicines (Other Than Controlled Drugs) When The Pharmacy is
Closed

3. 1

When the pharmacy is closed it may be necessary/appropriate to transfer medicines from
one ward/department to another.

3. 2

Medicines must be retained in their original container and must not be decanted into
another container. The pneumatic tube must not be used for the transfer of medicines
between wards.

3. 3

Where only a single dose is required, or in situations where the providing ward do not have
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sufficient stock to allow the requesting ward to have the original pack, the medicine must
still be retained in its original container at all times. A registered nurse/midwife from the
supplying ward will provide the requesting ward with an original container of the
medicine. The requesting ward must return that container and the remaining stock to the
providing ward as soon as the medicine has been administered to the patient.
3. 4

It is required that a detailed and auditable record is maintained of all medicines borrowed
or issued from the ward. It is the ward which supplies the medicine whose ‘Medicine
Borrowing Book’ is completed. The white copy goes with the goods to the requesting
ward, the yellow copy is sent to pharmacy and the bottom copy stays in the book.

3. 5

The ward receiving the medicine does not replace the borrowed medicines obtained from
the prov iding ward.

4.

Transfer Of Controlled Drugs

4. 1

When the Pharmacy is open Controlled Drugs must not be transferred between
wards/departments.

4. 2

If a controlled drug is required when pharmacy is closed the on-call pharmacist should be
contacted via Switchboard for advice. The pharmacist will indicate how long it will take
for a supply to be made. If, in the best interest of the patient, the time scale is too long then
the pharmacist will advise which other ward may hold stocks so that a supply of the
medicine can be obtained as follows. Please note - full packs cannot be transferred
between wards only single doses.

4. 3

•

One registered nurse/midwife from the requesting ward must take the patient’s
medicine prescription form to the providing ward

•

A registered nurse/midwife from the providing ward and the registered nurse/midwife
from the requesting ward will write one dose of the required medicine out of the
providing ward’s controlled drug register indicating the patient name and the
name/number of the ward receiving the medicine.

•

The registered nurse/midwife from the providing ward must then accompany the
registered nurse/midwife from the requesting ward to the patient and witness the
administration of the medicine and record the administration on the patient’s medicine
prescription form.

The on-call pharmacist will confirm the need to provide further supplies for continuity of
treatment. Details of any transfer must be reported to pharmacy when it next opens.
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SECTION 7 - Patients Own Medicines
1.

General Principles

1.1

All medicines brought into hospital by patients remain their own property.

1.2

Patient’s own medicines must not be administered to another patient.

1.3

Patient’s own medicines should not be mixed with ward or department stock.

1.4

Medicines brought into hospital by patients should be reviewed by the clinician on
admission and a record made in the Multi-Disciplinary Admissions Record detailing
whether each medicine is to be continued, stopped or withheld during the inpatient stay by
annotating the medicines reconciliation page with ‘continue’, ‘stop’ or ‘withhold’.

1.5

Those medicines marked as ‘stop’ should be sent to pharmacy for destruction as they are
no longer required for that patient’s care. The patient should be informed that the
medicine has been stopped and that the medicine will be disposed of. If the patient does
not consent to the medicine being disposed of see paragraph 10 below for guidance on
destruction of patients own medicines without consent

2.

Patient’s Own Controlled Drugs

2. 1

Patient’s own controlled drugs must be stored in the controlled drug cupboard separate
from ward stock.

2. 2

The name, form, strength and quantity of the patient’s own controlled drugs must be
recorded in the ward’s controlled drug record book along with a record of all
administrations. This record must be on a separate page from ward stock records.

2. 3

The same page may be used for more than one patient’s own controlled drugs. The
balance of patients’ own controlled drugs must be reconciled at least once every 24 hours.

2. 4

The record must be completed, indicating whether the controlled drugs are returned to the
patient on discharge, to their relatives, or destroyed on the ward by a pharmacist, witnessed
by a registered nurse/midwife.

3.

Storage of Patients Own Medicines

3. 1

All medicines must be stored in a designated locked medicines cupboard/drawer or
refrigerator. All bedside lockers on acute hospital wards are fitted with a secure and
lockable medicines cabinet/drawer that should be used for storage of patient’s own medicines
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(seek advice from pharmacy).
3. 2

Medicines must not be stored in the patient’s luggage or open bedside locker.

4.

Use of Patients Own Medicines During In-Patient Stay

4. 1

With the patient’s consent patient’s own medicines may be used in the following
circumstances if the patient is to continue on the medicine and it has been prescribed on
their prescription sheet:
 the medicine is not in stock on the ward and is not available from pharmacy within a
reasonable timeframe.


the medicine is an inhaler



the medicine is an ointment or cream



the medicine is part of a clinical trial



the medicine is part of a course of treatment i.e. hormone replacement therapy,
oral contraceptive pill, antibiotics, clozapine etc



the ward has a pharmacy approved Patients’ Own Drug (POD) medicine supply
system in operation. Please note - Implementation of a POD scheme to an individual
ward must be with the approval of the site Pharmacy Manager and Chief Nurse.
Individual wards may not develop or implement their own POD schemes.

4. 2

Before the decision is made to use a patient’s own medicine the integrity of the medicines
must be assessed by a registered nurse/midwife, medical or pharmacy staff. A record must
be made in the nursing or medical notes signed by the assessor giving details of the
medicines suitable for use.

4. 3

Patient’s own medicines may only be used if they comply with the following:
 The medicine is in an original dispensed container or blister pack clearly labelled with
the name and strength of the drug and the name of the patient.

4. 4



The contents of the container are all of the same appearance and can be identified as
being the drug named on the outer container and are the correct strength and
formulation.



The medicine is within three months of the dispensing date on the container and is not
passed the expiry date on an original pack.



On examination the medicines and container are in good condition and acceptable for
use.

If there is any doubt as to the identity or quality of the medicines they must not be used.
Further advice should be sought from Pharmacy.
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4. 5

All medicines should be prescribed in the usual way on the prescription sheet. A record
should be made in the nursing notes and prescription sheet that the patient’s own medicines
have been used.

5.

Transfer Between Wards Of Patients Own Medicines.
Medicines which have been brought into hospital by the patient, i.e. patient’s own
medicines should be transferred with that patient if the patient is moved from one ward to
another. Responsibility for the safe keeping of the medicines during transfer lies with
the member of staff carrying out the transfer.

6.

Return of Patients Own Medicines at Discharge
Patients own medicines may be safely returned to the patient at point of discharge
providing:

The medicines is still prescribed on discharge



The medicine is appropriately labelled with current dose



The medicines are still in date

7.

Disposal of Patients Own Medicines

7.1

Patients own medicines should not be destroyed or otherwise disposed of without
agreement from the patient or their carer/relative unless the medicine is no longer required
for that patient or it is considered that it could be a potential hazard to the patient or others
if the medicine were to be returned to them, e.g. medicines subject to abuse etc – see para
8 below.

7.2

Verbal consent to dispose of patients own medicines is sufficient – this should be
documented in the nursing notes / POD assessment documentation or on the front of the
Medicine Kardex (dependent on local SOPs).

8.

Disposal Without Consent
If a patient (or their representative) refuses consent for destruction of medicines that are no
longer clinically indicated, or are otherwise unsuitable for use, this must be documented in
the medical notes. If required, medical staff and the patient’s GP should be informed and
resolution sought.
For further advice please contact pharmacy.

Document Code
Updated By
Approved By
Supersedes

MedCOP00701
Director of Pharmacy
QPPGG
Sections 7 & 17 Jan 2015

Date Approved
Review Date

16 April 2018
31 March 2023
Page 21 of 93

Uncontrolled when printed
NHS Lanarkshire Code of Practice for Medicines’ Governance
SECTION 8 – Disposal of Medicines

SECTION 8 – Disposal of Medicines
Medicines intended for disposal must be stored securely at all times.
Controlled Drugs - Please contact pharmacy for advice
Cytotoxic Medicines - Please contact pharmacy for advice
Medicines That Require Refrigeration and which are still in date – please contact pharmacy for
advice.
Infusions
If the infusion has been attached to a patient it is classified as clinical waste and is disposed on
the ward via the clinical waste stream.
If the infusion has not been attached to a patient it is disposed on the ward via the pharmaceutical
waste bin (Blue Lid).
Ward/Department Stock Medicines
Part used ampoules etc. - (except controlled drugs or cytotoxic medicines) should be disposed
on the ward via the pharmaceutical waste bin (Blue Lid)
Expired items (except controlled drugs or cytotoxic medicines) should be disposed on the ward
via the pharmaceutical waste bin (Blue Lid)
Medicines that are in date but no longer required - should be returned to pharmacy for
disposal. This must be arranged in consultation with pharmacy. The registered nurse in charges
should inform the ward pharmacy assistant /technician if stock items are no longer required so that
the ward/department stock list can be updated.
A full record is made in the returns book of all medicines being returned.
Medicines which are seldom used but which must be stocked for emergencies should be
returned to pharmacy just before they expire. This must be arranged in consultation with
pharmacy to ensure that replacement stock is available.
Medicines that were brought into hospital by a patient. See Section 7 paragraphs 7 and 8
Community Psychiatric Nurses. All out-of-date medicines and any medicines no longer
required should be returned to the supplying pharmacy, with appropriate security precautions.
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Community Midwives. Medicines supplied to a patient for a home delivery should be returned
to the supplying pharmacy for disposal.
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SECTION 9 - Retention of Documents
Further guidance regarding the retention of medicine related records can be found in the
Pharmaceutical Journal (Vol 285) 24/31 July 2010 pages 119 to 122 http://www.pharmaceuticaljournal.com/files/rps-pjonline/pdf/PJ240710_119-122.pdf

1.

Retention of Documents By Wards & Departments

1.1

Individual Patient Prescriptions & Recording Sheets
All medication prescription forms, including parenteral nutrition, chemotherapy, subsidiary
prescription forms/sheets, recording and administration sheets etc. must be filed in the
patient's case notes.

1.2

Controlled Drug books
Ward Controlled Drug Record Books must be retained by the ward/department for 7years
(due to destruction records) from the last date of entry.
Ward controlled drug order books must be kept for 2years from the date of the last entry.

2.

Retention of Documents by Pharmacy

2.1

Individual patient prescription forms i.e. discharge, pass and out-patient prescriptions
including controlled drug prescriptions. Copies of all prescriptions presented to
pharmacy must be retained by pharmacy for 2 years.

2.1

Prescriptions for Immunoglobulins and blood products - The record of product
supplied must be retained for 30years to allow full traceability of all blood product use.

2.2

Unlicensed Medicines - Dispensing/supply record must be retained for 5years.

2.3

Parenteral Nutrition prescriptions - The original prescription must be kept in the
patient’s notes. The pharmacy copy must be retained by pharmacy for 2years.

2.4

Chemotherapy prescriptions - The original prescription must be kept in the patient’s
notes. The pharmacy copy must be retained by pharmacy for 2years after last
chemotherapy treatment.

2.5

Controlled Drug Registers, including Controlled Drug Destruction Record - must be
retained for 7 years from the date of the last entry

2.6

Clinical Trial Prescriptions – individual trial protocols will determine the record
keeping arrangement for that trial.
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2.7

Pharmacy Manufacturing Worksheets.
Type of worksheet

Comments

Paediatric

Recommended
min period
28 years

Chemotherapy/aseptic

11 years

Product liability extend to 11years after
expiry

Parenteral nutrition

11 years

Product liability extend to 11years after
expiry

Extemp dispensing record

11 years

Product liability extend to 11years after
expiry
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SECTION 10 - Prescribing
1.

General Principles

1. 1

A patient’s treatment with medicines must be initiated through a formal process. This will
usually be via prescribing by a suitably qualified and authorised prescriber, or may be
through an approved patient group direction (PGD).

1. 2

Medicines may only be prescribed by a suitably qualified practitioner who is
recognised and authorised by the organisation to undertake this function. All
prescribers are responsible for:
 Conforming to legal requirements and ensuring the safe and clinically appropriate use
of medicines
 Adhering to the NHS Lanarkshire Joint Formulary
http://www.medednhsl.com/meded/nhsl_formulary/





Checking the patient’s medical record before a new prescription is written.
Discussing aims and side effects of drug treatment with the patient or their
representative, if possible
Documenting the treatment plan, including how the response to drug therapy is to be
monitored, clearly in the patient’s clinical notes

1. 3

Nurses and midwives are not authorised to administer medicines to a patient if they have
not been prescribed correctly

1. 4

In certain life-threatening circumstances the process may not be formally initiated in full
but retrospective records must be made to detail the treatment given.

1. 5

Where a licensed medicine is available, it should normally be prescribed in preference to
any unlicensed alternative.

1. 6

Medicines are prescribed by their Recommended International Non-Proprietary Name
(rINN). The exceptions to this are: • Modified release oral preparations of drugs where bioavailability may be a problem,
e.g. phenytoin, lithium, diltiazem, , theophylline, ciclosporin preparations etc. These
medicines should be prescribed using their brand name. See formulary for details.
•

Medicines which contain more than one ingredient and for which an approved name
has not been designated.

•

Biological medicines, including biosimilar medicines, should be prescribed by both brand
name and the generic name, e.g. infliximab (Remsina).
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2.

Non-Medical Prescribers

2. 1

All non-medical prescribers must:
 Have successfully completed an accredited non-medical prescribing course and have
an annotation signifying their non-medical prescribing status on their professional
register entry.


Have received written confirmation that they are included on the NHS Lanarkshire
non-medical prescribers’ database. To achieve this they must submit a specimen
signature and a copy of their academic result to the appropriate contact as listed
below Nursing and AHP’s contact = the Practice Development Centre at Beckford Street
Pharmacists contact = their professional line manager/Head of Pharmacy.



Agree their role and scope of duties with their line manager and the service manager
for the area in which they work, including reference to prescribing within the job
description.



Provide evidence to their line manager that they are up to date and competent within
their sphere of prescribing practice each year as part of their annual PDP appraisal
and re-validation process.



Prescribe only within their professional competency.

2. 2

Where a non-medical prescriber changes job roles, has an extended period of absence or
is a new NHS Lanarkshire employee with an existing NMP qualification, they must
complete a further period of supervised practice. The requirements in each case will
differ and agreement must be reached between the individual practitioner, their line
manager and the NMP lead as to necessary requirements.

2. 3

It is the responsibility of the non-medical prescriber to inform the NMP Practice
development Practitioner if they leave NHSL or are no longer prescribing.

2. 4

Each registered practitioner is accountable for her/his own conduct and practice in
accordance with the professional standards of their regulatory body, e.g. NMC Standards
of Conduct, Performance and Ethics for nurses and midwives, General Pharmaceutical
Council’s Standards of Conduct, Ethics & Performance etc.

