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1. Background
PELC is a not-for-profit organisation which was formed in 2004 by a group of local GPs
who wished to share resources to provide quality Out-of-Hours GP services for their
local communities. The formal structure is that of an Industrial & Provident Society with
a membership drawn from GPs, healthcare commissioners, patient representatives and
staff. The organisation reinvests all profits into improving its service, there are no
shareholders.
PELC has evolved as an organisation since its establishment and today PELC provide
a comprehensive range of integrated urgent care services to meet the needs of the
community and enable swift access to medical care that is appropriate and effective.
From the initial telephone assessment, to face-to-face consultations, the PELC team
work together for the wellbeing of every patient to ensure their medical and care needs
are met. We collaborate with a wide range of health and care organisations to provide
integrated urgent care (out of hours and urgent care centre services) to more than 2
million people across East London and West Essex. PELC are registered with the CQC
(Care Quality Commission) who ensure that we provide the highest standards of
clinical care for patients in line with government standards.
PELC is a member of Urgent Health UK Ltd, a Federation of social enterprise
unscheduled care providers that collectively have around a 25% share of the Out-ofHours care services in England and Wales. By improving our national links with other
social enterprise health providers, we can ensure we can benchmark our services,
share best practice with like-minded organisations and constantly improve our services
for patients and commissioners, this is achieved by collating data on medicines
management for direct patient care, and quality assurance.
This policy describes what medicines are prescribed, supplied or administered, how
medicines management is applied through relevant national or local guidelines.
Copies of medicines related documents can be found in hard copy in all sites and on
the PELC website.

2. Policy Statement
The aim of this Medicines Management Policy is to provide a single point of access for
all PELC staff who require information and guidance on this subject. This document is
divided into two main parts; the first is a synopsis of the overarching policy, and is
compulsory reading. Secondly, there is a cross-reference link (to and from) to the
appendices which contain the unabridged and regulatory versions of relevant policies.
The appendices also contain the Risk Assessments; the working spreadsheet of these
documents can be found on the PELC website.
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3. The Scope and Purpose of the Policy
3.1 This policy outlines legislative and best practice relating to the safe and secure
handling of medicines, including Controlled Drugs and is intended for use by all
staff employed by PELC. It includes guidance on the ordering, storage,
prescribing and administration of medicines.
3.2 It covers medicines in the Out of Hours, Emergency and Urgent Care Centres
and other services provided by PELC.
3.3 Medication supplied under PELC or commissioning CCG approved patient
group directions either by PELC staff or from PELC premises or under a PELC
contract is also covered by this policy.

4. Introduction
4.1 Medicines are defined in the Medicines Act 1968 as "pharmaceutical products in
dosage form for administration to human beings". Medical gases, vaccines and
preparations of medical gases and vaccines are included in this definition.
Pharmaceutical preparations such as medicated or interactive dressings,
disinfectants, reagents and similar products are also covered in this policy.
4.2 The main Acts addressed within this policy include:




The Medicines Act 1968, as amended, which regulates the manufacture,
distribution, import, export, sale and supply of medicinal products
The Misuse of Drugs Act 1971 as modified, which controls the availability
of drugs liable for misuse
The Misuse of Drugs Regulations 2001, as amended, which enable
specified health care professionals to possess, supply, prescribe and/or
administer controlled drugs in the sphere of their practice.

4.3 This Policy takes into account requirements under Standards for Better Health 2
and Regulation 13 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2010 (Outcome 9, Care Quality Commission Essential
Standards of Quality and Safety).
4.4 This medicine policy is intended for use in conjunction with the current edition of
the British National Formulary (BNF) and the references listed.
4.5 Medicines Management compliance is monitored through the Medicines
Management meeting and provides assurance to the Integrated Governance
Committee. See appendix 23 for Terms of Reference

5. Training and Personnel
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5.1 All staff should understand their scope of practice and work within it, and be
given clear instructions on their responsibilities and tasks.

5.2 All staff involved in handling medicines should be trained to ensure
understanding of the need for risk management in relation to drug products and
procedures.

5.3 Staff should be appropriately trained with regard to safety and security of
medicines and with regard to safeguarding themselves and those under their
supervision from any risks posed by products.

5.4 Such training should include education about locally agreed procedures, as well
as defining lines of responsibility and secure methods of handling both
medicines and controlled stationery such as stock order paperwork and
prescriptions. It should cover advice on secure delegation of work (e.g. rotation
of staff carrying out physical checks of stock at each site).

5.5 Clear instruction should be given in the procedures for dealing with breaches of
security such as intruders, discovery of evidence of tampering with medicines
etc., or delivery of medicines outside normal processes.

5.6 Clear instruction should also be given on the procedures for dealing with
materials or samples provided by drug companies at each site.

5.7 Personnel whose duties may expose them to risk (e.g. drivers or those carrying
medicines into the community) should be trained to ensure understanding of the
need for security and following procedures.

5.8 This should include instruction on the action to be taken in the event of physical
threat.

5.9 Initial and continuing education and continuing professional development (CPD)
for healthcare professionals should include the need for safe storage,
possession and return of all medicines and also on the legal status of controlled
drugs (CDs).

5.10

It is anticipated that the Government will require all healthcare
professionals who prescribe, dispense or administer CDs to demonstrate, in
meeting their CPD requirements that they keep up to date on all aspects of CD
management.

6. Responsibilities
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6.1 Responsibilities of Managers and Health Professionals
6.1.1
6.1.2

6.1.3

It is the responsibility of the line manager to ensure a copy of the policy is
accessible to all new clinical staff to read within their induction period.
It is the responsibility of the line manager to identify to new staff, key aspects
of the policy which relate to their area of work.
It is the responsibility of the health professional to read and familiarise
themselves with PELC policy prior to administering/prescribing/handling
medication and to adhere to the policy as stated.

6.2 Responsibilities of Designated Staff
6.2.1

All clinical sites where medicines are stored, supplied or administered should
have a designated individual to assume overall responsibility for supply, safe
care and custody of medication as detailed in this policy.

6.2.2

Stock control of medicines is managed jointly by the supplier and Team
Manager. It is the responsibility of all clinicians to complete the medicines
administration record sheet when a medicine is issued. Any missing sheets
or missed entries will be reported to the Team Manager by the supplier for
investigation.

6.2.3

Staff in any supervisory position should be aware of the signs that may
indicate abuse or diversion of medicines (e.g. changes in an individual’s
behaviour such as lack of concentration, regular unexplained absences from
the work area, a change in character, “odd behaviour”, or other changes
such as loss of stock, excess ordering etc) and take appropriate action.

6.3 Responsibilities of Nursing Staff
6.3.1

All registered nurses are personally accountable for their practice and should
adhere to the current Nursing & Midwifery Council (NMC) guidelines.

6.3.2

Each individual nurse has a responsibility for storing, handling, administering
and recording of medicines in a safe, correct and appropriate manner and
must be prepared to be accountable for his/her actions.

6.4 Responsibilities of Prescribers (including Non-Medical Prescribers)
6.4.1

Prescriptions or written directions must be written by an “appropriate
practitioner” recognised under section 58 of the Medicines Act. Independent
or supplementary prescribers (nurses or pharmacists) who have completed
the relevant training also have the prescribing responsibilities outlined below.
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6.4.2

All prescribers have responsibility for providing clear directions for
administration in accordance with guidance provided in the latest edition of
the BNF.

6.4.3

Any alterations to therapy requires a new prescription. The original
prescription should not be amended as this prevents clear retrospective
consideration of previous prescribing.

6.4.4

Where necessary, changes must be accompanied by an explanation in the
patient record.

6.4.5

For patients in the community, changes to prescriptions should be clearly
communicated to the patient/carer.

6.4.6

For medicines dispensed at the point of consultation, the FULL SUPPLY
required to complete the course of treatment must be provided.

6.4.7

Legal responsibility for prescribing lies with the practitioner who signs the
prescription (DoH EL (91) 127).

6.4.8

Prescribers have personal responsibility for the use of unlicensed medicines
which cannot be transferred to the drug company producing or importing the
product. Unlicensed medicines should only be used if there is no suitable
licensed product available.

6.4.9

Prescribers also have responsibility for the secure storage of prescription
forms and where necessary secure transport of medication in line with the
principles of The Safe and Secure Handling of Medicines, A Team Approach
{A Revision of the Duthie Report (1988)}, Royal Pharmaceutical Society of
Great Britain, March 2005.

7. Prescribing, Administration and Supply of Medicines in
PELC
7.1 General
7.1.1

PELC clinicians will prescribe and/or administer medicines for patients under
their care in the following circumstances:  In the out of hours period, for patients visiting a primary care centre
 In the out of hours period, for patients visited at home by the clinician
 In Emergency and Urgent Care Centres

Please refer to appendix 1- Flow chart for the process of supplying medication to
patients
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7.1.2

PELC clinicians will prescribe AND supply medicines for patients under their
care when it is clinically necessary to provide the full course of treatment at
the point of consultation.
PELC is contracted to provide the full supply of medicines at the point of
consultation, where there is a clinical need, in the out-of-hours period.
Medicines should only be issued when: There are no local community pharmacies open
 The condition is such that any delay in the supply of medicine would
result in deterioration of the clinical condition.

7.1.3

In an emergency in the out of hours period when a patient cannot get a
repeat prescription from their general practitioner or access the Pharmacy
Urgent Repeat Medicines (PURM) service, a PELC clinician may prescribe
repeat prescription medication on prescription form FP10 for a period not
exceeding SEVEN days provided that he or she is satisfied that treatment is
still indicated and appropriate.

7.2 Guidelines
The procedure below explains how the arrangements will work. It applies ONLY
to medicines provided directly by PELC, not to the issue of FP10 prescriptions
to be dispensed at a community pharmacy.
7.2.1

At PELC the following five cases are used across all Out Of Hours (OOH)
sites;
 the OOH Personal Administration Case,
 PELC Case A (antimicrobials and asthma),
 PELC Case B (rest of formulary),
 PELC Stat Dose Case S
 PELC Equipment Case
 In addition to this, King George’s and Queens Hospital has
medication cupboards for the urgent care centres.
 The PELC Visiting Car Personal Administration Case is used at
Dunmow and Becketts House.

7.2.2

PELC clinicians MUST NOT supply or administer drugs from cupboards,
drawers or any other unregulated source, except from the designated cases
and medication cupboards depending on location. If in doubt, ask the Team
Manager.

7.2.3

Each supply or administration must be recorded with an entry on the
Medication Administration Record Sheet (MARS) in the case (see appendix
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8 for examples of MARS sheets). These forms are filed and archived on
return of the case to the supplier.
7.2.4

Please record the details of EVERY supply made to patients on this sheet so
that any follow up action, e.g. if a drug is recalled, can be effected efficiently.
Medication taken from the drugs cabinet at King George or Queens should
be recorded in the medication book available at each site.

7.2.5

A record must be made for any medication issued for submission to the NHS
Business Services Authority (NHSBSA). For home visits, clinicians may
either record these details manually or complete the details on Adastra on
return to a computer.

7.2.6

If the patient is eligible to pay the NHS prescription charge, they must be
issued with a receipt if requested.

7.2.7

Prescription charges only apply when a patient is not exempt AND a full
supply of medication is issued. They do not apply when a clinician
administers a medicine (e.g. injection, stat dose).

7.2.8

All medicines supplied by PELC must be labelled to comply with statutory
requirements, and a patient information leaflet issued. Prescribing,
dispensing and labelling of medicines as a single operation carries significant
risk. Clinicians should remain vigilant, paying particular attention to the:
 Drug name
 Strength
 Dosage instructions
 Patient’s name
 Date of Issue

7.2.9

For all supplied medicines, the supply process MUST be double-checked
and countersigned by another person with the exception of home visiting
GPs that do not have a second person present.

7.3 Quality Assurance for Drugs in cases
The purpose of supplying cases in this way is that the controls assurance
procedures for the supply of medicines is managed by the pharmaceutical
supplier, and clinicians can concentrate on the medical aspects.
Fairview Health Ltd deal with all aspects of medication supply to PELC:


Supplying medication in line with local formulary
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Electronically recording data: manufacturer, batch numbers, expiry
dates
Recall of medication
Recall of cases close to expiry
Liaising with PELC via the Clinical Leads in order to review and
improve the service

7.3.1

Every medicine that is placed in a case has its manufacturer, batch number
and expiry date recorded electronically by the pharmaceutical supplier
Fairview Health Ltd, who will notify PELC service delivery managers when a
case is close to expiry, on a monthly basis.

7.3.2

In the event of a drug alert or recall Fairview Health Ltd will recall just the
affected cases ensuring that there is sufficient medicine supply in the
system. This is why it is essential NOT to switch medicines between cases
as then the data is invalidated. If a medicine falls out of a case, it has the
case number label attached for easy identification.

7.3.3

The case contents are labelled on the lid of the case in alphabetical order,
with a reference to the module in which they are placed.

7.3.4

The formulary of all the cases is discussed and updated regularly in line with
latest guidance from the Department of Health Out of Hours Formulary, local
antibiotics and palliative care guidance, and agreement between CCG
Prescribing Advisors, PELC Clinical Leads and the pharmacist adviser from
Fairview Health Ltd.

7.3.5

Prescribers have an opportunity to comment on the formulary and case
contents via comments on the medication administration sheet, by email to
the clinical lead or at local doctors’ meetings. They may contact Fairview
Health Ltd directly for advice or comment if they wish.

7.3.6

Each case has an expiry date clearly marked; it is on the label on the lid, and
on the seal. It is acceptable for a clinician to have more than one case open
at a time to allow for optimal use, the exact process will be informed by local
experience. When several items are depleted from a case, it can be returned
for replenishment and resealing; again, the levels will be guided locally.

7.4 PELC Case types
7.4.1

All new and replenished cases are received sealed. Seals can be broken by
holding the label tag and tearing away the straight edge as indicated below.
Please note that this is not a security seal, safe usage requirements apply to
all handling and storage of these cases.
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7.4.2

Medicines supplied to Patients:
 Case A: antimicrobials and asthma; (see appendix 2 for case
contents)
 Case B: everything else - all medicines intended for full supply (see
appendix 3 for case contents)
N.B. Do not switch drugs between two separate cases, however two
cases can be opened at the same time.

CASE A
7.4.3

CASE B

Medicines for personal administration by a Clinician:
 OOH Personal Administration Case (appendix 4): (distinguished by
the yellow handles) and Visiting Car Personal Administration Case
(appendix 5)
 Both contain:
o Injections, needles, syringes etc.
o Diazepam for rectal administration
o One-off medications: diazepam, furosemide etc
 Stat Dose Case (appendix 7)

7.5 Medication Administration Record Sheet (MARS)
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7.5.1

EVERY supply made to a patient, whether it is by administration (e.g. an
injection) or a full supply (e.g. a course of antibiotics) MUST be recorded on
the Medication Administration Sheet AND recorded for submission to the
NHSBSA.

7.5.2

Record the details of EVERY supply made to patients on the Medication
Administration Sheet so that any follow up action, e.g. if a drug is recalled,
can be effected efficiently.

7.6 Prescription Charges
When a full supply of medicine is provided, it is a statutory requirement to
collect a prescription charge from the patient if payable. Exemptions are listed
on the back of the FP10 form, and for those patients who have to pay, a
promissory note should be issued for payment to be taken at Becketts House.

7.7 Labelling of Medicines Issues to patients
All PRESCRIPTION ONLY medicines issued to the patient by PELC must be
labelled with the following:
●
quantity
●
drug name
●
formulation
●
strength
●
dosage regimen
●
BNF warnings
●
patient name
●
date and place of issue, and
●
a direction to keep medicines out of the reach of children
The medication suitable for supply to patients have pre-printed labels already
stuck onto the packaging which include the requirements above except for
dose, patient name and date. Clinicians are required to complete these three
details prior to supplying to the patient.

7.8 Antibiotics for reconstitution
Each type of medicine for reconstitution requires a specific amount of water for
reconstitution; this is not always easily measurable in the patient’s home or
Primary Care Centre. For patient safety these medicines MUST ALWAYS be
reconstituted with the correct volume of potable water before issue therefore
clinicians must ensure they have access to the appropriate equipment to
measure this volume. The bottle should be gently shaken to loosen the powder
then water must be gradually added to the bottle. The bottle must then be
shaken thoroughly to ensure all the powder is fully dispersed.
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7.9 FP10 Forms and FP10P-Rec process
7.9.1

For prescriptions to be dispensed in a community pharmacy, please use an
FP10 prescription form in the usual way. All these scripts should be printed
out (or recorded as handwritten) via Adastra.

7.9.2

FP10P-REC are used by OOH providers to record items supplied directly to
a patient and not dispensed through a community pharmacy. These forms,
are submitted to Pricing Authority (NHSBSA) directly by the OOH provider
through their own account.

7.9.3

The process can be divided in to the following steps:
 Ordering
 Receiving
 Delivering to Fairview
 Fairview Process (supplies the FP10 in the meds cases)
 Using FP10s
 Record keeping of FP10s
 Reconciliation

7.9.4

Ordering of FP10P-REC:
 Registering with PCSE (Primary Care Support England). This is to
register the organisation to have access to FP10P-REC. PCSE
registers PELC as an organisation that uses FP10P-REC. They will
instruct NHS Xerox to allow PELC to access those forms.
 Registering with NHS Xerox. NHS Xerox manages the stationery i.e.
prints and issues the required prescription. Each prescription will have
a code. This relates to CCG
 Registering PELC employee that will order the scripts on behalf of
PELC. Usually it will be a member of the MM team and an agreed
individual from the Operations team who will assist in the process incase.
 Each Rx pad of FP10P-REC comes in a pad of 50. At any one time we
can order a max of 20. Thereby a 1000 Rx can be ordered at any one
time.
 Following registration it will be a monthly task that will be provided to the
designated staff. A record of when the ordering was placed will be
managed on a spreadsheet as per how the other FP1NC and FP10SS
are ordered.
 Finance will be notified as per procedure to raise a PO (Purchase Order)
as part of the ordering process.

