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Data Protection Act 2018 (General Data Protection Regulation – GDPR) 
Legislation 

The Trust has a duty under the DPA18 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. 

DPA18 is applicable to all staff; this includes those working as contractors and 
providers of services. 

For more information about your obligations under the DPA18 please see the 
Information Use Framework Policy or contact the Information Governance Team  
rch-tr.infogov@nhs.net 
 

 

mailto:rch-tr.infogov@nhs.net
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1. Introduction 
 
1.1. This policy sets out the preparation and administration processes that should be 
followed by RCHT staff when preparing and administering medicines in the Trust. 

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

2. Purpose of this Policy/Procedure  
 
To ensure that medicines are prepared and administered to our patients safely, 
legally and effectively by RCHT staff. 
 

3. Scope 
 
This policy applies to all staff that are involved in the administration and preparation 
of medicines at RCHT. 
 

4. Definitions / Glossary 
 

Medicinal product: is any substance or combination of substances that may be used 
by or administered to human beings with a view to restoring, correcting or modifying 
a physiological function by exerting a pharmacological, immunological or metabolic 
action, or making a medical diagnosis. Medicinal products come under the 
jurisdiction of the MHRA. Food, nutrition and herbal products are not classified as 
medicinal products.  
 
Supervisor is a registered health professional that is competent to undertake the 
task being supervised. They must be able to undertake the task completely 
autonomously and must not require a witness for any tasks where they act in a 
supervisory capacity. 

 
Direct Supervision is defined by the supervisor taking direct and principle 
responsibility for care delivered. This includes the assessment and treatment of 
individual patients. The supervisor must be in immediate proximity and fully aware of 
the activities taking place. 
 
 Indirect Supervision is defined by the shared responsibility for the care delivered. 
The supervisor is easily contactable and available to observe and discuss the care 
delivered.  
 
Restricted activity - Not routinely allowed without a Drugs Committee approved 
local enhanced role. 
 

5. Ownership and Responsibilities  
 
5.1. Role of the Managers  

 
5.1.1. The executive lead for medicines management is the Medical Director. 
 
5.1.2. The chief pharmacist is responsible for ensuring the correct policies, 
processes and facilities are in place to enable good medicines management. 
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5.1.3. The Director of Nursing and AHPs are responsible for ensuring that the 
nursing, assistant practitioner and AHP workforce are appropriately trained and 
managed on adherence to this policy. 
 
5.1.4. The Director of Finance is responsible for ensuring the financial 
resource is available to ensure the necessary facilities are available to enable 
safe preparation and administration of medicines in line with our statutory 
requirements. 
 
5.1.5. Line managers are responsible for ensuring that staff are trained in safe 
preparation and administration of medicines and that there is audit assurance of 
compliance and audit findings are acted upon. 
 

5.2. Role of the Medicines Practice Committee  
 

5.2.1. The Medicines Practice Committee is responsible for overseeing and 
providing assurance that this policy is correctly implemented and audited. 

 
5.2.2. The Medication Safety Group will review datixes and audits relating to 
safe storage of medicines and ensure the learning is escalated to the MPC to 
inform policy development 

 

5.3. Role of Individual Staff 
 
5.3.1. All staff are responsible for creating and maintaining a safe environment 
in respect of medicines and informing more senior staff of any relevant issues. 
 
5.3.2. All staff involved in the use of medicines are responsible for 
understanding their obligations for safe preparation and administration of 
medicines as set out in this policy and escalating concerns. 
 
5.3.3. In any given clinical area where assistant practitioners (APs) or nurse 
associates (NAs) are working, there must be a named supervisor that 
understands their supervisory responsibilities. In most ward areas, this is 
expected to be the nurse in charge.  

 

6. Standards and Practice 
 
6.1. Preparing Medicines for Administration 

 
6.1.1. The Law 

 
The preparation of medicines is governed by provisions of the Medicines Act 
1968 and the Human Medicines Regulations of 2012. There are provisions 
within the Act and Regulations for who can manufacture and prescribe 
medicines. The documents are less explicit on who can administer medicines 
and in essence, anyone can legally administer a medicine in line with a 
prescription. However, to maintain good governance and patient safety, the 
Trust stipulates that only registered healthcare professionals working within 
their professional scope of competence can prepare and administer medicines. 
The exception to this is Assistant Practitioners that have undergone the specific 
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medicines administration competency training scheme outlined in appendix 4 of 
the chapter. 
 
Any other variance from this principle needs formal agreement from the director 
of nursing and chief pharmacist and the ratification of the Medicines Practice 
Committee (see Appendix 3 for approval form for non-registered clinical support 
workers). 
 
There are further restrictions with certain types of medicines and staff should 
refer to the corresponding policies and SOPs for that area. These include: 

 The Injectables Policy 

 The Chemotherapy Policy 

 The Intrathecal Policy 

 The Controlled Drug Policy (and ward SOP) 

 Paediatrics 
 

Staff should also refer to the join Royal Pharmaceutical Society and Royal 
College of Nursing document’ Professional Guidance on the Administration of 
Medicines in Healthcare Settings’. 

 
6.1.2. Single use items 

 
No single use items may be used in a multi-dose fashion. The practice of ‘vial 
sharing’ (using a single use vial to dose more than one patient) may only occur 
in the Pharmacy Technical Services Unit unless the product is specifically 
licences as a multi-dose vial. 

 

6.2. Administering Medicines 
 

6.2.1. Overview 
 

Trust staff may administer medicines to patients only with the explicit approval 
of the appropriate Ward or Department Manager. Before giving approval, the 
Ward or Department Manager shall take into consideration the competence of 
the member of staff and shall make clear any restrictions, which are to apply to 
that member of staff. 