2. 5

Further info can be found on FirstPort via http://firstport2/staff-support/practicedevelopment-centre/non-medical-prescribing/default.aspx
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3.

Checks Prior To Prescribing

3. 1

Before the prescription is written a full medicines reconciliation process should have
been completed for the patient by the admitting clinician, documentation of continue,
stop or withhold must be completed

3. 2

Before the prescription is written on a prescription form or supplementary sheet the identity
of the patient must be checked against the personal details on the prescription form.

3. 3

The list of drugs to be avoided due to previous adverse reactions/allergies should be
checked and documented

3. 4

A check must be made of any supplementary medication sheets which may be in use, e.g.
insulin, warfarin etc.

3. 5

A check should be made of any relevant formulary implications.

4.

Prescribing For In-Patients

4.1

Prescription must be written on approved stationary, or prescribed electronically if local
procedures for electronic prescribing for in-patient are in place.

4.2

All entries on the prescription sheet must be hand printed legibly in indelible ball point ink
(i.e. not fountain pen) preferably in block capitals.

4.3

For in-patient prescriptions the following details are required:-

4.4



Patient’s name, CHI number age of the patient must be stated - an addressograph label
can be used.



A record of the known body weight is essential for children and "fragile" patients, and
for patients receiving drugs that require therapeutic monitoring (TDM), weight based
dosing, dopamine or chemotherapy. This should be entered in the medication
prescription form in the weight box.



Known sensitivities



The medicine name, strength, form, dose route and time of administration



Date prescribed



Prescriber’s signature



Stop or review date for parenteral drugs – especially IV antibiotics.

The date must be clearly printed for each medicine prescribed. For regular medication
this is the date the prescription must start. Bracketing of dates is not acceptable. For
medicines which are to be administered once only this is the date the medicine is to be
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administered on. When a prescription form requires to be rewritten the original
prescribing date should be used, unless the medication and or dose is changed (in
which case an appropriate note should be made in the case record).
4.5

The dose to be administered must be stated. The unnecessary use of decimal points
should be avoided.


For solids, quantities of one gram or more must be written as 1g, etc.



Less than one gram must be written in milligrams, e.g. 500mg, not 0.5g.



Quantities less than one milligram must be written in micrograms e.g.
100micrograms, not 0.1mg.



“micrograms" and "nanograms" must not be abbreviated.



When decimals are unavoidable, a zero should be written in front of the decimal point
where there is no other figure, e.g. 0.5 ml not .5 ml.



“Units" must not be abbreviated

4.6

Abbreviations are not acceptable, for example ‘prn’ must be written as ‘as required’
and ‘6o’ must be written as ‘6 hourly’ etc.

4.7

The red section of the paper prescription form ‘Parenteral Drugs: Regular
Prescriptions’ is for prescribing regular parenteral medication only, i.e. IV, SC, IM

4.8

The blue section of the paper prescription form ‘Oral and Other Drugs: Regular
Prescriptions’ is for prescribing regular doses of all other medication, e.g. oral, inhaled,
topical treatment.

4.9

The blue section of the paper prescription form ‘All Routes: As Required Prescriptions’
is for prescribing all ‘as required’ medication regardless of route.

4.10

Critical Care Prescription Form The red section of the critical care prescription form is
for prescribing parenteral continuous infusions and the green sections of the critical care
prescription form are for prescribing regular parenteral medicines

4.11

Signatures - Each entry on the medication prescription form must be signed in ink with the
full signature of the prescriber. Initials are not acceptable, except when cancelling
prescriptions. Entries must not be bracketed together under one signature.

4.12

Times of Administration - The times of administration must be clearly indicated, either
by placing a tick in the appropriate section or in writing. If the medicine is to be
administered at non-standard intervals, the times of administration must be clearly stated.
The 24hour clock must be used.
It is the prescriber's duty to familiarise him/herself with the times that medicines are
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actually administered on the ward so that alternative times can be specified, if necessary.
4.13

"As Required" Prescriptions - Prescriptions for medicines which are only administered
"as required" must state the symptoms to be relieved, the minimum dose interval and
maximum dose allowed in 24 hours which can be administered e.g. Paracetamol Tablets 1
gram every six hours when required for headache, maximum 8 tablets in 24 hours.

4.14

If a drug is prescribed in both the ‘regular’ and ‘as required’ sections of the prescription
form, this must be emphasised in the ‘additional instructions/comments’ box in both
sections of the prescription form.

4.15

Oral, IM or IV formulations of the same medicines must be prescribed as separate items.
It is not permitted to write O/IM/IV in the route box.

4.16

Variable Dose Prescriptions - can be of two types:
 Prescribed in the regular prescription section and cross-referenced to the appropriate
chart, e.g. sliding scale insulin.


Prescribed in the as required section e.g. analgesics

The prescription must clearly state, or refer to ward protocol, the circumstances under
which the person administering the medicines may vary the dose, as well as the frequency
of dose.
4.17

Route Of Administration
 The route of administration must be clearly written in full, e.g. “oral” or “topical” or
by using the following instructions:- IV, SL, PR, SC, IM, PV – see back page of
medicine prescription form.


4.18

4.19

Eye and ear preparations must be clearly designated. The eye or ear to be treated must
be specified.

Medicines to be Discontinued
 Medicines which are to be discontinued must be deleted by an authorised prescriber,
using a single straight diagonal line through the prescribing section. The date on
which the medicine is discontinued should be entered and initialled by the authorised
prescriber. The administration record must not be crossed out.


The authorised prescriber may annotate the prescription with a stop time and date, e.g.
stop after lunch-time dose on 5 May. In this case nursing staff or pharmacist may
complete and sign the discontinuation section of the sheet.



Highlighter pens must not be used to discontinue medicines.

Correction of Errors - Prescriptions which are entered in error should be deleted with a
single line “Cancelled” should be written in the times of administration column. The
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entry should be initialled and dated by the authorised prescriber. Correction fluid must
never be used.
4.20

Alterations to the Original Prescription - prescriptions must not be altered. If a
prescriber decides to increase or decrease the strength of a preparation, the original entry
should be deleted and a new prescription should be entered on the prescription sheet.
Ticks, used to annotate times of administration, should not be added or deleted.

5.

Additional Prescription Sheets (Continuation Sheets)

5.1

Ideally each patient should have one prescription form. If the first prescription form is full,
and additional medicines are required, the entire patient's data from the main prescription
form, together with the list of medicines to be avoided and a record of the prescription
forms in use, must be entered on the continuation form. A second form bearing only the
patient’s name is not acceptable. All subsequent sheets should be numbered.

5.2

Sheets must be clearly marked with a discontinuation date and cancelled with a diagonal
line fully across the page.

6.

Oxygen
This section does not apply to the emergency use of oxygen or to the use of oxygen
associated with operations.
Oxygen is a prescription only medicine and, other than for emergency use, must be
prescribed on the prescription form. Instructions must include the type of mask and the
flow rate to be used entered in the "times of administration" column.

7.

Pre and Post-Operative Medicines

7.1

Pre-operative medicines are prescribed on the front page of the medicine prescription form
under ‘Once Only and Premedication Drugs’

7.2

Post-operative medicines must be prescribed on the main medication prescription form or
anaesthetic sheet.

8.

Diagnostic Medication

8.1

Medicines used for diagnosis, e.g. Synacthen test, must be entered in the "Once Only and
Premedication Drugs" section on the front page of the prescription form
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8.2

A record should be made of any radio-opaque preparations, or any radio-pharmaceuticals
administered to patients in the "Once Only and Premedication Drugs" section on the front
page of the prescription form.

9.

Prescribing For Out-Patients

9.1

Hospital Out-Patients are referred back to their G.P. who will provide any medication
recommended by the Consultant/Specialist Service the patient was referred to. However,
when:

The administration of a medicine requires specialist hospital monitoring and the
Consultant retains responsibility for prescribing treatment for the patient,
or



The Consultant considers that treatment must start immediately, i.e. the treatment is
initiated within the out-patient clinic,
or



The medicine prescribed is only available to Hospitals.

9.2

The hospital prescriber may prescribe for the patient using an Out-Patient Prescription Form
which can be dispensed in the hospital pharmacy

10.

Health Board Prescription (HBP) Forms

10.1

When it is not possible to provide medicines by an internal hospital prescription it is
permissible for the Consultant to use a Health Board Prescription Form HBP10 –
commonly referred to as a ‘blue pad prescription’

10.2

Only medicines may be prescribed on the HBP10 Form. HBP10 forms cannot not be
used for appliances, dressings or chemical reagents.

10.3

The HBP10 Form is taken by the patient to a community pharmacy for dispensing.

10.4

HBP10 forms MUST NOT be used for prescribing for hospital staff or family members.

10.5

Pharmacy will audit the use and associated costs of medicines prescribed via HBP10 pads.
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SECTION 11 - Supplementary Prescription Sheets & Documentation
1

Separate supplementary prescription sheets are necessary in some circumstances to meet
particular patient requirements, e.g.:

Oral anti-coagulant prescription sheet



Fluid (additive medicine) prescription sheet



Diabetic prescription sheet



Topical chart.



TPN



Chemotherapy



Anaesthetic sheet



Epidural/PCA chart



Gentamicin/vancomycin

2

When a supplementary prescription sheet is used, this MUST be indicated on the main
prescription sheet. The writing of supplementary prescription sheets must follow the same
principles and standards as required for the main prescription sheet, as specified in Section
10.

3

Medicines prescribed in the Accident & Emergency and the Outpatient Department, the
Endoscopy and Day Surgery Units may be documented on prescription sheets designed for
use in these areas. It is recognised that if no chart exists for individual non ward areas,
then a sufficiently detailed entry in the patient's case notes constitutes a prescription.

4

A comprehensive record of all medicines administered to the patient must be maintained.

Document Code
Updated By
Approved By
Supersedes

MedCOP01101
Director of Pharmacy
QPPGG
Section 12 Jan 2015

Date Approved
Review Date

16 April 2018
31 March 2023
Page 33 of 93

Uncontrolled when printed
NHS Lanarkshire Code of Practice for Medicines’ Governance
SECTION 12 - Symptomatic Relief Policy
SECTION 12 - Symptomatic Relief Policy
The NHS Lanarkshire Symptomatic Relief Policy exists to facilitate prompt treatment of
commonly occurring symptoms through empowering nursing staff to utilise their clinical
judgement in administering those medicines included in the policy without recourse to an
authorised practitioner.
The policy does not replace the diagnosis and treatment of medical conditions by medical staff
and is not intended to treat long-standing/chronic conditions.
The medicines contained in this policy may be administered to patients by nursing staff,
providing certain criteria are met.
The policy stipulates the minimum interval and the maximum number of doses of each
medicine that can be administered before medical review. Should the patient’s condition
persist beyond that stated in the individual drug monograph then a member of medical staff
must be notified and the patient examined. Should a patient need more frequent dosing of a
particular medicine, this should then be individually prescribed for them.
The Symptomatic Relief Policy does not contain complete prescribing information.
N u r s i n g s taff are referred to the BNF and summary of product characteristics for further
information.
Clinical Conditions to which the policy applies.
•
•
•
•
•
•
•
•

Pain
Pyrexia
Dyspepsia
Dry eyes
Ear wax
Sun protection
Constipation
Cough
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Sore Throat
Maintenance of indwelling urinary catheter
Anal irritation/haemorrhoids
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SECTION 13 - Patient Group Directions (PGDs)
1.

General Principles
The majority of clinical care should be provided on an individual, patient-specific basis.
The supply and administration of medicines by PGDs should be reserved for those limited
situations where specific medicines are used very routinely within a defined patient
population and where assessment and management can be safely delegated.

2.

Patient Group Directions (PGDs) are authorisation for the supply and administration of
medicine(s) to patients by designated trained staff in the absence of a specific prescription
from a qualified prescriber.

3.

All staff involved in developing and reviewing a PGD are accountable for the content and
must ensure that the supply and/or administration of medicines under a PGD offers
benefits for patient care without compromising safety.

4.

Schedule 2 and 3 controlled drugs, unlicensed medicines, medicines being used outside
their licensed indications and medicines being used in clinical trials are all excluded from
this policy. The exceptions to this are :

Diamorphine is permitted for accident and emergency and coronary care units for
cardiac pain only



Midazolam, which can be included in a PGD.

5.

PGDs must be prepared with the full knowledge and support of the multidisciplinary team
and relevant professional managers i.e. Pharmacy, Nursing, Allied Health Professionals and
Medical staff.

6.

Consultant staff retain full responsibility for the use of medicines detailed in the PGD and
retain ultimate responsibility for the actions of all staff involved in its implementation.

For further advice on the preparation and application of PGDs please contact –
Acute Division – Practice Development
Primary Care – George Lindsay, Lead Pharmacist Primary Care.
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SECTION 14 - Remote Prescribing
SECTION 14 - Remote Prescribing
1.

General Principles

1.1

It is recognized that because of the geographical position and isolation of some units,
circumstances may arise when it is impossible for a prescriber to travel to a ward to issue
a prescription in person before the next required dose is due to be administered.

1.2

Remote prescribing can only be considered in circumstances where a prescriber is not
able to visit a ward to provide a prescription in person before the next dose of essential
medication is due to be administered, and where further delay would be detrimental to
care.

1.3

This section of the Medicines Code of Practice describes the necessary steps which must
be considered by all registered practitioners involved to ensure safe and accurate
prescribing of medication.

1.4

The requirement for remote prescribing should be minimised by anticipating possible
symptoms and ensuring that appropriate ‘when required’ medicines are prescribed.

1.5

Any decision by a registered practitioner to not to accept an order must be respected by
the prescriber.

1.6

Clinicians must always act in the best interests of the service-user.

2.

Procedure For Issuing A Remote Prescribing Order

2.1

In circumstances, where the medication has been previously prescribed and the prescriber
is unable to visit the ward to issue a new prescription in-person, but where a change of
dose or re-prescribing of a drug is considered necessary (and further delay would be
detrimental to the care of the service-user) the prescriber may issue a specific direction to
administer a dose of medication using remote prescribing (faxed copy of the
prescription).

2.2

Previously prescribed medication is defined as a medicine(s) previously prescribed within
the last 6 months by any prescriber (i.e. on a previous admission or by a General
Practitioner).