7.9.5

Receiving the FP10P-REC:
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7.9.6

Delivery of these FP10P-REC to Fairview






7.9.7

Fairview staff visit Becketts House twice a week.
During those visits the Rx will be handed over to the staff to take back
to Fairview
A dispatch note for record keeping will signed out as proof that the Rx
were handed over to Fairview staff. It will contain the prescription
number that were handed over.
Once signed it will be filed by MM staff and the details of the
prescription number handed over will be entered on the spreadsheet
for record keeping.

Fairview Health Process






7.9.8

Following placing an order it takes up to 10 working days for a
delivery of this restricted stationery.
Usually the delivery of the items takes place within 5 working days.
The prescriptions will be delivered to Beckett’s House to the named
individual.
Upon receipt the designated staff will enter the Rx numbers on the
database similar to a process for the FP10NC and FP10SS
It will then be stored away securely till delivery to Fairview

The aim for Fairview is to ensure each of the drug cases provided by
Fairview for PELC has a stash of FP10P-REC for the prescriber to
use. The following process should take place but this will finalised
following a contractual agreement between PELC and Fairview.
What should happen is that when each of the drug cases whilst being
replenished should be supplied with 20 scripts of the FP10P- REC.
Fairview should provide a monthly record of how many scripts
including what prescription number are in which box.
Once the prescription number in each case falls below 5 they will
need replenishment.

Using FP10P-REC process





Doctors take three different boxes out with them each time they visit
patients. For comprehension we will call them Case A, Case B and
Case C.
All cases should be sealed with either a red, yellow or blue tag.
Red tagged cases should not ideally go out as these are cases which
either have less than three FP10 or a shortage of medication in that
box.
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7.9.9

Blue cases are newly replenished cases with full drugs and with an
adequate supply of FP10P-REC.
Prescribers should go out with boxes that have either a yellow or blue
tag.
Upon seeing a patient if drugs are required then the doctor will
ensure a FP10P-REC is completed.
The FP10P-REC on should be filled as per the requirement with all
other types of FP10.
Upon returning back to BH, the doctor should handover the FP10PREC to the supervisor/dispatcher on duty at BH.
The dispatcher/supervisor will then enter details of that Rx on a
FP10P-Rec log which will be stored on the service delivery drive.
The dispatcher will then check that there are adequate quantities of
medications and FP10P-REC in the drug cases and reseal it with a
yellow tag before storing it again at BH.

Record keeping of the FP10P- Rec















Upon issuing a drug a FP10P-Rec should be used. The FP10P-Rec
should be completed per patient rather than per drug, hence more
than one drug can be prescribed.
Once the visit is concluded and doctor has returned to BH, the used
FP10-Rec should be returned to the dispatcher.
The dispatcher will take the FP10P-Rec and count the remaining
scripts to confirm the accurate number of scripts, for example if there
were 20 FP10P-Rec before the doctor went out on a visit and used 2,
therefore 2 will be returned to the dispatcher and the case should
have 18 remaining.
Once this is confirmed the dispatcher then re-seal the case with a
yellow tag and put the case back for storage at BH.
The dispatcher will enter the returned scripts details on the FP10PRec log.
The details on the spreadsheet will be the day, time, doctor and how
many FP10P-Rec many were returned.
This will then be filled under the day that they are returned.
The following working day the FP10P-Rec will be taken by a MM staff
member who enter this on the FP10P-Rec reconciliation log.
Once those data is entered the MM staff member will file these scripts
to return to NHSBSA at the end of the month.
The data that will be entered will be the date, Pt name and Adastra
number, drug that were prescribed and from which case. Each case
has a unique combination of drugs.
The details will then be used at the end of the month for clinical audit
purposes
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7.9.10 Reconciliation


There is a two step reconciliation process:
o
o



7.10

MM assistant will enter the FP10P-Rec reconciliation log
Accumulating the scripts at the end of the month and sending
it back to NHSBSA. A log is required to store the number of
FP10-Rec, number of items prescribed, the drugs prescribed.

This log will allow the reconciliation with the monthly drug reports
provided by Fairview.

Managing non-compliance with PELC prescribing policy

7.10.1 Each GP/ Clinician/Non-Medical Prescriber are responsible for ensuring that
prescriptions issued whilst working for PELC are appropriate and completed
correctly. All staff-members with prescribing rights must follow this Policy.
7.10.2 PELC undertakes regular quarterly Medicine Management audits as per
audit plan to assess and identify the shortfalls or non-compliance in
prescribing by prescribing staff members.
7.10.3 The Medical Director or, a Clinical Lead will review the audit results and any
non-compliance will be reviewed, and the following action will be taken
 Will seek an explanation from the prescribing Clinician via email and
letter
 Will expect a written response within 14 days.
 A decision will be made if there is a clinical justification by the
Medicines management Lead
 If a clinical risk is identified all further shifts will be cancelled till a
review by the Medical Director
 If a clinician has shown recurrent prescribing errors (persistent more
than 3 times without clinical risk) and/or shortfalls then a warning will
be issued and the Clinicians prescribing data will be audited after
3months of warning issued. The prescribing Clinician will be raised to
a “red” on Clinical Guardian to have each consultation appraised in
relation to prescribing
 If the clinician continues to breach no further shifts will be allocated to
the Clinician
 Relevant Clinicians with persistent concerns will be raised at the
Medicines Management Meetings ensuring confidentiality.
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Please refer to Managing GP Non-Compliance with Prescribing
Procedure SOP for full process

8. Receipt, Storage and Issue of FP10
FP10 are a legal document required to be filled in by eligible professionals within
the healthcare sector to supply medication to patients i.e. the FP10 is a prescription
that can be issued by a GP, nurse, pharmacist prescriber, supplementary prescriber
or a hospital doctor in England.
FP10’s must be accounted for at all times, to demonstrate organisational
effectiveness and fraud prevention.
The misuse of FP10 is a criminal offence, hence full accountability is required.
There are various colour coded FP10’s signifying the type of prescriber and what
drugs they could prescribe (please see the table below).
FP10s are used to obtain medication from an NHS licensed pharmacy.
The NHS Counter Fraud Authority explains that ‘A prescription form should be
considered as an asset that has a financial value. It is in effect like a blank Cheque
open to potential misuse.’
Some FP10’s are a legal requirement whereas others are used as means to control
supply of medication and as a tool for reimbursement. As FP10’s are used as part
of a reimbursement mechanism they could be fraudulently used, e.g. obtaining
medication illegally from pharmacies or claiming payments for drugs and services.
Therefore, FP10’s are classified as ‘Restricted Stationary’.
To order FP10’s in England an organisation must be registered with Xerox-NHS
UK.
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FP10 used in England
Prescription Form
Identifier
FP10
FP10NC
FP10HNC
FP10SS

FP10MDA
FP10MDA-S
FP10HMDA-S
FP10MDA-SS
FP10MDA-SP
FP10P
FP10PN (Practice
Nurse)
FP10CN (Community
Nurse)
FP10SP
(Supplementary
prescriber)

Colour

Green

Notes
These FP10 Prescriptions may be issued
by GPs or nurse and pharmacist
prescribers, hospital doctors,
supplementary prescribers or out of hours
centres if correctly annotated.

Blue

Instalment dispensing prescription form.
Generally used by Detox and specialist
centres.

Lilac

Forms used by nurse and pharmacist
prescribers and supplementary prescribers.
The form should be printed with information
to identify the type of prescriber, for
example, community practitioner nurse
prescriber (formerly known as district
nurse/health visitors), nurse independent
prescriber or supplementary prescribers.

FP10D

Yellow

Forms issued by dentists in primary care.
Only items listed in the dental formulary
can be prescribed on this prescription.

FMed296

White

Issued to service personnel (army)

FP10P-Rec

Lilac

Used by out of hours centres

Pink

Private prescription form issued for
Schedule 2 & 3 Controlled Drugs (these
prescriptions will not be passed for
payment by the NHS Prescription
Services).

FP10PCD-SS
FP10PCD-NC

8.1 Scope of FP10 Guidance
8.1.1

The following guidance is to ensure the secure and safe distribution of
prescriptions. This procedure captures the end to end process for the
management of handwritten and printed FP10’s to ensure compliance with
The Medications Management Policy. This includes ordering, receiving,
distribution, reconciliation, missing/stolen and destruction.
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8.1.2

It does not cover the issue of medicines from PELC stock, Controlled Drugs,
Repeat Medicines, and Telephone Prescribing etc. which are covered in
other sections of this policy.

8.1.3

Please note the following:
 All persons handling the prescriptions, PELC Doctors, PELC Nurse
Prescribers, PELC Receptionists, Coordinators, Administrators,
visiting doctors and Drivers are responsible for the prescriptions.
 Prescription numbers must be recorded when issued to staff and to
patients.
 Prescriptions must never be left unattended at any time.
 Blank prescription forms must be locked away at the end of each shift
 Lost or stolen prescriptions are to be reported immediately.

8.2 Responsibilities of staff in FP10 process
8.2.1

8.2.2

Printer FP10’s:
 HCA’s/Receptionists/Dispatchers and Drivers (Dunmow only) are
responsible for ensuring the prescription printer tray is filled at the
beginning of each operational period and emptied at the end of each
operational period, and ensuring the FP10 log is fully completed each
time the printer tray is filled and emptied.


An operational period is defined as the live period between service
commencement and closure (where applicable).



HCA’s/Receptionists/Dispatchers/Drivers
(Dunmow
only)
are
responsible for ensuring printer trays are always kept locked and that
the printer lock combination code is kept confidential.



Prescribers log their prescription usage by entering the prescription
number on Adastra.



Prescribers must ensure all their voided prescriptions are clearly
marked ‘VOID’ in indelible ink and at the end of their shift prescribers
must hand all their voided prescriptions to the receptionist/HCA.

Receptionist/HCA void process:


Team/Service Managers/Pharmacy Technician will check the FP10
printer logs weekly. Where this is not possible it will be done at the
earliest opportunity but no later than a fortnight. When checking the
logs Team/Service Managers must clearly initial and date the logs to
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confirm this check has taken place. Any necessary remedial actions
will be undertaken by them.


8.2.3

Printer FP10’s must be used at all times. Handwritten FP10’s are only
used when printer FP10s cannot be provided e.g. technical failure or
during home visits.

Handwritten FP10’s:


Supervisors/HCA/Receptionists/Dispatchers and Drivers (Dunmow
only) are responsible for ensuring the FP10 Signing Out and In Log
and Prescriber Usage Log sheets are correctly completed.



Prescribers must ensure every prescription used is accounted for on
the Prescriber Usage Log sheet by entering the date and their name
next to each FP10 number.



When taking out and returning prescription wallets, prescribers are
expected to fully co-operate with the staff who are responsible for
checking the Prescribers Usage Log sheet and completing the FP10
Signing Out and In Log.



Team/Service Managers/Pharmacy Technician will check the FP10
Signing Out and In Logs and Prescriber Usage Log sheets at least
fortnightly and will initial the logs as records of these checks.



Failure to deal with any aspect of this process may result in
disciplinary action.

8.3 Specific Procedures
8.3.1

8.3.2

Ordering
 Request for FP10’s must be raised to the PELC pharmacy team via
e-mail, pelc.medsmgt@nhs.net


The pharmacy team will then request a purchase order from finance.



Only authorised staff can order FP10’s and login details are required
to request FP10’s from nhsforms.co.uk

Printer FP10’s
 https://cmswebshop.external.xerox.com/uStore/login.aspx?StoreId=5
2
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8.3.3



Log into the site above to begin order process for Blank Prescriptions.



To order blank prescriptions, first select “Secure Print Prescriptions”
then from the drop down select “English_Non Personalised” from the
list to left scroll down to “FP10SS” select place order button then
continue to order.



Next select the quantity of boxes required ( 3-4 normally order at one
time)




The items will then be placed into the cart and then submit the order.
A Purchase order request form will need to be completed and a
Purchase Order number will be required from finance to complete the
order.



Shipping address and billing address to be selected finish order



Finally the recipient name and PO Number need to filled into to
complete the order



A confirmation email will be the sent out.

Handwritten FP10’s
 https://cmswebshop.external.xerox.com/uStore/login.aspx?StoreId=5
2


Log into the site above to begin order process for both Printed
Prescriptions.



To order blank prescriptions, first select “Secure Print Prescriptions”
then from the drop down select “English Personalised” from the list to
left scroll down to “FP10NC” select place order button then continue
to order.



Prescriber codes will need to enter for personalised prescriptions as
they are site specific. Codes for sites as follows:
o Becketts House - 669498
o King George Hospital - 670293
o Queens Hospital - 668885
o Grays Court - 670887
To order prescriptions change the login location (OA Code) as
required following instructions from step 3.



8.3.4

Receiving FP10s
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8.3.5

8.3.6



Once the FP10’s have been ordered it can take up to 10 working
days for delivery. NHS Xerox delivers the ordered FP10’s in bulk to
the authorised named individuals and will require signature upon
delivery.



Once delivered a designated member of the pharmacy team will enter
the FP10 received date, site, FP10 code, box number, PO number
and FP10 serial numbers on to a FP10 log.



Once logged, FP10’s are transferred into safe storage ready for
distribution, as required by the operational team.

Safe Storage
 FP10’s are in a safe cabinet in Beckett’s House with limited access. It
is locked with a key pad lock and only a few named individuals have
access to the key combination.


A record of the quantity of FP10’s in safe storage is kept on FP10
Storage Log sheets accompanying each FP10 box and must be
updated whenever FP10’s are removed.



The FP10 storage logs provide a record of how many FP10’s are
taken for distribution, opening/closing balances and for security
purposes two signatures are required whenever FP10’s are removed
from safe storage for distribution.



The printer FP10 storage log requires the unique Xerox FP10 box
number, whereas the FP10 handwritten storage log requires the
handwritten FP10 site name.



Pharmacy will conduct a complete balance audit at least once a
month.

Distribution


An FP10 count is obtained by supervisors every week and provided
to the team managers. Team managers then organise the supply of
FP10’s from safe storage, as required.



Handwritten FP10’s are prepared for the required site in batches of
20.



Each individual FP10 number is logged electronically in the
Service_Delivery_OOH drive and a Prescriber Usage Log sheet is
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also populated with the individual FP10 numbers. The FP10’s and
Prescriber Usage sheet are then placed in a named yellow zipped
wallet. A delivery receipt is also populated with the site and FP10
numbers and passed to a supervisor for them to organise delivery.
8.3.7

Delivery


Nominated PELC staff deliver the prepared FP10 wallets to the sites.
The recipient at the sites will provide confirmation of receipt by
signing the delivery receipt form. The individual delivering the FP10
wallets provides confirmation of delivery by also signing the delivery
receipt form.



The completed delivery receipt form is returned to the supervisor who
checks the receipt for completeness, transfers the delivery details to
the electronic FP10 log, then files the delivery receipt.



Any missing information should be investigated immediately by the
supervisor and appropriate action should be taken to ensure the
information is complete.

8.4 Site process
8.4.1

Printer FP10’s


Each site has a red A4 ring binder containing the ‘Printer FP10 log’
which must be kept in the safe.



The FP10 log MUST be completed every time the printer tray is filled
or emptied.



Labelled red A4 plastic zip wallets contain the blank printer
prescriptions which are prepared in batches of 100.



When filling and emptying the printer the entire prescriptions in the
wallet must be placed in the printer.



Printers are fitted with a combination lock MUST REMAIN LOCKED
at all times except for when loading/unloading. The combination must
be kept secure and confidential.



FP10’s MUST NOT be transferred between wallets.



FP10’s should be loaded face down (as below)
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To complete the Printer FP10 Signing Out and In log enter: Date,
time out/returned, FP10 Wallet Number, First FP10 serial number (11
digits), Last FP10 serial number (11 digits) and print your name (as
below)
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8.4.2



Prescribers are NOT required to complete/sign blank FP10
prescription paper records because prescription numbers are entered
on Adastra. Records of prescriptions used are retained on the
Adastra case notes.



Prescribers will notify a PELC HCA/Receptionist/Dispatcher/Driver
(Dunmow only) when the FP10 printer needs refilling.

Handwritten FP10’s




Each site has a yellow ring binder containing the FP10 Signing Out
and In Log and yellow FP10 wallets as below. These must be stored
in the safe.
Supervisors/HCAs/Receptionists/Dispatchers/Drivers (Dunmow only)
must complete this log every time a wallet of handwritten
prescriptions is given out and when the wallet is returned.

FP10 Signing Out and In Log



Yellow zip wallets contain the handwritten FP10’s which are prepared in
batches of 20. Each FP10 wallet has an accompanying FP10 Prescriber Usage
Log sheet which is pre-filled with the individual FP10 numbers.



When the prescriber issues a handwritten prescription they must
complete the Prescriber Usage Log sheet by entering the date and their
name next to the prescription number issued (see below).
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HCA/Receptionists/Dispatchers/Drivers (Dunmow only) must inform
the duty supervisor whenever the use of handwritten prescriptions is
required, together with the reason. Supervisors will then notify
pelc.medsmgt@nhs.net,
pelc.teammanagers@nhs.net
and
pelc.servicemanagers@nhs.net



Upon discovering a wallet containing 5 or fewer FP10’s
HCA/Receptionists/Dispatchers/Drivers must immediately inform a
supervisor or manager at Becketts House and also email
pelc.medsmgt@nhs.net quoting the centre name, quantity remaining
and wallet reference.



Distribution of additional FP10’s should take place within 48 hours of
notification.



Team managers will collect any completed FP10 log sheets and
Prescriber Usage Log sheets weekly and store them at Becketts
House for reconciliation by designated staff.

