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Summary

PATIENTS’ OWN MEDICINES SHOW BE UTILISED WHEN AVAILABLE
Accessing Medicines In-hours (07.30-18:00 Mon-Fri. 08.30 to 17:00 W/E and

B/Hs)
Stock Non-Stock Controlled Drug Discharge Special Manufactured
Medication Medication Item. Medication Item. Medication. Medicines (e.g.
Item. cytotoxics and TPN).
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K Check if the

Order Using / Check if patient \ Order Using Ward patient has their / Liaise with the \
Ward Stock has their own. CD Stock Order own relevant clinical
Order book or If not; book or on the - Contact the ward pharmacist or
on the - Order using Pharmacy Ordering pharmacist via pharmacy
Pharmacy EPMA or POP or Portal (POP). bleep technician
Ordering Portal paper transcription \_ - If ward - If not available,
(POP). sheet if these not pharmacist not contact pharmacy
\ / available. available, send technical services
k / down to pharmacy k(via switchboard). /
with PODs and
any medicines
already
\ disnensed /
Accessing Medicines Out of Hours
Stock Non-Stock Controlled Drug Discharge Special Manufactured
Medication Medication Item. Medication Item. Medication. Medicines (e.g.
ltem. cytotoxics and TPN).
If urgent- Log in to KWARD on JAC. If urgent- follow the - Check if the \ - Contact the \
Enter the drug name you require and this CD Ward SOP patient has their Technical Service
will tell you where it is stocked. If in the process for own medicines. On-call
emergency drug cupboard, obtain keys obtaining a dose - Follow the out of Pharmacist out of
from the site-co-ordinators. from another ward. hours d's.p‘iﬂ.s'ng hours for advice.
If non-urgent- ord_er via _Stoqk Order book If non-urgent- order Eg?iccis}zr'?terilss the - The PTSU on-
or POP for dispensing in hours. via CD Stock Order patient does not call service is
K I / book or POP for have. advisory overnight
dispensing in hours. >/ \< and can only
The on-call pharmacist manufacture items
k M / should not be routinely at the weekend.
10 requested to dispense
. ] discharge \ /
If urgent and medicine is not available elsewhere, contact the on- prescriptions unless it
call pharmacist via the site co-ordinator. is clinically urgent, or
the hospital is at OPEL
4 bed state, and it
cannot be done
following the OOH

procedure.

THE PHARMACY ON-CALL SERVICE IS A NON-RESIDENT EMERGENCY SERVICE.
THE ON-CALL SERVICE IS MAINLY FOR CLINICAL ADVICE. FOR SUPPLY ISSUES IT SHOULD ONLY BE USED FOR
URGENT ITEMS THAT CANNOT BE OBTAINED FROM THE OUT OF HOURS CUPBOARDS OR OTHER WARDS
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Data Protection Act 2018 (UK General Data Protection Regulation — GDPR)
Legislation.

The Trust has a duty under the Data Protection Act 2018 and UK General Data Protection
Regulations 2016/679 to ensure that there is a valid legal basis to process personal and
sensitive data. The legal basis for processing must be identified and documented before
the processing begins. In many cases we may need consent; this must be explicit,
informed, and documented. We cannot rely on opt out, it must be opt in.

Data Protection Act 2018 and UK General Data Protection Regulations 2016/679 is
applicable to all staff; this includes those working as contractors and providers of services.

For more information about your obligations under the Data Protection Act 2018 and UK
General Data Protection Regulations 2016/679 please see the Information Use Framework
Policy or contact the Information Governance Team.

Royal Cornwall Hospital Trust rch-tr.infogov@nhs.net
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1. Introduction

1.1. Medicines are the most common healthcare intervention used within the Trust.
Appropriate use of medicines can deliver great benefits to patients; conversely
inappropriate use can cause patient harm. This chapter of the medicines policy
details how to access medicines for our patients and should be read in
conjunction with the ‘Clinical Guideline for Ward Medicines Management'.