2.3

As in 1. above, only in specific circumstances, will it be acceptable to prescribe a new
medication for a patient. This will only be allowed where the prescriber has access to
patient case notes and is able to make a decision while in the presence of all necessary
information required which will include previous medical history and allergy status (see
point 7 below). Where all necessary information is not available to make a complete and
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accurate assessment of the situation, remote prescribing of any new medication must not
be undertaken. An alternative means of prescribing for the patient must be undertaken.
2.4

Remote prescribing by ‘verbal order’ (verbal instruction given by telephone) is unacceptable on its own. A faxed copy of the prescribed medication must also be provided
and a paper copy attached to the in-patient prescription and administration chart. For the
purpose of this procedure the term ‘verbal order’ has been replaced by ‘remote
prescribing order’

2.5

Local procedures will operate to ensure that security and confidentiality are maintained at
all times when faxing information. Refer to NHSL Information Governance
Policy/Strategy.

2.6

It is illegal to remotely prescribe a controlled drug (via faxed prescription)

2.7

The prescriber must ensure they have all the necessary information to support safe
prescribing practice (i.e. patient details, allergy status/, list of all currently prescribed
medication, pathology results-if required). This may require the registered nurse to fax
the service-users current in-patient prescription chart(s), and any additional information
required, to the prescriber.

2.8

The prescriber must complete a remote prescribing order form (Appendix 1) and fax a
copy of the form to the nurse-in-charge of the ward.

2.9

A prescription requested via a remote prescribing order must be countersigned by a
prescriber, ideally by the originating prescriber, on the next normal working day and no
longer than 72 hours after the remote order was given, to safeguard the welfare and
minimise risk to the service-user.

3.

Procedure For Accepting And Recording A Remote Prescribing Order

3. 1

The registered nurse or pharmacist receiving the remote prescribing order is responsible
for ensuring all relevant information has been communicated to the prescriber to enable
them to prescribe appropriately and safely.

3. 2
3. 3

Only registered nurses or pharmacists may accept a remote prescribing order.
The registered nurse or pharmacist may refuse to accept a remote prescribing order if
they believe it will compromise the provision of care to the service-user. In this instance
they should document accurately the communication that has taken place and the
rationale for the decisions made.

3. 4

If a remote prescribing order is not accepted and where a delay in initiating treatment or
amending a current prescription would be detrimental to the service-user’s physical or
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mental health the prescriber must attend the patient to issue a new prescription as soon as
possible.
3. 5

The registered nurse or pharmacist accepting the remote prescribing order will complete
the section on the remote prescribing order to indicate they have accepted the order and
transfer the information directly on to the appropriate section of the prescription and
administration chart (once only, regular or when required).

3. 6

Information recorded on the prescription chart must include; the drug (approved name),
dose, dosage form, route of administration and time(s) of administration as specified by
the prescriber. If the medication prescribed is ‘when required medication’ the
information must also state the minimum time period between doses, the maximum dose
to be administered in 24hrs and the indication for treatment.

3. 7

The following information in the ‘additional information’ section:
• “Remotely prescribed by (name of prescriber)”
• “Accepted by (name of registered nurse or pharmacist)”

3. 8

A record that a remote prescribing order has been taken must be made in the medical
notes detailing the prescriber’s name, contact number, date and time and the name(s) and
signature(s) of the staff accepting the order.

3. 9

Any active remote prescribing order not yet signed by a prescriber must be reported to
the next shift at handover and recorded in the nursing notes.

3. 10 While it is ideal to have one medication only prescribed remotely for any service user at
any given time; situations may arise where adherence to this is not possible. Prescribers
should be conscious of and assess the risks involved if deemed necessary to prescribe two
or more medications remotely for any service user at any one time.
3. 11 If the registered nurse or pharmacist has any doubt as to the source of the faxed, or the
identification of the prescriber, they must not accept a remote prescribing order.
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APPENDIX 1
Remote Prescribing Order
For the Attention of the Nurse in Charge/Pharmacist
Ward/Unit Contact details

(fax no.)
Service-user Name
Date of Birth
CHI number
Allergies/ drug sensitivities:
Date

Medicine
(Approved name and form, e.g.
tablets)

Dose
(Frequency & specific
time(s) of administration)

Route

Prescribers name & GMC No.
(PRINT):
Prescribers Signature):
Contact Tel No./ Bleep no.:
Name of registered Nurse/pharmacist
accepting & transcribing order to
prescription chart:
Signature of registered
nurse/pharmacist
Date & Time:
This form must be attached to the NHSL in-patient prescription and administration chart until
countersigned by a prescriber, ideally by the originating prescriber, on the next normal
working day and no longer than 72 hours after receipt.
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THIS FORM IS INCLUDED HERE FOR INFORMATION ONLY
TO OBTAIN A COPY OF THIS FORM, PLEASE DOWNLOAD FROM THE
DRUG PRESCRIBING GUIDANCE SECTION ON FIRSTPORT (NHS
LANARKSHIRE INTRANET)
CLICK HERE TO ACCESS
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SECTION 15 - Supply of Medicines For Patients To Take Away From Hospital
SECTION 15 - Supply of Medicines For Patients To Take Away From Hospital
For Controlled drugs please see section 19
1.

General Principles

1.1

Inpatients being discharged from hospital should have the required medicines prescribed by
a hospital authorised prescriber and dispensed by pharmacy.

1.2

Medical or nursing staff are not permitted to use ward stock to supply patients with
medicines to take home.

1.3

Patients attending out-patients clinics or A&E etc. usually have any changes in their
medication initiated by the GP. Only if there is an immediate need to change medication
or start a new medicine will a hospital supply be made.

1.4

All prescription forms and HBP10 pads are controlled stationery (see Section 1). The
registered nurse in charge of the department is responsible for the safe custody of these
forms and pads. Prescribers should return them promptly to the registered nurse in charge
after use. They must not be left unattended.

1.5

All medicines issued to patients to take away must be labelled to comply with legal
requirements with: The patients name.
 The date of supply.
 The name and address of the Hospital or Clinic.
 The Warning “Keep out of Reach and Sight of Children”.
 The name, quantity supplied, dosage and frequency of medication.

2.

Discharge Prescriptions For In-Patients

2.1

The combined "hospital discharge letter and prescription sheet" should be completed by an
authorised prescriber who also signs and dates it. Medicines should be prescribed by the
Generic/Recommended International Non-Propriety Name (rINN) unless they are a
modified-release solid oral dose preparation of : -e.g. diltiazem, nifedipine, theophylline,
treatments for epilepsy or a combined preparation e.g. Fostair inhaler etc.

2.2

Discharge prescriptions dispensed by the hospital pharmacy will be dispensed in the
manufacturer’s original pack where possible. Short courses of antibiotics or oral steroids
will be supplied in full from the Hospital Pharmacy.

2.3

Prescribers must ensure that there are clear instructions on the discharge prescription to the
General Practitioner indicating which medicines are to be continued beyond the supply
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dispensed from the hospital pharmacy.
2.4

Where there will be a delay in communicating with the GP, a longer period of supply
should be arranged with the pharmacy.

2.5

Where the medicine is a ‘special’ formulation details should be communicated to the GP
and community pharmacist. The hospital will undertake to provide an appropriate supply
to ensure continuity of treatment.

2.6

On receipt of the discharge medication at ward level, nursing or pharmacy staff must
check that what has been prescribed on the discharge prescription agrees with the patient’s
current medication cardex and that the following details on the discharge prescription form
are correct, before issuing the medicines to the patient or patients representative : Patient’s name
 Patient’s address
 CHI number
 Ward or dept
 Prescriber’s signature

2.7

Nursing or pharmacy staff must also check the accuracy of the medicines that have been
supplied by pharmacy before issuing the medicines to the patient or patient representative
by checking the information on the label for each item against the prescription:
 The patient’s name
 The name, strength, quantity supplied, dosage and frequency of administration of each
medication
Contact pharmacy if the label instructions are different from the directions on the
discharge prescription.

2.8

The discharge medication will be explained to the patient, or when appropriate the carer,
prior to discharge.

2.9

The top copy (white) is sent, with the patient, to the patient’s General Practitioner unless
the prescription is for a controlled drug, when for legal reasons the top copy is retained by
pharmacy. The 3rd (pink) copy is retained by Pharmacy. The remaining copies are sent to
the ward for clerical processing. The 2nd copy (yellow) is retained in the case notes.

2.10

If a patient refuses to wait for their discharge medicines and does not return to the ward to
collect them on the day of discharge this should be documented on the discharge
prescription. The patient’s GP should be contacted by telephone by the ward staff if an
urgent prescription is required. The top copy of the discharge prescription should be
posted to the patient’s GP for information.
Consideration must be given to the type of medicines on the prescription and the risk to
the patient if they do not have a supply e.g. steroids, anticoagulant injections or antibiotics
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etc. Medical staff should be informed if there are any concerns.
2.11

Non-issued discharge prescription medications should be returned to pharmacy.

3.

Patient Ready Packs

3. 1

Certain wards and departments, e.g. A&E, day units and Out of Hours services etc, will be
provided with a supply of pre-labelled patient ready packs of medicines. These packs are
supplied bearing the name, form and quantity of the product, instructions for
administration and any special handling and storage instructions.

3. 2

The range and quantity supplied will be agreed between the ward/department manager and
the Hospital Pharmacy Manager.

3. 3

The Registered Nurse/Midwife in Charge is responsible for ensuring the safe keeping of the
medicines.

3. 4

Packs of medicines are supplied to patients only in accordance with the written instructions
of an authorised prescriber who is recognised by the organisation to perform this function.

3. 5

The registered nurse/midwife must enter the date and the patient’s name on the label of
these ready to use packs before they are issued to the patient

3. 6

These packs must not be modified or tampered with by changing the label or altering the
quantity supplied.

3. 7

Medicines will be supplied by a registered nurse/midwife and the supply witnessed by a
second member of staff who may be a registered nurse/midwife or doctor.

3. 8

A record must be made for all medicine supplies issued including packs used for first
doses within any clinical area.

3. 9

Records will be checked by pharmacy with prescription reconciliation, where necessary.

4.

Supply of Medicines to Out-Patients
Hospital Out-Patients are referred back to their G.P. who will provide any medication
recommended by the Consultant/Specialist Service the patient was referred to. However,
when:

The administration of a medicine requires specialist hospital monitoring and the
Consultant retains responsibility for prescribing treatment for the patient,
or
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The Consultant considers that treatment must start immediately, i.e. the treatment is
initiated within the out-patient clinic,
or



The medicine prescribed is only available to Hospitals.

The hospital prescriber may prescribe for the patient using an Out-Patient Prescription Form
which can be dispensed in the hospital pharmacy.

5.

Supply of Injectable Medicines to Patients & Carers

5. 1

Patients and carers may need to prepare injectable medicines for self administration in
clinical areas in NHS Lanarkshire premises, e.g. as part of a training plan for patients /
carers. Injectable medicines may also need to be prepared by patients / carers /
healthcare workers in a patient’s home environment following discharge.

5.2

Injectable medicines for administration may be supplied entirely by the hospital
pharmacy department via the Discharge Prescription or partly by Discharge Prescription
with the remainder being met via GP10 prescription and community pharmacy supply. In
some instances, medicines may be delivered direct to patient’s home by an approved
medicines home care supplier.

5.3

There are hazards associated with the preparation of medicines for injection and patients
and carers must be suitably instructed and informed to ensure that these hazards are
eliminated or minimised. Local SOPs will apply.

5.4

The information and instructions provided to patients and carers must be tailored to their
individual needs and circumstances. Practitioners who are involved in supporting patients
and carers should consider the patient’s home, work and social circumstances when
advising on the suitability of environments for preparation.

5.5

Patients and carers must be shown how to prepare their injections, and given adequate
opportunity to practise under supervision until they are familiar and confident with the
procedure and have achieved the necessary competence. Practitioners should re-assess
the patient or carer’s technique regularly. Records of initial instruction and re-assessment,
as per local guidelines, should be kept, signed by practitioners involved, and the patient
or carer.

5.6

Written information and instruction on the preparation of injections should include:
 Storage requirements for each product.
 General good practice guidance on checking the medicines, the standard of the
environment to be used, and preparation technique involved.
 Specific step-by-step instruction on the preparation of each product.
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5.7

Practitioners responsible for patient care must ensure that appropriate information and
instruction are made available to patients and carers who need to prepare injections.
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SECTION 16 - Administration of Medicines by The Intravenous Route
SECTION 16 - Administration of Medicines by The Intravenous Route
The use of injectable medication has many health care benefits for patients of all ages, however
the complexities associated with prescribing, preparing and administering injectable medicines
means that there are greater potential risks for patients than for other routes of administration.

1.

General Principles

1.1

Staff are required to comply with the principles of the CRAG Document - ‘Good Practice
Statement for the Preparation of Injections in Near-Patient Areas, Including Clinical and
Home Environments ’.
http://www.gov.scot/Publications/2002/12/16049/15908

1.2

All injections prepared in the near patient area by ward based staff must be administered
immediately. Injections prepared in the near patient area by ward based staff must never
be prepared in advance and stored for later use.

1.3

Staff must not administer medication that has been drawn into a syringe or container by
another practitioner when not in their presence.

2.

Prescriber’s Responsibility

2.1

It is the prescriber’s responsibility to ensure that the medicine to be given by the
intravenous route is appropriate for this method of administration and for the vehicle in
which it is to be given

2.2

The prescriber must ensure when they write prescriptions for this form of therapy that
their instructions are complete, unambiguous and clear and include the vehicle for
administration and rate of administration.

3.

Nurse's Responsibility

3. 1

Nurses must be aware of their personal accountability and should not undertake this
practice unless they have undertaken and passed the NHS Lanarkshire IV drug training
programme.

3. 2

Before the preparation and administration of a drug additive for intravenous
infusion/bolus, the nurse must ensure that the prescriber's written instructions are
unambiguous and complete.
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SECTION 16 - Administration of Medicines by The Intravenous Route
3. 3

A nurse must exercise professional judgement in determining the suitability of
administration and must be prepared to seek further advice if necessary before
administration.

3. 4

It is the responsibility of the nurse to be familiar with all NMC documents and local
policies which relate to this practice.

4.

Pharmacist's Responsibility.

4.1

Pharmacy will provide advice on all aspects of intravenous therapy as requested and
should direct staff to appropriate literature and on-line sources for information.

4.2

Pharmacy has a role to play in monitoring prescriptions and in highlighting problems
concerning safety, stability and compatibility.

5.

Dosage Calculations For Administration By The Intravenous Route.

5.1

Two persons must always be involved in all aspects of administration of medicines when
given by the intravenous route. When dosage calculations are involved these should be
independently calculated and the dosage verified before administration.

5.2

Additional care is required for neo-natal and paediatric dosage calculations. (See Section
25).

6.

Persons Authorised to Check Calculations and Medicines Administered By The I.V.
Route.
Those persons authorised to check calculations and medicines being administered by the
intravenous route. e.g.
(a)

two doctors

(b)

a doctor and a registered nurse/midwife who has been assessed as professionally
competent for this role

(c)

two registered nurses both who have been professionally prepared for this role.

