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	Ein cyf / Our ref: 325/22/FOI 


	Dyddiad / Date: 31st October 2022 


Further to your request for information dated 11th October 2022, I am pleased to provide the following response. 
Your request and our response:

1. Would you detail specifically which 'prescribing guidelines' are followed by Clarence Medical Centre and confirm whether this is the same set of guidelines followed by Betsi Cadwaladr University Health Board (BCUHB) and number of Practices in Wales?
You further clarified that you are trying to gather information specifically regarding anti-depressants, anti-anxiety and sleeping (mental health) dependence forming medications, which statutory and or voluntary prescribing guidelines the Health Board and local Health Care Providers follow, in particular the prescribing cycle guidance under which the 28 dose over 31 day plus ordering time is controlled and regulated. 
2. What percentage or number of patients treated under those guidelines are receiving antidepressant medication, anti-anxiety medication, sleeping medication, life bearable medication?
3. Of those, how many have medications on repeat? I don't need to know the answer to question 2, you do.
Clarence Medical Centre is an independent contractor, therefore you would need contact them directly to obtain information in relation to the prescribing guidelines they follow and the number of patients they treat under those guidelines. 
BCUHB follow the below prescribing guidelines in relation to antidepressant medication, anti-anxiety medication and sleeping medication: 

· The National Institute for Health and Care Excellence: https://www.nice.org.uk/guidance/published?ngt=NICE%20guidelines
· The Maudsley Prescribing Guidelines in Psychiatry: https://onlinelibrary.wiley.com/doi/book/10.1002/9781119870203
BCUHB also have a medicines management policy, section 4.5 specifically relates to prescribing for Outpatients. 
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Chapter 1  Introduction to the BCUHB Medicines Policy 


1.1 Introduction  
Betsi Cadwaladr University Health Board (BCUHB) is committed to the safe and 
secure handling of medicines to protect its patients, staff and visitors and its financial 
resources.   
This Medicines Policy updates and replaces the previous Medicines Code used in 
North Wales Hospitals incorporating Community based services e.g. GP Out of 
Hours (GPOOH) and BCUHB managed primary care services. It also includes the 
health services provide to HMP Berwyn. A BCUHB Medicines Policy Task and Finish 
Group revised the Medicines Policy which was then editorially corrected by a small 
editorial group. Following broad consultation the Policy was subsequently approved 
by the BCUHB Medicines Policy, Procedures and PGD sub group, and then 
endorsed by the BCUHB Drugs and Therapeutics Group (DTG). The BCUHB Quality 
and Safety Committee and Quality, Safety and Experience Committee gave final 
approval to the document, as required by BCUHB OBS1 Policy.  


1.2 Purpose of the Medicines Policy  
The purpose of this Medicines Policy is to set out a clinical and corporate 
governance framework to promote the safe and secure systems for controlling and 
handling of medicinal products in all aspects of clinical services operated and 
delivered by the BCUHB . 
Guidance on safe and appropriate prescribing will be considered and disseminated 
by the BCUHB DTG Group. In general, medicines need to satisfy tests of clinical and 
cost effectiveness and should be justifiable on grounds of safety, given the 
alternative therapies available and the circumstances of the patient. 
In addition to this Medicines Policy, healthcare professionals must comply with the 
current version of their relevant professional bodies’ policies and policies of practice. 
If any circumstances arise such that this Policy cannot be applied, then the prime 
consideration will be the safe and effective treatment of any patient concerned.  
However, those staff involved must document all alternative measures taken in the 
appropriate records and inform senior professional staff of their actions outside of 
procedure. 


1.3  Scope  
This Medicines Policy ,with the underpinning principles of legal, quality and safe 
practice,  applies to all registered health care professionals and their support staff, 
across hospital and community settings within BCUHB including acute and 
community hospitals (including mental health and paediatric services) ,GP Out of 
Hours Services, Community Nursing services BCUHB managed primary care 
services, and those health services provided by BCUHB at HMP Berwyn. It includes 
all staff involved in the ordering, supply, storage, prescribing, administration and 
disposal of medicines. Medicines include Prescription Only Medicines (POM), 
Pharmacy Medicines (P), General Sales List Medicines (GSL) and Controlled Drugs 
(CD). The Policy includes complementary and herbal medicines, pharmaceuticals 
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(non-therapeutic items) which include certain medical devices traditionally held in 
hospital pharmacy departments. 


1.4  Standard Operating Procedures (SOP) 
Each Clinical Division or service will develop and implement standard operating 
procedures (SOPs) describing safe working practice for aspects of work conducted 
within their clinical area. If an SOP/Written Control Document involves medicines or 
aspects of medicine usage across a multi-professional area, then the document is to 
be approved by the Clinical Division and then reviewed and/or approved by the 
BCUHB Medicines Policy, Procedures and PGD sub group. 


1.5  Classification of medicines 
Medicines are considered as two main sub-groups, Controlled Drugs and 
Medicines.       
                                                      


 Controlled Drugs 
 Controlled Drugs are those drugs classified under the ‘Misuse of Drugs Act 


1971’, and its associated regulations.   


 Medicines 
Medicines will be taken to be all substances defined under the Medicines Act 
as being medicinal products. These include those restricted to supply on 
prescription (POM), those that can only be sold from a Pharmacy (P), and 
those that can be sold at any establishment, General Sales List medicines 
(GSL). Unlicensed medicines do not have a United Kingdom Product Licence. 


 Complementary and herbal medicines 
The principles adopted for the use of medicines will also be followed for 
complementary and herbal medicines. 


 Pharmaceuticals 
The term “pharmaceuticals” will be used to describe those non-therapeutic 
items covered by the policy (e.g. disinfecting and sterilising agents). It will also 
include certain devices carrying a CE mark traditionally stocked by pharmacy. 


 Black triangle medicines are newly introduced medicines, subject to 
intensive monitoring for potential side effects by the Commission on Human 
Medicines (CHM) and Medicines and Healthcare Products Regulatory Agency 
(MHRA) (identified by ▼ in the British National Formulary). 


 Unlicensed medicines are medicines that do not hold a UK or European 
marketing authorisation/ product licence. If a product holds a licence which is 
not valid in the UK it is not considered licensed in the UK and must be treated 
as an unlicensed product. See BCUHB Unlicensed Medicines Policy 


 Off label medicines are licensed medicines used outside the terms of their 
marketing authorisation/ product licence. 


 Manufactured specials are unlicensed medicines that have been specially 
prepared by the holder of a Manufacturers Specials Licence in response to or 
in anticipation of the order of a doctor/ prescriber to meet the specific needs of 
an individual patient. See BCUHB Unlicensed Medicines Policy 


1.6   Corporate responsibilities 


 Chief Executive 
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The Chief Executive has overall responsibility for the medicines’ management 
in BCUHB. 


 Medical Director 
The above responsibility is delegated to the Board’s Medical Director, 
supported by the BCUHB Drug & Therapeutics Group. 


 Chief Pharmacist for Medicines Management  
The Chief Pharmacist Medicines Management is responsible for organising, 
monitoring and reporting on medicines’ management, its systems and 
procedures 
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Chapter 2  Operational Responsibilities for All Professional Staff 


2.1  Responsibility of the Executive Director of Nursing & Midwifery, Deputy 
Director of Nursing & Midwifery, Area Directors Clinical Services, Secondary 
Care Nurse Director and Assistant Directors of Nursing 
 
The Executive Director of Nursing Services, in conjunction with the Deputy Director 
of Nursing & Midwifery, Area Directors Clinical Services, Secondary Care Nurse 
Director and Assistant Directors of Nursing, is responsible for ensuring that there are 
appropriate systems in place within wards, departmental clinics, HMP Berwyn Health 
and Wellbeing service and community settings for the following: 


 The ordering of medicines and pharmaceuticals. 