1.2. Most inpatients taking regular medicines will bring those medicines in with them
and will have processes in place in primary care for the resupply of those
medicines after discharge. To avoid waste, patient’s own medicines should be
utilized where possible and only newly initiated medicines/ dose amendments
should be ordered from the hospital pharmacy.

1.3. Staff should be aware that virtually all medicines are subject to legal controls
imposed by the Human Medicines Regulations 2012 (S.1. 2012/1916), The
Medicines Act 1968, the Misuse of Drugs Act 1971 and The Controlled Drugs
(Supervision of Management and Use) Regulations 2013 and various
amendments. When designing new pathways of care involving medicines,
ensure pharmacy expertise is provided to ensure new supply and ordering
arrangements are within legal parameters.

1.4. There are complex and significant restrictions placed on the way Controlled
Drugs may be handled within the Trust, these are described fully in the Trust’s
Controlled Drug Policy.

1.5. Throughout, the convention is used that the words "shall" or "must," indicate
actions which are mandatory — either because they are legal requirements, or
because the Trust, through the Medication Practice Committee, has decided that
they will be mandatory. Other instructions may be taken to be best practice.

1.6. This version supersedes any previous versions of this document.

2. Purpose of this Policy/Procedure

2.1. Ensuring the right medicine is available for the right patient at the right time is a
vital element of safe patient care.

2.2. Ensuring that staff know how to order and access medicines both in and out of
hours.

2.3. To prevent missed and delayed doses of medicines due to medication
unavailability.

3. Scope

3.1. This chapter of the Medicines Policy is the overarching document that covers
how RCHT staff order and access medicines and covers all RCHT activity and
staff employed by RCHT. There are related policies that deal with specific
aspects of medicines in more depth. These are referenced in this policy and can
be found on the Trust document library.
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3.2. The key guideline for wards and clinical areas relating to this policy is the ‘Clinical
Guideline for Ward Medicines Management’ available on the Document Library.

4. Definitions / Glossary

e Stock Medicine

A medicine held as stock by the clinical area. These medicines are usually
medicines that are frequently used in the clinical area, or medicines that might be
required in an emergency.

e Non- Stock Medicines

These are medicines that are not stocked in the clinical area and are specific to
the individual patient.

e Controlled Drug

These medicines are governed by the provisions of the Misuse of Drugs Act 1971
and The Controlled Drugs (Supervision of Management and Use) Regulations
2013. Clinical areas will hold a defined list of CDs as stock. Refer to the Controlled
Drugs Policy for more information.

e Specials- Manufactured Items

These medicinal products are produced within the pharmacy technical services
unit (PTSU) and generally require complex aseptic preparation, either to protect
the patient, the staff or both. Such products include chemotherapy, TPN and radio-
isotopes.

e On-call Pharmacist

Pharmacy provides an on-call service out of hours for both clinical/supply services
and for Pharmacy Technical Services. The on-call is a non-resident service and is
mainly advisory in nature. Urgent items will be supplied if they cannot be sourced
elsewhere. Specials items are not manufactured overnight by the on-call PTSU
pharmacist but only by the full on-call weekend PTSU team.

5. Ownership and Responsibilities

This policy is owned by the chief pharmacist who has been nominated by the Medical
Director to be responsible for this policy.

5.1. Role of the Managers

¢ All managers of areas where medicines are prescribed, stored and/or
administered should ensure that their staff have read and understood the
policy and have attended the appropriate training as set out in the Trust
training needs analysis.

e Managers in these areas are also responsible for ensuring that their staff
follow the guidance set out in this policy and report incidents where this is not
the case.
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¢ Managers must understand the implications to patients and availability of
medicines when agreeing to outlie patients or designate a clinical area for a
new speciality. Such changes mean the established stock lists will not match
the patient cohort, increasing the risk of missed doses of medicines and
patient harm. A clinically led stock-list review should happen in these
instances.

5.2. Role of the Group/Committees

5.2.1. Medication Practice Committee (MPC)

The MPC is the committee responsible for oversight of this policy and
its implementation. The MPC has a number of sub-committees
responsible for the governance of specific areas of medicine’s practice.