 
Although usual practice would be for only registered healthcare practitioners to 
administer medicines, in specific circumstances, non-registered clinical support 
workers may be authorised to do this. Examples include Assistant Practitioners 
that have undergone the medicines administration competency training or the 
administration of vaccinations within Occupational Health by a competent and 
trained Healthcare Assistant following the directions of a Patient Specific 
Direction.  Such arrangements must have prior approval by the Director of 
Nursing and the Chief Pharmacist and ratification by the Medicines Practice 
Committee. 
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In certain areas, there may be a requirement for APs and NAs to undertake 
additional skills and administration techniques. There must be an established 
need for administration within that clinical area.  
 
Student nurses may be involved in the process of administering medications 
when under direct supervision from a registered nurse (unless further 
restrictions apply e.g. controlled drugs, chemotherapy).  A second independent 
check is still required from another suitable trained competent healthcare 
professional.  
 
Student Nurse Associates may be involved in the process of administering 
medications under the direct supervision of a registered nurse or registered 
nurse associate (within the limitations set out for nursing associates).  A second 
independent check is still required from another suitable trained competent 
healthcare professional.  
APs must NOT act in a supervisory capacity for students from any discipline or 
other practitioners. Learners may observe the practice of APs but cannot be 
involved in any part of the administration process.  
 
The registered practitioner who prepares a medicine for administration should 
administer that medicine to the patient. This gold standard practice reduces the 
risk of administration errors. On occasions however, it may be necessary to 
delegate the task of medicine administration to another staff member.  
 
All healthcare professionals delegating the task of medicine administration are 
accountable for their decision to delegate tasks. In particular, Registered nurses 
have a duty of care and a legal liability with regard to the patient. If they have 
delegated an activity (e.g. administration of a medicine), then they must ensure 
that it has been appropriately delegated.  
 
Registered Nurses should read this guidance in conjunction with the Nursing 
and Midwifery Council (NMC) Code, the supplementary document entitled 
‘Delegation and Accountability: Supplementary information to the NMC Code, 
and the Royal College of Nursing best practice document entitled ‘Medicines 
Management: An overview for nursing’, which clarifies the responsibilities of 
delegation. 
 
All other Healthcare Practitioners should read the Guidelines issued by their 
professional association(s) and other relevant local policies’. 
 
6.2.2. Checking 

 
Registered  Healthcare  Practitioners  who  have  demonstrated  the  necessary 
knowledge and competence can administer medicines where no complex dose 
calculation is required without involving a second person check – subject to 
specific rules governing the administration of medicines to children, the 
administration of cytotoxic medicines, intrathecals and the administration of 
intravenous medicines (see relevant policies). 

 
It is the individual Registered Healthcare Practitioner’s prerogative to ask to be 
checked should they think it appropriate. 
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Where a checker is employed, the following applies: 
 

6.2.2.1. Intravenous administration of medicines in general 

Any Registered Healthcare Practitioners undertaking the role of 
‘checker’ must be competent in the administration of 
intravenous medicines. 

 
6.2.2.2. Intravenous administration of cytotoxic medicines 

Any Registered Healthcare Practitioner undertaking the role of 
‘checker’ must be competent in the administration of cytotoxic 
medicines. 

 
6.2.2.3. Administration of medicines (all other routes) 

 Any Registered Healthcare Practitioner undertaking the 
role of ‘checker’ must be competent in the administration of 
medicines. 

 Appropriately trained non-registered clinical support 
workers (e.g. healthcare assistants and assistant 
practitioners) are allowed to administer a saline flush for 
the purposes of flushing newly inserted cannulae. 

 
Please refer to the specific policies (injectables, controlled drugs, 
cytotoxic and intrathecal) for more details. 

 

6.3. Administration of Medicines on Drug Rounds 
 

6.3.1. Timing 
 

The Ward or Department Manager shall determine the times at which regular 
medicine rounds are to take place.  In doing so, they must take into account 
the standard times that medicines are usually administered, namely: 
MORNING (0730) -  LUNCHTIME  (1300)  -  EVENING  (1800)  -  NIGHT  
(2200)  –  although  specific timings may also be instructed by the prescriber. 
 
6.3.2. Organisation 

 
Wherever possible the Registered Healthcare Practitioner or Assistant 
Practitioner undertaking a medicine round should be protected from 
interruption.  The use of distinctively coloured tabards for this purpose is 
encouraged. 
 
In the course of a ward medicine round, the Registered Healthcare Practitioner 
or AP who conducts the round must check the inpatient drug chart of every 
patient on the ward. 

 
6.3.3. Before administering a medicine to a patient the practitioner 
should ensure the following: 

 
6.3.3.1. The identity of each patient must be checked to confirm that it 
corresponds to the electronic prescription for the patient. Where possible 
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this should include the patient positively identifying themselves, for 
example by confirming their date of birth. 

 
6.3.3.2. It is strongly recommended to review recent administrations on 
the EPMA system (using the admin chart monthly view) before 
administering any medicines and not rely on the system to prevent 
medication errors such as missed and duplicate doses. 
 
6.3.3.3. If the medicine to be administered is listed in the ‘Allergies’ 
section of the EPMA system, consider contacting the prescriber before 
administering the medicines unless sufficient information suggesting that 
the administration would be safe can be found. 
 
6.3.3.4. Each administration must be recorded immediately after the 
dose has been given by charting the administration in the EPMA system. 
 
6.3.3.5. No medicine may be administered unless it has been 
prescribed on the   EPMA   system or   any   of   the companion drug 
charts, except in the following circumstances: 

 

 Medications administered on the basis of a valid PGD. 

 Medications administered on the basis of a Homely Remedy (as 
specified in this policy see 6.4.2). 

 Medications administered on the basis of Midwives Exemptions. 

 
6.3.3.6. When ‘as required’ medications are prescribed, the EPMA  
system  must  be adjusted to record the actual dose that was 
administered. 

 
6.3.3.7. If a dose of a regular medicine is not administered, a reason  
for  non- administration should be recorded.  Please refer to the Delayed 
and Omitted Doses policy for further guidance. 