8.5 Void FP10s
8.5.1

Printer Void FP10’s


Prescribers will ensure any voided FP10’s are clearly marked ‘void’ in
indelible ink and at the end of their shift will provide their voided
FP10’s to the receptionist, driver (Dunmow only), or
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dispatcher/supervisor who will ensure that the void FP10’s are clearly
marked ‘void’ in indelible ink.

8.5.2

8.5.3

8.5.4



Staff may wish to remind prescribers to hand over their voided
scripts. Each site contains a blue wallet for void FP10’s together with
a void FP10 log which must be completed by the receptionist, driver
(Dunmow only), or dispatcher/supervisor. This contains the date, void
FP10 number and prescriber name.



Team/service managers aim to collect voided FP10’s fortnightly and
return them to Becketts House where they are entered into the
electronic FP10 Void Log.

Handwritten Void FP10’s


Void handwritten FP10’s must be firmly attached to the corresponding
prescriber usage log sheet.



Team/service managers will collect completed prescriber usage log
sheets and return them to Becketts House where any voids will be
entered into the electronic FP10 Void Log.

Faxed FP10’s


FP10’s are faxed to pharmacies when following a telephone
consultation or when patients are unable to collect a FP10. The
patient is informed to collect the medication from a mutually agreed
pharmacy.



The FP10 is faxed to the designated pharmacy which is sufficient for
the pharmacist to dispense the medication.



It is a legal obligation on behalf of the prescriber that the original of
the faxed prescription be forwarded to the pharmacy within 72 hours

The process:


Doctors inform the patient that they are able to collect their
medication from a designated pharmacy.



Ideally the designated pharmacy should be called and requested to
check if they have the item in stock.
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If the pharmacist confirms that they have the item in stock then a
verbal agreement should be reached that a faxed prescription will be
sent for that item.



The prescription is then given to the supervisor



The supervisor then faxes the prescription to the agreed pharmacy.



Once faxed it is kept with the supervisor to be sent via post to the
designated chemist.



The posting should take place within 24hrs of the prescription being
faxed so that the pharmacy is refurbished with the script as her the
legal requirement of 72hrs.



In the interim between faxing and posting, the scripts are recorded on
an electronic prescription log prior to posting.
The database should record the following: FP10 number, patient
name, Adastra number, pharmacy name, date of fax, date FP10
posted.





FP10’s for Controlled Drugs are not allowed to be faxed because the
original will be required for the pharmacy to dispense.

8.6 Faxed FP10’s not received
8.6.1

The process:
 PELC staff are notified when FP10’s have not reached the agreed
pharmacy


The following details should be recorded.
o Patient name and date of birth
o Prescription date
o Adastra number (when available)
o Pharmacy name and telephone number.



Access the Adastra record to verify the original script



Email pelc.medsmgt@nhs.net with the above information.



The pharmacy team will then organise a reprint.



The current arrangement is that once a week on a Friday missing
FP10 cases will be re-entered onto Adastra, then a Medical Director

33
Medicines management policy Version 2.0

March 2019

will reprint the FP10’s, noting on Adastra the case is a FP10 reprint
because the original FP10 had not reached the agreed pharmacy.


The reprinted FP10 is recorded on the FP10 prescription log



The pharmacy team maintain a database whereby the details or
query log is maintained. Once the details of the reprint have been
entered the FP10 is then passed to the operations team for posting.



On a monthly basis the FP10 numbers that were reprinted are sent to
NHSE so the pharmacy only receive reimbursement for the reprinted
FP10.

8.7 FP10 Destruction
8.7.1

The process:
 Void FP10’s are logged on the electronic FP10 Void log for
destruction and then kept in safe storage awaiting shredding.


Details required FP10 Number, void or dispensed from stock,
‘entered by’ (initials), site details and doctor name



Shredding takes place at fixed intervals.



Two individuals are required during the destruction process, one to
shred and the other to verify it has taken place.



An electronic FP10 destruction log is kept of the dates, void FP10
number(s), expired FP10s and names of the two individuals involved
in the process.



The destruction record should be kept for a minimum of 18 months.

8.8 FP10 Queries
Prescriptions handed to patients could be subject to verification for various
reasons, e.g. legibility, dosage, allergy, incorrect demographics
FP10’s has a PELC contact number for pharmacies to call if clarity is
required.
8.8.1

The process:
 All calls should be logged


The details of the caller and the patient details should be requested
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The details requested should be
o Caller’s name and profession
o Caller’s contact telephone number
o Patient name and date of birth
o Prescription date
o Adastra number (when available)
o Details of what needs clarification



If clarification concerns dosing it should be immediately referred to
the originating prescribing clinician (if on duty) or to another
prescriber.



If the issue has led to identification of incorrect prescribing of
medication, dosing or any aspect relating to patient safety a Datix
should be completed and the Medical Director notified.

8.9 Unaccounted/Missing/Stolen FP10’s
There is the possibility that an attempt could be made to forge FP10’s they are
lost or stolen the following steps must be taken to maximise security.
Should any prescriptions be lost or stolen the following action must be taken:
 If a criminal activity is suspected, contact the Local Security
Management Specialist (LSMS) to determine whether the Police need to
be contacted. Inform the Executive on-call if police are called.


Inform the Medical Director



Inform senior manager on call



Inform Chief Pharmacist



Report following Trust incident policy and raise a datix



The prescriber whose FP10’s have gone missing should be instructed to
write and sign all newly issued FP10’s forms in red for a period of two
months. The organisation should inform all pharmacies in the area and
adjacent CCGs of the name and address of the prescriber concerned,
the approximate number of prescription forms missing or stolen, serial
numbers (if known) and the period for which the prescriber will write in a
specific colour.
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If needed (e.g. if multiple FP10’s remain unaccounted for), pharmacy
team will contact NHS England, so their Early Warning Alerting System
can cascade details of the missing FP10’s to community pharmacies.



Report details of the incident to NHS Counter Fraud Authority (NHSCFA)
through the NHS Fraud and Corrupting Reporting Line 020 7895 4500
or online at: https://cfa.nhs.uk/reportfraud



The following details must be provided (online or by telephone):
o Where you work
o Your contact details (if you’re reporting)
o Date and time of loss/theft
o Date and time of reporting loss/theft, place where loss/theft
occurred (visiting and all PELC sites )
o Type of FP10’s stationery involved
o Serial numbers of the FP10’s
o Quantity
Pharmacy team will log data into FP10 Unaccounted/Missing/Stolen log



8.10







Forms/ Templates to be used
Printer FP10 Signing Out and In Log
Handwritten FP10 Signing Out and In Log (Visiting/Centre/Triage)
Handwritten FP10’s Prescriber Usage Log sheets
FP10 Unaccounted/Missing/Stolen notification form (appendix 9)
FP10 Void log
FP10 destruction log

9. Prescribing
9.1 General prescribing guidance
9.1.1

Full guidance is available in the latest edition of the BNF.

9.1.2

Prescriptions or written directions should be written legibly in ink and state
the following:
 Date
 Full name and address of the patient
 Name,
address
and
signature
of
the
prescriber
 Age and/or date of birth of the patient
 Drug name, strength, form, dosage and quantity/duration of treatment
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9.1.3

It is a legal requirement under the Medicines Act 1968 that all prescriptions
for prescription only medicines (POMs) indicate whether the appropriate
practitioner is a doctor, dentist, supplementary or independent non medical
prescriber.

9.1.4

The name of the medicine should be written clearly and in most cases, using
recommended generic International Non Proprietary Names (rINNs) as in the
BNF.

9.1.5

For certain drugs such as antiepileptics, whereby the clinical effect may vary
from brand to brand, the proprietary name should be used.

9.1.6

The dose and dose frequency should be stated. In the case of preparations
to be taken when required, a minimum dose interval should be specified.

9.1.7

The quantity to be supplied should be stated on the NHS prescription, either
by stating total quantity or duration of treatment.

9.1.8

Directions should preferably be in English without abbreviation; however
some recognised Latin abbreviations are used (see BNF). The term “as
directed” should not be used, except where it would be dangerous to specify
a specific dose (e.g. doses which fluctuate repeatedly, such as warfarin).

9.1.9

PELC clinicians issuing any FP10 prescriptions to patients must ensure that
the Practice Code stated at the bottom of the prescription reflects, as close
as possible, the CCG area from which the patient is from.

9.1.10 Treatment should always be discussed with patients or their representatives.
9.1.11 PELC requires the prescriber to prescribe any medication necessary for
treatment using ONLY NHS prescriptions. In the case of over the counter
remedies, patients should be encouraged to purchase these medicines from
a pharmacy and should generally NOT be prescribed on a FP10 prescription
form.

9.1.12 PELC clinicians must be aware of specialist “Hospital Only” medication and
any patients requesting these medicines should be referred to their
prescribing hospital. A full list of these medicines can be accessed on the
CCG website.
9.1.13 The prescribing of broad spectrum antimicrobials should be avoided
wherever possible to support the national drive to reduce their use in a bid to
reduce antimicrobial resistance. Antimicrobial prescribing guidelines must be
followed in all instances - see Local Guidance on Antimicrobial Prescribing.
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9.1.14 Considering quality cost effectiveness and affordability of prescribing in the
context of the overall use of NHS resources is beneficial to patients in the
long-term.
9.1.15 Non-medical prescribers should also refer to their regulatory body for
additional guidance.
9.1.16 All Primary Care practices/clinics will participate in audits of prescribing
practices. Lessons learnt will be shared within PELC.

9.2 Computer Issues Prescriptions (FP10)
9.2.1

Where computerised prescribing systems are in place, these should be used.
Handwritten prescriptions should only be used where electronic systems are
not available – for example, on home visits.

9.2.2

The name of the prescriber responsible for the prescription should be
printed, and this will normally be the prescriber who signs the prescription.

9.2.3

The PCC address, practice code, “PELC”, and ideally, the PELC telephone
number, should be printed.

9.2.4

Care should be taken to avoid computer error:
 Ensure that computerised warning systems are activated to advise of
incompatibilities etc
 Where formulary and non-formulary items likely to be confused, set
computer preferential formulary display, to minimise the possibility of
“picking” the non-formulary item in error
 Where several strengths are available, ensure the correct strength of
medication is selected from a picking list
 Where multiple pack sizes are available, ensure the intended quantity
is selected.

9.2.5

Handwritten alterations should only be made in exceptional circumstances –
it is preferable to print out a new prescription. Any alterations must be in the
doctor’s own handwriting and countersigned.

9.2.6

Any voided prescriptions should be returned to Becketts House for
destruction.

9.2.7

Handwritten changes must not be made on prescriptions that are issued
under the electronic prescribing system. A new prescription must always be
printed out and the old prescription deleted from the system.
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9.2.8

Amendments to the Misuse of Drugs Regulations 2001, which came into
force on 14th November 2005, removed the requirement for Schedule 2 and
3 CDs to be written in the prescriber’s own handwriting (other than their
signature).

9.3 Specific safety issues – prescribing errors
9.3.1

Inadequate information about the patient may result in serious prescribing
errors. It is essential to take an accurate history from the patient (including
details of medicines self-administered and purchased without prescription),
and to access patient records wherever possible.

9.3.2

Lack of information about the medication is a similar hazard.

9.3.3

New drugs can present new risks, and prescribers should ensure they are
fully aware of all relevant prescribing information before using these drugs.

9.3.4

Particular care should be taken when prescribing medicines with similar
sounding names and drug names that look alike when handwritten.
Examples of similar drug names appear frequently in charts and reminders in
national professional journals for GPs and Nurses.

9.3.5

Illegible prescriptions are a major cause of prescribing errors. Computerised
prescribing systems should be used wherever available. If computerised
systems are unavailable, care should be taken to ensure prescriptions are
written legibly.

9.3.6

Calculation errors are most likely to occur where the calculations are
complex. In these cases, the figures should be double checked where
possible. If the prescriber provides the following information on the
prescription:
 the patient’s weight
 the dose in mg/kg
 the calculated dose
The dispensing pharmacist will be able to double-check the calculation as an
additional precaution.

9.3.7

Doses for children represent a major hazard in prescribing. It is
recommended that prescribers record the child’s age, weight and intended
dose in mg/kg on the prescription (for products where the current BNF for
Children recommends a dose per body weight), to enable the pharmacist to
check the calculation. Where the BNF recommends prescribing by age, the
child’s age on the prescription should provide a sufficient check on the dose
prescribed.
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9.3.8

Dosage formulations are also sometimes confused, and controlled-release
preparations are particularly hazardous. For example, controlled-release
morphine tablets are available in 12-hour or 24-hour release rates. Generic
prescribing of such items may not provide sufficient distinction between the
two, and brand name prescribing is advised in such circumstances.

9.3.9

The unnecessary use of decimal points should be avoided, e.g. milligrams
should be used if less than one gram, i.e. 500mg (not 0.5g) or micrograms if
less than one milligram, i.e. 100 micrograms (not 0.1mg).

9.3.10 Microgram and nanogram should not be abbreviated.
9.3.11 Where decimals are unavoidable a zero should be written in front of the
decimal point where there is no other figure, e.g. 0.5ml not .5ml
9.3.12 Abbreviation of the drug name can lead to mistakes in interpretation (e.g.
ISMN and Istin). Names should therefore always be written in full.
9.3.13 Uncommon dosage regimes can also be a hazard– weekly doses in
particular are a major risk if accidentally prescribed as a daily dose.
9.3.14 Controlled drugs, chemotherapy agents, anticoagulants and methotrexate all
pose significant additional risks, due to the nature of the medications.
9.3.15 Where local or national guidance exists, (e.g. from the National Institute for
Clinical Excellence (NICE), or the commissioning CCG’s Area Prescribing
sub-Committees (APC)), this should be followed.

9.4 Medicines information
9.4.1

Lack of information about medicines can be a major cause of prescribing
errors.

9.4.2

All PELC sites covered by the scope of this policy should have available
copies of the local formulary (if available), and medicines management
policies.

9.4.3

Prescribers can access drug information and advice from a variety of
sources:




Pharmacy team at PELC
The PELC Chief Pharmacist, Balal Anwar, is available during office
hours (Tel: 0208 911 1130 or email: balal.anwar@nhs.net)
Community pharmacists are available when pharmacies are open
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A copy of the BNF is sent to every GP principal and qualified non
medical prescriber (or can be purchased from most bookshops)
Regional drug information centres are listed in the BNF

9.4.4

Many sites are also accessible without NHS.net connection, e.g.:
 Summaries of product characteristics http://emc.medicines.org.uk
 National Institute for Clinical Excellence http://www.nice.org.uk
 NHS
Clinical
Knowledge
Summaries
(formerly
Prodigy)
www.cks.nice.org.uk/
 BNF http://www.bnf.org

9.4.5

Medicines information and prescribing update should be incorporated into
the continual professional development programme for all prescribers.

9.5 Controlled Drugs (Prescribing)
9.5.1

It is contrary to the PELC Medicines Management Policy to prescribe
Methadone or any product for opioid dependence, even in an emergency.

9.5.2

All patients on products for opioid dependence are signed up to an individual
programme by their assigned doctor. They are made aware by this doctor
that they cannot request extra or replacement drugs for lost dosages in any
circumstances and should have signed a contract to this effect. Substitutes
such as benzodiazepines must not be prescribed.

9.5.3

If a patient continues to call despite being given the above number, the on
call Manager should be called so the patient’s GP can be informed.

9.5.4

NHS prescriptions for controlled drugs must comply with legal requirements.
Full guidance is available in the latest edition of the BNF.

9.5.5

Amendments to the Misuse of Drugs Regulations 2001, which came into
force on 14th November 2005, removed the requirement for Schedule 2 and
3 CDs to be written in the prescriber’s own handwriting (other than their
signature).

9.5.6

All prescriptions for controlled drugs should contain the following details,
written so as to be indelible (e.g. written by hand in ink, typed or computer
generated):
 The full name, address and where appropriate, the age of the patient
 The name and form of the drug, even if only one form exists
 The strength of the preparation, even if only one strength exists
 The dose and frequency (“As Directed” is NOT a valid dose)
 The total quantity of the preparation or the number of dose units in
both words and figures.
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9.5.7

The prescription must be signed by the prescriber with their usual signature
(this must be handwritten).

9.5.8

The prescription must be dated.

9.5.9

Please note that hypnotics should not normally be prescribed by PELC out of
hours clinicians and if they are, duration should be limited to a maximum of 7
days.

9.5.10 It is good practice that a prescription for schedule 2, 3 and 4 controlled drugs
should not exceed 7 days’ supply. Prescribers will need to be able to justify
on the basis of clinical need, a supply of more than 7 days.
9.5.11 It is an offence for a prescriber to issue an incomplete prescription and a
pharmacist is not usually allowed to dispense a controlled drug unless all of
the information required by law is given on the prescription. However, a
pharmacist may use their judgement and supply a controlled drug against a
prescription with minor technical errors, having satisfied themselves against
certain conditions.
9.5.12 Please see appendix 15 for Schedule 2, 3 and 4 part 1 controlled drugs and
those commonly used in PELC.

9.6 Midazolam
9.6.1

The National Patient Safety Agency (NPSA) issued an alert (RRR 011, Dec
08) to all healthcare staff involved in the prescribing, administration or supply
of midazolam injection for use in adult conscious sedation to minimise the
risks of overdose or harm. See www.npsa.nhs.uk.

9.6.2

Ensure that the storage and use of high strength midazolam (5mg/ml in 2ml
ampoules) is restricted to palliative medicine and clinical areas/situations
where its use has been formally risk assessed, for example, where syringe
drivers are used.

9.6.3

Doses of midazolam should be titrated to individual patients’ clinical needs,
taking into account age, weight, concurrent medication
and/or clinical condition(s) and/or the procedure being undertaken.

9.6.4
9.6.5

Caution should be taken when drug combinations are used e.g. when
midazolam is used with sedatives and opioid analgesics. Such drugs, used in
combination, have synergistic effects and as a result, narrower margins of
safety. The use of multiple drugs during conscious sedation presents
additional training requirements. Dosage calculation must always be doublechecked.
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9.6.6

Flumazenil is licensed for reversal of an overdose with benzodiazepines;
however this drug is not without potential for side effects. Due to the shorter
elimination half life of flumazenil, residual sedation can unexpectedly return.