(d)

a pharmacist plus any one of the above.

Calculations must be checked independently by an authorised person prior to the
administration of an intravenous drug, particularly for neonates/paediatrics. A record of
multi step calculations carried out should be retained with medical or nursing notes.
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SECTION 16 - Administration of Medicines by The Intravenous Route

7.

Persons Authorised To Make Additions
Medicines may be added to intravenous infusion fluids by:a)

doctors

b)

pharmacists

c)

nurses (See para 8 below)

8.

Category Of Nurses Allowed To Add Medicines To Intravenous Infusion Fluids.

8.1

Before undertaking such procedures all nurses must have successfully completed specific
approved NHS Lanarkshire training on adding medicines to infusion fluids.

8.2

All registered nurses will be eligible to receive such training.

8.3

The registered nurse in charge must be satisfied that the nurse, having been trained, is
proficient to add medicines to intravenous infusion fluids in the practical situation within
a given speciality. He/she will ensure that registers are kept of all participants who have
successfully completed the above training.

8.4

The form of training must be approved by the Director of Nursing and the Chief
Pharmacist.

9.

Authority of The Nurse to Prepare And Administer Medicines By The Intravenous
Route
The nurse's authority to add medicines to intravenous infusion fluids is restricted to the
addition of one single medicine to:

10.



a standard infusion fluid container (bag/bottle) of appropriate volume for continuous
or intermittent infusion.



an appropriate sized syringe with or without diluent for continuous, intermittent or
bolus injection via an existing cannula.

Intensive Care Areas
Nurses working in intensive care areas may be trained and authorised to give intravenous
drugs by methods other than those listed in para 8 above. The training for this must
reflect the higher risk involved and comply with the requirements of above.
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SECTION 16 - Administration of Medicines by The Intravenous Route

11.

Midwives

11.1

Practising registered midwives, in the absence of a doctor and in an emergency, may
administer any preparation They are authorised via Prescription Only Medicine (Human Use
Order) 1997 SI 1997/1830

11.2

This should be documented in the case record and subsequently countersigned by a
doctor.

12.

Syringe Pumps/Drivers/Volumetric Pumps

12.1

Nurses who have successfully completed training in the use of syringe pumps and who
have demonstrated their proficiency in the use of this equipment may administer
medicines intravenously by this means, providing clear and unambiguous written
directions are given on the appropriate prescription chart(s).

12.2

A second nurse who has been trained in the use of syringe pumps must check that the
correct preparation in the prescribed dose is introduced into the syringe. Both nurses
should check that the syringe is fitted to the correct patient's pump and that the infusion
rate is set as prescribed.

12.3

The Charge Nurse will ensure that training records are kept of all nurses who have
received training in the use of syringe pumps.

12.4

A similar procedure should be adopted for subcutaneous pumps.

12.5

All potential incompatibilities which may arise by mixing two / three drugs in a syringe
should be checked before preparation.

13.

Prescribing Of Medicines To Be Added To Intravenous Infusion Fluids

13.1

Medicines which are to be added to intravenous infusion fluids must be entered legibly
and indelibly, on the medicine prescription form along with the words "As Charted''. The
entry should be signed and dated by the prescriber.

13.2

The medicines and the fluid into which they are to be added must also be entered, clearly
and completely on the Fluid (Additive Medicine) IV Therapy Prescription Chart and
signed and dated by the doctor.
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SECTION 16 - Administration of Medicines by The Intravenous Route

13.3

The prescription must clearly state:a. The name, strength and volume of the intravenous fluid to be administered.
b. The name and dose of any medicine(s) to be added to the intravenous infusion
fluid.
c. In the case of a syringe pump, the diluent vehicle and the final volume in the
syringe should be stated.
d. The rate or duration at which the resultant intravenous admixture or intravenous
fluid is to be administered.
e. The time at which administration of the resultant intravenous admixture or the
infusion fluid is to be commenced.

14.

Labelling And Checking Of Drugs Added To Intravenous Infusion Fluids

14.1

All containers must be clearly labelled using yellow intravenous drug additive labels. All
sections of the label must be completed and countersigned by the person checking the
addition.

14.2

All additions to intravenous infusion fluids, whether prepared by a doctor or a nurse,
must be checked at the preparation stage by a registered nurse or by a doctor or by a
pharmacist.

14.3

All infusions, whether or not they contain drugs, should be changed every 12 hours.
Administration sets must be changed at least once in every 24 hours, or 72 hours if the
line is filtered, e.g. epidural etc. (For patient controlled analgesia systems see separate
protocol)

15.

Records
A record of all additions made must be kept on the Fluid (Additive Medicine) IV Therapy
Prescription Chart. The record must include the signature of the person who added the
medicine to the fluid and the signature of the person who checked the addition.

15.1

15.2

A record of volume of intravenous infusion fluids given must be made, if relevant, on the
fluid balance chart after the fluid has entered the patient.

15.3

The following data must be logged when administering intravenous drugs/fluids through
an infusion pump.
a)

The pump type and serial number

b)

The name of the drug and diluent, strength and volume
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c)

The date and time at which a syringe change is made

d)

Appropriate biochemical parameters, e.g. BMs, APTTs, INR, electrolytes

e)

Rate of infusion

f)

Volume infused or the volume remaining, depending on the type of pump used.
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SECTION 17 - Administration of Medicines to Patients
1

General Principles Medicines can only be administered in accordance with one or more
of the following processes:
 Against a written entry made in a medicine cardex by a UK registered doctor, dentist,
independent or supplementary prescriber.


Patient Group Direction (PGD).



Patient Specific Direction (PSD).



Medicines Act exemption (e.g. Midwifery exemptions)



NHSL Symptomatic Relief Policy

2

Medicines Administered in Hospital Wards

2.1

Medicines may be administered in hospital wards by: A registered medical practitioner.
 A registered nurse/midwife/ODP.
 A student nurse provided supervision is given by a registered nurse.
 A student midwife, provided supervision is given by a registered midwife.
 A medical student, provided supervision is given by a registered or provisionally
registered medical practitioner.
 Clinical Physiologists working within Department of Respiratory Medicine for the
purposes of diagnostic investigation only and by agreement with medical staff.
 Approved and designated nursery nurses working within neonatal intensive care unit.
Before a nursery nurse is authorised to administer medicines within the neonatal
intensive care unit they must have completed the required training programme and
comply with the Protocol for Administration of Medicines by Designated Nursery
Nurses to Neonates.

2.2

A two-person administration procedure is required in hospital in the circumstances
listed below. One of staff must be a suitably qualified registered nurse/midwife. The
second person may be either a registered nurse/midwife, a student nurse/midwife (if the
drug route is not intravenous) or a doctor.
 The administration of medicines to children under 12 years.


The administration of Controlled Drugs. See Section 19, para 9 for further guidance on
administration of CDs



The calculation of a weight-related dose.



The calculation of quantity of drug to be administered.
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Calculation of flow rates for administration of intravenous drugs. A record is made on
the IV charts of the persons involved in the setting up of medication which is
administered continuously.



IV additives which are not prepared in pharmacy.



Administration of insulin

The second person shall check all aspects of administration and must be present during the
whole procedure. Both will be held accountable for their practice.
These procedures must be carried out for every medicine administered.
Both persons must sign all relevant documentation.
In those wards/departments where there is only one registered nurse on duty – a
health care assistant may act as a witness and may sign as a witness that the
procedure/medicine administration has taken place, however they are not verifying
dosage/rates of flow etc. For Controlled Drugs. See Section 19, para 9.

3.

Medicines Administered in Patients’ Homes

3.1

In the patient's own home members of staff are encouraged to assist patients to take their
own medicines.

3.2

Staff who are not qualified in medicine or nursing must understand that in this situation
they are acting as caring helpers rather than as professional health input; they should only
do what a family member might reasonably be expected to do and be aware of their
limitations. Such assistance should not be regarded as a formal medicines administration
process as described below.

4.

Pre-Administration Procedures. The person administering the medicine will:
 Be certain of the identity of the patient to whom the medicine is to be administered.
This is done by checking the name band or conforming to other locally agreed
procedures.


Be aware of the patient’s plan of care.



Ensure that the prescription is complete, correct, legible and unambiguous.



Identify the medicine to be administered on the patient’s medicine prescription
sheet/cardex/electronic prescription.



Check medicine sensitivity column / red wrist band.
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Check that the patient has no allergy to the drug before administering it.



Check the medicine has not already been administered.



Know the therapeutic uses of the medicines to be administered, its normal dosage, side
effects, precautions and contra indications.



Check the expiry date of the medicine to be administered.



Have considered the dosage, method of administration, route and timing of the
administration in context of the condition of the patient and co-existing therapies.

If there is any query about the drug, dose or other part of the prescription, or the
advisability of administering the dose, the registered practitioner must consult the
prescriber or pharmacist before administering the medicine.

5.

Administration Procedure
The registered practitioner administering the medicine will:


select appropriate drug against the medicine prescription.



check the medicine label, dosage and expiry date. Do not administer any medicine
which has passed its expiry date.



remove the prescribed dosage from medicine container.



check the medicine container/strip and dosage against the medicine prescription.



administer the medication, or where appropriate as in the case of oral medication give
the medication to the patient for them to take.



Assess that there is no change in the patient’s clinical condition as a result of taking
the medication

It is important to ensure that the patient has actually swallowed the medication. Tablets
and capsules must be "washed down" with a drink of water (unless the dose is to be
followed immediately by a meal).

6.

Recording

6.1

A clear and accurate record is made at the time of administration of all medicines
administered or deliberately withheld, ensuring that all written entries are clear and legible

6.2

All medicines administered to a patient must be signed for on the prescription chart by the
registered practitioner who administered the medicine.


For regular prescriptions initial the box corresponding to the date and time.
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For "as required" medicines add the time and date of administration and initial the
entry.



For "Once Only" Prescriptions administer the medicine and initial the appropriate box
in the medicine recording sheet/electronic system.

6.3

Where medication is not given, the reason for not doing so must be recorded on the
cardex/electronic system via the appropriate code (see back of cardex), circled and
initialled.

7.

Medicine Refusal by Patient

7.1

If a medicine is refused a record is made by:  By entering code number 3 (which indicates medication refused), circled and initialled
in the box corresponding to the dose refused or in the electronic system.


For "once only" prescriptions write "refused" and initialled in the "given by" column of
the medicine prescription sheet/electronic system.

7.2

Staff must consider whether the refusal of that medicine compromises the patient's
condition or the effect of other medicines. The situation must be assessed and the
prescriber contacted if necessary.

8.

Missed Dose Procedure

8.1

Patients should not have consecutive missed doses without escalation to medical staff.

8.2

If a dose is missed the appropriate code for non-administration of drugs must be entered
against the time when the drug should have been given. See codes on back page of
cardex.

8.3

For drugs with a narrow therapeutic index e.g. gentamicin, warfarin etc the nurse should
contact the prescriber to establish whether any action is required.

8.4

If the drug is administered later this administration must be recorded against the drug in the
box marked ‘other time’ under the date that the medicine should have been administered.

9.

Patient Absence During Medicine Round

9.1

If a patient is absent from the ward during the medicine round, enter code number 6 in the
box on the medicine recording sheet/electronic system, circle and initial the entry.

9.2

The prescriber should be informed. If the drug is to be administered when the patient
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returns this must be documented on the cardex and in the nursing notes
9.3

If the drug is administered later this administration must be recorded against the drug in the
box marked ‘other time’.

10.

Queries Regarding Missed Dose of Medication

10.1

The cardex must be checked to see if a code has been added to explain why the dose was
not given.

10.2

If the nurse caring for the patient is still on shift, check with them why the dose was not
signed, if a reason is given ask the nurse to add the appropriate code to the medicine cardex
to explain the non-administration.

10.3

If there is no reason for non-administration but the medicine was not given, and it is safe
to give the medicine later than prescribed, then administer the medicine and document
why it was administered late.

10.4

If no information is gained from the cardex and the nurses have changed shift then check
•
The nursing record for any information which indicates that the dose was actually
given (but not signed) or a reason why the dose was not given, such as venflon
access problems for IVs or NBM for orals.
•

The medical notes for any information from the medical staff about a request for
the dose to be withheld for any reason. If the reason for a dose being omitted is
identified a medicine code should be added to the appropriate administration box

•

Inform the medical staff responsible for the patient at the time about the possibility
that a dose of a medicine has not been given

•

If the patient is aware of their medication and is able to give an accurate answer
ask if they remember which medicines they had received from the time of day the
dose was prescribed to be given but not given (or not signed) until the present.

•

If all of the above issues have not resolved the question try contacting the nurse
involved at home to see if they can remember administering the dose.

•

If the nurse is not available ask for advice from the medical staff about the safety of
administering a dose without full information about why not signed previously.
(For Gentamicin this could be clarified by checking a Gentamicin level, for other
medicines based on clinical signs)
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SECTION 18 - Self Administration of Medicines by Patients
Where it is expected that a patient will self-administer their own medicines at home, the patient
and/or their carer should be encouraged and supported to take an active role in managing their
medicines whilst in hospital so as to improve understanding and compliance on discharge.
Where patients are to self-administer their medicines at home, this must be able to fit in with
their daily lives.

1.

Any ward self-medication programme must be approved by the site Chief Nurse and the
Head of Pharmacy.

2.

The patient’s Consultant must be closely involved in the decision to enter the patient into
a self-medication programme and annotate the patient’s clinical record to this effect
before a patient commences on the programme.

3.

The self-medication programme must fulfil the following criteria:


Contain a documented risk assessment which takes into account the patient, their
medication regimen, their treatment plan, the impact of or on other patients within the
ward and the ward staff available to support the programme.



Support the safe and secure storage of medicines.



Educate patients about their medicine regimen and provide them with an
understanding of the importance their medication plays in maintaining their
health.



Provide named nurses/key workers with guidelines on their role as educators, facilitators
and patient advocates.



Ensure that all statutory and NHS Lanarkshire policies regarding the handling and
administration of medicines are met.
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SECTION 19 - Controlled Drugs (for operating departments please see Section 20)
1. General Information
Controlled drugs (CDs) are drugs which are liable to abuse and misuse and are controlled by the
Misuse of Drugs Act 1971 and misuse of drugs regulations.
Medicines classified as controlled drugs are listed in the current issue of the BNF.
Note: The NHS Lanarkshire Area Drug & Therapeutic Committee, the Acute Clinical
Governance & Risk Management Committee or senior nursing and pharmacy managers may
recommend that a medicine be treated as a controlled drug even although that drug is not listed
as such in the Misuse of Drugs Act 1971.
This Section of the Code of Practice outlines the legal requirements for the management of
Controlled Drugs.