5.2.2. Cornwall Area Prescribing Committee (CAPC)

The CAPC is responsible for agreeing the drug formulary for Cornwall.
This can be found on the Trust intranet (and internet) through the A-Z
Resources/ Formulary (joint). The committee is also responsible for
medicines optimisation across all healthcare sectors in Cornwall.

5.2.3. Controlled Drug Assurance Group (CDAG)

Responsible for detailed oversight of the safe and appropriate use of
controlled drugs in the Trust.

5.3. Role of Individual Staff

All staff involved in the medication process should ensure they have read and
understand the relevant section of the policy and have attended the appropriate
training as set out in the Trust training needs analysis.

5.3.1. The prescriber (medical practitioner or non-medical prescriber)

¢ All prescribers should be familiar with the GMC guideline ‘Good
practice in prescribing and managing medicines and devices’ (2013)
and the Public Health England document ‘Antimicrobial Prescribing
and Stewardship Competencies’.

e Prescribers shall endeavour to inform the nurse looking after the
patient when a new medicine has been prescribed to enable the
nurse to order the medicine if required and to ensure that the patient
does not miss a dose.

e The prescriber must prescribe according to the Cornwall Medicines
Formulary and understand that prescribing off formulary will likely
mean the pharmacy will not stock the medicine and therefore the
patient is at a higher risk of not receiving the medicine.

e Prescribers must also react to local and national supply shortage
issues and adjust their prescribing accordingly, to a medicine that is
routinely available.
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5.3.2. The Pharmacist and Pharmacy Technician

The Pharmacy team must ensure that all medicines prescribed to be
taken regularly, including as required medicines, are available to wards
and departments as requested.

Generally, only newly initiated medicines should be supplied to the
patient. Patient’'s own medicines should ideally be used for existing
prescriptions. If the patient has not brought their own medicines in with
them, ward stock should be used in the first instance and a new supply
only provided if the patient is at risk of missing doses of medicines.

The Pharmacy team should provide appropriate information and advice
to medical and nursing staff on all pharmaceutical aspects of medicine
therapy. They should review/annotate the prescription to eliminate
ambiguities and raise any apparent error with the prescriber.

The pharmacy team must review the drugs prescribed on a regular
basis. This review should include a check that the patient has been
receiving their medication. Where missed doses are identified or
delayed doses of time critical medicines, this should be escalated to the
ward sister and a Trust incident form completed if appropriate. Refer to
the Delayed and Omitted Doses of Medicines Policy, available on the
document library.

5.3.3. The health professional administering a medicine

The nurse/midwife (or other appropriately trained and competent
healthcare professional) must understand the process for ordering and
accessing medications as set out in the clinical guideline for ward
medicines management.

They must first ask if the patient has brought in their own medicines
with them, or whether a family member can bring them in, before
placing an order with pharmacy to supply.

They must understand the risks of missed doses of critical medicines
and delayed doses of time critical medicines (Refer to the Delayed and
Omitted Doses of Medicines Policy) and know how to access these
medicines both in and out of hours.

They must ensure that the patient’'s medicines are transferred with the
patient when moving to other wards, community hospitals etc., to
ensure the patient continues to have access to these medicines, does
not miss doses, and avoid wasteful resupply.

Where it is not possible to administer a medicine, the reason should be
documented on the drug chart/ePMA system. Where the drug is not
available every effort should be made to obtain this medicine, either
from pharmacy during normal hours, or from the Emergency Drug
Cupboards, another ward or the on-call pharmacist, out of hours. (Refer
to the Trust Delayed and Omitted Doses of Medicines Procedure).
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e There are some specific situations where non-registered healthcare
professionals are permitted to prepare or administer medicines,
provided the appropriate training and competencies as in place.
Service managers should seek approval for such arrangements
through the Medication Practice Committee to ensure any new
arrangements stay within the bounds of legislation and local policies.