9.6.7

Healthcare staff should be aware of the potential for re-sedation to occur and
take steps to minimise risks to patients. An example scenario is when
patients are discharged home following short diagnostic and therapeutic
procedures.

10.

Therapeutic guidance

10.1 Local antibiotics guidance and palliative care guidance (where available) can
be found on PELC’s website and an electronic copy can be obtained by email
from the Chief Pharmacist, Balal Anwar (balal.anwar@nhs.net)
10.2 Formularies for each PELC region can be found on each drug case and for
medication cupboards it can be obtained by email from the PELC Chief
Pharmacist Balal Anwar (balal.anwar@nhs.net)

11.

Telephone Prescribing/Emergency Supplies

11.1

Objectives

11.1.1 This policy describes the background issues to telephone prescribing,
advises on how this should be managed within PELC, and gives possible
circumstances when repeat medication can be provided after telephone
consultation and one circumstance, uncomplicated cystitis in women, where
it can be provided for an acute condition. See Appendix 10 for GMC
guidance.
11.1.2 There are two situations when a prescription might be issued over the phone:

11.2



When there is a chronic condition and a housebound patient has run
out of medication



In an acute situation for an illness diagnosed, or suspected, following
a telephone assessment.

Chronic Conditions – Housebound Patients

11.2.1 For housebound patients who do not have a carer or family member who can
obtain the prescription from the PCC, the prescriber may issue a telephone
prescription following consideration of the risk assessment below and
completing the checklist.

43
Medicines management policy Version 2.0

March 2019

11.2.2 Risks of prescribing:










The clinician may not have evidence of prescribed medicines, cannot
assess the patient physically or check pathology
The clinician has to accept the patient’s word that the medicines have
been prescribed, and what they are
Incorrect drug, formulation, strength prescribed and dispensed due to
a transcription error as details are taken over the phone
Confusion between generic and brand names, modified release
preparations e.g. Adizem SR and Adizem XL
Patient may be suffering unrecognised side effects of therapy
Assignment of the patient to a specific pharmacy may be a source of
error
Loss of the physical FP10 during the process
Potential for abuse either of process or drugs requested (e.g.
hypnotics)
Extra time required in identifying patient, their needs, whether they
meet criteria, liaison with pharmacy, faxing, posting, completing audit
trail.

11.2.3 Risks of NOT prescribing:




Potential avoidable hospital admission
Patient suffers worsening of condition (e.g. hyperglycaemia)
Potential for erosion of duty of care.

11.2.4 Checklist
✓ Patient is housebound, and no carer or family member is able to attend
the PCC on their behalf with evidence that the requested medicines are
currently prescribed
✓ An attempt to access the Pharmacy Urgent Repeat
Medication (PURM) service has been made but has been unsuccessful
✓ The regular pharmacist has been contacted and
has refused to loan medicines
✓ A pharmacist has agreed to deliver medicines to the housebound patient
within 6hrs of receipt of a telephoned prescription
✓ The clinician is satisfied that there is a risk to the patient if medicines are
not supplied in the OOH period
✓ The clinician is satisfied with the quality of information given over the
telephone to identify required medicines
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✓ The quantity prescribed is the minimum required until a prescription is
supplied by the patient’s GP practice but in any event not exceeding seven
day’s supply
✓ The patient’s GP is advised of the request and action taken at the next
available opportunity so they can take steps to prevent repetition of risk to
their patient.

11.3

Acute Conditions

11.3.1 Many illnesses and conditions can be safely managed over the telephone
with or without the help of medication. Most of these medicines can be
obtained over the counter OTC). The following conditions can be treated by
advising on OTC medication;











Back pains and soft tissue complaints
Earache
Coughs and colds
Fever in uncomplicated illness
Diarrhoea and vomiting without dehydration
Unprotected Sexual Intercourse within 72 hours
Sore/discharging eyes
Allergies without breathing difficulties
Primary headache
Vaginal thrush

Currently an urgent minor illness care referral approach is being adopted
by NHS 111 whereby patients with minor illnesses are being directed to
community pharmacies where appropriate, for a consultation with a
pharmacist resulting in self-care or dispensing/prescribing medicines as
part of a local minor ailments service.
11.3.2 Uncomplicated cystitis in pre-menopausal, non pregnant, adult women may
need treatment with antibiotics which, are at present, are not available OTC.
There is strong evidence that this condition can be treated over the phone.
11.3.3 Antibiotics may be prescribed over the phone for uncomplicated lower
Urinary Tract Infection in adult women.
11.3.4 This is the only acute telephone prescription allowed currently under PELC
Policy.
11.3.5 Eliminate serious illness and contra-indications
 Fever
 Nausea
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Vomiting
Flank pain
Pregnancy
Vaginal discharge
Catheter patients
Problems with resistance in previous episodes of infection
Prolonged symptoms >7 days
Allergies

11.3.6 Prescribe a short course (normally 3 days) of antibiotics, to be picked up
from pharmacy.
11.3.7 Advise face to face review if not improving after 24-48 hours.
11.3.8 Please refer to GMC guidance in the Appendix to this policy.
11.3.9 GPs can prescribe over the telephone on the advice of another professional
provided they are satisfied of clinical competence.

11.4

Procedure for Faxed/Telephoned Prescriptions

11.4.1 The supplying pharmacy must be provided with the hard copy of the
prescription within 72 hours. This applies to repeat requests and for acute
prescribing.
11.4.2 The PELC clinician should write the patient’s full name, medication, dosage
and sign and date the prescription.
11.4.3 The clinician should notify the patient that a co-ordinator will be calling them
back shortly to arrange faxing the prescription to the patient’s pharmacy.
11.4.4 The co-ordinator must write the patient’s date of birth, age and home
address on the prescription form and then call the patient to arrange faxing
the prescription to a pharmacy.
11.4.5 The fax number and postal address for the pharmacy must be confirmed with
the pharmacist supplying the medication.

11.5

Emergency Supply of Medicines

11.5.1 The Pharmacy Urgent Repeat Medicines (PURM) service can be accessed
by dialing NHS 111 whereby medication may be issued by a participating
Pharmacy for free (if the patient is exempt) for requests for repeat medication
or alternatively-
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11.5.2 The pharmacist can issue an “emergency supply” (maximum 30 days)
provided:
 There is an immediate need
 The dose is appropriate
 The prescription has previously been prescribed by a prescriber
(doctor, nurse etc)
 It is solely at the discretion of the pharmacist and must comply with
legal requirements
11.5.3 Situations may arise that may need a PELC doctor to issue a prescription
when the pharmacist refuses to issue an emergency supply. These should
be addressed via face to face consultation with the patient at a PCC
appointment, except when the patient is housebound and does not have a
carer or family member who can attend a PCC appointment on their behalf.

12.

Stock management for PELC PCCs

12.1

General Guidance

12.1.1 Though certain tasks may be delegated to another suitably trained individual,
the overall responsibility for the ordering and receipt of medicines stocked in
each PCC lies with the designated individual.
12.1.2 For PELC PCCs, the medicines will be supplied by Fairview Health Ltd. or an
alternative source approved by PELC (under a service level agreement).
12.1.3 The ordering of medicines for PCCs shall only be from a stock list agreed
with the clinical lead by the budget holder or designated individual in
accordance with local formulary or other prescribing advice, and only up to a
specified limit. This list shall be subject to regular review at agreed intervals
(no more than 12 months).
12.1.4 Any order for a non-approved item must be authorised by the budget holder.
12.1.5 All orders shall be by email and a copy printed and held in the PCC. To
maintain an audit trail, copies of requisitions should be retained for a
minimum of two years.
12.1.6 Stock levels should be kept to a minimum.
12.1.7 All medicines coming into the EAC shall be checked against the requisition
and confirmation of this check shall be recorded.
12.1.8 Requisition forms should be kept for 2 years after the date of delivery.
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12.1.9 All medicines received into the PCC shall be stored securely with other
stock, as appropriate, paying due regard to expiry dates and stock rotation.
12.1.10
Any discrepancies between stock received and the requisition shall be
brought to the attention of the designated individual to investigate.
12.1.11
When ordering injectable medicines, products that include technical
information about how they should be prepared and administered should be
ordered.
12.1.12
It is preferable when ordering injectable medicines that only licenced
ready-to-administer or ready-to –use injectable medicines are procured and
supplied.
12.1.13
Orders for controlled drugs should be made using the appropriate CD
requisition form.
12.1.14
Samples from representatives of the pharmaceutical industry should not
be accepted at any PCC site.

12.2

Stock Maintenance

Stock control processes must be in place to ensure medicines are used within
their shelf life and disposed of safely on expiry.
Good stock control will reduce waste and save money.
Efficient stock control allows you to have the right product in the right place at
the right time. It also allows you to:






Set stock levels to allow accurate stock holding
Store products in original packaging, in a logical order
Supply a product leaflet or SPC with all products dispensed
Dispense products with the shortest expiry date first
Ensure that out of date or damaged medication are not supplied

The designated staff members (i.e. Operations/HCA/ Nurse/ Pharmacy
Assistant) are responsible for checking all drugs, at the various PELC sites, to
verify that;





The medicines are within date and have not expired
Stock rotation is being maintained
Balance kept are accurate
Adjustment to formulary of meds can take place.
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12.2.1 Fairview stock management
12.2.2

Fairview Health is contracted to supply and assist in stock rotation of
medication. Fairview’s staff monitor and supply medication on a weekly
basis. The process outlines the service.

12.2.3 Weekly, on a designated day, staff from Fairview will access the medication
cupboard across the various PELC sites
12.2.4 PELC MMT have a stocklist for each site with max stock level of each drugs.
Based on that Fairview’s staff will count existing levels and replenish any
drugs to the max levels indicated on the stocklist.
12.2.5 This level will be reviewed periodically on the basis of usage data provided
by Fairview
12.2.6 Once a month Fairview tech will perform an expiry check to ensure the
drugs in the cupboard are within the date. Any drugs that are expiring within
a month will be removed from the cupboard
12.2.7 Drugs with the expiry of less than three months will be placed in the front and
clearly marked with the coloured(blue) sticker so that these can be used first.
12.2.8 During counting the drugs, once a month, Fairview staff also date check as
routine to ensure that drugs are in date.
12.2.9 If drugs are identified to be short- dated i.e. expiring within the next three
months then they will notify the ‘Pharmacist or Pharmacy Staff’ via an e-mail.
12.2.10

A record of the notification e-mail will be kept for records.

12.2.11
Please see Fairview SOP: (Schedule 1 Service Specification) with
regards to stock rotation and maintenance. Fairview maintain comprehensive
records for meds within the dispatch boxes. Some PELC sites only have
dispatch boxes where Fairview completely manage the process
electronically.

12.3

Monthly PELC checks for stock rotation

12.3.1 Once a month, on allocated days, a pharmacy staff member, will check all
drugs, at the various PELC sites, so that they verify that;




Drugs are within date and have not expired
Stock rotation is being maintained
Balances kept are accurate
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Adjustment to formulary of meds can take place.

12.3.2 The following actions will be carried out;


Designated PELC staff will inform the charge nurse/receptionist/or
team leader on which day they are coming in.



Designated staff will ask the person in-charge for the keys to the drug
cabinet for the check.



All relevant stock records are to be made available at that stage.



Designated staff will go through all drugs, one by one, date checking
them.



Designated staff will also check if the stock on hand balances with the
records kept.



Where a short dated product i.e. within three months is identified, the
staff will stick a small blue round sticker on both ends (top and
bottom) of that medication for identification.



If an expired stock is identified, the designated staff will remove that
item and adjust the register.



All removed item will be entered in a database ‘Expired Drugs’ in the
Meds Management folder and then discarded in the Blue Waste bin
for Drugs.



A Datix will be filled and the corresponding Datix number will be
entered into the Comments sections of the Expired Drugs Database.



Where the stock in hand does not match the quantity in the register,
the designated staff will
o Rectify the register with the existing stock in hand.
o Check the register to identify if there was recording error
o Enter on register the discrepancy identified
o Get a second signature from charge nurse/staff to verify this.



Following check of each drug, the designated staff member will enter
on the register verifying the amount stocked. (Please see SOP
regarding register entry)
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In the comments section, the designated staff will record items that
he/she found has expired and record any balance discrepancy.



All issues i.e. expired stock or discrepancies are to be raised in
writing to the ‘Chief Pharmacist’ or ‘Medical Director’.
Finally a Datix is to be filled where there is a balance discrepancy or
where an expired item is found and the Datix reference number
generated should be inputted to the check log on that site.





12.4

Where there is an expired stock, the ‘pharmacist’ or ‘Medical
Director’ will write to Fairview to inform them and to replenish stock.

Ordering and Receipt of Consumables and Equipment

This will enable all staff, working for PELC at clinical sites, to order
consumables for their respective site.
Consumables (also known as consumable goods, non-durable goods, or soft
goods) are goods that are intended to be used. In Medicine Management this
includes articles like couch rolls, tongue depressors, urine bottles, pregnancy
testing kit and any other non-medicinal products needed for diagnostics
purposes.
It is the responsibility of the Team Managers(TMs) to ensure that staff
designated by them have completed and sent audit sheets to the pharmacy
team for ordering at least 60mins before the transmission of orders on
Wednesday and Fridays.
Orders are delivered to PELC at Becketts House on a Tuesday and a Friday of
every week. The agreed supplier for consumables to PELC is Fairview Health
Ltd. To ensure that we get deliveries on those days the orders need to be
transmitted to Fairview via an e-mail by 12.00 on Friday for the Tuesday
delivery and by 12.00 on Wednesday for the Friday delivery.
12.4.1 On designated days designated staff will print Consumable Audit Sheets for
their clinical site.
12.4.2 The Audit sheets has a formulary of items that are used by the sites along
with their expected levels.
12.4.3 Staff are going to populate those each item listed in the sheet with their
existing levels.
12.4.4 Staff are then going to indicate how many of each of the listed item that they
would like for the site.
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12.4.5 If the required level is not enough i.e. expected levels say 8 boxes for
Consumable X and there are 2 boxes left but due to high usage the staff
would like to order 7 boxes instead of 6 then the staff needs to indicate this in
the additional information section.
12.4.6 If for some reason the audit cannot be carried out weekly for eg during staff
holiday, then staff need to do it at the earliest available opportunity.
12.4.7 In the event where an audit is cannot be undertaken, staff should ensure that
estimated quantity of the regular items should be ordered and sent to the
pharmacy team. (Reasons for not undertaking the audit should be provided
as part of good practise.)
12.4.8 The audit check list for the various PELC governed sites is available on
service delivery drive.
12.4.9 Once the audit is complete staff are to fill the form with their name and date
and either fax or scan the copy to the Pharmacy Team (prior to the
deadlines).
12.4.10
Once the order is has been received, the pharmacy team will add the list
of items that is required on their spreadsheet.
12.4.11

The Spreadsheet is maintained by pharmacy assistant.

12.4.12
Each order is placed based on the request from the clinical sites. Hence
the order is placed individually for each site.
12.4.13

The spreadsheet sent is divided into the seven sites for seven orders

.
12.4.14
The Spreadsheet with the required items requested is then forwarded by
pharmacy assistant to, the Operations Manager at Fairview.
12.4.15
Fairview will aim to supply all the items within 2 working days of
receiving it.
12.4.16
If there are any items that Fairview Health are not able to supply then
‘Fairview Health’ will inform the pharmacy team, in writing via e-mail, as to
what will be the missing item in the delivery and when the item will be
supplied.
12.4.17
The pharmacy team will forward any owing list (point 14) to the
respective TMs whilst Copying in the individual who placed the order.
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12.4.18
Once the order has been sent electronically to Fairview a hardcopy will
be filed and maintained by ‘the pharmacy team’ for reconciliation.

12.5

Ordering of Equipment

12.5.1 There is no audit list for equipment.
12.5.2 Equipment should only be ordered if the product is faulty. Please return the
faulty product to the ‘Pharmacy Team’ and raise all requests with the
‘Pharmacy Team’ via an e-mail.
12.5.3 Equipment will be ordered at the same time as consumables.

12.6

Receiving of Consumables and Equipment

12.6.1 Fairview will deliver the items on Tuesday and Friday.
12.6.2 The goods are delivered by the driver from Fairview who is also a pharmacy
technician.
12.6.3 When dropping the goods the delivery driver will drop all the goods for all
sites in the storeroom at Beckett’s House.
12.6.4 The goods will come from individual sites marked for the seven sites
12.6.5 The driver will collect the keys from the supervisor for the Store room and get
a designated person to sign for receipt of goods
12.6.6 The designated staff and the driver will then count the number of items that
have been delivered to confirm receipt.
12.6.7 The Fairview driver/technician will request a signature in his handheld
device, to confirm the receipt of the total number of goods. If there is any
dispute then please do not sign.
12.6.8 Transfer the goods to the store room and lock it back before returning the
key to the supervisor.
12.6.9 The Pharmacist Assistant will then sort the consumables for each site and
inform the TMs to organise delivery of their products.
12.6.10
Each box will have a dispatch note which needs to be checked when
confirming that the correct items have been received.
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12.6.11
If there are any discrepancies then they need to be raised with Fairview
by the Pharmacy team within 48hrs of receipt.
12.6.12
The Pharmacy assistant will then file all the documentation (Dispatch
Notes) in the files at Beckett’s house. This will be used for end of month
invoice verification.

12.7

Expiry dates

12.7.1 Each PCC should conduct expiry date checks on medicines. This should be
done at agreed regular intervals.
12.7.2 Manufacturers expiry dates must never be exceeded. Original packs will bear
a stated expiry date. It must be borne in mind that once opened shelf life may
be greatly reduced. Eye drops, for example, need replacement every 28
days for most preparations. This is to reduce the risk of product
contamination and/or loss of efficacy.
12.7.3 Medicines should be stored at the required standards for temperature, light
and humidity. Stability may be reduced by exposure to high temperature, for
example, adrenaline injection transported by car in hot weather.