 The storage (physical and environmental conditions of medicines and 
pharmaceuticals). 


 The administration of medicines including patients’ own medicines other than 
those administered by a Doctor 


 The recording of administration of medicines 


 The security of medicines and prescription forms 


 The supply and administration of medicines to patients in accordance with 
Patient Group Directions (PGDs) 


 The reporting of medicines related incidents and errors via Datix, the incident 
reporting system 


 The safe and proper disposal of unused/unwanted medicines and 
pharmaceuticals 


 The retention of documents relating to the ordering, storage and 
administration and supply of medicines 


 The induction of new staff with respect to the BCUHB Medicines Policy 


 The education and training required to enable nurses to comply with the 
BCUHB Medicines Policy and for ensuring that a copy is readily available to 
staff. 


2.2    Responsibility of the manager of the clinical area 
The manager of the clinical area will have joint responsibility with the BCUHB 
managed pharmacy for the ordering system where there is a pharmacy provided led 
stock control service. 
The manager of the clinical area is responsible for ensuring that there are 
appropriate systems in place for the following: 


 The investigation and reporting of medicine-related incidents and errors via 
Datix incident reporting system. 


 The auditing of compliance with the Medicines Policy and the implementation 
of remedial action. 


2.3 Responsibility of nurses, midwives and health visitors 
Each nurse, midwife and health visitor is responsible for: 


 Reading and understanding this Medicines Policy 
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 Complying with this Medicines Policy  


 Complying with Nursing Midwifery Council (NMC) 2018 The Code 
Professional standards of practice and behaviour for nurses and midwives. 


 Complying with the RPS/RCN Guidance on the Administration of Medicines In 
Healthcare Settings 


 Not undertaking tasks beyond their qualifications, competency or 
authorisation 


 When undertaking tasks considered as an extended role, they must undertake 
approved training and  evidence their competence in this new role 


 
2.4 Responsibility of doctors and dentists employed by BCUHB 
The Medical Director will devolve the operational management responsibility to 
consultants, and directly employed medical staff, who will ensure that BCUHB 
employed doctors/ dentists are aware of and comply with the Medicines Policy. The 
Medicines Policy is applicable to all BCUHB staff employed within BCUHB managed 
GP practices and to those BCUHB staff employed in HMP Berwyn. 


2.5 Primary Care contractor services with independent health professionals 
should use the BCUHB Medicines Policy as a model for good practice. This will 
include General Practitioners, Dental Contractors, Community Pharmacists, 
Opticians, Practice Nurses and others 


 
2.6 Responsibility of other Health and Care professionals (including operating 
department practitioners (ODPs), physiotherapists, radiographers, 
chiropodist/podiatrists, orthoptists, clinical physiologists, pharmacy technicians)  
Each practitioner is responsible for: 


 Reading and understanding the Medicines Policy 


 Complying with this Medicines Policy and the Health & Care Professions 
Council Standards and the Profession’s code of practice where applicable 


 Not undertaking tasks beyond their qualifications, competency and 
authorisation 


 When undertaking tasks considered as an extended role, they must undertake 
approved training and display competence in this new role 


2.7  Responsibility of Non-Medical Prescribers  
Non-medical Prescribers will practice in accordance with MM 03  Non-medical 
Prescribing Protocol for Supplementary and Independent Prescribers Policy or  
MM11  Guidance for Nurse Independent Practitioner (INP) V100 /V150 prescribers  
and will comply with their respective professional Codes of Practice. 


2.8   Chief Pharmacist Medicines Management  
The Chief Pharmacist Medicines Management is responsible for ensuring that there 
are sufficient systems in place for the following: 


 Providing a safe, effective, efficient and secure system for medicine stocks 
held within pharmacy. 


 Providing a safe, effective, efficient and secure system for medicine 
distribution. 
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 Providing a system for monitoring medicine usage and advising on 
appropriate stock range and stock holding levels 


 Providing advice on medicines and Controlled Drug security 


 Providing advice on appropriate, environmental storage conditions 


 Providing advice on safe and proper means of disposal of unused/unwanted 
medicines 


 Providing advice on safe and effective systems and arrangements for 
medicine administration.  This includes commenting and advising on medicine 
administration errors and near misses reported via the Datix incident reporting 
system 


 Providing advice on transport of medicines and other pharmaceuticals 


 Providing a system, when the pharmacy is closed, of access to emergency 
medicine stocks and the availability of a pharmacist for emergency duties 


 Where a pharmacy led stock control service is provided there will be a shared 
responsibility between the manager of the clinical area and the Local 
Assistant Director of Pharmacy 


 Providing advice on clinical pharmacy services and ensuring that there is 
consistency of approach such that prescriptions are monitored, and 
appropriate action taken to ensure patient safety and effective use of 
resources 


 Ensuring that there are adequate mechanisms in place to monitor and report 
on the usage on medicines throughout BCUHB and to devise strategies to 
promote cost effective prescribing 


 Ensuring that there are systems in place to reduce the risk associated with the 
use of medicines throughout BCUHB 


 Ensuring appropriate stock levels of medicines are held to meet the need of 
hospitalised patients and immediate response to civilian emergency 


 Ensuring pharmacy representation on local medical devices committees to 
ensure safe usage of infusion systems and devices within BCUHB 


 
Each Clinical Division will have an assigned lead clinical pharmacist who has a 
delegated responsibility for routine implementation of the above. 
In community services a locality lead pharmacist is responsible for the community 
arm of the pharmacy services. 
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2.9 Medicines Management Governance Structure 
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Chapter 3  Medicines Audit, Suspected Fraud and Theft, Tampering 
of Medicines, Control of Medicines in Clinical Areas 


3.1  Monitoring and audit  
As part of the responsibility of delivery of the medicines’ management process, the 
Chief Pharmacist Medicines Management will ensure that the following explicit, 
written, quality standards are prepared and regularly audited as part of the BCUHB 
audit cycle: 


 The process of prescribing of medicines in BCUHB 


 The appropriateness of medicines prescribed for individual patients including 
licence status and adherence to agreed therapeutic guidelines.  


 The preparation of parenteral medicines.  This will include all BCUHB  
hospital clinical areas as well as the main pharmacy department. 


 The pharmacy reviewing of prescriptions and of dispensing medicines. 


 The administration of medicines to patients.  


 The supplying of medicines to take home and the counselling of patients 
about those medicines. 


 The reporting of medication errors.   


 Medicines administered for clinical research and clinical trials. 


3.2  Risk management and patient safety initiatives 


 The Chief Pharmacist Medicines Management or a senior member of the 
Pharmacy Management Team will be a member of the BCUHB Quality and 
Safety Group. 


 The Chief Pharmacist Medicines Management or a senior member of the 
Pharmacy Management Team will actively participate in patient safety 
initiatives e.g. 1000 Lives Plus or subsequent campaigns. 


 The Chief Pharmacist Medicines Management or a senior member of the 
Pharmacy Management Team will hold responsibility for communication and 
liaison with the Welsh Risk Pool, and Patient Safety (Wales) on Medicines 
Safety and Risk Issues 


 The risks inherent in medicines management and the effectiveness of risk 
control measures must be monitored and reviewed on a continual basis. 


 Senior Management, both within Pharmacy and BCUHB, must be informed of 
any significant risks and risk control measures. 