 
Administration Steps 

 
All practitioners administering medicines: 

 must know the therapeutic uses of the medicine to be administered, its 
normal dosage, side effects, precautions and contra-indications. 

 must be aware of the patient’s plan of care (care plan/pathway). 

 must check the expiry date of the medicine to be administered. 

 must have considered the dosage, patient's weight where appropriate, 
method of administration, route and timing. 

 must administer or withhold in the context of the patient’s condition (e.g. 
digoxin not usually to be given if pulse below 60). 
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 must contact the prescriber or another authorised prescriber without delay 
where contra-indications to the prescribed medicine are discovered, 
where the patient develops a reaction to the medicine, or where 
assessment of the patient indicates that the medicine is no longer 
suitable. 

 Must be aware of and understand safety implications when administering 
critical medications. 

 Must be aware of the administration of off-label medications, for example, 
altering its formulation. 

 Nurse associates and assistant practitioners must know which medicines 
they are able to administer- shown in appendices 6 and 7. 

An AP must be aware that they cannot be transferred to another clinical 
area for the sole purpose of medication administration and if they are 
transferred they cannot administer medications. An AP cannot infer their 
competence to administer medications to another clinical speciality until a 
period of supervised practice and reassessment has been completed in 
the new clinical area. 
 
An AP must be aware that if they were to undertake agency shifts at band 
2 or band 3 that they must NOT administer medications whilst employed in 
that role even if they are working within a clinical area with which they are 
familiar. If the AP is employed by Kernowflex as an AP in their usual 
clinical area, administration of medications can be undertaken. 

 

ACTION 

1. Wash your hands. 

2. Check the identity of the patient. 

3. Check that the patient’s weight has been recorded. 

4. Check the prescription or other direction to administer meets legal requirements, 
is unambiguous and includes where appropriate the name, form (or route of 
administration), strength, and dose of the medicine to be administered. 

5. Check that issues around consent have been considered. 

6. Check for allergies or previous adverse drug reactions. 

7. Review the administration record to understand what, if any, other medicines 
have been given to the patient. 

8. Check the directions for administration (e.g. timing and frequency of 
administration, route of administration and start and finish dates where 
appropriate). Question the suitability and rationale as to why the patient is 
receiving this medicine and judge its appropriateness.  If in doubt, withhold the 
medicine, having explained why to the patient and clarify with the prescriber. 

9. Ensure any ambiguities or concerns regarding the direction for administration of 
the medicine are raised with the prescriber or a pharmacy professional without 
delay. 

10. Ensure that any calculations needed are double checked where practicable by a 
second person and uncertainties raised with the prescriber or a pharmacy 
professional. 
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ACTION 

11. Select the required medicine from the patient’s medicine locker or drug trolley 
and check that the details of the medicine match the prescription. If a supply is 
not available, medicines belonging to another patient must not be used. 

12. Check the identity of the medicine (or medical gas) and its expiry date (including 
shortened expiry due to reconstitution etc.) and that any specific storage 
requirements have been maintained. 

13. Check that someone else (including the patient or carer) has not already 
administered the dose. 

14. Take the medicine to the patient. 

a. Check the patient’s name and hospital number are the same as the 
electronic record: 

b. Check the patient’s identity bracelet 

c. Ask the patient to identify himself/herself. 

d. Explain the medicines to the patient. 

15. For oral liquid medications, a medicine cup or 5ml measuring spoon should be 
used to measure and administer oral liquid medication except in the following 
situations where a purple oral/enteral syringe is appropriate: 

a. The dose cannot be accurately measured using a medicine cup or 5ml 
measuring spoon, i.e. the dose is not 5ml or a multiple of 5ml. 

b. Administration via an enteral feeding tube. 

c. Administration from a medicine cup or 5ml measuring spoon is unsuitable 
e.g. babies and young children. 

d. Administration of Controlled Drug oral liquid medicines (e.g. morphine oral 
liquid solution, oxycodone oral liquid solution etc.). 

e. If not administering the drug immediately, or if more than one drug is being 
given via purple oral/enteral syringe, each syringe should be labelled to 
indicate both the name of the medicine contained within the syringe, and 
the route of administration (i.e. PO or enteral). 

16. Follow any instructions on the Prescription or notes attached to it e.g. with or 
after food.  No medicine should be mixed with food or fluid in order to disguise 
its origin, unless in line with the covert administration of medicines policy (see 
section 6.4.6). 

17. Administer the medicine prescribed and ensure that the patient has taken the 
medicine. 

18. Record the administration on the EPMA system.  If unable to administer the 
medicine, a reason for non- administration should be added. 

19. If the patient declines to take a medicine, the nurse should clarify the reason 
why, and explain any risks of not taking the medicine, before documenting this 
on the EPMA system. The prescriber should be informed. 

20. If the medicine appears to be no longer needed or the patient is experiencing 
side effects/ may be now contraindicated, this should be discussed with the 
prescriber. 
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6.3.4. Medical Gases 

 
6.3.4.1. Oxygen, nitrous oxide and Entonox (among others) are, legally 
medicines and should be administered in accordance with this policy 
document. These gases must be prescribed before administration unless 
in an emergency situation. 

 
6.3.4.2. The rate of oxygen administration required may vary depending 
on the saturation target range. Ensure that oxygen therapy is titrated 
according to the patient’s saturations and check these saturation levels 
during the drug administration round. 

 
6.3.4.3. Please refer to the Policy for the Prescription, Administration 
and Monitoring of Oxygen in Adults on the document library for further 
information. 
  

6.3.5. Verbal Orders 
 

6.3.5.1. Electronic prescribing allows the prescribing of medicines 
remotely and therefore due to the inherent risks of verbal orders, these are 
no longer allowed within the Trust unless in exceptional circumstances as 
outlined below. 

 
6.3.5.2. Only in exceptional circumstances, in emergency situations 
should medicines be administered following a verbal order.  The details of 
this administration should be documented as soon as is possible in the 
patient notes. 