13. Provision
Medicines

of

Patient

Information

with

Dispensed

13.1 When patients have medicines administered to them, the requirement to include
a patient information leaflet in the packaging does not arise. However, the
leaflet should be available so that it can be supplied to the patient upon request.
Systems should be in place to ensure that patients are aware of the availability
of patient information leaflets.
13.2 The leaflet must be supplied even if the medicine is to be used for an off-licence
indication. Staff supplying this leaflet should discuss the fact that the medicine
is being used off-licence with the patient and explain that some aspects of the
patient information may be confusing.
13.3 Particular attention should be paid to the provision of information with controlled
drugs.
13.4 When injectable medicine is administered to a patient, the patient information
leaflet available with the product should be supplied to the patient.

14.

Transportation of Medicines
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14.1 Arrangements for the transport of medicines from Fairview Health Ltd to PELC
are agreed as part of the service level agreement for pharmaceutical support
and will be in accordance with principles outlined in the Safe and Secure
Handling of Medicines, A Team Approach {A Revision of the Duthie Report
(1988)}, Royal Pharmaceutical Society of Great Britain, March 2005.
14.2 In normal circumstances, it is necessary for PELC OOH drivers and clinicians to
transport medicines. They must recognise their responsibility for the safe transit
in accordance with their professional standards. Medicines must remain within
their personal control throughout transportation. On such an occasion, the
practitioner should take the minimum amount required for the visit/intervention
and, during transportation, such medicines should not be left exposed to view.
14.3 For the transportation of controlled drugs, please refer to the controlled drug
section.

15.

Safe Custody and Storage of Drugs and Medicines

15.1

General storage requirements

15.1.1 Medicines should be stored at a level of security appropriate to their
proposed use and arrangements should be in place to protect staff from
attack.
15.1.2 Storage conditions should ensure security and prevent deterioration by
humidity, light, extremes of temperature or exposure to other substances.
Label details may indicate storage needs.

15.2

Storage of Medicines on PELC premises

15.2.1 Within each PELC site designated individuals are responsible for the safe
storage of items held in stock, ensuring that appropriate levels are
maintained and within expiry date.
15.2.2 For stock not supplied in cases, drugs with similar packaging should be
separated, to minimise the risk of drug selection errors.
15.2.3 The cupboard for medicines must not be used to store other items, such as
money, valuables, food or specimens. Cupboards for internal and external
medicines should comply with the current British Standard (currently
BS2881 (1989) – NHS Estates Building Note No 29). Where appropriate,
storage should comply with British Standards or Safe Custody requirements
(Controlled Drugs).
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15.2.4 Separate lockable cupboards should be available for: Controlled Drugs (see
Controlled Drugs section), items for external use, also disinfectants and
diagnostic agents.
15.2.5 Under no circumstances should cleaning agents be kept in the same
cupboard as medication.
15.2.6 Separate storage should be available for intravenous or topical fluids,
medical gases and emergency kits, for example, resuscitation trays,
anaphylaxis kits etc.
15.2.7 Keys to the "medicines" cupboard must be held centrally in the possession of
the designated individual within a PELC site or on the person of the
designated individual where care is provided within Trust estates. Staff
should know duplicate key arrangements.
15.2.8 In PCCs medicines requiring refrigeration should be stored in a refrigerator
exclusively for drug storage, which should be locked or stored within a locked
room. The refrigerator should conform to pharmaceutical standards.
15.2.9 The refrigerator temperature should be recorded daily to ensure operation in
correct temperature range 2-8°C using a maximum/minimum thermometer.
The date of refrigerator defrosting and maintenance should also be recorded.
A standard operating procedure should be available, describing action which
needs to be taken where the temperature falls outside the correct range.
15.2.10
Medicines should be stored in the containers in which they were
originally supplied.
15.2.11
Medicine storage will be inspected periodically by the Duty Supervisor,
Clinical Lead or by an individual designated by PELC.
15.2.12
The responsibility for the safe storage of medicines remains with the
designated individual even if he/she decides to delegate the duty.
15.2.13
FP10 prescriptions are controlled stationery and must be stored in a
locked cupboard and their use accounted for.
15.2.14
If any loss of medicines occurs, the designated individual must be
informed so that appropriate action may be taken. The loss should be
recorded on an Incident form

15.3
Storage of Refrigerated
temperature medication

Medical

Products

and

Room
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Temperature Recording Process
15.3.1 Temperature Requirement
Medications need to be stored as per product license requirements. For
those meds that need cold storage the temperatures should be between 2°C
and 8°C. For those that need storage at ‘Room temperature’ the temperature
should be 25°C or less.
It is imperative that the temperature information is recorded accurately and
contemporaneously to ensure quality and a detailed audit trail should any
concerns arise.
The protocol for storage must be strictly adhered to, in order that the
medication remains fit for purpose, certain products can be fragile and a
patient’s health could be seriously compromised.
Do not use any fridge product that has been out of the cold chain until advice
has been sought from the PELC Pharmacy Team pelc.medsmgt@nhs.net
All staff involved in the handling of medications must be fully conversant with
the policy and procedures set out here and in the manufacturer’s
instructions. It should form part of their induction and ongoing professional
development.
15.3.2 Thermometer Requirement
Temperature monitoring for medicines must be done using a
maximum/minimum digital thermometer that will allow the recording of
highest and lowest temperatures over a specified period. Analogue devices
are thereby not acceptable. The device used in PELC is a Vici TM803. It
records Min/Max and current temperature. Please refer to user manual for
instruction.
Medicines are stored in a temperature controlled environment either in
medical cabinets or in a secured storage unit or in refrigerators where cold
storage is required.
For most medication refrigerators, an integrated digital max/min thermometer
will be present in the form of an integral probe connected to a LCD display.
The probe should not rest on, or be near, the refrigerator light and should not
be near the door.
15.3.3 How to Measure
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On the Temperature Monitoring Form (see appendix 11) please record the
temperature reading (the current, maximum and minimum temperature) and
the correct date. Following recording of the temperatures each day, the
thermometers need resetting (as per instructions on the product manual) so
as to obtain a new baseline. Record the reset by placing a tick in the relevant
column on the Temperature Monitoring Form. It is good practice to record
any activity, which may influence the temperatures recorded e.g. tidying, restocking, cleaning, defrosting at the time it takes place.
Please record the initials rather than sign so that the responsible individual
recording the activity could be identified. The process needs to done for both
the drug cabinet and the medical fridge (where applicable).
N.B If the temperature falls outside the required criteria please follow
the process for escalation in section 16.3.4.
15.3.4 Temperature Breach and escalation
15.3.4.1

Room temperature


If temperature has exceeded 25*C then record as above but also
follow the procedure as outlined below.



If the temperature breach has been over 25*C for 3 continuous days,
escalate to the pharmacy team and inform the Service
lead/manager/supervisor.



If it the temperature breach has not been over 25*C for 3 continuous
days, monitor the temperature every day and inform the pharmacy
team via meds management email pelc.medsmgt@nhs.net and
complete a datix.



Record Datix number on the comments section on the form



Confirm with service lead/manager/supervisor that the above activity
has taken place.



Pharmacy team will coordinate with designated staff to apply a new
shortened expiry date sticker (6 months from the date of the first day
of temperature breach) on each of the affected stock in the drug
cabinet within 72hrs of notification.



Pharmacy team will confirm in writing via email to the appropriate
staff members that the above activity has been completed.
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15.3.4.2

Fridge Temperature


In order to maintain safety, efficacy and manufacturer’s expiry, certain
medicines are required to be stored between 2-8 C at all times.



Failure to ensure appropriate storage can result in loss of NHS
money and large scale recalls as the efficacy of the medicine cannot
be guaranteed.



This policy applies to all medicines that require storage between
2-8 C.



The temperature within the refrigerator must be continually monitored
with a maximum– minimum thermometer. Digital thermometers are
the most reliable.



Thermometers should be reset and replaced according to the
manufacturer’s guidance.



Temperatures in the refrigerator must be monitored and recorded at
least once each working day, and documented on the fridge log for
recording temperatures. Please Appendix



The records should be readily accessible for easy reference and
retained for one year.



Consideration should be given to servicing and calibrating
thermometers annually to ensure that they are working correctly.



Certain medicines can remain safe and effective if stored outside of
the cold chain for a given period of time; therefore, disruption of cold
chain does not necessarily render medicines useless. However, it is
important to note that disruption of the cold chain will render the
medicine “off label” as it has been stored outside of the
manufacturer’s recommendations. In all instances, advice should
always be sought from Pharmacy before using the medicine.



In the event of disruption to the cold chain and/or refrigerator
breakdown, prompt immediate action needs to be taken followed by
longer term considerations:


1. Pack all the medicines in the affected refrigerator into transparent
bag(s), stick a label to say “cold chain disrupted – do not use until
further advice” along with the date, time and person’s name;
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2. Place all medicines in another refrigerator;
3. Contact the individual companies or the Pharmacy for advice on
what to do with the medicines;
4. Ascertain when the medicines are next required and order
replacement stock if

15.3.5 Filing of temperature logs
At the end of each month the logs should be filed away and stored for a
minimum of 3 years.

15.4

Expiry dates

15.4.1 Each PCC should conduct expiry date checks on medicines. This should be
done at agreed regular intervals.
15.4.2 Manufacturers expiry dates must never be exceeded. Original packs will bear
a stated expiry date. It must be borne in mind that once opened shelf life may
be greatly reduced. Eye drops, for example, need replacement every 28
days for most preparations. This is to reduce the risk of product
contamination and/or loss of efficacy.
15.4.3 Medicines should be stored at the required standards for temperature, light
and humidity. Stability may be reduced by exposure to high temperature, for
example, adrenaline injection transported by car in hot weather.

16.

Communication

16.1 Efficient communication between different care settings is paramount to safe
use of medicines.
16.2 Clinicians should communicate the patient‘s drug therapy and regimen to GPs
in a timely manner.
16.3 Staff should ensure that patients/carers understand the prescribed and supplied
medications.
16.4 Electronic means of communication should be employed as soon as they
become available (e.g. by electronic transfer of prescriptions, patient-held
electronic records).
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16.5 Changes to treatment made by telephone must be documented and the
patient’s records updated as soon as possible.

17. Risk Reduction by PELC Clinicians
Management and as ‘Lone Workers’

in

Medicines

Clinicians working alone, in clinic or patient’s homes, need to be aware of the
following potential risks and their respective consequences and take measures to
overcome and minimise such risks in medicines management:

17.1
Risks due to lack of control of Clinical Area- Risk
minimisation
Environmental

Potential Consequence

Mitigation Measures

Poor lighting

Difficulty reading
medication labels,
especially small print such
as expiry dates

Unfamiliar
environment and
lack of space

Risk of placing something
down and forgetting where
it is; items cluttered on
shelf may become mixed
up; risk of medicine vials
falling off cramped working
space and getting ‘lost’
behind furniture in the
home
Risk of child or vulnerable
adult picking up broken
glass vial or needle while
clinician is giving injection
Risk of contamination,
especially injectable
medicines

Request better lighting or,
if necessary, use light
source from clinical bag to
ensure labels can be
clearly read
Take time to organise a
‘clinical space’ for yourself
in the home. Move, with
permission from patient,
items from a table or flat
surface to create a space
for you to place and
prepare medication

Presence of
unsupervised
children or
vulnerable adults
Lack of cleanliness

Presence of
domestic pets

Bites, pet walking across
clean area or disturbing
injection

Presence of
extended family

Lack of privacy for patient
Possible distress to carer
or family if witnessing

Ensure that children or
vulnerable adults are
supervised by an adult.
Consider use of dressing
pack to create a sterile
field and provide a
receptacle for needles and
ampoules when giving
injections in the patient’s
home
Ask patient to remove
domestic pets from
consultation room and
close doors to prevent their
re-entry
Ensure that only
appropriate family
members or carers are
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certain medical
procedures

17.2

present during consultation
or when giving medication
to patients; ensure that the
patient is comfortable with
those present and that if
others are present, they
are not causing a
distraction by asking
intrusive questions when
you are preparing
medication

Risks due to lone worker- risk minimisation

Lone Worker Risk

Potential Consequences Mitigation

Not able to crosscheck identification
or medicines with
colleague

Risk of not identifying right
patient in places such as
care homes Inability to
check medication leading
to error in drug
administration

Risk of attempted
theft of medicines
from drug cases

Theft of drugs; possible
assault

Risk from potentially
violent patients or
their family or friends

Possible assault

Isolation: colleagues
not knowing where
you are working

No-one aware of where
you are if something goes
wrong

Double-check the identity
of the patient – ask them to
confirm their name and
date of birth
Double-check the name
and dose of medication
used
Consider using patient,
family member or carer as
a witness to check drug
use – show them the
ampoule and tell them the
name and dosage
Controlled drugs not
routinely carried in bags,
making target less
desirable. Limited supplies
of potential drugs of abuse
Check Special Patient
Notes for possible warning
of potential violence;
consider contacting the
police for an escort
Confirm with the
Coordinator upon arrival at
patient’s home; this allows
the Coordinator to know
the doctor has arrived.
Always carry a mobile
phone; the driver can
contact you if concerned.
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18.

Medical Gases

Oxygen is now supplied directly from DoH designated suppliers. Prior to ordering,
an Initial Home Oxygen Risk Mitigation (IHORM) form and a Home Oxygen
Consent Form (HOCF) must be completed. The appropriate Home Oxygen Order
Form (HOOF) must be used when a practitioner orders oxygen therapy for a patient
and the instructions for use outlined on the HOOF must be followed. Please refer to
Appendix 12 for Medical Gas Data Sheet.

18.1

Aim of Oxygen Administration

The aim of oxygen therapy is to maintain tissue oxygenation at a functional
level so as to prevent serious or irreparable damage to vital organs
and
tissues. The amount of oxygen delivered is measured as a percentage of 100%
pure oxygen given in emergency situations.

18.2

Long-term Oxygen Therapy (LTOT)

Refers to oxygen therapy delivered at home for a minimum of 15 hours daily
(including night time use).
18.2.1 Home Oxygen


Can only be ordered by a Clinician or other appropriate registered
Healthcare Professional



An Initial Home Oxygen Risk Mitigation (IHORM) form (appendix 13)
in conjunction with a Home Oxygen Consent Form (HOCF) (appendix
14) must be completed prior to ordering



A Home Oxygen Order Form (HOOF) must be completed for the
purpose of ordering



It must be submitted directly to the oxygen supplier



The IHORM form along with the HOCF must be kept in the patient’s
notes



This information should be shared with the local Fire Rescue
Services team



See the Duty Supervisor for contact details of local supplier
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The local supplier will contact the patient re; delivery mechanism,
installation, re-ordering, delivery and training.

18.2.2 Patient Support on Home Oxygen


Suppliers provide 24 hour support – freephone helpline.

18.2.3 Collection of Used Oxygen Cylinders from Patient’s Home


18.3

The local supplier and patient liaise directly with each other.

Short-burst Oxygen Therapy


18.4

This is the intermittent use of supplementary oxygen for patients
already on LTOT.

PRN (as required) Oxygen Therapy

This is administered where blood oxygen levels are found to be low. Pulse
Oximeters should be used to measure oxygen saturation and values recorded
along with the fraction of inspired oxygen (FiO2) and delivery device. The effect
of any changes to administered oxygen therapy should be monitored and
documented.
The aim is to decrease the work of breathing, therefore reducing myocardial
load.

18.5

Assessment for Oxygen Therapy


There must be a clinical diagnosis of the disorder causing
hypoxaemia



For LTOT there must be optimum medical management and stability
for five weeks before assessment



Arterial blood gases must be measured during the assessment period



Referral to a specialist Respiratory Medicine physician/Hospital must
be considered



Oxygen therapy must not be prescribed without an appropriate
assessment of need
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19.



It should be part of the patient’s management plan via an integrated
pathway.



Can only be prescribed by a qualified physician



PELC clinicians will ensure that the patient undergoing oxygen
therapy is fully supported during treatment; an explanation and
reassurance is paramount



As with any clinician/patient consult, documentation must be
accurate, contemporaneous and provide evidence of continual
assessment.

Controlled Drugs

Current controls on prescription, supply, administration and destruction are defined
by the Misuse of Drugs Act 1971.

19.1
Storage, ordering and Out Of Hours requirements of
controlled drugs
19.1.1 The control drugs within PELC sites do not require to stored according to the
CD storage regulations as they are not schedules 1,2 and 3.
19.1.2 Controlled drugs will be ordered from Fairview Health Ltd. in accordance with
a service level agreement or via an FP10 prescription.
19.1.3 Controlled drugs for OOH that require schedule 2, which predominantly will
be diamorphine can be obtained from Fairview not exceeding 10mg in
strength please appendix 28.

19.2

Transportation of controlled drugs

Where it is essential for a healthcare professional to transport controlled drugs,
they have a professional duty of care to take all reasonable steps to maintain
safe custody of that CD at all times. Further guidance is available in the NICE
guideline [NG46] Controlled Drugs: Safe Use and Management to good
practice in the management of controlled drugs in primary care.

19.3

Controlled Drugs in a patient’s home
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19.3.1 Patients or their carers are responsible for the safe keeping of controlled
drugs.
19.3.2 Patients or their representatives should be encouraged to surrender
unwanted controlled drugs to their pharmacy for destruction. A PELC
clinician must not dispose of patients’ controlled drugs.
19.3.3 Currently, any controlled drugs prescribed for a patient who dies become
part of the estate. The relatives should therefore be encouraged to return
such stock to a pharmacy for destruction.

20.