 All healthcare staff involved with medicines should undertake continued 
professional development (CPD) that is aligned with Clinical Governance and 
the requirements of the health professional’s regulatory body, in order to keep 
up to date with the changes in medicine’s management. 


 Medication incidents should be regularly monitored, and issues of significance 
reported to the BCUHB Quality and Safety Group via the Safer Medication 
Practice Group. 
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3.3   Anti fraud and theft culture 
BCUHB has a zero tolerance anti fraud and theft culture and is committed to the 
principle that the NHS resource of medicines is always put towards the patient in 
need of that prescribed medicine. BCUHB will seek to reduce medicine losses from 
fraud and theft to an absolute minimum by sanctions against those determined to 
steal or defraud the NHS. Possible sanctions may include criminal, civil or 
disciplinary proceedings, and BCUHB will seek to recover the cost of stolen or 
defrauded medicines. 


3.4  Suspected fraud or theft allegations response plan 


3.4.1 Discrepancy or misappropriation of medicines  
Each BCUHB employee must maintain their own record of any incident they have 
been involved with and their subsequent action. The manager of the clinical area 
will make initial enquiries to establish if any suspected theft or suspected fraud 
may have occurred. 


3.4.2 Suspected theft of medicines 
Incidents involving members of staff and/or patients that are suspected to have 
stolen BCUHB medicines or prescription forms or prescription pads, should be 
reported through the Datix system which automatically informs the line manager 
and a senior pharmacist, who should inform the local Security Manager, and 
where deemed necessary the Counter Fraud Officer. 
The line manager and/or senior pharmacist may conduct initial enquiries and then 
should matters proceed to an investigation, the local Security Manager will then 
take responsibility for any subsequent investigation of alleged theft. The Security 
Manager will liaise with North Wales Police and the Human Resources Manager 
as appropriate. 


3.4.3 Suspected fraud in respect of medicines 
Some examples of NHS medicine and prescription frauds are as follows: 


 Falsified medicine stock records 


 Falsified orders for medicines 


 Prescription fraud e.g. forged signatures and/or false representation 
by the patient for medicine not prescribed by an authorised NHS 
prescriber 


 Self prescribing 


 Prescribing for family members or friends 
 


Prescribing for those who are not entitled to be prescribed NHS medicines e.g. 
foreign nationals who are not entitled to NHS treatment 
This list is not exhaustive and those determined to commit fraud may develop new 
and sophisticated methods to avoid detection. 
If an alleged theft involves suspected fraud, the Senior Pharmacist of the local 
hospital pharmacy and/or the Security Manager will refer the incident to the Local 
Counter Fraud Specialist of BCUHB. Any subsequent investigation will be 
conducted in line with the BCUHB Local Anti Fraud, bribery and Corruption Policy. 
(F03) 
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3.4.4 Suspected Tampering of Medicines 
Incidents have occurred across the NHS where it is suspected that medicines 
have been tampered with. Examples of this may include the introduction of a 
contaminant into a fluid or other infusion, injection or other medicine dose form. 
The motive for such action may well be unclear but could include deliberate harm 
to others. If such an incident is suspected the nurse manager and senior 
pharmacist must be immediately informed and if suspision of tampering is evident 
the Police must be immediately informed. Each suspected item must be retained 
in a separate plastic bag and labelled so to preserve the chain of evidence.  
 


3.5 Control of Medicines in Clinical Areas  


3.5.1 Security of medicines in BCUHB pharmacies  
The safe custody of medicines within the pharmacy, pharmacy keys and 
pharmacy entry swipe cards are the responsibility of the local Assistant Director 
for Medicines Management.  


3.5.2 Security of medicines in clinical areas  
All cupboards containing medicines must be lockable, either with a key or an 
electronic locking system. Electronic locking systems can be used for medicine 
cupboards with the exception of control drugs cupboards, which use either radio 
frequency identification (RFID), barcode, fob or finger print security. The use of 
standard key pads, where the number is shared with a number of users are not 
considered secure and hence are not recommended. Master key copies are 
permitted on a clinical area but a risk assessment must be carried out by the 
manager and pharmacy staff, to ensure the appropriate number of key copies are 
available. See section 3.5.4 for custody of keys.  See section 9.6.1 for storage 
requirements  for controlled drugs. 


3.5.3 Custody of keys and electronic locking systems 
The nursing manager or clinical lead of the area is responsible for the overall safe 
custody of medicines within the clinical area ie by ensuring safe custody of keys or 
by restriction of swipe card or finger print access only to authorised persons. The 
manager can delegate responsibility for possession of the keys for medicines 
cupboards, refrigerators, freezers and trolleys. Controlled drug cupboard keys 
must be kept separate from the stock medicine cupboard keys. Students are not 
authorised to access automated medicine cupboards and should never be given 
the medication cupboard keys to hold. Unauthorised persons must not be 
permitted access to medicines and keys within BCUHB premises.  
All medicine storage keys must be passed to the next manager on duty at shift 
handover, keys must not leave the clinical area except in exceptional 
circumstances.  It is the responsibility of staff using the keys to ensure they do not 
take them home at the end of their shift. For areas not open seven days a week, 
there must be a designated safe place to store keys. If there is a second set of 
keys, they should be kept in a secure place accessible to a senior staff member or 
manager.  
A master key or electronic device must be held by each clinical area. Lost keys or 
electronic devices must be reported to the manager of the clinical area and a 
Datix incident form completed.  
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3.5.4 Loss of keys from a clinical area  
If medicine storage keys and controlled drug cupboard keys cannot be found, 
urgent efforts should be made to retrieve the keys as soon as possible eg by 
contacting staff who have just gone off duty. Loss of keys must be reported to the 
manager of the clinical area following a thorough search. If spares are available 
they may be accessed.  A Datix incident form must be submitted, pharmacy 
contacted and locks changed if considered a security risk (liaise with the site 
security manager).   


3.6    Samples of medicines left by pharmaceutical representatives  
It is imperative that BCUHB must know what products are being used within its 
boundaries. Samples of medicines must not be left in clinical areas or issued to 
individual healthcare staff by pharmaceutical representatives for use within BCUHB. 
Representatives wishing to discuss supply of samples for use for evaluation of a 
medicinal product must be referred to the local hospital pharmacy. See Code of 
Practice for BCUHB Staff with Pharmaceutical Companies. 
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Chapter 4  Prescribing Medicines 


4.1  Process for Prescribing Medicines 
All prescribing must be on BCUHB approved prescription stationery before 
supply or administration to a patient may occur.  Electronic prescribing systems are in 
place within BCUHB, for example in HMP Berwyn, emergency departments at acute 
hospitals.  
BCUHB approval has been given to the model of service for specialised 
paediatric oncology as set in 4.2.6. 


4.1.1   Persons authorised to prescribe medicines 
Only those employed by BCUHB or working under a service level agreement (or 
contractual arrangement e.g. a model of service for specialised oncology) and are 
legally authorised to prescribe medicinal products for patients and service users of 
BCUHB, ie; 


 Doctor 


 Dentist, within area of competence 


 Registered non-medical prescribers, see MM 03  Non-medical 
prescribing protocol for supplementary and independent prescribers 
policy. 


 Registered Nurses Practitioners (Community) see MM11 Guidance 
for Nurse Independent Practitioner (INP) V100 /V150 prescribers. 
INP who have an annotation as Community Practitioner Nurse 
prescriber’ on the NMC register, confirms that they are qualified to 
prescribe drugs, medicines and appliances from the Nurse 
Prescribers’ Formulary (NPF) in the current edition of the British 
National Formulary. The majority of nurses who have undertaken 
this course are district nurses/ community nurses, health visitors and 
school nurses. 