6. Standards and Practice

6.1. Ordering Ward Stock and Non-stock Inpatient items
6.1.1. Ordering Medicines

Within wards and departments, medicines can conveniently be
classified as either “stock” medicines — in which case the supply is held
by the ward for use on any patient as required — or as “named patient” /
“non-stock” medicines — in which case the supply is labelled for, and
may only be used by, a single named patient. Separate procedures are
in place for each class of medicine.

6.1.2. Medicines For Stock

There are three ways in which wards and departments are supplied with
stock medicines:

6.1.3. Pharmacy top-up:

e A system of supply in which pharmacy staff maintain ward or
department stock levels in accordance with a stock list that is
approved by the Ward or Department Manager. Pharmacy staff will
ascertain how much stock is required and then put this stock away.
Ward staff will only rarely need to become involved in ordering stock
medicines.

e For wards with Omnicell electronic drug cabinets, the cabinets
automatically order medicines from the pharmacy when a pre-set
minimum level is reached. Pharmacy staff may then come and place
the stock in the cabinet as part of the top up service.

e Wards and departments are topped-up on specific days of the week.
Contact the pharmacy department to find out which days an area is
topped-up. Not all clinical areas receive a pharmacy top-up service.

6.1.4. Ward/Clinic staff top-up:

Ward/ Clinic staff complete the stock check and order the required stock
medicines either via annotating the ward stock-list with the quantities
required or via the Pharmacy Ordering Portal, or via the Omnicell re-
ordering process. Pharmacy then processes the order and sends it to
the clinical area but do not put the stock away.
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6.1.5. Ad-hoc stock ordering:

e Stock medicines are ordered in a ward requisition book (CHA49), or by
using the electronic Pharmacy Ordering Portal (POP).

e For paper orders a Registered Healthcare Practitioner must sign the
order, and PRINT their name alongside. The pink copy of the order
may be retained on the ward for checking purposes.

e The requisition book should then be sent down to pharmacy by the
ward staff, porter or ward pharmacist.

e For bulk fluids use the bulk fluids requisition form or POP.
e For enteral feeds use the enteral feed requisition form or POP.

e POP orders will print out in the pharmacy department and do not need
to be sent down to pharmacy.

6.1.6. Medicines for Named Patients (non-stocks)

6.1.6.1. Ward staff are encouraged to use Patient's Own Medicines (PODs)
whenever possible and only order medicines for patients when
absolutely necessary.

6.1.6.2. When PODs are not available and the medicine is not stocked on
the ward, named patient medicines may be ordered by any
registered healthcare professional on POP.

6.1.6.3. On wards where POP is not available staff should order non-stock
medicines via the JAC EPMA system by adding a “*Order from
Pharmacy**’ note to the drug that is required.

6.1.6.4. For non-POP and non-JAC EPMA areas use the paper
transcription sheets and send it to pharmacy.

6.1.6.5. The electronic non-stock orders will automatically be printed and
dispensed in pharmacy.

6.1.6.6. Items that are non-formulary will not automatically be dispensed
and we will routinely ask the patient to bring in their own supply.
This also applies to other items such as inhalers and non-essential
Over the Counter medicines.

6.1.6.7. Restricted items, such as certain antibiotics, may only be supplied
after discussion with the prescriber or microbiology and may
require additional information, such as the completion of Bluteq
forms, before a supply can be made.

6.1.7. Ordering Medicines for Discharge

6.1.7.1. Only newly initiated items should be dispensed at discharge,
provided the patient has sufficient supply of their regular medicines
with them or at home.
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6.1.7.2. Non-essential medicines that can be purchased over the counter
will not routinely be supplied on discharge, unless there are specific
patient factors which make this necessary. Paediatrics is an
exception to this.

6.1.7.3. Before a discharge prescription is dispensed in pharmacy, the ward
staff need to ascertain whether:

e The patient already has sufficient supply at home.
e The patient has PODs with them on the ward.

e Labelled named patient supplies for the patient have already
been dispensed and are on the ward.

6.1.7.4. This step can be undertaken by the medical, nursing or pharmacy
staff on the wards and is crucial to expediting discharge and
reducing wastage.