2. Accountable Officer For Controlled Drugs
Each Health Board is required to appoint an Accountable Officer for Controlled Drugs who is
accountable for all aspects of the safe and secure management of CDs in his or her organisation.
The NHS Lanarkshire Accountable Officer for Controlled Drugs is Christine Gilmour, Pharmacy
& Prescribing, NHS Lanarkshire Headquarters, Kirklands, Fallside Road Bothwell G71 8BB, or
contact the NHS Lanarkshire Controlled Drug Governance Team either by email
cdgt@lanarkshire.scot.nhs.uk or telephone 01698 858129

3. Responsibilities of the Registered Nurse/Midwife in Charge of the ward or department.
The Registered Nurse/Midwife in Charge of the ward, department is responsible for
ensuring: 3.1

The safe custody of the keys of the controlled drug cupboard. Key-holding may be
delegated to other suitably trained, registered healthcare professionals but the legal
responsibility remains with the registered nurse or midwife in charge.

3.2

Controlled drug cupboard keys should be kept separate from other keys, and only be
given to other approved staff when access to controlled drugs is required.

3.3

Any duplicate key to the controlled drug cupboard must be kept secure at all times and
access to this key restricted. Records of access to the duplicate key must be maintained.
Pharmacy does not hold duplicate keys.
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3.4

The safe custody of the stocks of controlled drugs. Controlled drug cupboards must be
kept locked when unattended.

3.5

That all new stock is entered in the ward/department Controlled Drug Record Book
immediately on receipt, and that the drugs received match those ordered, and that the
total in the record book agrees with the physical stock balance and that this entry is
confirmed by the signature of the member of staff making the entry.

3.6

That the regular controlled drug stock check is carried out by staff in the ward or
department and that this is recorded.

3.7

Ensuring that procedures laid down for dealing with controlled drugs are complied with.

4

Requisitioning of Controlled Drugs by Wards & Departments

4.1

The registered nurse/midwife in charge of the ward or department is responsible for the
requisitioning of CDs for use in that area. Even if the ward or department is managed by
someone other than a nurse/midwife, the most senior registered nurse/midwife present is
responsible for the CDs.

4.2

The task of requisitioning CDs can be delegated to authorised staff such as a registered
nurse/midwife however the legal responsibility for the CDs remains with the registered
nurse/midwife in charge.

4.3

All registered nurses/midwives who are authorised to order controlled drugs must supply
a specimen of their signature to pharmacy before attempting to order controlled drugs for
ward stock. This specimen signature must be authorised by the ward/department/theatre
manager.

4.4

Controlled drugs for ward stock must be ordered in a Controlled Drug Order Book
(HMSO Code No. 90-500), which are obtained from pharmacy.

4.5

Before an order is written, carbon paper must be correctly inserted between the white top
copy and the pink copy, to ensure a carbon copy of the order is obtained.

4.6

All orders must be written in ink or indelible ball point pen. Block capitals must be used
when writing an order and the ward/department, drug name, form, strength, ampoule size
if more than one available and quantity required must be stated.

4.7

A separate page with carbon copy is used for each preparation ordered.

4.8

Each order must be signed in full by an authorised nurse/midwife. Initials are not
acceptable.
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4.9

Any alterations made to an order must be initialled by the registered nurse/midwife
signing the order.

4.10

When the order is completed the whole order book should be sent to the Pharmacy
Department without removing any pages.

4.11

The Pharmacy department will not make a supply against an incorrectly completed
order.

4.12

Any order which is to be cancelled before a supply is made must be crossed with two
lines, marked "CANCELLED" and signed and dated by the person cancelling the order.
Staff must ensure carbon paper is in place before cancelling the order.
The white copy of a cancelled order must remain in the order book and must not be
removed by ward staff.

5

Supply/Delivery of Ward Stocks

5.1

Pharmacy will maintain a set of SOPs for processing requests for controlled drugs.

5.2

Pharmacy will maintain a CD collection log which will provide a full audit trail of all
staff involved in the supply and collection of CDs from pharmacy.

5.3

Controlled drugs are delivered to wards and departments in sealed tamper evident
security envelopes.

6

Delivery of Ward Stocks

6.1

For delivery of controlled drugs via porter or van driver, the controlled drugs will be
sealed in a tamper evident security envelope. The porter or driver will sign the "accepted
for delivery" section, or the CD collection log, before the transit bag is handed over by
pharmacy.

6.2

If a member of ward or pharmacy staff delivers the controlled drugs they must sign the
"accepted for delivery" section or the CD collection log before leaving pharmacy with the
controlled drugs.

7

Receipt of Ward/Department Stocks

7.1

Each ward/department must have its own Controlled Drug Record Book. These are
controlled stationary and are obtained from pharmacy by submitting a written
request/indent.
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7.2

On Acute Hospital sites pharmacy will undertake to check new Record Books within 72
hours of issue. For off-site locations this will be done within 5 days.

7.3

Controlled drugs delivered to the ward or department must be received by a designated
person who must check them against the details in the order book. The registered
nurse/midwife receiving the controlled drugs should be a different nurse/midwife from
the person who requisitioned them.

7.4

Any discrepancies must be reported to pharmacy immediately.

7.5

If there are no discrepancies, the registered nurse/ midwife must sign the pink copy of the
order in the Ward Controlled Drug Order Book. The pink copy remains in the order
book.

7.6

The controlled drugs must be stored immediately in the controlled drug cupboard.

7.7

Details of the controlled drugs received must be entered in the Ward/Department
Controlled Drug Record Book in red ink or red indelible ball point pen. The right hand
column must be completed detailing quantity, form, order number and date. The new
balance must agree with the physical stock. Two registered staff are required for this
checking procedure, one of the signatures must be that of the registered nurse/ODP who
received the controlled drugs.

8.

Storage

8.1

Controlled drugs must be kept in a locked cupboard separate from other drugs. The Head
of Pharmacy must approve controlled drug storage areas. The cupboard must not be
marked in any way to distinguish it from other cupboards. Colour coding of locks and
keys is the preferred method for ease of identification by Ward/department staff if
required.

8.2

The key of the controlled drug cupboard must be carried by the registered nurse in charge
of the ward and should be kept separate from other ward keys.

8.3

Controlled Drug Record Books and Order Books should be kept in a secure place.

8.4

The controlled drug cupboard must not be used to store any other items, other than strong
potassium in those designated critical care areas that are authorised to hold this product.

8.5

If a ward/department is due to close and regular Controlled Drug checks cannot be
maintained pharmacy must be contacted for advice and to assist in arranging temporary
secure storage.
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9. Records
9.1 Completed Controlled Drug Order Books must be retained in the ward/department for a
period of two years after the date of the last entry and completed Controlled Drug Record
Books must be retained in the ward / department for a period of seven years from the last
date of entry
9.2 Ward Controlled Drug Order Books and Record Books must be available at all times for
inspection by authorised staff.

10. Stock Checks
10.1

The balance of each controlled drug stocked in a ward or department should be
reconciled at least once every 24 hours. However, the frequency of this check may be
varied for local operational purposes by the ward/department manager in consultation
with the Charge Nurse and Pharmacy Manager.

10.2

The registered nurse/midwife in charge is responsible for ensuring that these Controlled
Drug stock checks are carried out.

10.3

Two registered nurses or midwives, should perform this check (a student nurse or
midwife may be the second checker provided they have the necessary knowledge to carry
this out).

10.4

The stock checks must be recorded; this may be in a diary reserved for this purpose, or as
part of the records kept for individual controlled drugs in the ward's original Controlled
Drug Record Book.
Each time the stock is reconciled the date, time and signatures of the two registered
nurses/midwives carrying out the check will be recorded for each controlled drug item.
e.g. 30.12.17 9:00am balance checked and correct
A registered nurse/midwife (signature),
B registered nurse /midwife (signature).

10.5

Pharmacy will also carry out a 6-monthly controlled drug check within wards which will
be recorded in the regular Controlled Drug Register against each preparation. This 6monthly check will be carried out by a member of pharmacy staff and the nurse in charge
of the ward/department. Ward staff must verify the identification of the member of
pharmacy staff. When the check is completed and no discrepancies found, the member of
pharmacy staff and nurse should sign the Controlled Drug Record Book, recording
information as given in 22.4 above.
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10.6

The Controlled Drug Governance Team will carry out a 3-monthly controlled drug check
within theatres and A&E which will be recorded in the regular Controlled Drug Register
against each preparation.

11. Administration of Controlled Drugs
11.1

Controlled drugs or preparations containing controlled drugs can only be administered to
patients in accordance with : The written directions of a medical or dental practitioner
or
 The written directions of an authorised non-medical independent prescriber. Nurse
and pharmacist independent prescribers can prescribed any CD listed in schedules 2-5
for any medical condition within their competence, except diamorphine, cocaine and
dipipanone for the treatment of addiction. Nurse and pharmacist independent
prescribers are able to prescribe other controlled drugs for the treatment of addiction.
or
 A Patient Group Direction (PGD), schedule 2 only diamorphine, permitted for cardiac
pain in accident and emergency and coronary care units.
or
 The written directions of an authorised supplementary prescriber, when the
supplementary prescriber is acting under and in accordance with the terms of an
agreed individual clinical management plan (CMP), and the Controlled Drug is
included in the CMP.

11.2

When controlled drugs are administered a two person administration procedure must be
followed.
It is a requirement for two people, one of whom must be a suitably qualified registered
nurse/midwife to be involved in the administration of Controlled Drugs. The second
person may be either a registered nurse/midwife, a student nurse/midwife (if the drug
route is not intravenous) or a doctor.
The second person must witness and check that the correct drug is administered in the
prescribed dose to the correct patient at the correct time by the prescribed route.
Both practitioners must be present during the whole of the administration process. They
must both witness: The preparation of the Controlled Drug to be administered.
 The administration procedure to be followed.
 The actual process of administering the Controlled Drug to the patient.
 The destruction of any surplus drug (e.g. part ampoule not required).
 The destruction of surplus drug or infusion.
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11.3

The accepted variation to this are wards where only ONE registered nurse is on
duty - in such circumstances an unregistered nursing/care assistant may undertake a
numerical check of the required drug.
Both the registered nurse and the unregistered nursing/care assistant must witness:
The removal of the medicine from the controlled drug cabinet

The preparation of the controlled drug to be administered.

The destruction of any surplus drug (e.g. part ampoule not required).

The destruction of surplus drug or infusion.
Out of Hours service where it is accepted that a witness is not available between midnight
and 08:00 or on home visits.

12.

Recording the Administration of Controlled Drugs
The administration of the controlled drug must be entered in the Controlled Drug Record
Book. Entries in the Controlled Drug Record Book must be made in ink or indelible ball
point pen.

12.1

The nurse administering the controlled drug must: Enter the date and time of the transaction in the Controlled Drug Record Book.
 Enter the patient’s name and dose supplied.
 Reconcile the remaining stock balance.
 Sign the record.
 The nurse/doctor who witnessed the process must also sign the record.

12.2

When a doctor administers a controlled drug from ward/department stock, he/she must
sign the Controlled Drug Record Book. The whole administration procedure must be
witnessed and signed for by a registered nurse. The registered nurse shall check all
aspects of administration and must be present during the whole procedure. Both will be
held accountable for their practice.
It is accepted that within the primary care Out of Hours service that a witness is not
available between midnight and 08:00 or on home visits.
See Section 20 for the procedure in operating departments.

12.3

Entries made in error must not be obliterated or crossed out, brackets should be added
around the error and the words "entered in error" should be written on the same or the
next line. The entry must be signed and dated by the person who made the error.

12.4

Where only part of an ampoule containing a controlled drug is used, the amount used and
the amount destroyed should be recorded in the ward/department controlled drug book.
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For example, if only 20 mg of morphine sulphate is removed from a 30 mg ampoule, the
amount used and the amount destroyed should be recorded as shown below:

20 mg administered to ...(patient’s name)..., 10 mg destroyed



The nurse or doctor checking the procedure should also witness the destruction of the
drug not used.

13.

Primary Care Out of Hours Service

13.1

A difference particular to the Out of Hours Service is that controlled drugs are made
available to doctors who attend home visits.

13.2

The controlled drugs are signed out at the start of the doctor’s shift using the appropriate
paperwork, held within each Out of Hours centre.

13.3

At the end of each shift the doctor returns the controlled drugs, if any, to the Out of Hours
centre. Both the signing out and in of CDs should be witnessed by a nurse however it is
realised that there are certain times when there is no nurse cover. In this situation the
doctor in charge is responsible for the return of any CDs to CD cabinet and completion of
the necessary paperwork.

13.4

If the doctor has administered any controlled drugs during a home visit then the patient
details are entered in the CD record book as normal.

13.5

The stock of controlled drugs within each Out of Hours centre are checked on a daily
basis by nursing staff so that any discrepancies are identified quickly.

14.

Transfer of Patients to Other Clinical Areas with Controlled Drugs Attached (e.g.
Infusions, Syringe Drivers, Patches etc.)

14.1

When a patient is transferred to another clinical area with controlled drugs such as
infusions, syringe drivers or patches attached to them, the current administration and
monitoring chart must be transferred with him/her.

14.2

The registered nurse/ODP in the clinical area the patient leaves must check the
administration system and volume/quantity remaining and sign, date and time the
administration and monitoring chart to ensure that the record is accurate when the patient
is handed over, and that the quantity remaining is correct.

14.3

The registered nurse in the clinical area to which the patient is transferred must check the
administration system and volume/quantity remaining and sign, date and time the
administration and monitoring chart to confirm that the record is accurate
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15. Patient Controlled Analgesia (PCA)
15.1

Controlled drugs for administration via a PCA device should be prescribed stating the
drug concentration, bolus dose, lock out time and rate of background infusion, if
appropriate.

15.2

Two registered practitioners that have been trained and assessed as competent must be
present during the set up and start of the device. One must prepare the controlled drug to
be administered and attach the device to the patient, the other must check each step.
They must both verify the programme against the written prescription and must sign the
administration record chart, as a record of this check. Both practitioners are equally
accountable for the process.

15.3

The following details should be recorded in the Controlled Drug Record Book:
 Date and time when PCA commenced
 Name of patient
 Quantity in syringe
 Form (name, formulation and strength) in which administered
 Name/signature of practitioners who set up the PCA
 Name of the prescriber
 Balance in stock

15.4

When the PCA is discontinued, the time, date and the residual amount of drug in
milligrams should be recorded on the PCA chart together with the signatures of the two
practitioners involved. The residual controlled drug must be disposed of in accordance
with Pharmaceutical Waste guidance. Small residual amounts are disposed of in a
clinical waste bin.