Provisionally registered doctors (FY1s) may only prescribe in connection with their 
contracted employment with BCUHB and cannot prescribe for out-patients. 
 
Medical students cannot prescribe, but may write prescriptions to acquire and 
demonstrate competency. This must be under direct supervision of an authorised 
prescriber, with the prescription being countersigned immediately by the same 
authorised prescriber.  
 
Physicians associates (PA’s), anaesthesia associates (AA’s), medical assistants 
and operating department practitioners (ODP’s) cannot prescribe, transcribe or 
prepare prescriptions or in patient medication records for countersigning by 
authorised prescribers. This also includes prescriptions for fluids, oxygen and total 
parental nutrition. Signing off a discharge advice letter (DAL) through the Welsh 
Clinical Portal is also not permitted as the prescription is embedded within this 
document and therefore requires authorisation by a registered prescriber. 
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Pharmacists and pharmacy technicians who have demonstrated competency, may 
transcribe medication onto the in-patient chart/medication administration record 
from various corroborative sources as part of the medicines reconciliation process 
when a patient is admitted to hospital. This is transcribing, not prescribing as set 
out in the All Wales Pharmacist Enabling Therapeutic Switch (PETS) Policy.  The 
nurse can administer these transcribed medicines without a medical prescriber’s 
signature. 
 
In exceptional circumstances a nurse working in a community hospital may 
transcribe an in-patient prescription chart using the framework set out in the  
MM16 Nurse Transcribing Policy. 


 


4.1.2 Prescriber Responsibility 
Prescribers have a responsibility to monitor and ensure that the medicines they 
have prescribed have been reviewed. Prescribers should refer to the patient’s 
existing prescriptions/supplementary charts and the patient’s available records (eg 
IHR, secondary care records) before prescribing or amending a prescription. 
Changes to prescribed medicines must be recorded and communicated within the 
patient’s medical record along with the indication for treatment or reason for 
stopping treatment (e.g. ineffective / side effects). The discharge letter must 
include medication changes with reasons.  
The prescriber should provide counselling for the patient about important side 
effects and precautions, including any need for ongoing monitoring, which if 
needed should be agreed between primary and secondary care clinicians.  


 
NHS Indemnity covers negligent harm caused to patients when they receive an 
established treatment, whether or not in accordance with an agreed external 
guideline or protocol. This extends to a novel or unusual treatment which, in the 
judgement of the health care professional, is appropriate for that particular patient. 
It also covers patients who participate in authorised clinical research. Therefore 
BCUHB will apply NHS Indemnity to prescribers in respect to negligence claims 
related to prescribing. It is essential that prescribers can demonstrate adherence 
to current legislation, best practice (such as MDT reviews) and the overarching 
BCUHB  Medicines Policy.  
 


4.1.3 Prescribing competence  


4.1.3.1 Medical Prescribers 


All authorised prescribers must ensure they have appropriate knowledge and 
experience to prescribe competently in their area of practice. Knowledge of the 
“Guidance on Prescribing” sections in the current British National Formulary and 
any local guidance is essential for all prescribers. Good Practice in Prescribing 
and Managing Medicines and Devices (2013)  guidance issued by the General 
Medical Council (GMC) also gives comprehensive advice for doctors. 


4.1.3.2 Non-medical Prescribers  



https://www.gmc-uk.org/-/media/documents/prescribing-guidance_pdf-59055247.pdf

https://www.gmc-uk.org/-/media/documents/prescribing-guidance_pdf-59055247.pdf
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See  MM 03  Non-medical prescribing protocol for supplementary and independent 
prescribers policy for V300 and MM11 Guidance for Nurse Independent 
Practitioner (INP) V100 /V150 prescribers. 
 


4.1.4     Prescription Stationery  


The type of prescription form used depends upon the prescriber and where the 
prescription will be dispensed e.g. hospital or primary care sector. 


4.1.4.1  Hand written prescriptions 


Each prescription must be legal, legible, unambiguous and written in indelible ink 
that can be photocopied. Upper or lower case may be consistently used. 
A simple test for legibility is for another person who is unfamiliar with the 
prescriber’s handwriting to read it without difficulty. Unused space on a hand 
written prescription should be cancelled by drawing a line or a large ‘Z’ through it 
to prevent additions to the prescription by unauthorised persons.        


4.1.4.2  Computer generated prescriptions 


The planning, development and implementation of electronic prescribing  systems 
must be approved by the BCUHB Drugs and Therapeutics Group or delegated to 
the BCUHB Medicines Policy, Procedures and PGD sub group.  
Different electronic prescribing systems exist within BCUHB. Electronic prescribing 
is limited to prescribers trained in use of that particular system. Access must be 
password controlled with password issue only after training. Prescribers must 
adhere to the BCUHB IT policies. 


4.1.4.3 WP10 Prescriptions 


Prescription forms and pads are Controlled Stationery and their storage and issue 
is in accord to the BCUHB Standing Financial Instructions. See SOP for the 
Secure Management of WP10 HP/HIPs for guidance.  


 WP10 HP and WHP10 HIP prescriptions (Hospital use). 
See MM 03 Non-medical Prescribing Protocol for Supplementary and 
Independent Prescribers Policy. 


 WP10 IP/SP for V300 nurses working in primary care see MM 03 


 WP10 CN for V100/150 INP Registered Nurse Practitioners. See MM11. 
Guidance for Nurse Independent Practitioner (INP) V100 /V150 prescribers 


 


4.1.4.4 In-patient medication administration record (prescription chart) 


The All Wales In-Patient Medication Administration Record is to be completed 
including any relevant risk assessments. Additional All Wales and BCUHB 
approved medication administration records are in use e.g. 


 Long stay All Wales In-Patient Medication Administration Record 


 Mental Health All Wales In-Patient Medication Administration 
Record 


 Paediatric All Wales In-Patient Medication Administration Record 


 BCUHB Critical Care Administration Record 


 Supplementary infusion chart 


 Syringe driver chart 


 Anticoagulant chart 



http://howis.wales.nhs.uk/sitesplus/documents/861/MM03%20-%20NON%20MEDICAL%20PRESCRIBING%20GUIDANCE%20FOR%20SUPLEMENTARY%20AND%20INDEPENDENT%20PRESCRIBERS%202018.pdf

http://howis.wales.nhs.uk/sitesplus/861/document/326862
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Medicine - specific charts e.g. chlordiazepoxide, vancomycin, unfractionated 
heparin, iloprost, methotrexate. 
Care must be taken to avoid duplication or omission of treatment particularly 
where more than one prescribing document is in use for a particular patient. If an 
additional specialist chart is in use, it must be clearly indicated on the main chart.  


4.1.4.5 Care pathways and the use of pre printed prescriptions and/or pre 
printed labels 


Certain patient pathways include pre-printed prescription details and/or pre printed 
labels that are used where there is a need for clarity when prescribing complex 
regimens, or to provide a safe and complete package of care. Examples are 
insulin regimens where there is dosage titration dependent upon blood glucose 
results, also under the model of service for specialised paediatric oncology as set 
out in 4.2.6 and in post operative pain relief for parenteral or epidural opioid 
analgesia. 
 
Before use in BCUHB, all pre-printed prescription details or labels must be 
approved by the BCUHB Drug and Therapeutics Group. 
 
The prescriber has the responsibility to check that the correct pre-printed 
prescription or pre-printed label has been selected for the individual patient and 
must sign and date the prescription order to authorise its use. No medication 
should be administered until there is an authorised prescriber’s signature present.  