6.1.7.5. The printed TTO and any patient’s own medicines or dispensed
named patient items should be given to the ward pharmacist/
technician or sent to pharmacy. The pharmacy team will then
assemble the discharge medicines as necessary.

6.1.7.6. When discharge medications are received on the ward well in
advance of discharge they must be secured in a locked cupboard.
If they include items requiring refrigeration, these should be placed
in the medicine refrigerator with a note attached to the bag of
remaining medicines. If they include controlled drugs these should
be locked in the CD cupboard, recorded in the ‘patient’s own’
section of the ward controlled drug register, and booked out to the
patient on discharge.

6.1.7.7. When the patient is actually discharged, the nurse must follow the
prompts on the discharge checklist and check that all prescribed
items — whether dispensed from Pharmacy or patient’s own — are in
the bag (including refrigerated and CD items) or that the patient
has sufficient supply at home, and that the patient or carer knows
how to take or administer them. Carefully check for any changes on
the discharge prescription that might have happened since the
medicines were dispensed. Ensure the patient receives a printed
copy of the discharge summary before they leave the hospital.

6.1.8. Using Ward Prepacks for Discharge Prescriptions

All prescriptions must be checked for appropriateness before the TTO is
assembled. The check (carried out by the nurse assembling the
prescription or by the ward pharmacist if available) will include:

e Patient details.

o Allergies.

e Doses.
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e Contra-indications.
¢ Interactions including patients regular medications.
e Side-effects.

¢ Antibiotics prescribed should have their indication and course length
clearly documented.

6.1.8.1. For each medication that is dispensed by pre-pack from the TTO
pre-pack cupboard the nurse will check the following particulars to
ensure they have the correct medication pre-pack and it is in date:

= Name of drug (against the prescription).
= Strength medication (against the prescription).
» The expiry date of the medication.

6.1.8.2. The label affixed to a pre-pack has a set wording with blank spaces
left for the dispenser to populate; this should not be amended in
any way. The dispenser will need to ensure the following:

» The patient’s name is filled in in the space provided.
* The date of dispensing is filled in in the space provided.

= Where spaces are provided, to fill in the dose and frequency in
accordance with the prescription.

= |f there are no spaces provided for filling in the dose and
frequency that the set wording given for the dose and frequency
is in accordance with the prescription.

6.1.8.3. Once the “dispenser” is satisfied with the labelling of the pre-pack
medication they need to sign the label of each pre-pack they have
dispensed. The dispensing nurse will then need to endorse (in the
spaces provided on the discharge prescription) the quantity of each
medication they have dispensed and that they have dispensed it.
The nurse should also ensure that a patient information leaflet is
included with each pack. The assembled prescription then needs to
be checked by a second nurse or a pharmacist.

6.1.8.4. The completed paperwork will then be filed in the patient notes.
6.1.9. Accessing Medicines Out Of Hours

6.1.9.1. Pharmacy is open from 07.30 to 18:00 Mon-Fri. 08.30 to 17:00
Weekends and B/Hs. Please refer to the flow chart at the beginning
of this chapter for an overview.

6.1.9.2. To locate medicines out of hours:
e Log into the WellSky (previously JAC) KWARD programme.
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¢ Enter the name of the drug you are looking for.

e Select the ‘location’ (if you are based at St Michael’s or Treliske
select Royal Cornwall Combined Store, for West Cornwall select
West Cornwall Combined Store.

e A list of wards that stock that medicine will then be listed

KWARD - Ward Stock Status of a Drug @

o (G

k5

Crug
LEVOFLOXACIN 500 mg in 100mL Infusion

Location
RCH Fluid Store

Royal Cornwall Combined Store

West Cornwall Combined Store

Profiles served by Selected Location that stock the Drug

ACUTE MEDICAL UNIT 2 ~
ANCHOR WARD - BODMIN

BOSCAWEN WARD - FALMOUTH

CRITICAL CARE NORTH - RCH

EDEN WARD

EDVYARD HAIN CRCH

EMERGENCY CUPBOARD - RCH Drug
EMERGENCY CUPBOARD - TRELAWNEY WING - RCH
EMERGENCY CUPBOARD - WCH

EMERGENCY DEPARTMENT - RCH

FOWEY HOSPTAL WARDS - [ Close | l Help |

m

¢ Contact the ward and ask if you can borrow the stock.