 
6.3.6. Remote prescribing 

 
6.3.6.1. In situations where a medication is required urgently and a 
prescriber is not able to attend the patient it is acceptable to prescribe for 
a patient remotely. 

 
6.3.6.2. The prescriber should only prescribe if they can assure 
themselves that remote prescribing is safe and an examination of the 
patient is not necessary. 

 
6.3.7. Administering Medicines to Children 

 
6.3.7.1. The  rules  in  this  section  apply  to  the  administration  of  
medicines  to  children, regardless of where that administration takes 
place. 

 
6.3.7.2. Subject to the exceptions set out below, all administration to 
children must be checked in accordance with general guidance above. In 
this context, administration includes setting or adjusting intravenous 
infusion or injection devices and syringe drivers. 

 
6.3.7.3. The person administering the medicines must be a registered  
nurse, midwife or registered NA. Local rules in individual wards or 
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departments may require that they be a registered children’s nurse or 
equivalent. 

 
6.3.7.4. The “Checker” can be: 

1) Another registered nurse, midwife or registered NA 

2) At the discretion of the ward or unit manager, the parent or 
guardian of the patient. In this case the parent or guardian 
and a registered nurse will both sign the patient’s care plan 
to confirm that the parent or guardian is willing and 
competent to carry out the actions required. 

3) On the neonatal unit only, a student midwife or nurse 
  

6.3.7.5. A registered nurse, midwife or registered NA in their regular 
place of work may administer the following medicines without an additional 
check, following an assessment of competence by the Ward or 
Department Manager: 

 

1) For paediatric wards, oral medication excluding controlled 
drugs. 

2) For neonatal unit, oral or topical medication with non-variable 
dosing  

 

6.3.7.6. Insulin administration must be checked by a second registered 
nurse or midwife except that after a period of education and competency 
assessment and at the discretion of the ward manager or clinical nurse 
specialist (paediatric diabetes), the checker may  be  a  child  or  the  
parent  or  guardian  who  will  be  undertaking  full responsibility  after  
discharge. 

 
6.3.7.7. A  Registered Healthcare Practitioner and the parent or 
guardian or the child (depending on age, knowledge and maturity), will 
both sign the patient’s care plan to confirm that the parent or guardian is 
willing and competent to carry out the actions required.  

 
6.3.8.8 Nursing Associates follow the same limitations set out in the 
document 
 
6.3.8.9 Assistant practitioners are not permitted to administer medications 
to paediatrics. 

 
6.3.8. Administration of 'When Required' Medicines 

 
6.3.8.1. When  administering  PRN  medicines,  first  check  the  
patient’s  24 hour administration record on the EPMA system to ensure 
that they have not recently been given  a  dose  as  the EPMA  system  
does not  always  prevent  overdosing  of medicines. 
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6.3.8.2. When PRN medicines are requested on a regular basis, ask 
the prescriber to review the prescription and prescribe the item regularly, if 
appropriate. 

 
                 Other Administration Details 

 
6.3.9. Oral liquids 

 
6.3.9.1. Oral liquid medicines should be measured using a 5ml spoon, a 
graduated medicine measure or a purple oral/enteral syringe. A medicine 
cup or 5ml measuring spoon should be used to measure and administer 
liquid oral medication except in the following situations where a purple 
oral/enteral syringe is appropriate: 
 

 The dose cannot be accurately measured using a medicine cup or 
5ml measuring spoon, i.e. the dose is not 5ml or a multiple of 5ml. 

 Administration via an enteral feeding tube. 

 Administration from a medicine cup or 5ml measuring spoon is 
unsuitable e.g. babies and young children. 

 Administration of Controlled Drug liquid oral medicines (e.g. 
morphine oral liquid solution, oxycodone oral liquid solution etc.). 

6.3.9.2. Oral liquid medicines should be measured using a 5ml spoon, a 
graduated medicine measure or an oral syringe. 

 
6.3.9.3. Parenteral syringes should NOT be used to measure or 
administer oral liquids. 

 
6.3.9.4. Special oral/enteral syringes (purple coloured barrel or plunger) 
are available on all wards. For large volumes, 50ml catheter tipped 
syringes can be used. 
 
6.3.9.5. Always use enteral feeding sets compatible with oral/enteral 
syringes. 

 
6.3.10. Homely Remedies 

 
These medicines are intended for occasional administration by an authorised 
nurse. All nursing staff has access to ‘prescribe’ and record the administration 
of Homely Remedies on the EPMA system and must do so on every occasion 
that the medicine is administered. If any patient requires more than 2 doses of 
a homely remedy this should be drawn to the attention of a prescriber and a 
prescription written.  
Nursing Associates and Assistant Practitioners are able to administer homely 
remedies if they have been “prescribed” on EPMA system by an authorised 
nurse.  
 
Further information on side effects and precautions can be found in the 
current edition of the BNF. This policy is only intended for adults and children 
over 14 years. 
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General 

 Usual Adult 
Dose 

Contra-indications Frequency 

ANALGESICS 
Paracetamol tablets 

 
500mg – 1g 

 4-6 hourly 
(max 4g daily) 

ANTACIDS 
Co-magaldrox (Maalox®) 
(low Na) 
 
Compound alginate 
suspension  
(Peptac®, 
Gaviscon®equivalent 
(3.1 mmol Na per 5ml) 

 
10-20ml 
 
 
10-20ml 

  
20-60 mins after meals 
and at bedtime 
after meals and at 
bedtime 
 

ANTITUSSIVES 
Simple linctus 
 
Pholcodine sugar-free 
linctus suitable for 
diabetic patients 

 
5-10ml 
 
5ml 

 
Caution: contains sugar 

 
3-4 times daily 

GLUCOSE GEL 
e.g. GlucoGel®, 
Glucose tablets 

In accordance 
with the pack 
label 

Only to given to patients 
who are known to be 
able to swallow. May be 
given to patients who are 
“nil-by-mouth” 

In accordance with the 
Trust Guideline on 
Treating 
Hypoglycaemia in 
Adults 

INHALATIONS 
Steam inhalation with 
Karvol 

   