4.1.5    Prescription writing standards 


See British National Formulary prescription writing guidance 
The following patient details must be entered: 


 Name 


 Confirmed Address 


 Unit number and NHS number when practicable 


 Date of birth 


 Ward name (where applicable) 


 Name of consultant (where applicable)  


 Actual weight (as soon as practical) 


 Medicine sensitivity to include date of reaction and severity 
 


A pre-printed addressograph label should be used whenever possible and 
attached to the prescription chart or form before other details are added.  
 
If more than one medicine chart is in use, “1 of 2, 2 of 2” etc. should be written on 
each chart. 
 
The recommended International Non-Proprietary Name (rINN) (i.e. the approved / 
generic name) of the medicine should be used wherever possible. 
 
Proprietary names (i.e. brand names) should be used for; 


 Multi-ingredient preparations with no approved name 


 Products whose proprietary name defines a specific formulation (e.g 
combination inhalers and combination product topical preparations)  
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 Safety reasons to avoid miss selection of product (e.g. Shortec® and  
Longtec®, insulin - see section 4.2.12)   


 Differences in bioavailability between brands of the same medicine, 
particularly if the medicine has a narrow therapeutic index eg lithium, 
ciclosporin. 


Further information can be found in https://www.sps.nhs.uk/wp-
content/uploads/2017/12/UKMi_QA_Brand-
name_prescribing_Update_Nov2017.pdf 


  
Each prescribed medicine must comply with the following: 


 Route of administration must be stated 


 Dose and frequency of administration 


 Where a medication is to be administered via a device, the device 
must be specified eg spacer for inhalers 


 Medicine names should not be abbreviated e.g. MTX, MMS, ISMN, 
FeSO4 are not acceptable. GTN is the only abbreviation that is 
considered acceptable. 


 The date on which the treatment is to commence must be entered 
on the prescription. Short courses of antibiotics must include the 
stop date. 


 If rewritten, the original start date on the in-patient medication chart 
must be used, not the date of the rewrite. 


 The current weight of the patient must be entered for all paediatric 
patients and for patients where medicine dose adjustments by 
weight will be made. 


 4.1.5.2 Dosing units 


 Doses must be expressed in the International System of Units (SI) 
units for single drugs. For preparations with a known strength, the 
total dose must be specified eg paracetamol 1g (not paracetamol 2 
tablets). Where the preparation has no known strength, the dose 
should be expressed in number of tablets eg multivitamin tablets 1 
tablet. 


 Dose may be expressed as number of tablets for combination 
products 


 e.g. co-codamol 30/500 “1-2 tablets 4-6 hourly p.r.n.” 


 Roman numerals “II” or expression “ii” should be avoided 


 Liquid preparations should be prescribed as volume e.g.10mL.  


 Liquid medicines available as different concentrations should be 
expressed as quantity (weight, units, mmol) and not simply as 
volume.  For example “amoxicillin 500mg” or “amoxicillin 250mg in 
5mL, 10mL” is acceptable, but amoxicillin10mL is not acceptable.  


 The terms ‘microgram’ and ‘nanogram’ must not be abbreviated but 
must be written in full.  


 Quantities less than 1 gram must be written in milligrams. 


 Quantities less than 1 mg must be written as micrograms (and 
where used, nanogram 



https://www.sps.nhs.uk/wp-content/uploads/2017/12/UKMi_QA_Brand-name_prescribing_Update_Nov2017.pdf

https://www.sps.nhs.uk/wp-content/uploads/2017/12/UKMi_QA_Brand-name_prescribing_Update_Nov2017.pdf

https://www.sps.nhs.uk/wp-content/uploads/2017/12/UKMi_QA_Brand-name_prescribing_Update_Nov2017.pdf
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 Avoid decimal points. For example, 500 mg not 0∙5 g. If a decimal 
point is used, e.g. 2∙5mg, legibility is essential to avoid misreading 
as 25mg 


 Avoid using trailing zeros i.e. use 1 mg and not 1·0mg, to avoid 
misreading as 10mg  


  “Units” must be written in full. See section 4.2.12. 


4.1.5.3 Recording allergy status on in-patient medication chart  


The clerking health professional must complete the medicine allergy section 
on admission, including detail of the name of the medicine, nature of the reaction 
and where possible, when the reaction occurred. An allergy record in medical 
clerking notes is not sufficient. The medicine(s) in question must be specified and 
the type of allergy noted or the ‘none known’ box signed and dated. If it has been 
confirmed that the patient has no known allergies, this should be similarly 
documented. 
It is not acceptable to prescribe any medicine without checking the patient’s allergy 
status. Should a patient be unconscious and this information is unable to be 
determined on admission, the patient notes should record this and flag the need to 
revisit the allergy status once the patient or relative can confirm. 
A doctor, nurse, pharmacist or a pharmacy medicines management technician can 
complete the allergy section at a later stage if an allergy is subsequently 
discovered or the detail is initially incomplete. This applies also if a new adverse 
drug reaction occurs during the hospital visit. The GP should be informed of the 
reaction and the medicine involved. 


4.1.5.4 Variable routes  


Medicines for administration by variable routes can be prescribed on the 
prescription chart indicating the routes e.g. PO/IV, only when the doses by each 
route are the same e.g. metoclopramide. The person administering the medication 
must record the route by which the prescribed medication was administered and 
the time of administration to avoid duplicated doses being administered (see 
section 7.8.4). When the doses by each route are different e.g. prochlorperazine, 
each route required must be prescribed individually and endorsed with ‘either / or’ 
to avoid duplication.  
 


4.1.5.5 Approved abbreviations for routes of administration: 


 IM for intramuscular 
 INH for inhalation 
 IV for intravenous 
 NEB for nebulisation using compression or oxygen 
 PO /O for oral 
 PR for rectal 
 PV for vaginal 
 SC for sub-cutaneous 
 S/L for sub-lingual  
 Top for topical 
 NG for nasogastric 
 PEG for percutaneous endoscopic gastrostomy 
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Other routes of administration should be written in full. 


4.1.5.6 Dose frequency 


For regular medication the prescriber should preferentially use the pre-set 
medicine round times to indicate administration time on the in-patient medication 
chart. The 24-hour clock should be used when specific timings are needed e.g. for 
antibiotics to space doses evenly through 24 hours, or for frequent dosage 
regimen used in Parkinson’s Disease. Avoid prescribing doses at 12 midnight as 
this can lead to confusion. 


  
The following abbreviations are standard means of indicating a dose regime: 
od   Once a day 
om  Each morning 
on  Each night 
bd   Twice daily 
tds  Three times daily 
qds  Four times daily 
mane Morning 
nocte At bedtime 
see chart  As per dosing/additional chart 
prn  As required (with indication interval/maximum dose stated) 
Stat  Immediately 
 
All other dose regimens and abbreviations such as 4º should not be used and 
must be written in full, for example, 4 hourly. 


4.1.5.7  ‘Once only’ doses (stat doses) 


Stat doses are valid for a maximum of 24 hours.  They are prescribed with the 
intention that it is needed to be given immediately. It is imperative that the 
prescriber communicate with a registered nurse to minimise delay in the patient 
receiving the dose. If not given within that timeframe nursing staff should ensure 
that stat doses should be discontinued by the prescriber and re-prescribed if 
necessary. 