15.5

The local procedure for PCA must be followed at all times

16. Controlled Drug Supplies for Patients on Pass or Discharge
16.1

Individual patient supplies will be dispensed against a properly completed prescription.
The prescriber should refer to the BNF for a full description of the legal requirements for
controlled drug prescriptions. These are summarised below: The prescription must be written in the prescriber’s own handwriting in indelible ink
or a computer-generated paper prescription for all Controlled Drugs (CDs) including
Schedule 2 and 3 CDs; all details except the signature can be computer-generated


The prescription must display the patient's name and address.



The prescription must be signed and dated.
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16.2



It is preferred that controlled drugs are prescribed on a separate prescription from
other medicines, although more than one controlled drug may be prescribed on one
prescription.



The prescription must include the following information
* Drug:- by generic name.
* Form:- e.g. tablet, capsule, modified release tablet, linctus, suppository
* Strength:- e.g. l0mg, 30mg, l0mg/5ml
* Dose and dosage instructions: - e.g. 20mg at 08:00 and 20:00.
* The total required quantity of the drug prescribed must be stated in words
and figures. It is usual to request sufficient to cover a 7-day supply.



Sustained release morphine sulphate tablets are available in various strengths. Any
prescription for this drug must detail the amount of each strength of tablet to be
supplied in order to make up the total required dose.

It is illegal for a pharmacist to supply a Controlled Drug against a prescription which
does not fully comply with these requirements.

17. Breakages
All breakages must be reported to the person in charge of the ward or department.
Breakages must be entered in the ward/department Controlled Drug Record Book
explaining the reason for the discrepancy between the physical stock and the amount
shown in the Controlled Drug Record Book, and this signed by a two registered
practitioners (nurse, midwife or ODP).
e.g.: 30.12.18 1x50 mg ampoule Pethidine broken by A Nurse (signature), witnessed
by B. Nurse (signature)
One of the signatures must be that of the nurse in charge of the ward/department at that
time.

18. Stock Discrepancies
18.1

Any discrepancy between the physical stock and the amount shown in the Controlled
Drug Record Book must be reported immediately to the person in charge of the
ward/department as soon as possible and investigated immediately as follows: Check arithmetic since last balance
 Check all controlled drug stock held with a second person.
 Check other register sections of same drug class for erroneous entries.
 Sense-check the Record Book, e.g. check correct pack sizes have been entered,
patterns of entry for potential missing entries, unusual quantities etc.
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Check that orders have all been entered by checking ward requisition book, delivery
notes etc.
Check staff roster and contact all members of staff in the clinical area during the
relevant period to verify any supplies made that have not been entered.

18.2

If the discrepancy can be resolved at any of the above steps, a bracket should be placed
around the wrong entry, initialled and dated by the nurse in charge.

18.3

Any discrepancy which cannot be resolved must be reported to the registered
nurse/midwife in charge or department manager who then must inform the Pharmacy
Manager for the site, who in turn will inform the Accountable Officer.
If the discrepancy occurs outside of pharmacy’s normal working hours the nurse in
charge should bracket and initial the discrepancy and have this witnessed and initialled
by a 2nd registered nurse. Staff can continue to record subsequent administrations.
Pharmacy must be informed the next working day.

18.4

Difficulties with measuring quantities of liquid medicines accurately will lead to minor
discrepancies. The Controlled Drug Record Book volume may, in these circumstances,
be adjusted as necessary and signed by two registered nurses or one registered nurse and
a pharmacist/pharmacy technician.

19. Missing Keys for the Controlled Drug Cupboard
19.1

If a controlled drug cupboard key goes missing, it must be reported immediately to the
registered nurse/midwife/ODP in charge, who is responsible for ensuring that the
following action is taken:

Ask all staff on duty to check if they have the keys on their person.



If the key is still missing, contact staff who have left the premises. If one of them has
the key they must return it immediately.



If the key is still missing, conduct a thorough search of the ward/department.



If the key remains missing (either assumed lost or with a member of staff unable to
return it) then the duplicate key may be issued for use.



Carry out a full inventory check

19.2

If the lock has to be replaced, contact pharmacy for advice.

19.3

Complete a DATIX form recording all relevant details and actions taken and submit to
the relevant manager. Inform the site Pharmacy Manager who in turn will inform the
Accountable Officer. If there is evidence or suspicion of criminal activity, the police
must be informed.
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20. Breach of Security Involving Controlled Drugs
20. 1 A breach of security includes any deviation from the procedures that causes actual or
potential loss or theft of medicines. Examples of such incidents include:

Controlled drugs are found to be missing from pharmacy/ward/department



Controlled stationery is found to be missing



A key for controlled drug cupboard areas is found to be missing



Patients own controlled drugs are found to be missing



An unauthorised person has access to controlled drugs or controlled drug stationery

20. 2 Theft of controlled drugs is a serious criminal offence under the Medicines Act 1968, the
Misuse of Drugs Act 1971 and other legislation and will be dealt with accordingly.
20. 3 Any person who discovers a breach of security is responsible for reporting it immediately
to the nurse in charge or line manager who in turn must inform the site Pharmacy
Manager. All concerns will be treated in the strictest confidence regardless of whether the
subsequent review substantiates these concerns. The registered nurse/midwife/ODP in
charge must take reasonable steps to determine that controlled drugs are in fact missing,
see para 16 above.
20. 4 All breaches of security that cause actual or potential loss or theft of controlled drugs
must be investigated and the appropriate corrective and preventive action taken. If
medicines have been misappropriated police charges may be brought.
20. 5 If a member of staff is unable to satisfy him/herself that all medicines can be accounted
for, they must report suspicions to the relevant manager immediately. Where a nonclinical manager has been informed of suspected or actual theft of medicines, he/she must
inform relevant professional leads including the appropriate site Pharmacy Manager .
20. 6 Should the result of the preliminary review identify any evidence of actual theft of
controlled drugs the senior nurse for the service and the site Pharmacy Manager should
be contacted immediately who will then inform the Accountable Officer. Any evidence
should be retained pending police investigation.

21. Expired Stock
21.1

When ward/department/theatre controlled drugs reach their expiry date the Pharmacy
should be informed. A member of pharmacy staff will visit the ward/department and
destroy the expired controlled drugs on the ward, witnessed by a member of ward staff.
The ward staff must verify the identification of the visiting member of pharmacy staff.
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The member of pharmacy staff and the nurse in charge must both sign the Controlled
Drug Record Book and indicate the date on which the drugs were destroyed, the quantity
and the reason for destroying them. Such entries should be made in red ink/indelible ball
point pen.
e.g. 20.02.18 – Destroyed by Pharmacy 4 x 10 mg tablets expired.
A Pharmacist (signature), A Registered Nurse/Midwife/ODP (signature).
The CD should be destroyed in such a way that the drug is denatured or rendered
irretrievable so that it cannot be reconstituted or used.
21.2

Expired stock must not be returned to pharmacy in the ward box or brought to pharmacy
by a member of ward staff.

22. Stock No Longer Required
22.1

When a ward/department has controlled drugs which they will not use before their expiry
date, they should contact pharmacy. A member of pharmacy staff will visit the
ward/department and assess the stock involved. Ward staff must verify the identification
of the visiting member of pharmacy staff. If it is agreed that the stock should be returned
to pharmacy, the member of pharmacy staff and the nurse in charge must sign the
Controlled Drug Record Book and indicate the date on which the drugs were removed
and the quantity removed. Such entries should be made in red ink/ball point pen.
e.g. 30.12.17 Returned to Pharmacy - 10 x 50 mg ampoules
A Pharmacist (signature), A Registered Nurse/Midwife/ODP (signature).
A drug return form should also be completed.

22.2

Stock considered to be excess must not be returned to pharmacy in the ward box or be
brought to pharmacy by a member of ward/department/theatre staff.

23.

Controlled Drugs Brought into Hospital by Patients

23.1

The patient’s own controlled drugs must be stored in the controlled drugs cupboard
separate from ward stock.

23.2

It is essential that that patient’s own controlled drugs are identified and the name, form,
strength and quantity recorded. This can be in the ward’s controlled drug record book or
in a separate controlled drug record book maintained for this purpose. If the record is in
the ward controlled drug record book the record must be on a separate page from ward
stock records.
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23.3

The same page may be used for more than one patient's own controlled drugs. The
balance of patients’ own controlled drugs must be reconciled at least once every 24 hours.

23.4

Subsequently the record should be completed, indicating whether the controlled drugs are
returned to the patient on discharge, to their relatives, or destroyed on the ward by a
member of pharmacy staff, witnessed by a registered nurse/midwife.
For off-site hospitals only - if it is impractical for this procedure to be witnessed by two
Registered Nurses then it may be carried out by one Registered Nurse who should seek
another health care professional to witness the procedure.

24.

Transfer of Controlled Drugs Between Wards

24.1

When the Pharmacy is open Controlled Drugs must not be transferred between
wards/departments.

24.2

If a controlled drug is required when pharmacy is closed the on-call pharmacist should be
contacted via switchboard for advice. The pharmacist will indicate how long it will take
for a supply to be made. If, in the best interest of the patient, the time scale is too long
then the pharmacist will advise on which other ward may hold stocks so that a single dose
can be obtained as follows.

24.3

a)

One registered nurse/midwife from the requesting ward must take the patient’s
medicine prescription form to the providing ward

b)

A registered nurse/midwife from the providing ward and the registered
nurse/midwife from the requesting ward will write one dose of the required
medicine out of the providing ward’s controlled drug register indicating the
patient name and ward number.

c)

The registered nurse/midwife from the providing ward must then accompany the
registered nurse/midwife from the requesting ward to the patient and witness the
administration of the medicine and record the administration on the patient’s
medicine prescription form.

The on-call pharmacist will confirm the need to provide further supplies for continuity of
treatment. Details of any transfer must be reported to a pharmacist in pharmacy when it
next opens.
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SECTION 20 - Controlled Drugs in Operating Departments
1

General Information
Controlled drugs are drugs which are liable to abuse and misuse and are controlled by the
Misuse of Drugs Act 1971 and misuse of drugs regulations.
Medicines classified as controlled drugs are listed in the current issue of the BNF.

2.

Responsibilities
The Registered Nurse/ODP in Charge of the theatre/department is responsible for
ensuring: -

2.1

The safe custody of the keys of the controlled drug cupboard. Key-holding may be
delegated to other suitably trained, registered healthcare professionals but the legal
responsibility rests with the registered nurse/ODP in charge.

2.2

Controlled drug cupboard keys should be kept separate from other keys, and only be
given to other approved staff when access to controlled drugs is required.

2.3

Any duplicate key to the controlled drug cupboard must be kept secure at all times and
access to this key restricted. Records of access to the duplicate key must be maintained.

2.4

The safe custody of the stocks of controlled drugs. Controlled drug cupboards must be
kept locked when unattended.

2.5

Entering the new stock in the Controlled Drug Register, confirming, by signing that the
drugs ordered were received, and that the total in the register agrees with the physical
stock count.

2.6

That the regular controlled drug stock check is carried out by staff in the department and
that this is recorded, at least once every 24 hours.

2.7

Carrying out regular checks to ensure the procedures laid down for dealing with
controlled drugs are complied with.

3.

Single Dose Ampoules
It is recommended that single dose ampoules be used when parenteral controlled drugs
are used in operating departments. The use of communal ampoules is not good
anaesthetic or aseptic practice.
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4.

Requisitioning Stock from Pharmacy

4.1

The registered nurse or ODP in charge of the operating theatre is responsible for the
requisitioning of CDs for use in that area. The task of requisitioning CDs can be
delegated to authorised staff such as a registered nurse or ODP, however the legal
responsibility for the CDs remains with the registered nurse or ODP in charge.

4.2

All registered nurses and ODPs who are authorised to order controlled drugs must supply
a specimen of their signature to pharmacy before attempting to order controlled drugs for
ward stock. This specimen signature must be authorised by the ward/department/theatre
manager.

4.3

Controlled drugs for ward stock must be ordered in a Controlled Drug Order Book
(HMSO Code No. 90-500), which are obtained from pharmacy.

4.4

Before an order is written, carbon paper must be correctly inserted between the white top
copy and the pink copy, to ensure a carbon copy of the order is obtained.

4.5

All orders must be written in ink or indelible ball point pen. Block capitals must be used
when writing an order and the ward/department, drug name, form, strength, ampoule size
if more than one available and quantity required must be stated.

4.6

A separate page with carbon copy is used for each preparation ordered. Each order must
be signed in full by an authorised nurse/ODP. Initials are not acceptable.

4.7

Any alterations made to an order must be initialled by the nurse signing the order.

4.8

When the order is completed the whole order book should be sent to the Pharmacy
Department without removing any pages.

4.9

The Pharmacy department will not make a supply against an incorrectly completed
order.

4.10

Any order which is to be cancelled before a supply is made must be crossed with two
lines, marked "CANCELLED" and signed and dated by the person cancelling
the order. Staff must ensure carbon paper is in place before cancelling the order.
The white copy of a cancelled order must not be removed from the order book by ward
staff.

4

Supply of Theatre Stocks

5.4

Pharmacy will maintain a set of SOPs for processing requests for controlled drugs.
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5.5

Pharmacy will maintain a CD collection log which will provide a full audit trail of all
staff involved in the supply and collection of CDs from pharmacy.

5.6

Controlled drugs are delivered to wards and departments in sealed tamper evident
security envelopes.

5

Delivery of Theatre Stocks

6.1

For delivery of controlled drugs via porter, the controlled drugs will be sealed in a
security envelope. The porter or driver will sign the "accepted for delivery" section or
the pharmacy CD collection log before the transit bag is handed over by pharmacy.

6.2

If a member of ward or pharmacy staff delivers the controlled drugs they must sign the
"accepted for delivery" section or CD collection log before leaving pharmacy with the
controlled drugs.

6

Receipt of Theatre Stocks

7.1

Each theatre must have its own Controlled Drug Record Book. These books are obtained
from pharmacy.

7.2

Pharmacy will undertake to check new Record Books within 72 hours of issue.

7.3

Controlled drugs delivered to the theatre must be received by a designated person who
must check them against the details in the order book. The registered nurse/ODP
receiving the controlled drugs should be a different registered nurse/ODP from the person
who requisitioned them.

7.4

Any discrepancies must be reported to pharmacy immediately.

7.5

If there are no discrepancies, the registered nurse/OPD must sign the pink copy of the
order in the Ward Controlled Drug Order Book. The pink copy remains in the order
book.

7.6

Details of the controlled drugs received must be entered in the Controlled Drug Record
Book in red ink or red indelible ball point pen. The right hand column must be
completed detailing quantity, order number and date. The new balance must agree with
the physical stock count. Two registered staff are required for this checking procedure,
one of the signatures must be that of the registered nurse/ODP who received the
controlled drugs.
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8.