IN MATERNITY UNITS 
ONLY 
Oral iron and iron/folate 
preparation in 
accordance with local 
procedures 

 Not to be given to 
patients being given 
parenteral iron 

 

 
Aperients and Laxatives 

 Dose Time to Effect Additional Information 

RECTUM EMPTY Mechanical obstruction – contact doctor 

RECTUM FULL/IMPACTED 

Glycerin suppository 4 grams 1 or 2 15-30 min For impaction use a micro 
enema at night to soften 
stool, then a phosphate 
enema 

Sodium citrate micro-enema 5ml 15-30 min 

Phosphate enema 128ml 15-30 min 

PASSING HARD, INFREQUENT STOOLS – CONSTIPATED 

Senna tablets 7.5mg 2 8-12 h Use senna for medicine 
induced constipation (e.g. 
due to opiates, 
anticholinergics, iron 
preparations) 

Bisacodyl tablets 5mg 10-12 h 

Bisacodyl suppository 10mg 20-60 min 

Glyercin Suppository 4grams 1 or 2 15-30 min 

Macrogols (Movicol® equivalent) 1 – 2 
sachets 

Daily in divided doses 



  

 

 
The Medicines Policy Chapter 5: Preparation and Administration V4.0 

Page 15 of 32 

PREGNANCY 
Glycerin Suppository 4grams 

 
1 or 2 

 
15-30 min 

 

 
PATIENTS TAKING OPIATES CHRONICALLY SHOULD BE PRESCRIBED 
REGULAR LAXATIVES FROM THE START OF THEIR TREATMENT. 
 

6.3.11. Topical Medicines 
For these medicines the authorised nurse needs only to make an initial entry 
on the prescription sheet in the section ‘Exceptions to prescribed orders’, 
listing the product and part of the body to which it is being applied. Each 
patient should have a separate tube or pot, labelled with the patients name 
and date of opening. The container should be discarded one month after 
opening, unless a shorter expiry date is given on the label. 

 
6.3.11.1. Emollients 
White soft paraffin 
50/50 – white soft paraffin/liquid paraffin 
Epaderm 
Diprobase cream 
Diprobath. 

 
6.3.11.2. Barriers 
Zinc and castor oil cream 
Drapolene 
Conotrane cream. 
6.3.11.3. Antipruritic preparations 
Calamine lotion 
Lidocaine 2% antiseptic gel (should be used as recommended in the 
policy for catheterisation) 

 
6.3.11.4. Disinfecting and cleaning agents (Should be used as 
recommended in the Infection Control Policy) 
Chlorhexidine 
Povidone iodine 
Triclosan 
sodium hypochlorite 
IMS or isopropyl alcohol. 

 
6.3.12. Safe Administration of Insulin and ‘Insulin Passports’ 

 
Following guidance from the NPSA and NHSE: 

 All regular and single insulin (bolus) doses are measured and 
administered using an insulin syringe or commercial insulin pen device. 
Intravenous syringes must never be used for insulin administration. 

 Never withdraw insulin from an insulin cartridge or pen device. The insulin 
in these devices might be at a different concentration and therefore pulling 
them up into an insulin syringe can cause fatal overdose. When drawing 
insulin up into an insulin syringe- always use a vial. 

 An insulin syringe must always be used to measure and prepare insulin 
for an intravenous infusion. Insulin infusions are administered in 50ml 
intravenous syringes or larger infusion bags. 



  

 

 
The Medicines Policy Chapter 5: Preparation and Administration V4.0 

Page 16 of 32 

 All patients on insulin must be provided with an insulin passport if they do 
not bring one with them on admission.  It is the responsibility of the of the 
ward nursing staff to update the insulin passport with relevant up to date 
information at the end of each care episode.  Insulin passports are 
available from the pharmacy department. 

 
6.3.13. Self-Administration 

 
It  is  sometimes  appropriate  for  patients  to  administer  their  own  medicines  
in hospital. This may be the case when: 

 The patient’s ability to self-administer is being assessed before discharge. 

 The patient usually self-administers, and it is considered appropriate to 
maintain independence. 

 A particular medicine needs to be administered at short notice or at times 
which do not correspond to routine medicine rounds (e.g. glyceryl trinitrate 
spray, some antiparkinsonian agents). 

 Please refer to the Trust policy on self-administration of medicines for 
further guidance. 

 
6.3.14. Administering Medicines under the Mental Capacity Act 

 
6.3.14.1. Covert administration of medicines is the administration of 
medication in food or drink to people unable to give consent or refuse 
treatment.  

 
6.3.14.2. The RPS/RCN position statement on the covert administration 
of medicines (2019) states:  

 
“Medicines are administered covertly only to people who actively refuse 
their medication and who are considered to lack mental capacity in 
accordance with an agreed management plan. Where deemed necessary, 
covert administration of medicines takes place within the context of 
existing legal and best practice frameworks” (see PrescQIPP. (2015).Best 
practice guidance in covert administration of medicines). 

 
6.3.14.3. Covert medication can refer to medication given to treat either 
mental or physical health problems.  

 
6.3.14.4. Covert medication i.e. giving medication without the person’s 
knowledge should not be confused with forcible medication, where it is 
given with their full knowledge, but not their consent.  

 
6.3.14.5. This is a complex issue and requires due and repeated 
consideration of:  

 the legal and ethical frameworks for administering medication  

 the person’s best interests, where that person lacks capacity  

 the need to administer medicines in a safe manner, without loss of 
efficacy or increased risk of adverse effects.  
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6.3.14.6. Where covert administration is needed, in accordance with the 
Mental Capacity Act 2005, there is a need to request a second opinion in 
relation to medicines for people detained under the Mental Health Act 
1983. 