4.1.5.8 As required (prn) prescriptions 


For “as required” medicines, where a maximum frequency exists, it must be stated 
as well as the maximum dose in 24hours. Where relevant the times for 
administration must be written by the prescriber e.g. hypnotics should be 
prescribed at night.  It may not be easy to define a maximum 24 hour dose (e.g. 
for salbutamol). In these situations the frequency of dosing must be prescribed 
but the time may be determined locally, in accordance with an agreed protocol or 
procedure.  


4.1.5.9 Discontinued medicines on handwritten prescriptions 


When a prescribed medicine is discontinued, the cancellation must be obvious and 
amendment signed and dated. This can be done by one of the following options: 
A diagonal line drawn through the prescription 
A large ‘Z’ or ‘X’ drawn though the prescription 
Use of a ‘Cancelled stamp’  
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The original record must still readable although it must be clear that no further 
doses must be administered  from the date the order was cancelled.  
It is good practice to record the reason for the discontinuation on the chart, unless 
discontinuation was completion of a course of treatment. 


4.1.5.10 Prescribing non-daily medication 


There are a number of medicines which are not administered on a daily basis, for 
example bisphosphonates, hormone replacement therapy patches, and opioid 
analgesic patches.  When these medicines are prescribed, it should be made clear 
on which days the medicines should be administered.  On the All-Wales in-patient 
administration prescription chart, this should be indicated by drawing a box around 
the appropriate administration day and time.  On the days on which medicines 
should not be administered, an “x” should be placed in the box to indicate a dose 
should not be given. On discharge the last date of administration should be 
specified eg fentanyl 25 microg patch apply every 3 days, last patch applied on 
2.11.18. 
 The following illustration uses the example of fentanyl patch which should be 
administered every three days.  
 


 
 
 
 
 
 
 
 


 
 
Another example is oral alendronic acid: 


 
 
 
 
 
 
 
 
 
 
 


 
See MM31 - Policy for the prescribing, supply and administration of methotrexate 
for hospital inpatients  for specific guidance on prescribing methotrexate. 


 


4.1.5.11  Rewriting of All-Wales in-patient administration charts 


The authority to administer a prescribed medicine on a medicines record chart is 
valid until stopped by prescriber, or a defined stop date.  When administration 
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section is nearly full the prescriber should review and rewrite the medicine record 
chart. A new medicines record must be written if patient is readmitted. 
Rewriting charts is the routine responsibility of the prescribing team.  
 
As set out in the All Wales Pharmacist Enabling Therapeutic Switch (PETS) 
Policy, pharmacists may rewrite prescription charts.  The nurse can administer 
these transcribed medicines without a prescriber’s signature. The BCUHB SOP 
Training Document for Transcription of Medication by Community Hospital and 
Hospice Pharmacy Technicians, provides guidance to allow technicians who have 
been competency assessed to rewrite in-patient prescription charts. The SOP is 
located on the BCUHB Prescribing Matters intranet page. 
 
In exceptional circumstances a nurse working in a community hospital may rewrite 
an in-patient prescription chart. It must be countersigned by an authorised 
prescriber as set out in the BCUHB MM16 Nurse Transcribing Policy. 
 
Non-medical independent prescribers may rewrite medicines records in areas that 
they are competent to prescribe. See MM 03 Non-medical prescribing protocol for 
supplementary and independent prescribers policy. 
 
Any rewrite should include a review of the medicines prescribed, with any 
proposed changes discussed with the prescribing team.  
 


4.1.5.12 Validity of prescriptions 


Only in-patient charts originating within the BCUHB are valid within BCUHB except 
when patients are transferred directly into a Community Hospital from an acute 
service provider outside of BCUHB. In this case the external Trust/Health Board 
medication record can be used until the next weekday, which will usually be within 
72 hours. It could however be longer over public holidays or for clinical areas that 
do not have daily visits from clinicians.  In these circumstances, the chart can be 
used until a local review can be undertaken by an approved prescriber of BCUHB.  
Transfers from a BCUHB acute hospital to a BCUHB community hospital (and vice 
versa) may continue using the original chart provided treatment was reviewed 
before transfer. The date of transfer must be marked on the chart. 
 
In paediatric acute services, in-patient charts are reviewed and rewritten when 
patients are transferred between acute sites. 
  
Out-patient prescriptions are valid for dispensing for a maximum of six months 
from the date they were signed. Prescriptions for schedule 2 and 3 controlled 
drugs are valid for 28 days from either the date of prescribing or a ‘valid from’ date 
specified by the prescriber on the prescription. See section 4.5 for further guidance 
on out-patient prescribing. 


 


4.1.5.13 Prescribing for relatives and visitors of in-patients 


Relatives and visitors of in-patients may occasionally stay overnight locally or 
within the hospital. They are responsible for supplying their own medication.  
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When they have not brought their own medication to the hospital and their health 
may suffer as a consequence they should obtain an emergency supply from a 
community pharmacy, or if not local to the area, a local GP practice may be willing 
to prescribe as a temporary resident. The GP Out of Hours Service provider can 
issue a prescription to a temporary resident and in certain circumstances 
attendance for treatment at the Emergency Department is appropriate. If relatives 
cannot leave the hospital, and the consultant team treating the patient agree to 
take prescribing responsibility, the hospital pharmacy may agree to dispense a 
prescription written by the hospital team treating the in-patient. The hospital 
pharmacy may issue an emergency supply in exceptional circumstances. 
 


4.1.5.14  Verbal prescriptions to nursing staff - prescribing by telephone  


Telephoned prescriptions are permitted only in exceptional circumstances when, in 
the nurse’s professional judgement, patient safety or care would otherwise be 
compromised by not accepting verbal instructions. It is emphasised that verbal 
orders are only appropriate in exceptional circumstances and are expected to be 
minimal in numbers.  Exceptional circumstances will mainly be for areas such as 
community settings, where there are no doctors on site, e.g. Community Hospitals, 
Minor Injuries Units, and when treatment is needed to urgently relieve symptoms. 
Telephoned prescriptions can amend, delete or add a prescription item. Controlled 
Drugs must not be prescribed via a verbal order. Any refusal by a nurse to accept 
a verbal prescription must be documented by the nurse. 
   
The prescriber must determine other medicines currently prescribed for that 
patient and confirm the patient’s allergy status A verbal order must be received by 
a nurse and confirmed ideally by a second nurse or suitably competent other 
(except in circumstances detailed in paragraph below). 
The prescriber must state the: 


 Identity of the patient 


 Prescriber’s identity 


 Name of the medicine to be administered (spelt to avoid confusion) 


 Dose to be administered 


 Route and time to be administered 
This information must be given to the first nurse to transcribe onto the in-patient 
medication record or emergency department card and then repeated back to the 
prescriber by the second nurse. The nurse taking the verbal message should be 
familiar with the medicinal product. See MM16 written control document for 
guidance on the transcription of medicines.  
 
The prescriber should confirm the verbal instruction by fax or electronic means, 
which is then printed by the recipient of the verbal order and attached to the in-
patient medication record or emergency department card. Where a nurse or other 
exempted person has had occasion to administer parenteral medication utilising 
those medicines set out in Chapter 16, they should make a record of those 
medicines administered as soon as is reasonably possible after administration. 
 
When it is not possible for two registered nurses to be present to receive the 
verbal order, a second healthcare professional, who can be qualified or non-
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qualified, should be present. Both members of staff involved must sign and date 
the entry.  
 
In exceptional circumstances; 


 When a community health professional is working alone and is unable to 
receive a fax or electronically transferred instruction, the health professional 
may accept a verbal order from a prescriber to administer an urgent single 
dose of a medicine until such time as a fax or electronically transferred 
instruction can be made.  