Storage

8.1

Controlled Drugs must be kept in a locked cupboard separated from other drugs. The
Pharmacy Manger must approve controlled drug storage areas. The cupboards must not
be marked in any way to distinguish it from other cupboards. Colour coding of locks and
keys is the preferred method for ease of identification by department staff if required.

8.2

The key of the Controlled Drugs cupboard is kept separately and carried by the registered
nurse/ODP in charge of the department at all times.

8.3

Controlled Drug Record Books and Order Books should be kept in a secure place.

8.4

The controlled drug cupboard must not be used to store any other items.

9.

Supply of Controlled Drugs for Administration to Individual Patients in Operating
Departments.

9.1

The registered nurse/ODP in charge of the operating department may supply Controlled
Drugs to an anaesthetist for administration to a patient in the operating department.

9.2

It is recommended that single dose ampoules be used when parenteral drugs are used in
operating departments. The use of communal ampoules is not regarded as either good
anaesthetic or aseptic practice.

9.3

The registered nurse/ODP must
 Enter the date and time of the transaction in the Controlled Drug Record Book
 Enter the patient’s name and the dose supplied.

9.4

The registered nurse/ODP and the anaesthetist both sign the entry. It is acknowledged
that in the operating theatre the registered nurse/ODP signing the, “witnessed by” column
is witnessing the dispensing of the controlled drugs to the anaesthetist, and NOT the
actual administration of that drug to the patient.

9.5

The registered nurse/ODP is responsible for ensuring that each entry in the Controlled
Drugs Record Book is complete and that the balance is correct.

9.6

The anaesthetist is then responsible for the control of the drugs obtained in the manner
described above.

9.7

The anaesthetist must ensure that each dose administered to a patient is entered in a
permanent record, such as the anaesthetic record, patient’s drug cardex.
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9.8

The key to the controlled drug cupboard must be returned to the registered nurse/ODP in
charge of the operating department immediately. The anaesthetist and the registered
nurse/ODP in charge of the operating department must, before finishing the shift, check
the stock and sign and date the register to confirm that the stock balance is correct.

10.

Return/Destruction of Unused Controlled Drugs

10.1

The anaesthetist is responsible for destroying any unused portion of opened ampoules, or
partly used vials of controlled drugs. The amount destroyed must be recorded in the
Controlled Drug Record Book and on the anaesthetic sheet.

10.2

A second suitably qualified person, e.g. a registered nurse, medical practitioner or
registered ODP or a Pharmacist, must witness the entry indicating the quantity of
controlled drug destroyed.

10.3

Un-opened issued ampoules/vials must be returned to stock. They are entered in the
Controlled Drug Record Book as being returned to stock by the registered nurse/ODP
who signs and dates the entry. The name of the patient from whom the controlled drug
was returned is also entered. The anaesthetist also signs this entry.

11.

Stock Checks

11.1

The Controlled Drug Order Books and Record Books must be available at all times for
inspection by authorised staff.

11.2

The balance of each controlled drug stocked in an operating department should be
reconciled at least once every 24 hours. However, it is advised that stocks be checked at
the beginning and the end of each operating session.

11.3

The registered nurse/ODP in charge is responsible for ensuring that the Controlled Drug
stock checks are carried out.

11.4

Two registered nurses or ODP’s, should perform this check (a student nurse or ODP may
be the second checker provided they have the necessary knowledge to carry this out).

11.5

The stock checks may be recorded in the Theatre’s Controlled Drug Record Book or a
separate register may be used. Whichever method is used must be applied consistently
and there cannot be more than one system in place.

11.6

Each time a controlled drug check is done the date, time and signature of the two
registered nurses/ODPs should be recorded for each individual item.
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11.7

The NHS Lanarkshire Controlled Drug Governance Team will be responsible for a 3
monthly controlled drugs check which will be recorded in the Controlled Drug Record
Book against each individual preparation. The registered nurse /ODP in charge must
verify the identification of the visiting Controlled Drug Governance Team staff. When
the check is completed and no discrepancies are found, the member of the Controlled
Drug Governance Team and the nurse/ODP sign the Controlled Drug Record Book
accordingly.

12.

Transfer of Patients to Other Clinical Areas with Controlled Drugs Attached.

12.1

When a patient is transferred to another clinical area with controlled drugs such as
infusions, syringe drivers or patches attached to them, the current administration and
monitoring chart must be transferred with him/her.

12.2

The registered nurse/ODP in the clinical area the patient leaves must check the
administration system and volume/quantity remaining and sign, date and time the
administration and monitoring chart to ensure that the record is accurate when the patient
is handed over, and that the quantity remaining is correct.

12.3

The registered nurse in the clinical area to which the patient is transferred to must check
the administration system and volume/quantity remaining and sign, date and time the
administration and monitoring chart to confirm that the record is accurate

13

Patient Controlled Analgesia

13.1

Controlled drugs for administration via a PCA device should be prescribed stating the
drug concentration, bolus dose, lock out time and rate of background infusion, if
appropriate.

13.2

Two registered practitioners that have been trained and assessed as competent must be
present during the set up and start of the device. One must prepare the controlled drug to
be administered and attach the device to the patient; the other must check each step.
They must both verify the programme against the written prescription and must sign the
administration record chart, as a record of this check. Both practitioners are equally
accountable for the process.

13.3

The following details should be recorded in the Controlled Drug Record Book:
 Date and time when PCA commenced
 Name of patient
 Quantity in syringe
 Form (name, formulation and strength) in which administered
 Name/signature of practitioners who set up the PCA
 Name of the prescriber
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13.4

Balance in stock

When the PCA is discontinued, the time, date and the residual amount of drug in
milligrams should be recorded on the PCA chart together with the signatures of the two
practitioners involved. The residual controlled drug must be disposed of in accordance
with Pharmaceutical Waste guidance; small residual amounts are disposed of in a clinical
waste bin as long as this volume is less than 1% of the total original content.

13.5 The local procedure for PCA must be followed at all times

14.

Breakages
All breakages must be reported to the person in charge. Breakages must be entered in the
Controlled Drug Record Book explaining the reason for the discrepancy between the
physical stock and the amount shown in the Controlled Drug Record Book, and this
signed by a two registered practitioners (nurse, midwife or ODP).
e.g.: 30.03.18 1x 50 mg ampoule Pethidine broken by A Nurse (signature), witnessed
by B. Nurse (signature)
One of the signatures must be that of the nurse/ODP in charge of the ward/department at
that time.

15.

Discrepancies

15.1

Any discrepancy between the physical stock and the amount shown in the Controlled
Drug Record Book must be reported immediately to the registered nurse/ODP in charge
as soon as possible and investigated immediately as follows: Check arithmetic since last balance
 Check all controlled drug stock held with a second person.
 Check other register sections of same drug class for erroneous entries.
 Sense-check the Record Book, e.g. check correct pack sizes have been entered,
patterns of entry for potential missing entries, unusual quantities etc.
 Check that orders have all been entered by checking ward requisition book, delivery
notes etc.
 Check diary and contact all members of staff in the clinical area during the relevant
period to verify any supplies made that have not been entered.
If the discrepancy can be resolved at any of the above steps, a bracket should be placed
around the wrong entry, initialled and dated.
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Any discrepancy which cannot be resolved must be reported to the registered
nurse/midwife in charge or department manager, the relevant pharmacy manager and to
the Accountable Officer.
15.2

Difficulties with measuring quantities of liquid medicines accurately will lead to minor
discrepancies. The Controlled Drug Record Book volume may, in these circumstances,
be adjusted as necessary and signed by two registered nurses/ODP or one registered
nurse/ODP and a pharmacist.

16.

Action in the Event of Missing Controlled Drug Cupboard Keys

16.1

If a controlled drug cupboard key goes missing, it must be reported immediately to the
registered nurse/ODP in charge, who is responsible for ensuring that the following action
is taken: Ask all staff on duty to check if they have the keys on their person.
 If the key is still missing, contact staff who have left the premises. If one of them has
the key they must return it immediately.
 If the key is still missing, conduct a thorough search of the ward/department.
 If the key remains missing (either assumed lost or with a member of staff unable to
return it) then the duplicate key may be issued for use.
 Carry out a full inventory check

16.2

If the lock has to be replaced, contact pharmacy for advice.

16.3

Complete a DATIX form recording all relevant details and actions taken and submit to
the relevant manager. Inform the Accountable Officer. If there is evidence or suspicion
of criminal activity, the police must be informed.

17.

Action in the Event of a Breach of Security Involving Controlled Drugs

17. 1 A breach of security includes any deviation from the procedures that causes actual or
potential loss or theft of medicines. Examples of such incidents include: Controlled drugs are found to be missing from department
 Controlled stationery is found to be missing
 A key for controlled drug cupboards areas is found to be missing
 Patients own controlled drugs are found to be missing
 An unauthorised person has access to controlled drugs or controlled drug stationery
17. 2 Theft of controlled drugs is a serious criminal offence under the Medicines Act 1968, the
Misuse of Drugs Act 1971 and other legislation and will be dealt with accordingly by the
NHS Board Accountable Officer, professional and regulatory bodies and the police.
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17. 3 Any person who discovers a breach of security is responsible for reporting it immediately
to the charge nurse or line manager. All concerns will be treated in the strictest
confidence regardless of whether the subsequent review substantiates these concerns.
The registered nurse/midwife/ODP in charge must take reasonable steps to determine that
controlled drugs are in fact missing, see para. 15 above.
17. 4 All breaches of security that cause actual or potential loss or theft of controlled drugs
must be investigated and the appropriate corrective and preventive action taken. If
medicines have been misappropriated police charges may be brought.
17. 5 If they are unable to satisfy him/herself that all medicines can be accounted for, they must
report suspicions to the relevant manager immediately. Where a non-clinical manager
has been informed of suspected or actual theft of medicines, he/she must inform relevant
professional leads including the appropriate pharmacy manager.
17. 6 The NHS Lanarkshire incident policy should be followed in all cases of suspected or
actual theft of medicines. Staff should be familiar with and refer to the local Fraud
Policy in all cases of suspected or actual theft of medicines.
17. 7 Should the result of the preliminary review identify any evidence of actual theft, the
Accountable Officer and police should be contacted immediately. Any evidence should
be retained pending police investigation.

18.

EXPIRED STOCK

18.1

When department/theatre controlled drugs reach their expiry date the Controlled Drug
Governance Team should be informed. A member of the Controlled Drug Governance
Team will visit and destroy the expired controlled drugs in situ, witnessed by a member
of theatre staff. The theatre staff must verify the identification of the visiting member of
staff. The member of the Controlled Drug Governance Team and the nurse/ODP in
charge must both sign the Controlled Drug Record Book and indicate the date on which
the drugs were destroyed , the quantity and the reason for destroying them. Such entries
should be made in red ink/indelible ball point pen.
e.g. 30.03.18 destroyed by Pharmacy 4 x 10 mg tablets expired.
A Pharmacist (signature), A Registered Nurse/Midwife/ODP (signature).
The CD’s will be destroyed in such a way that the drug is denatured or rendered
irretrievable so that it cannot be reconstituted or used.

18.2

Expired stock must not be returned to Pharmacy in the ward box or brought to Pharmacy
by a nurse/ODP.
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19.

Stock No Longer Required

22.1

When a theatre/department has controlled drugs which they will not use before their
expiry date, they should contact pharmacy. A member of pharmacy staff will visit the
ward/department and assess the stock involved. Ward/Theatre staff must verify the
identification of the member of pharmacy staff. If it is agreed that the stock should be
returned to pharmacy, the member of pharmacy staff and the nurse/ODP in charge must
sign the Controlled Drug Record Book and indicate the date on which the drugs were
removed and the quantity removed. Such entries should be made in red ink/ball point
pen.
e.g. 30.03.18 Returned to Pharmacy - 10 x 50 mg ampoules
A Pharmacist (signature), A Registered Nurse/Midwife/ODP (signature).

22.2

Stock considered to be excess must not be returned to Pharmacy in the ward box or be
brought to Pharmacy by a member of ward/department/theatre staff.
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SECTION 21 – Chiropodists / Podiatrists
For the purpose of this document the term podiatrist refers to state registered chiropodists &
podiatrists. The Human Medicines Act 2012 contains exceptions to the general rules on
supplying and/or administering medicines for registered podiatrists.
Supply & Administration of Medicines
Podiatrists who possess the relevant annotations on the Health and Care Professions Council
(HCPC) register http://www.hcpc-uk.org/check/ have rights to supply and/or administration of
various prescription only medicines and pharmacy only medicines, alongside rights to the supply
of general sales list medicines. The lists are available on the website of the Medicines and
Healthcare products Regulatory Agency https://www.gov.uk/government/publications/rules-for-the-sale-supply-and-administration-ofmedicines/rules-for-the-sale-supply-and-administration-of-medicines-for-specific-healthcareprofessionals
Prescription Only Medicines not on the List
If a podiatrist wishes to treat a patient with a Prescription Only Medicine (POM) not included on
the approved list, a prescription must be obtained from the patient's medical practitioner prior to
its supply unless the practitioner is an authorised non-medical prescriber.
Administration of POM Medicines
Podiatrists who hold a certificate of competence in the use of analgesics administration
(POM-A) and who have this annotation on the HCPC register may administer the listed POM
medicines.

bupivacaine

bupivacaine with adrenaline

lignocaine

lignocaine with adrenaline

mepivacaine

prilocaine

adrenaline (Epinephrine) Inj BP

methylprednisolone

levobupivacaine Hydrochloride

ropivacaine Hydrochloride
Chemical Products
Podiatrists use some chemicals in their practices. These are mainly:

liquid phenol

pyrogallol

monochloroacetic acid

salicylic acid

Document Code
Updated By
Approved By
Supersedes

MedCOP02101
Director of Pharmacy
QPPGG
Section 22 Jan 2015

Date Approved
Review Date

16 April 2018
31 March 2023
Page 82 of 93

Uncontrolled when printed
NHS Lanarkshire Code of Practice for Medicines’ Governance
SECTION 21 – Chiropodists / Podiatrists
Since these are primarily chemical in action they fall outside the definition of a medicinal
product. Podiatrists are expected to use chemicals safely and follow other relevant legislation
such as the control of substances hazardous to health (COSHH).
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SECTION 22 - Members of Staff Who Require, or Seek, Medication While at Work
1

Members of staff who become ill at work must report to their manager.

2

Staff are not permitted to take medicines that have been supplied to wards and
departments for their own personal use, or for use by their friends and family. This is
theft and as such, the member of staff could be liable for prosecution and dismissal.

3

Authorised prescribers, including registered doctors, dentists and non-medical
prescribers, may not self prescribe.