 
6.3.14.7. In  such  situations  the  Trust  lead  for  Safeguarding  Adults  
should  be  consulted. 

 
6.3.14.8. RCHT has adopted the Cornwall Partnership Foundation 
Trust’s ‘Guidelines for the Covert Administration of Medication – Adult 
Inpatient Services’. Please refer to their document’s library via their 
internet site homepage for the most up to date version of this guideline. 

 
6.3.15. Patient Group Directions 

 
6.3.15.1. Patient  Group  Directions  (PGDs)  are  written  instructions  
for  the  supply  and administration of Prescription Only Medicines by 
specified health professionals in an identified clinical situation. PGDs apply 
to groups of patients who may or may not be individually identified before 
presenting for treatment. 
Registered Nurse Associates and Assistant Practitioners are not permitted 
to administer medications under PGDs.   

  
6.3.15.2. Where medicines are administered to inpatients using a PGD 
the administration should be recorded on the EPMA system using the 
appropriate protocols. 

 
6.3.15.3. For advice and guidance on drawing up a new PGD please 
refer to the    Trust’s PGD policy and the NICE Good Practice Guidance on 
PGDs (2013). 

 
6.3.16. Medication Waste Management 

 
6.3.16.1. For full details of how to manage waste please refer to ‘An 
Introductory Guide to Healthcare Waste Management in England and 
Wales’ Published in April 2014 published by the CIWM (Chartered 
Institution of Wastes Management). 

 
6.3.16.2. The primary aim in the management of medication waste is to 
ensure that it is handled, treated and disposed of safely, cost effectively 
and in a manner that does not impact negatively on the environment. 

 
6.3.16.3. The  majority  of  medicines  should  be  returned  to  pharmacy  
for  appropriate disposal as set out in the department’s SOPs. However, 
items such as part used ampoules, vials, creams and liquid doses (EWC 
coded 18 01 09) should be discarded into Blue lidded containers in the 
treatment room.  

 
6.3.16.4. If the waste is cytotoxic or cytostatic (EWC coded 18 01 03 and 
18 01 08), they should be discarded in a Purple lidded sharps container. 
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6.3.16.5. Medicine contaminated infectious clinical waste (EWC Code 18 
01 03) e.g. IV bags and lines and tubing that have had medicines added, 
should be disposed of in Yellow bags and preferably labelled as 
“Medicines Contaminated Infectious Clinical Waste”. 
 
6.3.16.6. Sharps waste that has been used in the treatment of patients 
(EWC Code 18 01 09) e.g. needles and syringes should be disposed of in 
a yellow sharps bin. 
 
6.3.16.7. Part doses of controlled drugs should be disposed of in the 
DOOP kits provided to the wards. Further supplies can be ordered from 
supplies. 

 
6.3.16.8. All waste bins should be ordered through supplies. 
 
6.3.16.9. These containers must remain in the treatment room until they 
are removed for incineration. They should not be moved to an unlocked 
room awaiting collection, as they contain medicines and could be 
misappropriated. 
 
6.3.16.10. All identified instances of administration that deviate from this 
policy and are not covered by a locally approved enhanced roles policy 
should be reported as a trust incident. The electronic prescribing team will 
monitor the administration of medicines by APs and NAs and will report 
deviations from this policy using the trust incident reporting procedure. 

 

7. Dissemination and Implementation 
 

7.1. The document will be available on the document library  
 
7.2. Training on the policy is part of the mandatory induction and update training 
as well as part of local induction. 
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8. Monitoring compliance and effectiveness  
 

Element to be 
monitored 

Safe administration of medicines 

Lead Pharmacy and ward/clinical area sisters 
 

Tool Ward accreditation, incident reporting, auditing of specific processes 
such as intrathecal will be monitored as part of the ongoing audit 
process on a Word or Excel template specific to the topic. 
 

Frequency On a rolling basis as part of incident reporting and clinical audit plans 
 

Reporting 
arrangements 

Results will be reported to the Medication safety Grp and the 
Medicines Practice Committee and disseminated from there as 
appropriate. 
 

Acting on 
recommendations  
and Lead(s) 

The Medicines Practice Committee will lead on ensuring audit actions 
are followed up. 
The medication safety pharmacist, medicines optimisation clinical 
nurse specialist and senior nurses/ODPs will act on recommendations 
as appropriate to their areas 
 

Change in 
practice and 
lessons to be 
shared 

Via the Pharmacy Newsletter (Pharmacy Matters) and through safety 
huddles and safety briefs. 

 

9. Updating and Review 
 
9.1. This policy will be reviewed through the Medicines Practice Committee no less 
than every three years or shorter is guidance changes in that time.  

 
9.2. Any revision activity will be recorded in the Version Control Table as part of the 
document control process.  
 

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 & Human Rights Policy' or the Equality and Diversity website. 

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

 

http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/GET/d10268876
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
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 Appendix 1. Governance Information 
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The Medicines Policy Chapter 5: Preparation and 
Administration V4.0 

This document replaces (exact 
title of previous version): 

The Medicines Policy Chapter 5 Preparation and 
Administration V3.0 

Date Issued/Approved: January 2021 

Date Valid From: May 2021 

Date Valid To: May 2024 

Directorate / Department 
responsible (author/owner): 

Iain Davidson, Chief Pharmacist 

Contact details: 01872 252593 

Brief summary of contents 
Outlines the standards for the safe preparation and 
administration of medicines at RCHT. 

Suggested Keywords: 
Medicines, drugs, preparation, administration, 
covert, homely  

Target Audience 
RCHT CFT KCCG 

   

Executive Director responsible 
for Policy: 

Medical Director 

Approval route for consultation 
and ratification: 

Medicines Practice Committee 
Clinical Support Governance Group 

General Manager confirming 
approval processes 
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CFT Covert Administration of Medicines Guideline 
 

Training Need Identified? 
Yes- included as mandatory training for induction 
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Publication Location (refer to 
Policy on Policies – Approvals 
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Internet & Intranet  Intranet Only  

Document Library Folder/Sub 
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No 
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administration of medicines into our policy 
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“single checked on neonatal unit” 
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made in roles and responsibilities. 
Change to student nursing- allowing them to 
be involved rather than just observing 
injectable practice. 
Highlight responsibilities/accountable 
regarding medication administration 
Further clarification on the use of oral/enteral 
syringes and measuring oral liquid 
medications. 
 