 Where medication has been previously prescribed and the prescriber is unable 
to issue a new prescription, but where changes to the dose are considered 
necessary, the use of information technology (such as fax, text message or 
email) may be used but must confirm any change to the original prescription 
(NMC 2010) 


 
The prescriber must sign the form as soon as possible after giving the order. 
In the acute hospital, where doctors are on site, all telephone / verbal orders must 
be signed as soon as possible and in any event within the prescriber’s shift. 
In areas where doctors are not on site, the telephone / verbal order for prescription 
only medicine must be signed as soon as possible, ie the next working day. This 
will usually be within 72 hours (though it could be longer over public holidays) or 
when a local review can be undertaken by an approved prescriber of BCUHB.  
Where a GP Out of Hours service is in operation, the prescriber giving verbal 
instructions can arrange for a second prescriber to countersign the verbal order. 
In areas where doctors are not on site doses may be administered for up to 72 
hours without the doctor’s signature until the verbal instructions are signed by a 
prescriber. 
 


4.1.5.15 Verbal prescriptions to pharmacists – corrections by telephone 


Verbal orders can be given by a prescriber to a pharmacist to amend delete or add 
a prescription item. This need often results from a pharmacist initiated query.  
The pharmacist must confirm the following details:  


 The patient’s identify  


 The medicine name, form, dose and frequency 


 The name of the prescriber contacted  
The pharmacist must also have access to sufficient information to assure 
themselves of the appropriateness of the medicine and dose. The pharmacist 
must read the alteration or addition back to the prescriber who must then affirm the 
original instructions. 
The pharmacist will then amend the in-patient medication record, out-patient 
prescription or discharge prescription and record the name of the prescriber, who 
has been contacted, then sign and date the amendment. 
If the alteration is to formulation, frequency or timings of dose, then that part of the 
prescription may be crossed out, altered and dated to ensure that the alteration is 
clear.  
If the alteration involves any other changes e.g. new medicine, change in dose, 
then the whole prescription for that item must be written out by the pharmacist as a 
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new entry on the in-patient medication record, outpatient prescription or discharge 
prescription. 
Pharmacists should refer to the Royal Pharmaceutical Society publication: 
Medicines, Ethics and Practice for further guidance.  


 


4.1.5.16 Prescribing for medical staff who are unwell at work 


All routine medicines for doctors, their families and other hospital staff should be 
obtained through the General Practitioner Services. Prescriptions are subject to 
routine and random audit and exceptions to this protocol will be escalated to the 
Medical Director. 
 
Medical staff that are unwell must follow the BCUHB Sickness Absence Policy 
which applies to all staff. The GMC Good Practice in prescribing and managing 
medicines and devices discourages prescribers wherever possible to self 
prescribe or to prescribe for anyone with whom the prescriber has a close 
personal relationship.  


 
In order to standardise practice for medical staff that are unwell at work and to 
ensure compliance with the Welsh counter fraud initiative and the principles of 
clinical governance, it is acceptable for doctors to prescribe limited quantities of 
medicines for a medical colleague who is employed by BCUHB in exceptional 
circumstances, using the following principles: 


 The prescriber must be a fully registered practitioner and hold the 
post of Consultant, Staff Grade Doctor, Specialist or Specialist 
Registrar. 


 The prescriber’s decision to prescribe is taken to support the 
attendance of his/her medical colleague in the workplace.  


 A maximum of one week’s treatment (or one original pack where 
appropriate) will be supplied. 


 If a prescription levy is currently in force the appropriate prescription 
charge(s) must be paid. 


 WP 10 (HP) forms must not be used for this purpose. 
 


Prescribers should note that data from prescription forms WP 10(HP) dispensed 
by community pharmacies, are returned to BCUHB for audit purpose and are 
subject to regular scrutiny. 
 
Prescriptions outside this guidance will be treated as a private transaction, and the 
full cost of the medication will be charged to the patient in accordance with the 
private prescription and signed order charge arrangements within the local 
hospital. The local hospital pharmacy will not dispense any prescription for any 
medicines that significantly affect performance, mood altering medicines or 
Controlled Drugs under this protocol. 
 


4.2   Prescribing  


4.2.1 Formulary and non-formulary medicines 
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All newly initiated medicines should be prescribed from the approved BCUHB 
Formulary list.  Formulary medicines are categorised using a colour code which 
indicates the place of therapy known as the BCUHB BRAG list. Advice on 
formulary dressings can be found in the BCUHB wound care and dressings 
formulary BCUHB wound care and dressings formulary. 
Patients prescribed non-formulary medicines initiated historically will be continued 
on these medicines where appropriate. However in certain situations substitution 
with an alternative formulary item may happen in accordance with a local 
procedure approved by the BCUHB Drugs and Therapeutics Group. 


4.2.2 Initiation and Continuation of Medication at the request of a Tertiary 
Centre outside of BCUHB  
New therapy for non-formulary/hospital only (Red Drugs) medicines recommended 
by tertiary centres outside of BCUHB must be approved by the NHS 
Wales/BCUHB Individual Patient Funding Request (IPFR) commissioning process 
and then can be prescribed once approved by BCUHB.   


4.2.3 Shared Care Arrangements 
Certain formulary medicines are designated within the BCUHB Medicines 
Formulary as Amber, meaning that a shared care arrangement process is in place. 
Prescribers should be aware of the formulary status of the medicines they 
prescribe. Shared care agreements are listed within the BCUHB Prescribing 
Matters web pages BCUHB Share Care Arrangements 


4.2.4   Unlicensed medicines 
See BCU Unlicensed Medicines Policy  


4.2.5  Off Label medicines 


Prescribing a medicine outside of its marketing authorisation, either for indication 
or dose is described as ‘off-label’ use. Such use presents a higher risk than using 
a medicine in accordance with the marketing authorisation.  It is therefore the 
responsibility of the prescriber to ensure the rationale for its use is appropriate and 
is clearly documented.  
Prescribers must be satisfied that such use would better serve the patient’s needs 
than an appropriately licensed alternative before prescribing a medicine off-label 
and should: 


 be satisfied that there is a sufficient evidence base and/or experience of 
using the medicine to show its safety and efficacy 


 take responsibility for prescribing the medicine and for overseeing the 
patient’s care, including monitoring and follow-up 


 record the medicine prescribed and, where common practice is not being 
followed, the reasons for prescribing this medicine. Prescribers may wish 
to record that they have discussed the issue with the patient 


 
Transfer of responsibility for ongoing off-label medicine use to the patient’s 
General Practitioner (GP) will depend upon the BRAG status of the medicine. 
BRAG status is assigned by the BCUHB Drugs and Therapeutics Group (DTG). 
The GP must be informed of the off label use before the prescribing responsibility 
is transferred, who must agree to accepting clinical and legal responsibility for the 



https://bcuformulary.wales.nhs.uk/

https://bcuformulary.wales.nhs.uk/

http://howis.wales.nhs.uk/sites3/page.cfm?orgid=475&pid=45867

http://howis.wales.nhs.uk/sites3/Documents/475/2018%20Dressings%20short%20version.pdf

http://howis.wales.nhs.uk/sites3/Documents/475/2018%20Dressings%20short%20version.pdf
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off-label prescribing. The hospital prescriber is responsible for continuing 
treatment if the GP will not accept responsibility for continuing care. 
 
The same principles apply regarding patient information, patient consent and 
prescriber liability, as for unlicensed medicine use. BCUHB DTG is responsible for 
providing the governance and monitoring of both unlicensed and off-label 
medicines. See BCU Unlicensed Policy for further details.   
 