Administration of drugs and Medicines

20.1

Authorisation to administer or supply medicines

The administration of medicines to an individual patient may be accomplished
in a number of ways.
20.1.1 Administration by an authorised nurse in accordance with authorisation by an
appropriate prescriber (including doctors, dentists, nurse prescribers and
supplementary prescribers)
20.1.2 Administration under a Patient Group Direction (PGD)










A patient group direction is a specific written instruction for the supply
and administration of a named medicine or vaccine in an identified
clinical situation.
It applies to groups of patients who may not be individually identified
before presenting for treatment.
Patient group directions are drawn up locally by senior doctors, (or if
appropriate dentist), pharmacists and other health professionals.
A PGD must be signed by a doctor or dentist and a senior pharmacist,
both of whom should have been involved in developing the direction.
The PGD should then be ratified by the commissioning CCG’s APC.
Administration under a patient group direction should only be
undertaken by trained and competent staff who have signed up to the
specific PGD.
Staff must return their signed PGD sheets to the designated coordinator
at PELC once they have signed up to a PGD.

20.1.3 Administration by unqualified carer
In the UK, anyone can legally administer a medicine to another person if it
has been prescribed for that person. The written directions of the prescriber
should be followed. These should appear on the labels of the dispensed
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drugs. This permits carers to administer medication to patients without
qualification. However, appropriate training and information should be
available.
20.1.4 Self-administration by patient
The risks associated with handling or administration of any medicine should
be assessed for both staff and patients. Appropriate training should be given
to those handling medicines and, where appropriate, competency checks
should be carried out.

20.2

Prescribing Information

20.2.1 For any prescribed medicines, the full prescribing information should have
been provided. This information should either be available to the person
administering (at a PCC), or should have been transferred onto the labels of
supplied products. Anyone administering medication should therefore be in
possession of all necessary information.
20.2.2 Information should also be available to allow appropriate monitoring of the
effects of the medicines. For patients at home/in care homes, patient
information leaflets should provide all the necessary information.

20.3

General principles of administration

20.3.1 Where the prescribed dose of an oral medicine is not a multiple of 5mls and
cannot therefore be measured with a measuring spoon, only oral syringes
should be used to prepare doses of oral medicine.
20.3.2 Drugs to be administered orally and by injection should be prepared and
given at different times.
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20.3.3 If injectable medicines are to be administered, then up-to-date summary
product characteristics (SPC) be available in all clinical areas.
20.3.4 Technical information must be available on injectable medicines and
accessible to all healthcare staff in clinical areas at the point of use.

20.4

Injectable Drugs

20.4.1 Prescribing:
Medicines should be given by injection only when the practicality and
appropriateness of other routes of administration have been excluded.
20.4.2 Preparation for injection in Primary Care Centres or in Patient’s Home
General Check:





Area for preparation and administration is clean and free from clutter
Medication
details: content,
dosage,
administration,
expiry
dates
Use a ‘non touch’ technique to minimize risk of cross infection
Safety: protect clinician, patient, relatives/carers, particularly any
children, from risk of accidental injury, e.g. needle-stick.

20.4.3 Administration of an injectable medicine Before administering any
injection:





Double-check everything: correct patient, correct medication, correct
dosage etc
Be prepared: minimise risk by having all equipment to hand, with the
area prepared
Explain and discuss the procedure with the patient
Use ‘non-touch’ technique at all times.

20.4.4 After administration of injections



Advise patient of any potential side effects: local or generalized and
to report any reaction immediately
Record in the Adastra notes a detailed record of the encounter.

20.5
Principles for the administration of medicines (healthcare
practitioners)
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20.5.1 Medicines should be administered according to the practitioner’s professional
standards for administration of medicines
20.5.2 Registered nurses are personally accountable for their own practice and in
the exercise of their professional accountability they must:






act always in such a manner as to promote and safeguard the interest
and wellbeing of patients and clients (NMC)
ensure that no action or omission on their part, or within their sphere of
responsibility, is detrimental to the interests, condition or safety of
patients and clients (NMC)
maintain and improve their professional knowledge and competence
(NMC)
acknowledge any limitations in knowledge and competence and decline
any duties or responsibilities unless able to perform them in a safe and
skilled manner (NMC)

20.5.3 Prior to administration the practitioner should exercise their professional
accountability and must:











Know the therapeutic use of the medicine, its normal dosage, side
effects, precautions and
contraindications.
The
most recent
British National Formulary should be kept at each site and vehicle
and be accessible
Ensure the correct identity of the patient to whom the medicine is to
be administered
Be fully aware of the patient’s care plan/treatment
Have considered the dosage, method of administration, route and
timing of the administration in the context of the condition of the
patient and coexisting therapies
Check the expiry date of the medicine to be administered
Check with the patient that they are not allergic to the medicine
before administering it
If there is any doubt about the drug the clinician should withhold the
drug
Seek assistance without delay where contraindications to the
prescribed medication are discovered, where the patient develops a
reaction to the medication or where assessment of the patient
indicates that the medication is no longer suitable

20.5.4 Preparation of doses prior to administration is frequently associated with
medication errors (especially for injectable drugs) and should be avoided
wherever possible.
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20.5.5 The risk of error increases when drugs are prepared in busy cluttered
environments
20.5.6 Staff giving medication should have access to appropriate reference sources
to support safe administration. Sources of information are listed in the
prescribing section of this policy
20.5.7 A risk assessment should be undertaken regularly of all injectable medicine
procedures and products in all clinical areas to identify high risk and an
action plan should be developed to minimise them
20.5.8 Practitioners are reminded that if an anaphylactic reaction occurs, its onset
will be more rapid and it may be more severe when drugs are administered
intravenously. It is therefore vital to ensure that an anaphylaxis pack is
readily available before administering any intravenous therapy.

20.6
Mixing of Medicines Prior to Administration in Clinical
Practice: medical and non-medical prescribing
Parameters
The mixing of medicines should:
●
only be undertaken in the best interests of the patient
●
be avoided where possible
●
only be done by a person competent and willing to do so
●
take place in a pharmacy, where possible.
Principles
The Commission for Human Medicine (CHM) has agreed that the following
principles on mixing of medicines should apply:
 Mixing should be avoided where possible. It must only be
undertaken when clinically appropriate and essential to meet the
needs of the patient. It should not be undertaken for the convenience
of a health professional
 The instruction/ direction to mix must be in writing
 The prescriber takes responsibility for satisfying himself or herself
that clinical governance arrangements are in place to ensure that the
“mixer” is competent to undertake the task safely and effectively especially within a non-hospital environment
 The person mixing the medicines must be competent
 No-one should be obliged to mix and administer medicines if they do
not feel competent or content to do so.
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20.6.1 Prescribing and administration of medicines intended to be mixed





















21.

Medicines should not be prescribed for mixing (whether for
parenteral or oral administration) unless essential to meet the needs
of the patient.
Licensed products should be used for preference.
If mixing is necessary, the product should, as a preference and
where possible, be prepared in a pharmacy by, or under the
supervision, of a pharmacist or ordered from a person holding a
manufacturer’s licence.
Prescribers should seek advice from a pharmacist in deciding
whether there are alternatives to administering mixed medicines for
individual patients or, if not possible, from an authoritative source of
guidance on the combination of medicines.
Prescribers should seek advice from a pharmacist in determining
which substance(s) can be mixed and in what dosages or, if not
possible, from an authoritative source of guidance on the
combination of medicines.
If mixing must be undertaken in an near-patient situation, prescribers
should clearly identify which substance(s) should be mixed and in
what dosages.
It is recognised that there are particular circumstances, for example
for a patient at the end of life and intensive care, where mixing will
be in the patient’s best interests as it will provide the simplest and
most efficient way of managing the patient’s symptoms.
Injections and sterile medicines prepared in near-patient areas
should normally be administered immediately.
A medicine mixed in a near-patient area should be prepared only for
individual patients and be clearly labelled with the direction that it is
to be used immediately, and if not, labelled with an expiry period.
Medicines should only be prescribed for administration by injection
when no other route is suitable.
The CHM recommends prescribers should satisfy themselves that
clinical governance arrangements are in place, to ensure those
undertaking the mixing of medicines they have prescribed are
professionally competent and will take full professional and clinical
responsibility for their decisions and actions.
Prescribers need to take account of this policy and guidance on
mixing of medicines and the prescribing of unlicensed medicines.

Reporting and Management of Errors/Incidents
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All staff are required to report all drug errors/incidents or near misses so that
practice can be reviewed and individual training needs recognised. PELC has a no
blame culture and uses incidents to learn from errors and mistakes to prevent
further incidents.
21.1 Drug errors and incidents should be reported in accordance with PELC Incident
Reporting and Management Policy.
21.2 Where an error/incident has occurred on PELC premises, or involves PELC
staff working in a domiciliary setting, the Medical Director who has overall
clinical responsibility should be contacted immediately after the error/incident
has been realised
21.3 The prescriber should establish those procedures necessary to ensure the
safety of the patient and undertake any necessary emergency steps to reverse
any adverse effects as a result of the error/incident
21.4 The practitioner identifying the error/incident must inform the line manager for
an investigation to be carried out
21.5 The PELC error/incident form (DATIX) must be completed
21.6 All medication errors should be reviewed by a pharmacist and senior clinician.
Following the investigation a decision will be made as to the need for a formal
process to be followed based on the findings

21.7 The number and nature of these errors/incidents will be collated in line with
PELCs Risk Management Policy. An annual report and action plan will be
produced and presented to the PELC Council
21.8 Reporting of errors by via the National Patient Safety Agency is also
encouraged
21.9 Experience of medicines errors will be monitored through the Medicines
Management Group and the Integrated Governance Committee.

22.

Medicines Recalls
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22.1 Drug alerts, product recalls or extra precautionary warnings issued by the
Medicines and Healthcare Products Regulatory Agency (MHRA) or Chief
Medical Officer (CMO) messages will be cascaded in accordance with the
Commissioners current Drug Alert Procedure or Procedure for MHRA Drug
Alerts Received Outside Normal Working Hours
22.2 As per the PELC Central Alerting System Policy the recipient designated in
these procedures will ensure that the actions outlined in the alert/warning are
completed. In the case of product recalls, the product should be subject to
actions identified in the drug alert/product recall.

23. Disposal
and
Pharmaceuticals
23.1

Destruction

of

Medicines

and

General

23.1.1 Under the Environmental Protection Act 1990, every producer of waste is
under a duty to ensure safe handling and disposal of waste. It is the
responsibility of the designated person for a PCC to ensure that all
medicines no longer required should be destroyed or otherwise disposed of
in accordance with safety, legal and environmental requirements.
23.1.2 All medicines for disposal must be segregated from stock and transferred to
disposal containers (blue bins or sharps bins) where applicable.
23.1.3 All movements of waste, and in particular hazardous waste including
cytotoxics and cytotoxic contaminated sharps, must be tracked using
consignment notes (detailing description of waste and quantities) with
adequate records being kept for 3 years.
23.1.4 The responsibility for safe disposal and destruction of medicines in cases is
delegated to the supplier.

23.2

Disposal of Vaccines

23.2.1 Unused vaccines, spent or partly spent vials should be disposed of safely in
an approved container and collected by a registered waste contractor for
incineration.

23.3

Disposal of Controlled Drugs

23.3.1 Expired stocks of Controlled Drugs (Schedule 1 or Schedule 2) may only be
destroyed in the presence of an authorised witness appointed by the
Controlled Drugs Accountable Officer.
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23.3.2 The date of destruction and quantity destroyed must be entered in the
Controlled Drugs register and signed by the authorised witness in whose
presence the drug is destroyed.
23.3.3 Patient returned Schedule 2 Controlled Drugs should be recorded and their
subsequent destruction recorded in a separate record to the CD register.
23.3.4 Any Controlled Drugs which are no longer required should be segregated
from stock currently in use for the purpose of destruction. Safe custody
requirements will still apply so this stock should be placed on a separate
shelf in the Controlled Drugs cabinet.
23.3.5 Any such Controlled Drugs should be segregated for the purpose of
destruction and must not be returned to stock.

24.

Medicines Management Risk Programme

24.1

Objectives



To initiate and embed monthly Controlled Drug usage audit to demonstrate
safe storage and appropriate documentation of use of Controlled Drugs



To initiate a rolling process of regular medicines management spot checks
on all PELC PCCs to assess and confirm the embedding of PELC
Medicines Management Policy



To initiate a rolling quarterly audit to demonstrate compliance with PELC
Medicines Management Policies.

24.2

Risk Reduction

The PELC risk reduction strategy is focused on, but not limited to, the following
workstreams:








Medicines management spot checks
Drug compatibility guidance
Embedding the safe utilisation of medicines at induction
Creating a medicines specific incident reporting system
Monitoring prescribing practices against National and Local Guidance
Creating a medicines consumption and ordering analysis process
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24.3

Continuous Audit

PELC are committed to a process of continuous audit to ensure that safe and
effective medicines management is maintained.
24.3.1 To achieve this a series of audit tools will be used:

Audit Tool

Frequency

Controlled drug use and storage audit
If CDs are in use
Controlled drug compliance audit

Weekly and monthly

Medicines management spot checks

Minimum of 6 per year in each PCC,
but more frequent use depending upon
need

Medicines management compliance
audit

Quarterly

Thematic analysis of medicines-related
incident reports

Quarterly

Thematic analysis of medicines supply
and usage

Quarterly

Quarterly

N.B. Audit Proformas for the above audits can be found Appendix 17

24.4

The Audit Process

24.4.1 Monthly Controlled Drug Usage Audit (if CDs are in use)
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CDs checked in all PPCs on a weekly basis; check is recorded in CD
log. This ensures that all CDs are accounted for and confirms stock
levels; confirms stock that is depleted or is accounted for on a
named-patient basis; also confirms that CD key log is being used
correctly. Exceptions raised by incident reporting



CD stock levels are collated monthly to give a figure for CD usage by
PCC and by region; listing total amount of stock at the beginning and
end of the month and the amount used in the month, by PCC and
region.

24.4.2 Medicines Management Spot-Check Assessments


Personnel to carry out assessments: Senior nurse, Chief
Pharmacist or Clinical Lead, or Manager, Pharmacy Technician or
Pharmacy Assistant who has been trained to perform spot checks.



A PCC is visited unannounced. Observations are made and staff
present are questioned according to proforma



The proforma generates a RAG report for the PCC; this in turn
generates remedial actions



Frequency: This will vary depending upon PCCs and RAG
assessments. PCCs should have a minimum of six spot checks a
year, but more if RAG assessment raises concerns.

24.4.3 Quarterly Medicines Management and Controlled Drug Compliance
Audit
Personnel to carry out audit: Clinical lead or Chief Pharmacist and Team
Manager meet on a quarterly basis at the designated PCC.




The CD register is taken out and up to five cases, in which CDs were
issued, are identified by name and/or case number
The cases are identified on Adastra
The auditors assess the use of drugs in each case, completing the
CD compliance pro-forma:
o CD register details: complete and accurate
o Clinical decision appropriate
o Dosage
and
route of
administration appropriate
o Option
to
use
PELC supply of
CDs
appropriate
o Any other CD prescribing issues raised
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Adastra is scanned to identify five random cases. The auditors
assess use of medicines in each case, completing the medicines
management compliance pro-forma:
o Clinical decision to issue medication was appropriate
o Dosage and route of administration was appropriate
o Clinical
notes completed
are accurate, detailed and
contemporaneous
o Option to use either FP10 or PELC supply of medicines was
appropriate
o Any other prescribing issues raised

24.4.4 Reporting and Action


Spot checks and compliance audits will generate a series of RAG
assessments for regions and PCCs. These will be used for
monitoring and reporting progress to CCG and external agencies.
The reports will also generate actions via
continuous cycle of
learning and reflection – see flow chart below.

77
Medicines management policy Version 2.0

March 2019

25.

Prescribing Indicators and Audit

Prescribing indicators are measurements that are used to show how an
organisation’s prescribing performance might compare with other organisations,
national averages or themselves over time. Prescribing indicators should not be
seen as definitive or be used in isolation but rather as a starting point for reviewing
progress.
The criteria developed by the NHS Prescribing Indicator Group recommend that
indicators should be:







25.1

Based on clinical evidence or professional consensus
Accepted as relevant and useful
Based on reliable, accurate and comparable data
Able to demonstrate changes in prescribing behaviour
Appropriately weighted to allow comparisons between practices or
organisations, and to allow for changes over time
Able to discriminate between more and less desirable prescribing
behaviour.

Quality Prescribing Indicators

These should:
 Be based on scientific evidence supplemented in a systematic way by
expert opinion
 Cover a range of process and outcome measures
 Represent areas where change is largely within the control of the
clinician
 Represent areas of practice that are regarded as important by clinicians
and consistent with national health policy initiatives
 Represent areas of practice where the most important case mix and risk
adjustment factors are known and data about them can be collected
 Be based on clinical data that is: recorded in clinical records using
current clinical terminologies and codes; extracted in a timely manner;
sensitive to changes in quality care; valid and reliable

25.2

PELC Prescribing Indicators and Monitoring Process


Based on the above criteria, the PELC Medicine Management
Committee has developed a series of prescribing indicators which
monitor prescribing on Adastra.



Incidence of prescribing, patient diagnosis, examination and consultation
notes and discussion with the prescribing clinician provide a starting
point.
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26.

A monthly prescribing report is analysed; areas of concerns highlighted
and reviewed at the Clinical Leads monthly meeting; lessons learned
and shared.