 
 
 
 
 

 
 
Iain Davidson 
Chief Pharmacist 
Helen McClay 
Dep Chief Pharmacist 

May 2021 V 5.0 
Update to reflect the roles of student and 
registered nurses associate roles in 
medication administration  

 
Helen McClay  
Dep Chief Pharmacist 
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Lead Clinical Practice 
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Act 2000 
 

This document is to be retained for 10 years from the date of expiry. 

This document is only valid on the day of printing 
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Documents (The Policy on Policies). It should not be altered in any way without the 
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Appendix 2. Equality Impact Assessment 
 

 
 
 
 

Section 1: Equality Impact Assessment Form 

Name of the strategy / policy /proposal / service function to be assessed 
The Medicines Policy Chapter 5: Preparation and Administration V4.0 
  

Directorate and service area: 
Pharmacy 
 

Is this a new or existing Policy? 
Existing 

Name of individual/group completing EIA 
Iain Davidson, Chief Pharmacist 
 

Contact details: 
01872 252593 

1. Policy Aim 
Who is the 
strategy / policy / 
proposal / service 
function aimed at? 

Safe storage and use of medicines at RCHT 

2. Policy Objectives Patient safety and minimising patient harm 

3. Policy Intended 
Outcomes 

Outlines the standards for the safe custody and storage of medicines 
at RCHT. 

4. How will 
you measure 
the outcome? 

Audit 

5. Who is intended 
to benefit from the 
policy? 

Patients and the organisation 

6a). Who did you 
consult with? 

 
 
b). Please list any 
groups who have 
been consulted 
about this procedure. 

Workforce  Patients  
Local 
groups 

External 
organisations 

Other  

X     

Please record specific names of groups: 
Medicines practice committee 
Clinical Support Care Group 

 
 

c). What was the 
outcome of the 
consultation? 
 
 
 
 
 
 

 
Approved 
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7. The Impact 
Please complete the following table.  If you are unsure/don’t know if there is a negative impact 
you need to repeat the consultation step. 
Are there concerns that the policy could have a positive/negative impact on: 

Protected 
Characteristic 

Yes No Unsure Rationale for Assessment / Existing Evidence 

Age 
 X   

Sex (male, female 
non-binary, asexual 
etc.)  

 X   

Gender 
reassignment  X   

Race/ethnic 
communities 
/groups 

 X   

Disability  
(learning disability, 
physical disability, 
sensory impairment, 
mental health 
problems and some 
long term health 
conditions) 

 X   

Religion/ 
other beliefs  X   

Marriage and civil 
partnership  X   

Pregnancy and 
maternity  X   

Sexual orientation 
(bisexual, gay, 

heterosexual, lesbian) 
 X   

If all characteristics are ticked ‘no’, and this is not a major working or service 
change, you can end the assessment here as long as you have a robust rationale 
in place. 

I 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: 

Iain Davidson, Chief Pharmacist 

If you have ticked ‘yes’ to any characteristic above OR this is a major working or 
service change, you will need to complete section 2 of the EIA form available here: 
Section 2. Full Equality Analysis 
 
For guidance please refer to the Equality Impact Assessments Policy (available 
from the document library) or contact the Human Rights, Equality and Inclusion 
Lead india.bundock@nhs.net 

 
  

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/ChiefExecutive/Templates/Section2FullEqualityAnalysis.docx
mailto:india.bundock@nhs.net
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Appendix 3. Approval Form for Non-registered workers 
 

Approval Form for Administration and/or Preparation of Medicines by 
nonregistered clinical support workers. 

This completed form must be submitted for approval to the Director of Nursing and Chief Pharmacist and 
then ratified by the Medication Practice Committee before being implemented. 

Non Clinical support worker group 
identified to administer/prepare 
medicines 

 

Name of author of proposal  

Names of Specialty leads who 
support proposal 

Lead Consultant Print: 
Sign:                              Date: 

Lead Nurse/Registered 
HCP 

Print: 
Sign:                              Date: 

Lead Pharmacist Print: 
Sign:                              Date: 

Proposed Service: 
 
 
 
 
 
 
 
 
 

How is the service currently provided and what it the case change? 
 
 
 
 
 
 
 
 
 

Benefits to patient care: 
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Accountability 
Non clinical support workers may only undertake tasks under the delegated responsibility of a registered 

healthcare professional. 
Accountable registered healthcare 
professional: (e.g. nurse in charge, consultant)  

 

Describe the training and competence  framework : 

Learning and Development Sign off: Printed Name: 
Signature: 
Date: 

Statement of support from Clinical Nurse Matron/ Professional Lead/ Divisional Nurse Manager: 
 
 
 
 
 
Printed  Name:                                                    Signature:                                       Date: 

Authors Signature: Date: 

Proposal Approved by Director of Nursing Printed Name:  
Signature: 
Date: 

Chief Pharmacist Printed Name:  
Signature: 
Date: 

Ratified By Medicines 
Practice Committee 

Date: Chair Signature 
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Appendix 4. Medicines Administration - Assistant Practitioners  
 
 
 Education, Training and Competency for an Assistant Practitioner 
 
 
In order to undertake the assessment for medicines administration the following actions 
must be undertaken: 
 
o Medicines administration must be identified as part of their role by the manager or 

clinical lead who is prepared to support their development 
 

o The AP must be able to provide evidence of training in the medicines administration 
process 
 

o The AP must complete medicines management module or equivalent OR 
 

o The AP must complete the relevant Trust medication safety e-learning packages i.e. 
medication administration competency training. 
 

o The AP must complete the EPMA nurse training module available in CITS training 
portal.  

 
o Maintain a record of their training for their personal file 

 
o The competence should be entered onto the assistant practitioner medicine 

administration competency database. 
 