6.1.9.3. If the drug is listed as being stocked in the ‘Emergency Cupboard’
at RCH, this is located at the top of the ramp at Main Pharmacy.
Access is available through the site coordinators. There is also an
Emergency Cupboard in Trelawney Wing (near ED) and at WCH.

6.1.9.4. If you are still unable to locate the medicine and it is a critical
medicine and a missed dose will have a significant impact on the
patient, then contact the on-call pharmacist through switchboard.
All calls will first be triaged by the site coordinator to ensure these
initial steps have been explored.

6.1.10. Out of Hours Discharge Prescription (TTO) Process

6.1.10.1. Ideally, out of hours discharges should be anticipated and a
discharge prescription written and dispensed in working hours.

6.1.10.2. The on-call pharmacist will not routinely dispense discharge
prescriptions. Exceptional circumstances include where there is a
significant impact to the patient if they cannot be discharged with
their medicines.
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6.1.10.3. When it is necessary for an inpatient to be given medicine to take
away from hospital premises and the pharmacy is closed, the
doctor should prescribe the discharge prescription on EPMA as
usual and print this off.

6.1.10.4. The nurse should check whether the patient has sufficient of his
own medication and document this clearly on the discharge
prescription so that duplicate items are not dispensed.

6.1.10.5. The nurse should refer to KWARD on WellSky (see section 6.1.9.)
which details which clinical areas stock the TTO pre-packs. Where
possible, utilise these pre-packs following the process set out in
section 6.1.8.

6.1.10.6. Where the patient requires a drug that is not available as a pre-
pack but there is unlabelled stock of the drug on the ward, the
Doctor/ nurse should access the emergency drug cupboards which
contain a supply of empty containers and blank labels to allow the
dispensing of items not held as pre-packs, using stock held on the
ward.

6.1.10.7. The doctor/nurse will complete the label details on the pre-packs
showing dose size, frequency, patient’s name, ward name and
date.

6.1.10.8. For drugs not available as pre-packs, dispense the minimum from
ward stocks and complete the blank label with all the details above
as well as the drug name and strength. The dispensing
nurse/doctor should endorse the discharge prescription to indicate
what has been dispensed; at this point the assembled prescription
then needs to be checked by a second nurse or a doctor.

6.1.10.9. Controlled Drugs need to be issued by pharmacy and therefore
need to be dispensed by the on-call pharmacist.

6.1.10.10. The completed paperwork will then be filed in the patient’s notes.
6.1.11. Obtaining Medicines from Other Wards or Departments

Medicines can be ‘borrowed’ from other wards or departments when
there is no stock available on the base ward. This should be tried before
contacting the on-call pharmacist. Controlled drugs may never be
“borrowed”. However a patient may be administered a single dose of a
controlled drug directly from any ward’s stock. Please refer to the
Controlled Drugs SOP available on the Document Library.

7. Dissemination and Implementation

7.1. This document will be hosted on the Trust’s document library and significant
changes to the policy will be communicated out via the pharmacy department
and Medicines Practice Committee.
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7.2

Training on this policy is within the medicines management mandatory and
refresher training provided by the Trust and within bespoke training sessions for
specific staff groups.

8. Monitoring compliance and effectiveness

Information Detail of process and methodology for monitoring

Category compliance

Element to be Adherence to the Medicines Policy is covered by the general
monitored pharmacy audit plan which selects different elements of the policy

to audit each year.

recommendations
and Lead(s)

Lead lain Davidson - Chief Pharmacist.

Tool The Pharmacy stock control system and Electronic Prescribing
and Medicines Administration (EPMA) system records and
departmental audits will be used to audit the access to medicines.