References

Commission for Health Improvement (CHI) Framework for risk management –
CCGs, 2004
DoH. Building a safer NHS for Patients, Improving Medication Safety, 2004
DoH. Controlled Drugs (Supervision of Management and Use) Regulations, 2013
DoH. Mixing of Medicines Prior to Administration in Clinical Practice: Gateway Ref
14330, May 2010
DoH Standards for Better Health, July 2004
GMC. Good Practice in Prescribing and Managing Medicines and Devices, 2013
GOV.UK. Hazardous Waste, October 2016
Health Service Circular 2000, 026
NHSBSA. Security of prescription forms guidance 2017
NICE Guidelines. Controlled Drugs: safe use and management, April 2016
NMC. Nursing and Midwifery Council Standards for Medicines Management, 2007
NPC. A guide to good practice in the management of controlled drugs in Primary
Care (England) Third Edition, December 2009
NPSA. Patient Safety Alert 19: Promoting Safer Administration of Liquid Medicines,
March 2007
NPSA. Patient Safety Alert No 20: Promoting safer use of injectable medicines,
March 2007
NPSA. Rapid Response Report: Reducing Risk of Overdose with Midazolam
Injection in Adults, December 2008
Royal Pharmaceutical Society of Great Britain. The Safe and Secure Handling of
Medicines, A Team Approach {A Revision of the Duthie Report (1988)}, March
2005.

27. Implementation plan, monitoring, review and the use of
Key Performance Indicators
The Medicines Management Report to the Council will be used to demonstrate how this
Policy is being implemented.
The Integrated Governance Committee will review this Policy and update every 2 years
or whenever procedural, legislative or best practice changes occur. The Chief
Executive is responsible for ensuring this Policy is reviewed in accordance with the
above statement. This task may be delegated to an appropriate Director or senior
manager.
The MET will monitor in detail Medicine Management performance. Key performance
indicators have been developed and information will be collected to enable Medicines
Management performance to be more directly monitored and controlled.
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The indicators will be used at all levels in the organisation; all staff will receive feedback
on performance through the distribution of regular information.

15. Embedding of Policy
Embedding of this policy will be documented through the use of the Assurance Form
(appendix 22).
Training and advice will be given from the pharmacy team and the policy will be
available in hard copy in the policy folder on site and electronically on the website.
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Appendix 1: Flow chart for process of supplying medication to patients
Are local pharmacies
open?

YES

If treatment is indicated then
issue FP10

NO

Is IMMEDIATE
treatment indicated?

NO

If treatment is indicated but is
not immediate then issue FP10

YES
Select the required
medicines(s) from the
case, drug cupboard,
check the label and add
dose, patient name and
date

If at Urgent Care
Setting

If at OOH or

Dispense the medication from
the drug cupboard and record
details of issue:
1. In medicine
documentation book
2. On Adastra
N.B All dispensing MUST be
countersigned

Home visit setting

Dispense the medication to the
patient from the case and complete
Appendix
B: [………………..]
the Medicines
Administration Record
Sheet (MARS) in the case.
Record administration on Adastra at
Appendix
C: [………………..]
earliest opportunity

Ask patient to complete the
declaration associated with the
record and take a prescription
charge if applicable.
Issue a receipt if requested
For Home Visits, issue a manual
receipt if indicated

Submit the record to NHSBSA
for monitoring
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Appendix 2: PELC Case A Contents
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Appendix 3: PELC Case B contents
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Appendix 4: PELC OOH Personal Administration Case Contents
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Appendix 5: PELC Visiting Car Personal Administration Case Contents
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Appendix 7: PELC STAT Dose Case S Contents
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Appendix 8a: PELC Medication Administration Record Sheets for Case A
and Case B
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Appendix 8b: PELC Medication Administration Record Sheets for OOH and
Visiting Car Personal Administration Cases
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Appendix 9: Missing/lost/stolen NHS prescription form(s) notification form
Organisation:
Date reported:
Contact name:
Contact telephone number:
Contact address:
The following numbered NHS prescriptions forms have been identified to
us as lost or stolen:
Date of theft/loss
Name of person reporting
(GP, practice manager, nurse, trust pharmacist)

Telephone number
Full details of theft/loss (please fill in details below)
Include the following information:
●
date and time of loss/theft
●
date and time of reporting loss/theft
●
place where loss/theft occurred
●
type of prescription stationery
●
serial numbers
●
quantity
●
details of the LSMS or nominated security management specialist to whom the
incident has been reported.
Details of doctor/department/dentist/nurse etc from whom prescription form(s) have
been stolen or lost
Name
Personal dispensing or
identification code/number
Address
Serial number(s) lost or stolen

Details of NHS prescription form type lost or stolen (tick appropriate box)
Issue

Colour

FP10NC

Green

FP10HNC
FP10SS
FP10MDAS

Green
Green
Blue

FP10HMDAS
FP10MDASP
FP10MDASS
FP10PN
FP10CDF
FP10CN

Please indicate
type lost/stolen

Blue
Blue
Blue
Lilac
Buff/pale yellow
Lilac
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FP10SP
FP10D
FP10PCDSS
FP10PCDNC

Lilac
Yellow
Pink
Pink

* updated current forms in use October 2006

Ye

N

Yes

N
o

Has this incident been reported to the police?
Name and police station of investigating police officer
(please fill in details below)

Has an alert and warning been issued to all local pharmacies and
GP surgeries within the area? (please tick box)

Please give details of any ink change or security measures and the effective dates of
these measures (please fill in details below)

Name:
Position
:
Signed:
Dated:

Return this completed form by email to
prescription@nhsprotect.gsi.gov.uk
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Appendix 10: GMC guidance on remote prescribing

Reference:
http://www.gmc-uk.org/guidance/ethical_guidance/14326.asp
“Remote prescribing via telephone, email, fax, video link or a
website
60. Before you prescribe for a patient via telephone, video-link or
online, you must satisfy yourself that you can make an adequate
assessment, establish a dialogue and obtain the patient’s consent
in accordance with the guidance at paragraphs 20–29.
61. You may prescribe only when you have adequate knowledge of
the patient’s health, and are satisfied that the medicines serve the
patient’s needs. You must consider:
a.

the limitations of the medium

through which you are

communicating with the patient
b. the need for physical examination or other assessments
c. whether you have access to the patient’s medical records.
62. You must undertake a physical examination of patients before
prescribing non-surgical cosmetic medicinal products such as
Botox, Dysport or Vistabel or other injectable cosmetic medicines.
You must not therefore prescribe these medicines by telephone,
video-link, or online.
63. If you are prescribing for a patient in a care or nursing home or
hospice, you should communicate with the patient (or, if that is not
practicable, the person caring for them) to make your assessment
and to provide the necessary information and advice. You should
make sure that any instructions, for example for administration or
monitoring the patient’s condition, are understood and send
written confirmation as soon as possible.
64. If the patient has not been referred to you by their general
practitioner, you do not have access to their medical records, and
you have not previously provided them with face-to-face care, you
must also:
a. give your name and, if you are prescribing online, your GMC
number
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b. explain how the remote consultation will work and what to do if
they have any concerns or questions
c. follow the advice in paragraphs 30–34 on Sharing information
with colleagues.
65. You should not collude in the unlawful advertising of
prescription only or unlicensed medicines to the public by
prescribing via websites that breach advertising regulations.21
66. If you prescribe for patients who are overseas, you should
consider how you or local healthcare professionals will monitor
their condition. You should also have regard to differences in a
product’s licensed name, indications and recommended dosage
regimen. You may also need to consider:
a. MHRA guidance on import/export requirements and safety of
delivery,
b. whether you will need additional indemnity cover
c. whether you will need to be registered with a regulatory body in
the country in which the prescribed medicines are to be dispensed.
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Appendix 11: Temperature monitoring log sheet for fridge and room
temperature medication
Site : …………………………………………………….
Month: ………………………..Year………………….
Medicines Temperature Log
The medicines refrigerator and cabinet must be recorded daily to ensure that medicines are stored appropriately.
The refrigerator temperatures should be between 2°C and 8°C. Room temperature should be 25°C or less

Date

Time

Current
Temp (°C)

Max
Temp
(°C)

Min
Temp
(°C)

Reset

Initial

Comments

1st
2nd
3rd
4th
5th
6th
7th
8th
9th
10th
11th
12th
13th
14th
15th
16th
17th
18th
19th
20th
21st
22nd
23rd
24th
25th
26th
27th
28th
29th
30th
31st
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Appendix 12: Medical
(compressed gas)

Gas

Data

Sheet

(MGDS)

Medical

Oxygen

BOC: Living Healthcare
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Appendix 13: Initial Home Oxygen Risk Mitigation (IHORM) form
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Appendix 14: Home Oxygen Order Form (HOOF)
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Appendix 15: List of Common Schedule 2, 3 and 4 Part I Controlled Drugs
This list is not comprehensive. For a comprehensive list please
refer to the Misuse of Drugs Regulations 2001. This list covers
the most common drugs encountered in practice. Brand names
are not listed except where no generic name exists or is not
commonly used.
Note: Schedule 1 CDs are drugs with virtually no medical uses,
such as cannabis and hallucinogens. Possession and
supply of these drugs is limited to persons granted a special
licence by the Home Office.
Those CDs normally
highlighted in bold

prescribed

in

PELC

have

been

Schedule 2
Alfentanil
Cocaine
Codeine Solution for Injection ampoules
Dexamfetamine
Diamorphine
Dihydrocodeine (injection)
Dipipanone
Fentanyl

Hydromorphone
Methadone
Methylphenidate
Morphine*
Oxycodone
Pethidine
Secobarbital

* Lower strengths of mixtures are Schedule 5 CDs
Schedule 3
Amobarbital
Amytal
Buprenorphine
Diethylpropion
Equagesic
Flunitrazepam
Meprobamate

Midazolam
Pentazocine
Phenobarbital
Phentermine
Temazepam
Tramadol

Schedule 4 Part I
Alprazolam
Chlordiazepoxide
Clobazam
Clonazepam
Diazepam
Flurazepam
Loprazolam

Lorazepam
Lormetazepam
Nitrazepam
Oxazepam
Zolpidem
Zopiclone
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Appendix 17a: PELC Controlled Drug Weekly Audit Sheet
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Appendix 17b: PELC Controlled Drugs Monthly Audit and RAG Status
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Appendix 17c: PELC Medicines Spot Check Proforma
This spot check should be performed by authorised PELC personnel only
The spot check should not be announced beforehand
Once completed, the proforma should be scanned and emailed to the
Medicines Management Lead for PELC.
Date spot check conducted
Name of Clinician(s) audited
Name of Receptionist(s) audited
Name of Driver(s) audited
Questions
Where more than one staff
member is present from a
sub-group, record ‘no’ if any
member of staff answers no
to a question, but add
comments as appropriate
Receptionist Audit:
Is the receptionist aware of
the Medicines Management
(MM) policies location:
a) Hard Copy?

Yes

b) On Website?
Does the receptionist know
the procedure for checking
and return of FP10s?
Does the receptionist know
how to check the medicines
cases to see if they need
replenishment?
Does the receptionist know
how to organize the
replenishment of the
medicines cases?
Does the receptionist know
how to report a medication
incident (or any other
incident)?
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No

Risk Level
1=low
2=medium
3=high

Comments

1
1

1

2

2

1
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Questions

Yes

Driver Audit:
Is the driver aware of the MM
and CD policies’ location:
a) Hard Copy
b) On Website?
Does the driver know the
procedure for checking and
return of FP10s?
Does the driver know how to
check the medicines cases to
see if they need
replenishment?
Does the driver know how to
organize the replenishment of
the medicines cases?
Does the driver know how to
report a medication incident
(or any other incident)?
Clinician Audit:
Is the clinician aware of the
MM location:
a) Hard Copy
b) On Website?
Does the clinician on duty
know of the need to obtain a
second opinion before
administering a controlled
drug? (No = immediate
action required. Direct
clinician to controlled drug
SOP on website and ensure
this is read and understood)
Does the clinician on duty
know that when accessing a
controlled drug they must
seek the driver or receptionist
to act as witness to:
a) Signing the CD key
log?
b) Signing the CD
register?
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Risk Level
1=low
2=medium
3=high

Comments

1
1

1

2

2

1

1
1

3
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Questions

Yes

Clinician Audit: continued
Does the clinician on duty
know that they must complete
the MAR sheet when
dispensing medicines from
PELC medicine cases?
Does the clinician on duty
know how to access the
online BNF and online
resources (GP Notebook),
NICE guidance, Clinical
Bulletins and Alerts?
Does the clinician on duty
know about risk reduction
methods for use when using
injectable medicines as
outlined in Medicines
Management policy?
Does the clinician know how
to report a medication
incident (or any other
incident)?
Does the clinician on duty
know where to find the criteria
for determining who is eligible
for free prescriptions
General Observations:
Is a hard copy of the latest
MM and CD policies
available?
Is a copy of PELCs PGDs
available in the PCC? Have
clinicians signed it?
Is an up-to-date BNF
available in the car?
Is an up-to-date list of open
pharmacies available in the
PCC?
Is an up-to-date list of
specialist pharmacies
available (pharmacists
supplying CDs OOH)?
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No

Risk Level
1=low
2=medium
3=high

Comments

2

1

1

1

1

1

1
1

1

1
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Questions

Yes

General Observations: continued
Are prescription pads or
blank computer prescription
forms stored in a locked filing
cabinet or safe within the
PCC
Is the Local Antimicrobial
Formulary available in the
PCC?
Is the Local Antimicrobial
Formulary available in the
car?
Is the PCC receipt
Prescription Register fully
completed (date of receipt,
serial numbers of the first
and last prescription in each
pad, their name and
signature on the left-hand
side of the Prescription
Register)?
Are all drug/pharmacy
cupboards locked?
Does the drug fridge contain
ONLY drugs (ie no food
and/or pathological
samples)?
Does
the refrigerator cabinet
have sufficient space around
it for air to circulate/is not
obstructed (ie with
papers/bags)?
Has the daily fridge
temperature been recorded
and signed in the Refrigerator
Log (stored on/by the fridge)
using maximum/minimum
thermometers?

No

Risk Level
1=low
2=medium
3=high

Comments

2

1

1

1
2

2

2
Is the temperature of the
drug refrigerator kept in the
range of +2oC and +8oC?
Is there a record of the dates
when the refrigerator has
been defrosted?
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Questions

Yes

No

Risk Level
1=low
2=medium
3=high

Comments

General Observations: continued
Where PELC shares premises, are
PELC medicine stocks stored
separately from the medicines
stock of the other agencies/clinics?
1
Has the Patient Safety Alert, in the
Alerts folder been signed by all
those on duty?

1
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Appendix 17d: Medicines Management Compliance Proforma
Part One
To be completed quarterly at one PCC in each region
Name of PCC being audited:

Date:

Name of Clinician
completing audit:

Complete the following questions, any answer in a
shaded box will need some follow-up; please add
comments
Yes No
Identify keys to drug
Are keys securely
storage room or
stored?
cupboard
Open the drug
Are the drugs stored Yes No
storage room or
in their appropriate
cupboard
cupboards or
cabinets?
Yes No
Check expiry dates
Do any drug cases
on all cases
exceed their expiry
dates?
No
Yes
Identify open cases
Check medication
A and B
administration record
sheets; are the
entries on MAR
sheets compliant
with drugs absent
from the case
Yes No
Check a sample of
five drugs from the
box; do any exceed
their expiry date?
No
Yes
Identify open
Check medication
injection cases
administration record
sheets; are the
entries on MAR
sheets compliant
with drugs absent
from the case
Yes No
Check a sample of
five drugs from the
box; do any exceed
their expiry date?
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Name of PCC being audited:

Date:

Complete the following questions, any answer in a shaded
box will need some follow-up; please add comments
Comments
Identify open visiting
cases

Identify if PCC has a
drug fridge

No
Check medication
administration record
sheets; are the
entries on MAR
sheets compliant
with drugs absent
from the case?
Yes
Check a sample of
five drugs from the
box; do any exceed
their expiry date?
Yes
If a drug fridge is
present, have all
relevant checks been
performed and
recorded
(temperature and
defrost records;
contains only drugs)?

Yes

No

No

Yes No
Is the Patient Safety
Alert folder present
and
up-to-date/available
on website?
Now log on to Adastra system; identify five individual cases to complete the rest
of the audit
Identify Patient
Safety Alert folder

Part 2
Now log on to Adastra system; identify five individual cases to complete the rest
of the audit
Case One
Case
If answer is No, complete risk
Number
assessment: 1 = low, 2 = medium, 3
= high risk. Add comments
Yes
No
Are details of drug history
123
and medication complete
and accurate?
No
Are clinical medication
123
decisions appropriate?
No
Dosage and route of
123
administration
appropriate?
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Case
Number

Case
Number

Case
Number

Case
Number

If option to use PELC
supply of medication was
taken, was this
appropriate?
Any other prescribing
issues raised?
Case Two
Are details of drug history
and medication complete
and accurate?
Are clinical medication
decisions appropriate?
Dosage and route of
administration
appropriate?
If option to use PELC
supply of medication was
taken, was this
appropriate?
Any other prescribing
issues raised?
Case Three

Yes

Are details of drug history
and medication complete
and accurate?
Are clinical medication
decisions appropriate?
Dosage and route of
administration
appropriate?
If option to use PELC
supply of medication was
taken, was this
appropriate?

Yes

No

123

No `

123

No

123

No

123

No

123

No

123

No `

123

No

123

No

123

No

123

No

123

Case Three continued
Any other prescribing
issues raised?
Case Four

Yes

No

123

Are details of drug
history and medication
complete and accurate?
Are clinical medication
decisions appropriate?