o On completion of the theoretical training, the AP will undertake a period of direct      
supervised practice to provide formative assessments of practice.  

 
o Minimum of 30 formative assessments must be undertaken to include 5 in other areas 

but still within their care group. These should cover the range of medications and 
formulations used within the practitioners’ clinical area and cover all shift patterns.   
 

o The dates of these assessments must be documented on the practitioners’ 
competency document and also on the assistant practitioner medicine administration 
competency database.   
 

o Once agreement is reached that the member of staff has achieved the appropriate 
level of competency, the Assistant Practitioner must complete a practical summative 
assessment. This will take the form of an OSCE (Objective Structured Clinical 
Examination) and a clinical assessment. The format of the summative assessment will 
be decided in conjunction with the Clinical Leader, or Ward Manager for the 
practitioners’ area and the Education Team 

 
o The clinical assessment will be undertaken by the Ward Manager, or deputy (Band 6 or 

7) or Clinical Educator for that area who then submits the request for removal of 
witnessed access and documents successful completion on the Trust’s assistant 
practitioner medicine administration competency database. See flow chart below. 

o Summary of Medicines to be administered by Assistant Practitioners- Appendix  
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Exceptions to practice 

 

 Any exceptions to practice should be considered on an individual basis and 
MUST be discussed with and authorised by the Medicines Practice Committee 
through submission of a scope of practice document. Additional competencies 
must be recorded and documented in the individual’s personal file. A register 
must be kept in the relevant clinical area, and a note inserted on the assistant 
practitioner medicine administration competency database.  
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Flow chart for Assistant Practitioner Competency sign off 
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Appendix 5. General Considerations for Nursing Associates 
and Assistant Practitioners 
 
Controlled Drugs  
 
 

 Witness the administration of schedules 2-5 oral and transdermal controlled 
drugs. 
 

 Administer oral and transdermal schedule 3,4 and 5 controlled drugs, for 
example Tramadol, Gabapentin, Pregabalin, Codeine and  Morphine sulphate 
10mg/5ml solution. An exception to this is where wards or clinical areas have 
made the local decision to treat a schedule 3,4 or 5 drug as a schedule 2 drug 
due to concerns of misappropriation. In such instances the AP may only witness 
the administration. 
 

 Check stock balances of controlled drugs (under direct supervision). 
 

 Sign-out controlled drugs to a member of the pharmacy team when returning 
unwanted or expired controlled drugs back to pharmacy.  
 

 The AP must ensure they are familiar with the Controlled Drug practice in the 
clinical areas they are working within and of any specific recording requirements.  
 

 DoH guidance states that the keys to the controlled drugs cupboard must 
ALWAYS be held by a registered health care professional (Safer Management 
of Controlled Drugs: A guide to good practice in secondary care (England) Oct 
2007). This means Assistant Practitioners may not be Controlled Drug key 
holders. 

 
 
Medications for patient discharge/ pharmacy ordering 
 
 

 Confirm the accuracy of the contents of the TTA medicines bag against the 
printed discharge summary and completing the necessary steps on Maxims to 
ensure the discharge summary is sent to the GP.  

 Dispense pre-packs against a TTA prescription. This must be accuracy checked 
by a registered practitioner before giving to the patient.  

 Give patients basic advice about how to take their medicines on discharge. 

 Order Medicines on the Pharmacy Ordering Portal. 
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Appendix 6. Summary of Medicines to be administered by 
Assistant Practitioners 

 
In-direct supervision  
Restricted activity  

 

 
 
 
 
 
 
 
 
 

 

 
 

 
 

Oral medications 
  
 

Routine oral medication 
 

 
 

Chemotherapy  

Schedule 2 controlled drugs Witness only 
Schedule 5 controlled drugs  

e.g. Morphine sulfate 10mg/5mL solution and 
codeine tablets 

 

Schedule 3 controlled drugs  
e.g. temazepam, gabapentin, tramadol and 

pregabalin. 

Schedule 4 controlled drugs 
e.g.diazepam, zopiclone 

Topical medications 
(for controlled drugs follow 

the schedule restrictions 
set out in oral medication 

section above) 

Creams and ointments  

Drops (ear, eye, nose)  

Eye ointments  

Mouthwashes  

Nasal drops and sprays  

Patches  

Suppositories  

Inhaled therapies Inhalers  

Nebulisers  

Oxygen  

Entonox  

Anaesthetic agents  

Injectables Subcutaneous medicines (limited to 
anticoagulants) 

Only using pre-filled 
device  

Intravenous medicines  

Intramuscular medicines  

Controlled drugs including subcutaneous 
syringe drivers 

 

Epidurals  
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Appendix 7. Summary of Medicines administration by Nursing 
Associates 
 
In-direct supervision  
Restricted activity  
 

 
 
 

 
 
 
 
 
 
 
 
 

 

Oral medications 
  
 

Routine oral medication 
 

 
 

Chemotherapy  

Schedule 2 controlled drugs Witness only 
Schedule 5 controlled drugs  

e.g. Morphine sulfate 10mg/5mL solution and 
codeine tablets 

 

Schedule 3 controlled drugs  
e.g. temazepam, gabapentin, tramadol and 

pregabalin. 

Schedule 4 controlled drugs 
e.g.diazepam, zopiclone 

Topical 
medications, 
includes Per 

Vaginal, Per Rectal 
(for controlled drugs follow 

the schedule restrictions 
set out in oral medication 

section above) 

Creams and ointments  

Drops (ear, eye, nose)  

Eye ointments  

Mouthwashes  

Nasal drops and sprays  

Patches  

 
Suppositories 

 

Inhaled therapies Inhalers  

Nebulisers  

Oxygen  

Entonox  

Anaesthetic agents  

Injectables Subcutaneous medicines   

Intramuscular medicines  

Intravenous medicines  

Controlled drugs including subcutaneous 
syringe drivers 

 

Epidurals  
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