Frequency Ongoing audit programme of the different elements of the
Medicines Policy.

Reporting Audits will be reported through to the Medication Practice

arrangements Committee and the Pharmacy Governance Group as relevant.

Acting on The pharmacy team will lead on acting upon recommendations.

shared

Change in practice | Required changes to practice will be identified and actioned within
and lessons to be | 2 months. A lead member of the team will be identified to take

each change forward where appropriate. Lessons will be shared
with all the relevant stakeholders.

9. Updating and Review

9.1.

9.2.

9.3.

9.4.

The policy documents will be reviewed no less than every three years and
signed off through the Medication Practice Committee.

Revisions can be made ahead of the review date when the procedural
document requires updating. Where the revisions are significant and the overall
policy is changed, the author will ensure the revised document is taken through
the standard consultation, approval and dissemination processes.

Where the revisions are minor, e.g. amended job titles or changes in the
organisational structure, approval will be sought from the Medical Director, and
will be re-published accordingly without having gone through the full
consultation and ratification process.

Any revision activity is recorded in the Version Control Table as part of the
document control process.
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10. Equality and Diversity

10.1. This document complies with the Royal Cornwall Hospitals NHS Trust service
Equality and Diversity statement which can be found in the 'Equality, Inclusion
and Human Rights Policy' or the Equality and Diversity website.

10.2. The Initial Equality Impact Assessment Screening Form is at Appendix 2.
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Information Category

Detailed Information

Related Documents:

Controlled Drug Policy.

Ward Guideline for Medicines Management.
Delayed and Omitted Doses of Medicines Policy.
Controlled Drug Standard Operating Procedure.

Other Chapters of the Medicines policy.

Training Need Identified?

Covered in the mandatory training and refresher
updates for medicines management.

and Ratification):

Publication Location (refer to
Policy on Policies — Approvals

Internet and Intranet

Folder:

Document Library Folder/Sub

Clinical / Pharmacy

Version Control Table

Version Changes Made

Date Number Summary of Changes by

31/03/2011 | V1.0 Initial Issue lain Davidson,

Chief Pharmacist

10/06/2011 | V1.1 Change format to match the Trust format and | lan Davidson,
amend the dissemination and implementation | Chief Pharmacist
and the monitoring and competency
information.

16/02/2012 | V2.0 Amend in line with the new inpatient drug lain Davidson,
chart and opening of the Lloydspharmacy Chief Pharmacist.
outpatient dispensary. Extra sections added
related to transcribing, insulin passport and
loading doses. John Glinn, Head
Also included arrangements for non-registered of clinical

. ) Pharmacy
staff to administer IV flushes and policy Services
relating to mixing of medicines legislation. '
Included section on prescribing for yourself,
families and other members of staff.

28/01/2015 | V2.1 Chapters 1-3 updated: lain Davidson,
(Chapter 1) changes to paragraph 5.3 (Role Chief Pharmacist
of prescriber).

(Chapter 2) changes to paragraphs 6.1.4
(FPL1OHNCSs), 6.1.8 (Prescribing for Yourself,
Family Members and Members of Staff).
(Chapter 3) Updated to include EPMA.
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Version Changes Made
Date Number Summary of Changes by

Chapters 4-7 remain as Version 2.0.

18/05/2015 | V2.2 Chapters 3-4 updated to include a section on | lain Davidson,
EPMA Chief Pharmacist

3/10/2018 | V3.0 Overhaul of the chapter to include: lain Davidson,

e A flow chart. Chief Pharmacist

e Update the out of hours dispensing
policy.
e Include Pharmacy Ordering Portal.

A process for pre-pack dispensing and out of
hours TTO dispensing

27/4/2022 | V4.0 Include reference to Controlled drug lain Davidson,
assurance group. Chief Pharmacist

Reference to Bluteq forms required before
supply of some drugs.

Amended pharmacy opening times Mon-
Friday.

General minor updates.

9/50/2025 | V5.0 General review. lain Davidson,

Clearer wording regards non-registered staff Chief Pharmacist

ordering medicines.