4

Ward/departmental managers are reminded that they are responsible for the drugs stored
on that ward and are therefore obliged to ensure that the intentions of any member of staff
requiring access to drugs are honest. Responsibility for drugs is delegated to the
registered nurse/midwife/ODP in charge of a ward or department in the absence of the
ward/department manager.

5

Members of Staff Who Forget to Bring Regular Medication to Work

5.1

When the pharmacy department is open, a member of staff who forgets to bring their own
supply of medication may request one dose only from the pharmacy department. A legal
prescription is required to allow this single dose to be dispensed from pharmacy. Any
pharmacist who doubts the validity of the request may ask the enquirer to be
accompanied by a member of the medical staff to authorise a dose in person in
accordance with pharmacy departmental procedures.

5.2

There is no facility to supply drugs to members of staff on regular medication when the
Pharmacy Department is closed.

6

Prescriptions For Members of Staff

6.1

Pharmacy will only dispense prescriptions for a member of staff if that member of staff is
a registered patient of the hospital and is being treated as an inpatient, an outpatient or
within the Accident & Emergency Department.

6.2

The pharmacy department does not have the facility to sell drugs with a “P” classification
under the Medicines Act.

7

Prescriptions For Relatives of Members of Staff

7.1

Authorised prescribers, including registered doctors, dentists and non-medical
prescribers may not write prescriptions for family or friends.
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7.2

The Pharmacy Department will not dispense prescriptions for relatives of members of
staff unless the family member is a registered patient of the Hospital and the prescription
has been written by an appropriate authorised prescriber.
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SECTION 23 - Handling of Unknown/Unidentified Substances
1.

Introduction
A patient may be found to be in possession of suspicious powders, tablets, capsules or
other substances for which he/she does not have an adequate explanation. Although the
exact nature of the substance may be unclear, it could be a drug such as heroin, cocaine,
LSD or amphetamines, the possession of which may be an offence under the Misuse of
Drugs Act 1971.
The NHS does not permit the use, possession or supply of illegal substances on its
premises.
When a member of staff takes possession of the substance, he/she may be placed in a
vulnerable position unless it can be demonstrated that the substance was taken for the
purpose of delivering it into the safe custody of a person lawfully entitled to possess it or
destroy it. It is therefore important that all actions relating to the taking into safe custody
or destruction of suspect substances are fully and correctly documented and witnessed,
and the procedures below followed.

2.

Procedure

2.1

The member of staff finding the substance should immediately inform the nurse in charge
of the ward/department.

2.2

The nurse in charge of the ward/department should place the substance in a suitable
secure container with a label identifying the source (patient's initials and CHI number)
and a brief description of the contents. The label should be over the seal and signed and
dated by the nurse in charge and a medical or nursing witness.

2.3

The container should then be placed in a locked controlled drugs cupboard and a record
made in the back of the controlled drug register describing the product as an ‘unidentified
substance’.

2.4

The nurse in charge of the ward/department should contact the Senior Nurse on the
hospital site and the relevant medical officer in charge of the patient.

2.5

On arrival of the Senior Nurse, the nurse in charge of the ward/department should
complete Part A of the "Form for removal and destruction of unauthorised drugs or other
suspicious substances" which should be witnessed and signed by the Senior Nurse, who
will also inform the patient of action taken. The entry at the back of the controlled drug
register must be updated with this information.

2.6

Where it is agreed by the Senior Nurse and the patient's medical officer that the quantity
of the substance found is consistent with the patient's own personal use, then the hospital
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pharmacy should be contacted to arrange for the substance to be sent to pharmacy for
subsequent destruction by the Controlled Drug Governance Team Authorised Witness.
2.7

In this case, Points B and C should be completed as indicated, by the Senior Nurse, the
relevant medical officer in charge and the pharmacist. One copy of the form should be
filed in the patient's medical record and one copy retained by the pharmacy department. ,
who will receive a signature from Police Scotland on handover of the substances for
destruction. Part D should be amended to detail the destruction of the substance and be
completed by the Controlled Drug Governance Team Authorised Witness and Hospital
Pharmacist.
If the patient objects to this course of action, Police Scotland must be contacted.

2.8

Where either the Senior Nurse or the medical officer in charge, or both consider that the
quantity of the substance found is greater than is consistent with the patient's own
personal use, then Part B should be completed as indicated and Police Scotland contacted
by the Senior Nurse.
Where Police Scotland cannot attend within 24 hours, or if circumstances require, the
suspicious substance and Form should be transferred to the hospital pharmacy as above
(27.2.6). Part C should be signed by the receiving pharmacist.
If a police officer attends, the ward staff should endeavour to co-operate fully with the
officer. In some cases, the officer may not need to know the identity of the source
patient. However, if the officer does need this information, it should be provided by the
Senior Nurse or the medical officer.
(In the investigation of an alleged criminal offence, confidentiality is unlikely to be a
sufficient defence in law against disclosure.)
The patient will never be questioned or removed from the ward/department if it is
considered by the medical officer in charge to be inappropriate on clinical grounds.
Following enquiries, Police Scotland will remove the suspicious substance either from
the ward/department or from the pharmacy if it has been transferred there. In either case,
Part D should be signed by the Police Officer and the nurse or pharmacist witnessing the
transfer. One copy should be given to the police, one copy retained by the pharmacy
department, one copy filed in the patient's medical record and one copy sent to the Chief
Nurse.
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SECTION 24 - Safe Use & Control of Medicines in Neonates & Paediatrics
1.

Background
Patients at extremes of age are more vulnerable than others to medication errors and
adverse effects. Whilst safe prescribing and medicine management are prerequisites for all
patients, extra vigilance must be observed when prescribing and dispensing for, or
administering medicines to, paediatric patients.
Medication errors are likely to occur in hospitals where potent drugs are used in the
treatment of life threatening conditions. Causes of such errors include ignorance of
appropriate dosage schedules, carelessness in calculating the dose, poor writing and
failure to administer the correct drug.

2.

Purpose and Scope of Guidelines
The purpose of these guidelines is to give practical guidance on error avoidance to all
those involved in the prescribing, dispensing and administration of medicines for neonates
and children.
The complexity of prescribing for paediatrics makes it difficult for doctors and nurses to
gain familiarity with preparations and dosages except by working in specialised units. All
staff who could be involved in the administration of medicines to children should receive
adequate training in current good practice.
These guidelines apply to all situations in hospital where paediatric patients may be
treated with medicines. Particular attention should be given when medicines are
prescribed or administered in settings not exclusive to paediatric patients including
Accident and Emergency, ITU, Short Stay Wards, Theatres and Recovery areas.
Individual sections of this document should not be read in isolation. The document should
be read as a whole.

3.

Drug stock holding

3.1

Agreement should be reached to reduce the variety of strengths of a preparation held in
stock to minimise the possibility of error. This may not always be possible in some areas
e.g. Accident and Emergency, in which case extra care must be t aken when selecting the
product. Storage of different strengths of the same product should be arranged to
minimise the likelihood of error, particularly where there are few distinguishing features
between packs of different strengths.

3.2

Always read the label
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3.3

Wherever possible, commercially available preparations should be used to ensure product
integrity and stability and to facilitate ongoing supplies. Pharmacy, however, may prepare
or procure special dosage forms or strengths to meet individual patients needs and reduce
the requirement for medical and nursing staff to perform complex calculations when
administering medicines.

4.

Selection of Medicine

5.1

Consideration must be given to the possible effects of drug therapy on growth and
development. The possible risks must be carefully weighed against benefits of therapy.

5.2

Paediatric formulations must be used where possible. Many children can swallow tablets
but when a liquid preparation is required, sucrose free formulations should be used where
available. The choice between liquid and solid oral dose formulations will depend on both
the child and medication since aversion to taste, colour or smell may result in noncompliance, and allergy to flavourings, colourings or preservatives may cause further
problems.

5.3

Some drugs in tablet or capsule form may be opened, dissolved, suspended or crushed and
disguised in e.g. juice before administration - the suitability of this method of
administration must be confirmed with pharmacy. Enteric coated or sustained release
preparations should, however, not be crushed – advice should be sought from pharmacy
on administration.

5.4

Many medicines used in paediatrics are used outwith the terms of their product licence.
The pharmacist will endeavour to inform the prescriber of these situations to ensure that
they are fully aware of their responsibilities.

5.5

Many unlicensed medicines or 'specials' are also used in Paediatrics. The quality of these
products will be assured by the Pharmacy department before supply. For drugs that are
not prescribed in accordance with monographs within the current edition of BNF for
Children written confirmation from the prescribing Consultant is required to indicate that
he/she is aware of the licence status. In normal paediatric practice no additional steps,
beyond those taken when prescribing licensed medicines, are required to obtain consent
of patients and parents/carers for the use of unlicensed medicines. Most licensed
medicines are dispensed in standard packages with a Patient Information Leaflet (PIL).
When the license does not include indications for children, the PIL may caution against
such use. To alleviate parent/carer concerns a generic PIL which explains why it may be
necessary to prescribe unlicensed medicines or to use licensed medicines for unlicensed
applications is available.
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5.

Route of administration

5.1

The oral route should be used where available. However, for neonates and children who
are seriously ill, or where the oral route is contra-indicated or unreliable, the rectal route
should be considered if a suitable preparation is available. Otherwise parenteral therapy,
usually intravenous, is necessary.

5.2

Intramuscular injections are distressing for children and should be avoided where
possible.

6.

Dosage calculations

6.1

The recommended dose for each drug is usually based on either body weight or body
surface area. The dose should be checked in the most recent edition of BNF for Children.
For medicines prescribed in the Neonatal Unit the dose should be checked against the
local Neonatal formulary.
Note: - Contact Pharmacy for assistance

6.2

BNF for Children is the preferred drug reference source within paediatrics in Lanarkshire.
Other publication should only be used when insufficient information is available in the
BNF for Children. Note different publications detail dosage schedules in different
formats. Familiarity with the way that dosages are quoted in publications is essential to
prevent errors.

6.3

The calculated dose should not exceed the usual adult dose.

6.4

Within reasonable limits, the calculated dose can be rounded off to make measurement
and administration easier and more accurate.

6.5

Particular care must be taken when calculations involve a decimal point. These
calculations should be written on paper, not done by mental arithmetic or solely by
electronic calculator. Another appropriate member of staff should check them.

6.6

Wherever possible, details of the calculation and check should be recorded.

6.7

Where protocols are available to minimise calculations, these should be used.

6.8

For chronic treatment the dose of the medication should be re-evaluated at regular
intervals based on changing weight and age.
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7.

Prescription writing

7.1

The child's weight, date of birth and gestational age for neonates must be written on the
prescription.

7.2

The approved name of the medicine should be used whenever possible. An exception to
using the approved name should be made in the case of those medicines with a unique
formulation e.g. theophylline.

7.3

The drug should be written in BLOCK capitals.

7.4

Certain abbreviations are not acceptable, in particular; micrograms should never be
abbreviated to prevent confusion with mg. Doses less than 1 mg must be written in
micrograms.

7.5

Roman numerals should not be used.

7.6

Prescriptions for liquid preparations should, where possible, indicate the drug dose in
milligrams or micrograms, and not just the number of ml required. An exception to this
are compound preparations.

7.7

All staff can play an important part in preventing medication errors by vigilance in
recognising when unusually small or large doses are prescribed and querying these with
the prescriber.

7.8

If a drug is to be prescribed 'as required' this should be written in full across the
prescription with an indication of the symptom being treated and the maximum number
of doses in the treatment period e.g. Paracetamol 120mg as required for pain 4-6 hourly.
Maximum 4 doses in 24 hours.

7.9

Any prescribed doses that include a decimal point must be written with extra care to
ensure that the decimal point is clear and where relevant that the decimal point is
preceded by a zero e.g. Abidec 0.6ml not Abidec .6ml.

7.10

Never use a trailing zero e.g. state 5mg NOT 5.0mg as this can lead to a ten fold overdose

7.11

The form and route of administration should be clearly specified.

8.

Administration

8.1

Always read the label

8.2

Appropriate equipment should be used for the administration of medicines to paediatrics
and neonates e.g. oral dose syringes.
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8.3

All oral medication for outpatients or discharges will be supplied in child resistant
containers unless otherwise specified by the prescriber.

8.4

Non Parenteral
• Administration of medicines to children should be in accordance with locally agreed
procedures.
• These should be based on the recommendations of the Duthie report, 'Guidelines For
The Safe And Secure Handling Of Medicines', which states 'Where a system of one
nurse administration is used in hospitals, the nurse shall follow full hospital checking
procedures and shall ensure that administration does not involve calculation of dose;
administration to children under 12; weight related dose; or Controlled Drugs. In these
instances a second Authorised Nurse shall check all aspects of administration'.

8.5

Parenteral drugs
In terms of risk management, this method of drug administration presents a greater risk
than non-parenteral drug administration. It is essential that staff administering drugs by
this route are fully conversant with the process which includes: •

selection of the appropriate administration device

•

calculation and setting of the rate of the infusion of parenteral drugs monitoring
delivery of the parenteral solutions to the patients.

In line with HEI 198 it is recommended that "those unfamiliar with equipment should
be forbidden to operate it unless supervised or until they are considered competent in its
use".
a) Sufficient reference information on prescribed parenteral drugs should be available at
ward level to enable safe administration of this high-risk group of medicines.
b) The responsibility to administer parenteral medication rests with the doctor. However,
appropriately trained nurses as agreed by local policy may also carry out this
procedure.
c) A second appropriate member of staff should check all parenteral drug calculations
and attention paid to the rate of administration.
d) Most parenteral preparations are intended for adult use. Where less than a full vial of
drug is being used for a dose, consideration should be given to the displacement value
of powdered drugs requiring reconstitution.
e) Stability should be assured before any drugs are added to infusion fluids or where
there are multiple drugs running through an IV line. Pharmacy should be contacted
for advice where necessary.
f) When a drug requires further dilution before administration, the type and volume of
fluid must be prescribed along with the duration of infusion. A label identifying the
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patient, ward number, infusion fluid and volume, as well as the drug additive must be
signed by those involved in the preparation and placed on the infusion bag, burette
chamber or syringe if a syringe driver is being used.
g) It is good practice to label all drugs prepared for parenteral administration.
h) When several drugs of similar volume are being administered at the same time, labels
identifying the drugs must be used to mark the syringes.
i) In case of variable rate prescriptions e.g. sliding scale insulin, each change in rate of
administration should be documented. This may not always be practicable in
emergency situations.
j) Luer lock administration systems and extension lengths should be used. This includes
luer lock fitted syringes for syringe drivers.
k) Guidance should be sought from pharmacy on the storage and stability of parenteral
drugs.
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