Yes

No

123

No

123
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Case
Number

Dosage and route of
administration
appropriate?
If option to use PELC
supply of medication
was taken, was this
appropriate?
Any other prescribing
issues raised?
Case Five

Are details of drug
history and medication
complete and accurate?
Are clinical medication
decisions appropriate?
Dosage and route of
administration
appropriate?
If option to use PELC
supply of medication
was taken, was this
appropriate?
Any other prescribing
issues raised?
Complete all
paperwork
Other
Comments

Yes

If there are any areas of major concern,
ie missing CD or discrepancies, the
following must be informed at once:

No

123

No

123

No
`

123

No

123

No

123

No

123

No

123

No
`

123

Date reported to:

Once the audit has been completed it must be sent to PELC Medicines
Management Lead and to Balal Anwar Chief Pharmacist
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Sent to
Medicines
Management
Lead

Date

Comments by Medicines Management Lead

Sent to Head of
Clinical
Services

Date

Comments by Head of Clinical Services

Sent to PELC
Chief
Pharmacist

Date

Comments by Chief pharmacist
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Appendix 17e: Controlled Drug Compliance Proforma
To be completed quarterly at one PCC in each region
Name of PCC being audited:
Name of Pharmacist
completing the audit:

Date:

Name of Clinician
completing the audit:

Complete the following questions; any answer in a
shaded box will need some follow-up action. Please
add comments
Yes No
Identify
Are the CD keys kept
location of CD
securely?
Keys
Yes No
Unlock CD
Is CD register and
Cupboard
Order book locked up?
Yes No
Take out all
Is there anything else
CDs from the
in the CD cupboard?
cupboard
Check every
Yes No
Are all entries legal?
page in CD
Yes No
Date?
register since
last check
Yes No
Patient’s name?
Two signatures?

Yes

No

Balance?

Yes

No

Alterations?

Yes

No

Obliterations?

Yes

No

Odd entries?

Yes

No

Are Titles correct?

Yes

No

If present, are PODs
and stock kept on
separate pages?

Yes

No

Check stock
balance in
register against
drug

Is the balance in the
register the same as
the quantity to be
returned to the
cupboard?

Yes

No

Check stock
balance in
register against

Is the balance in the
register the same as
the quantity to be

Yes

No
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drug

returned to the
cupboard?

Name of PCC being audited:

Date:

Complete the following questions; any answer in a
shaded box will need some follow-up action. Please
add comments
Comments:
If the balance is correct, the pharmacist must put an entry on the next line in the
CD register with ‘date’; ‘stock checked and balance correct’; ‘signature of
pharmacist’; ‘signature of clinician’; ‘balance’.
Yes
No
Repeat for all
Is there any stock
pages
missing?
Yes
No
Check Daily
Has daily or weekly
Check Record
check been completed
every day or week?
Yes
No
Check stock
Has unwanted stock
usage
been destroyed or
returned?
No
Is all stock within date? Yes
Check expiry
dates
Yes
No
Check POD
Have you destroyed
pages
unwanted PODs?
Now identify the name and/or case number of five cases from the CD register.
Complete question One for each case before returning CD register. Log on to
Adastra system to identify individual cases to complete the rest of the audit
Ensure CD register is locked inside cupboard and then return CD key to the key
safe
Case One
Case
If answer is No, complete risk
Number
assessment: 1 = low, 2 = medium, 3 =
high risk. Add comments
Yes No 1 2 3
Are CD register details
complete and accurate?
Yes No 1 2 3
Clinical decision to use
CD appropriate?
Yes No 1 2 3
Dosage and route of
administration
appropriate?
Yes No 1 2 3
Option to use PELC
supply of CDs
appropriate?
Case One … continued
Case
Number
Yes No 1 2 3
Any other CD
prescribing issues
raised?
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Case
Number

Case
Number

Case
Number

Case
Number

Case Two
Are CD register details
complete and accurate?
Clinical decision to use
CD appropriate?

Yes

No

123

Yes

No

123

Dosage and route of
administration
appropriate?

Ye
s

No

123

Option to use PELC
supply of CDs
appropriate?
Any other CD
prescribing issues
raised?
Case Three

Ye
s

No

123

Ye
s

No

123

Are CD register details
complete and accurate?
Clinical decision to use
CD appropriate?
Dosage and route of
administration
appropriate?
Option to use PELC
supply of CDs
appropriate?
Any other CD
prescribing issues
raised?
Case Four

Ye
s
Ye
s
Ye
s

No

123

No

123

No

123

Ye
s

No

123

Ye
s

No

123

Are CD register details
complete and accurate?
Clinical decision to use
CD appropriate?
Dosage and route of
administration
appropriate?
Case Four …
continued
Option to use PELC
supply of CDs
appropriate?

Ye
s
Ye
s
Ye
s

No

123

No

123

No

123

Ye
s

No

123
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Case
Number

Any other CD
prescribing issues
raised?
Case Five

Ye
s

No

123

Are CD register details
complete and accurate?
Clinical decision to use
CD appropriate?
Dosage and route of
administration
appropriate?

Ye
s
Ye
s
Ye
s

No

123

No

123

No

123

Ye
s

No

123

Ye
s

No

123

Option to use PELC
supply of CDs
appropriate?
Any other CD
prescribing issues
raised?
Complete all
paperwork
Other
Comments

Signed by
Pharmacist
If there are any areas of major concern, ie missing CD Date reported to
or discrepancies, the police must be informed at once

Once the audit has been completed it must be sent to the PELC Medicines
Management Lead, Head of Clinical Services and to Riaz Esmail, PELC
Pharmaceutical Adviser
Date
Comments by Medicines Management Lead
Sent to Medicines
Management Lead
Date
Comments by Head of Clinical Services
Sent to Head of
Clinical Services
Sent to PELC Chief Date
Pharmacist
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Appendix 17f: Spot Check RAG Template

Date:
PCC:
Issue:
Policies:
Availability of PELC Central and Local Policies in PCCs
Staff awareness of availability of PELC Central and Local
Policies
Staff awareness of PELCs medicines management incident
reporting programme
Information Availability:
Pharmacy opening times
Local antimicrobial policy
List of specialist pharmacists (CD OOH)
Clinician Awareness
Need for witness to give CD
Need to complete CD log and CD register
Risk reduction methods when preparing and administering
medicines in OOH
Need to complete MAR sheets
Access to technical support: BNF, PELC website, etc
Medicines Replenishment
Emergency cases present in PCC and cars
Staff aware of how to check and replenish cases
Cases securely stored
Prescription Safety
Prescription register and secure storage
If present:
Drug fridge monitored according to policy

RAG Status

RAG rating for each question:
Answer from all staff ‘YES’
Answer from one staff ‘NO’
Answer from all staff ‘NO’
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Action Report
Item

Action needed

Who by

When

When complete email to the Medicines Management Lead
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Appendix 17g: Controlled Drug Compliance RAG Template
Date:
Region:

PCC Assessed:

Assessment Areas:
Security Issues
Keys secured appropriately
Register secured appropriately
Safe contents appropriate

RAG Status

CD Register
Register entries compliant
Stock balance compliant
Stock Check
Stock expiry dates
Stock disposal
Clinical Case Assessments
Case One
Case Two
Case Three
Case Four
Case Five

Appendix 17h: Medicines Management Compliance RAG Template
Date:
Region:

PCC Assessed:

Assessment Areas:

RAG Status

Key storage assessment
Medicine case assessment
Expiry dates on cases
Cases A and B assessment
Personal Administration case assessment
Visiting Car case assessment
Stat case assessment
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Expiry
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Equipment case assessment
Patient safety alerts
Fridge assessment
Clinical Case Checks
Case One
Case Two
Case Three
Case Four
Case Five
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Appendix 18: Internal & External Stakeholders

Patients and their families / carers
Staff (including clinicians)
CCGs
Staff representative groups such as unions
NHS London & Department of Health (DoH)
Specialist commissioning and specialist providers
Internal Audit & External Audit
Public
Suppliers of goods and services
National regulatory bodies:
Care Quality Commission
Health and Safety Executive


Reporting of Injuries, Diseases and Dangerous Occurrences Regulations
1995



Ionising Radiations Regulations 1999

Home Office


Mental Health Act Notification Scheme

Medicines & Healthcare Products Regulatory Agency (MHRA)


Voluntary user reporting of all adverse incidents involving medical devices
and equipment



Mandatory “vigilance” reporting scheme for medical device and equipment
manufactures



Adverse drug reaction (yellow card) scheme



Defective medicines reporting

National Patient Safety Agency


Adverse patient safety incidents

NHS Estates


Firecode – reporting of fire incidents



Buildings – Buildings and non-medical equipment defect and failure reporting

NHS Litigation Authority


Clinical Negligence Scheme for Trusts (CNST)



Liability to Third Parties (LTPS) and Property Expenses Scheme (PES)
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Appendix 19: Sources of further Advice
Specialist Area

Name

Job Title

Contact Details
(Telephone Number & E-mail)
0208 911 1130
m.ali11@nhs.net

Medicine
Management

Dr M Ali

Interim Medical Director

Medicine
Management

Balal
Anwar

Interim Chief Pharmacist

0208 911 1130
balal.anwar@nhs.net

Medicine
Management

Amit
Choudhry

Medicine Management
Technician

0208 911 1130
Amit.choudhry1@nhs.net
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Appendix 20: Glossary of Key Terms
The following definitions of Medicine Management terms
Term
PELC
PCC
OOH
UTC
CD
NHS
NPSA
MRHA
CNST

Definition
Partnership of East London Co-operative
Primary Care Centre
Out Of Hours
Urgent Care Centre
Control Drug
National Health Service
National Patient Safety Agency
Medicines & Healthcare Products Regulatory Agency
Clinical Negligence Scheme for Trusts

CCGs

Clinical Commissioning Groups

LTPS

Liability to Third Parties

PES

Property Expenses Scheme

CQC

Care Quality Commission

MARS

Medicines Administration Record Sheet

DoH

Department of Health

BNF

British National Formulary

GMC

General Medical Council

NMC

Nursing and Midwifery Council

GPhC

General Pharmaceutical Council

LSMS

Local Security Management Services
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Appendix 21: Equality Impact Assessment
To be completed and attached to any procedural document when submitted to the appropriate
committee for consideration and approval.
DOCUMENT AUTHOR: Bala Anwar- Chief
Pharmacist

DIRECTORATE: Medical Directorate Office

NAME OF
DOCUMENT/POLICY/POLICY/PROCEDURE

NEW
EXISTING
ASSOCIATED STRATEGIES, POLICIES, PROCEDURES
OR SOPs:
 Managing Medical Emergencies Policy
 Information Governance Policy
 Patient Group Directions
 PELC Incident and Management Reporting Policy
 PELC Risk Assessment Policy & Procedure
 Oxygen Policy.
 SOP for non compliance with prescribing
guidelines

Medicine Management 2019

DATE
Aim/Status
[a] What is the aim/purpose of the policy/policy/procedure?
To provide a clear policy, procedure and protocols for staff in PELC
[b] Who is intended to benefit from this policy/policy/procedure and in what way?
Staff and patients in PELC leading to improved communication and an enhanced service
[c] How have they been involved in the development of this policy/policy/procedure?
Policy consulted on with key stakeholder and ratified by ICG
[d] How does it fit into the broader corporate aims?
The policy ties in with the corporate objectives of the organisation
[e] What outcomes are intended from this policy/policy/procedure?
The aim of this Medicines Management Policy is to provide a single point of access for all PELC staff who
require information and guidance on this subject
[f] What resource implications are linked to this policy/policy/procedure?
None
Impacts
[a] what is the likely impact [whether intended or unintended, positive or negative] of the
Initiative on individual users or on the public at large?
Raise staff awareness
[b] Is there likely to be differential impact on any group? Yes
No

Please tick box
[i] Grounds of race, ethnicity,
colour, nationality or
national origin

Yes

[ii] Grounds of sex or marital
Status Women and Men

Yes

Adverse?

Please give
further details

Adverse?

Please give
further details

No

No
[iii] Grounds of gender:

Please tick box

Yes
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Transgender or
Transsexual People
[iv] Grounds of religion or
belief:
Religious /faith or other
Groups with a recognised
belief system
[v] Grounds of disability

[vi] Grounds of age:
Older people, children
and Young people
[vii] Grounds of sexual
orientation:
Lesbian, gay, bisexual
[viii] Grounds of carers:
Older relatives, children

Yes
No

Please give
further details

Adverse?

Please give
further details

Yes

Adverse?

Please give
further details

No
Yes

Adverse?

Please give
further details

No
Yes

Adverse?

Please give
further details

Adverse?

Please give
further details
Please give
further details

No

No
Yes

[ix] Grounds of human rights

Is the policy directly
discriminatory?

Adverse?
No
Yes

No
Yes

Adverse?

No
Is the policy indirectly discriminatory?
Yes/No
If you said yes, is this objectively justifiable
or proportionate in meeting a legitimate aim
yes
no

Is the policy intended to increase
equality of opportunity by permitting
positive action or action to redress
disadvantage?

Yes
No
If the policy is unlawfully discriminatory it must go to a full impact assessment (please
Contact the Equality, Diversity & Human Rights Advisor – Human Resources Directorate)
Persons conducting EqIA
Signed:
Date:
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Appendix 22: Assurance Form
Medicines Management Policy
I have read and understood the above document and agree to abide by its content.
Name
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Appendix 23: Medicines Management Meeting Terms of Reference
27.1 Aim
The Medicines Management Meeting is responsible for all aspects of:
 Medicines and its safe prescribing and administration
 Medicines and its procurement, storage and supply
 Consumables and medical equipment’s relating to PELC
 Clinical and Medical waste management relating to PELC sites

27.2

Purpose

The purpose of the meeting is to:
Is to enable an evidence-based approach to prescribing medication which balances the
safety, tolerability, effectiveness and cost of treatment provided by PELC staff to patients.
It is also to provide assurance to the integrated governance committee (IGC) that we are
compliant with local and national guidelines regarding procurement, storage, prescribing,
destruction and all other aspects related to medicines and it’s use within PELC.
Key objectives are:








Give unbiased information about medicines and treatments
Support clinical practitioners, staff and patients to make best use of medicines
Minimise the harm caused by medicines
Develop guidelines based on local and national advice regarding management
of conditions and submit to IGC for approval
Communicate and work collaboratively with other hospital trusts and CCGs
Provide audits for clinical practises
Finally manage all aspects relating to medicines from Procurement to
Destruction.

27.3 Scope
The Group will:
 Meet at least once every month
Standing items on the agenda will be:
 Minutes of the last meeting and Actions Log.
 Any SI relating to medicines and it’s supply (inclusive of FP10 related issues)
 Any local and national updates
 Results from clinical audits
 Procurement
 AOB
 Next meeting date, time, and location.
27.4 Membership responsibilities
The Chair will:
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Ensure papers are distributed at least 72 hours prior to the meeting to allow
members to read.
Start the meeting on time and finish on time
Ensure all voices are heard
Keep the discussion relevant and on track
Ensure actions are met within agreed deadlines

General membership responsibilities will be:
 To attend at least 50% meetings each year.
 Be punctual, arrive in good time to ensure the meeting starts on time
 Phones to be turned off or to silent to avoid interruption
 Listen and respect the view points of all members
 Be an active member, contribute to discussions
 Take responsibility for actions that are set
 Commit to decisions made at the meeting
 Communicate clearly
 Do not use inappropriate language or behaviour
27.5 Membership
Core Members:
 Medical Director (chair)
 Head of Medicines Management
 Chief Pharmacist
 Director of Nursing & Clinical Governance
 Representatives from Operations team (at least two)
 Fairview representative
Other Members:
 Other external colleagues will be invited by invitation
27.6 Quorum
At least 50% of members have to attend. The following key members must be present in
order for the meeting to be quorate:
 Medical Director or Director of Nursing & Clinical Governance
 Chief Pharmacist
 Representative from Operations (at least one representative)
The Chair has the discretion to decide in the event of indecision.
27.7 Accountability
The Medicines Management Meeting is a sub-group of the Integrated
Meeting.
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27.8 Committee Structure for Medicines Management
Formulary meetings
and other local
operational and
governance groups

Medicines
Management
Group
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Appendix 28a
Access to Diamorphine Injection in the Out of Hours Period for the Beckett’s House
visiting service from February 2015 until further notice
PELC are in the process of renewing our Home Office Controlled Drugs Licence from February
2015, and the process takes twelve to sixteen weeks. During this period, clinicians can access
Diamorphine Injection by writing a FP10 NHS prescription. Complete the exemption on the
reverse of the prescription if applicable. Give the prescription to the nominated driver, who will
take it to the pharmacy and return with the dispensed item. Please follow the flow diagram below.

Riaz Esmail, Fairview Health Ltd Unit B6 Phoenix Industrial Estate HA1 2SP
riaz@fairviewhealth.co.uk
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Appendix 28b

Driver’s Manifest
TO WHOM IT MAY CONCERN
Driver’s Name:
Date:

Time:

The driver named above is authorised to carry medicines on behalf of:PELC Limited Third Floor, Becketts House 2-14 Ilford Hill Ilford Essex IG1 2FA.
This authority is valid for a period not exceeding six hours from the time above.

Driver’s Instructions
Receive the prescription from the clinician, together with the template and this manifest.
Check that: 1. You have received the prescription, and the exemption has been completed
2. the prescription writing template has been completed
3. The supervisor has phoned the pharmacist who is expecting you.
Actions: 1. Go to the call out pharmacy, and have the prescription dispensed
2. Return to base with the dispensed item, and return it and this form to the clinician
3. In case of difficulty or any concern, contact the supervisor for further instructions.
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Appendix 28c

Instructions for a PELC doctor issuing a prescription for Diamorphine to be dispensed by a
community pharmacy and administered by the doctor.
1. Compare your written prescription to the template below and tick all sections to confirm
compliance with prescription writing requirements for controlled drugs. THE
PHARMACIST WILL NOT BE ABLE TO DISPENSE UNLESS THE
PRESCRIPTION IS COMPLIANT.
2. All parts of the prescription EXCEPT the doctor’s signature, can be machine printed.
3. ONLY if using the callout service, complete the driver’s manifest overleaf, attach your
prescription with a paper clip and hand to the driver who will collect the dispensed medicine
from the pharmacy.
4. On his/her return the driver will hand you the dispensed medicine and the manifest.
5. Once you are satisfied that the dispensed medicine is as prescribed, hand the manifest to the
shift supervisor for filing and continue with your visit.

Medicines management policy Version 2.2

March 2019

Page 138 of 138