Inclusion of not providing non-essential Over
the Counter medicines on discharge when
appropriate.

Stronger wording regards utilising patient’s
own medicines to reduce waste.

Filing ward dispensed TTOs in the patient
notes rather than sending down to pharmacy.

All or part of this document can be released under the Freedom of Information Act
2000.

All Policies, Strategies and Operating Procedures, including Business Plans, are
to be kept for the lifetime of the organisation plus 6 years.

This document is only valid on the day of printing.
Controlled Document.

This document has been created following the Royal Cornwall Hospitals NHS Trust The
Policy on Policies (Development and Management of Knowledge Procedural and Web
Documents Policy). It should not be altered in any way without the express permission of
the author or their Line Manager.
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Appendix 2. Equality Impact Assessment

Section 1: Equality Impact Assessment (EIA) Form

The EIA process allows the Trust to identify where a policy or service may have a negative
impact on an individual or particular group of people.

For guidance please refer to the Equality Impact Assessment Policy (available from the
document library) or contact the Equality, Diversity and Inclusion Team
rcht.inclusion@nhs.net

Information Category Detailed Information

Name of the strategy / policy / proposal / | The Medicines Policy Chapter 3: Ordering
service function to be assessed: and Accessing Medicines V5.0
Directorate and service area: Pharmacy

Is this a new or existing Policy? Existing

Name of individual completing EIA
(Should be completed by an individual with | lain Davidson, Chief Pharmacist
a good understanding of the Service/Policy):

Contact details: 01872 252593
Information Category Detailed Information
Policy Aim - Who is the How staff order and access medicines for their patients.

Policy aimed at?

(The Policy is the
Strategy, Policy,
Proposal or Service
Change to be assessed)

Policy Objectives To allow for timely treatment of patients, avoid harm due to
missed doses of medicines and promote patient flow.

Policy Intended Outcomes | To deliver on its objectives.

How will you measure Missed dose rates of medicines.
each outcome? Out of hours calls to the on-call pharmacist.

Who is intended to benefit | Reduced patient harm, improved patient experience and
from the policy? improved patient flow.
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Information Category

Detailed Information

6a. Who did you consult
with?

(Please select Yes or No
for each category)

e \Workforce:

Yes

e Patients/ visitors: No

e Local groups/ system partners:  No

e External organisations: No

e Other:

No

6b. Please list the
individuals/groups who
have been consulted
about this policy.

Please record specific names of individuals/ groups:

Pharmacy Governance Group.

Medication Practice Committee.

6c. What was the outcome
of the consultation?

To update the existing chapter of the Medicine Policy to
reflect current practice.

6d. Have you used any of
the following to assist
your assessment?

National or local statistics, audits, activity reports,
process maps, complaints, staff or patient surveys:

No

7. The Impact

Following consultation with key groups, has a negative impact been identified for any
protected characteristic? Please note that a rationale is required for each one.

Where a negative impact is identified without rationale, the key groups will need to be

consulted again.

Protected Characteristic (Yes or No) | Rationale
Age No
Sex (male or female) No
Gender reassignment
(Transgender, non-binary, No
gender fluid etc.)
Race No
Disability (e.g. physical or
cognitive impairment, mental No
health, long term conditions
etc.)
Religion or belief No
Marriage and civil

. No
partnership
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Protected Characteristic (Yes or No) | Rationale

Pregnancy and maternity No

Sexual orientation (e.g. gay,

straight, bisexual, lesbian etc.) No

A robustrationale must be in place for all protected characteristics. If anegative impact
has been identified, please complete section 2. If no negative impact has been
identified and if this is not a major service change, you can end the assessment here.

| am confident that section 2 of this EIA does not need completing as there are no
highlighted risks of negative impact occurring because of this policy.

Name of person confirming result of initial impact assessment: lain Davidson, Chief
Pharmacist.

If a negative impact has been identified above OR this is a major service change, you
will need to complete section 2 of the EIA form available here:
Section 2. Full Equality Analysis
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