4.2.6   Anti cancer medicines 


The prescribing of cancer medication is limited to authorised prescribers set out in 
CSPM 01 Guidance for ensuring Safety and Quality of Chemotherapy Services. 
Paediatric oncology medication is only prescribed by limited authorised prescribers 
from the Merseyside and Cheshire Children and Young People’s Cancer Network 
under a model of service and governance utilising Paediatric Oncology Shared 
Care Units (POSCU) MDTs which include Level 1 Services including IV bolus 
chemotherapy.  Non-authorised prescribers must not prescribe cancer medication 
within this specialised area. 
See MM05 Intrathecal chemotherapy policy for guidance on prescribing intrathecal 
chemotherapy. 


4.2.7    Controlled Drugs 


See Medicines Policy Chapter 9.  
For specific advice on prescribing for controlled drug dependent patients, 
registered drug dependent patients admitted to hospital on methadone or 
buprenorphine, and non registered drug dependent patients admitted to hospital 
using illegal supplies see chapter 9.  


4.2.8  Intravenous and parenteral medication 


See Injectable Medicines Policy  


4.2.9  Dietetic products and borderline substances 


Whilst dietetic products are not medicines, dieticians can initiate formulary dietetic 
products by writing them on the patient’s in-patient prescription chart or where 
used, a BCUHB approved nutrition chart. Consideration must be given to 
medicine-food interactions and feed breaks, contact pharmacy for advice if 
necessary. Restrictions upon prescribing of borderline substances within the 
community are set out within the BNF and the current edition of the Drug Tariff. 
Certain borderline nutritional products may be supplied from a local hospital 
pharmacy. 


4.2.10 Complementary and herbal medicines 


See  MD 17 Interventions not normally undertaken (INNU) for guidance.  
As part of the admission and pre operative assessment procedures any 
complementary and herbal medication will be reviewed and stopped where a 
known interaction is identified. A record of previous complementary and herbal 
medicines should be made within the patient record. The patient’s own supply can 
be administered during the in-patient stay but the hospital pharmacy will not make 
a new supply.  


4.2.11 Oxygen  
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See  MM15 Guidance for Administration and use of Emergency and Non-
Emergency Oxygen in Adults for guidance. 


4.2.12 Insulin  


In addition to all the usual prescribing standards, the following must also be clearly 
identified on the prescription: 


 Brand  


 Source of the insulin if not human eg. porcine.   


 Strength of the insulin ie 100 units/mL, 300 units/mL 


 Type of insulin device i.e.10ml vial, 3ml cartridge or 3ml disposable 
pen 


 Date and time / frequency that insulin should be administered 


 Dose or dose-range, and route of administration 


 Dose ranges must be expressed with the word “to”. e.g. “6 to 8 
units” and not “6-8 units” as this has been misinterpreted as 68 
units. The word ‘units’ must be written above the dose to avoid 
misinterpretation of the ‘u’ as a zero. An example of an in-patient 
prescription chart can be found below: 


 
 
 


          
 
 
 
 
 
 
                            


 


4.2.13 Oral anticoagulants  


When prescribing warfarin or phenindione for in-patients, the additional 
anticoagulant chart must be completed and crossed referenced to the All Wales 
inpatient administration chart. The oral anticoagulant chart must be used to 
prescribe the individual daily doses of anticoagulant and for recording the INR 
results as appropriate. The drug name and dosing schedule must be added to the 
All Wales inpatient administration chart but the dose must not be specified. The 
words ‘see chart’ must be added, to direct medical and nursing staff to the 
separate additional oral anticoagulant chart. 
 
In addition to all the usual prescribing standards, all sections of the additional oral 
anticoagulant chart (warfarin or phenindione) should be completed as directed.  
These include: 


 Date and time for administration of anticoagulant 


 Record of the baseline INR 


 The approved name of the drug and the indication for use 
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 Target INR for the patient and an indication of whether the 
anticoagulant is newly commenced or continuation therapy or 
whether the anticoagulant should be given at its usual maintenance 
dose 


 INR on the specified date and the dose of anticoagulant to be 
administered on that date 


 Where doses of anticoagulants are to be omitted, this should be 
indicated on the prescription chart and signed against. 


When discharging patients on warfarin and phenindione, the Standard Operating 
Procedure BCUHB Safe discharge of all patients taking warfarin   must be 
followed. 
 
NOACs must be prescribed on the All Wales inpatient administration chart. The 
Oral anticoagulation initiation form and dosing calculator also must be completed 
when initiating a patient on a NOAC. It is the prescriber’s responsibility to complete 
the form. Two copies must be printed, one copy to be filed in the patient’s notes 
and the other copy sent to the GP along with the discharge summary. It is good 
practice to attach the completed checklist to the prescription so that pharmacy 
staff are aware it has been completed when issuing the medication. Prescribing 
advice on initiating a NOAC (ie. edoxaban, apixaban, rivaroxaban, dabigatran) can 
be found within Prescribing Matters on the intranet. The NOAC initiation form can 
be used to risk assess ongoing treatment for patients admitted to hospital. 


4.2.14 Prescribing for patients with naso-gastric or gastrostomy tubing 
(Dosage form changing)  


Some patients are unable to take medication in solid oral dosage forms. A 
stepwise approach should be taken to choose a suitable alternative: 
Where possible, use a licensed medicine in a suitable formulation to meet the 
patient’s needs (e.g. a dispersible tablet or licensed liquid medicine).  
If there is no suitable licensed formulation, consider using a licensed medicine in 
an unlicensed manner (ie off label use), for example by crushing tablets or 
opening capsules 
In order to use a licensed medicine, consider switching to a different therapeutic 
agent in the same class, or to a different route of administration. In most cases a 
suitable licensed preparation will be available to meet the patient’s needs. 
In the few situations where the patient’s needs cannot be met by licensed 
medicines, the use of special-order products (‘specials’) may be considered. 
 
Prescribers should be aware that many medicines are not available in a form that 
can be administered via naso-gastric or gastrostomy tubing. The crushing of a 
tablet or opening of a capsule changes its licensed status. If a tablet requires 
crushing or a capsule requires opening to facilitate their administration, the 
prescriber should indicate this on the patient’s medicine record after consulting the 
pharmacist for advice. Specialist information can be obtained from the BCUHB 
Medicines Information service and the  ‘NEWT Guidelines’ , which can be 
accessed via the intranet. 
 



http://www.newtguidelines.com/
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Alterations that change the licensed status of a medicine must be brought to the 
prescriber’s attention and recorded in writing. The patient should be informed of 
the licence status of their prescribed medicine. See Unlicensed Medicines Policy  


4.2.15 Critical Medicines 
Critical medicines are medicines that must not be delayed or omitted without a 
clinical reason that has been discussed with a prescriber. Examples of groups of 
critical medicines are: 


 Anti-infectives  


 Anticoagulants 


 Anti-epileptics  


 Insulin  


 Parkinson’s medicines 
 


The BCUHB Critical Medicines Guide is not exhaustive, but gives examples of 
medicines that must not be delayed or omitted. Omitting critical medicines may 
result in serious harm or death and therefore must be reported as a patient safety 
incident via the Datix incident reporting system. 


4.2.16 High Risk Medicines  


High risk medicines are those medicines that have a high risk of causing 
significant patient harm or death when used in error, eg methotrexate. Although 
errors may or may not be more common than with other medicines, the 
consequences of errors with these medicines can be more devastating. A high risk 
medicine may also be a critical medicine i.e. administration is time critical. 
Examples of classes of high risk medicines that are also critical medicines are: 


 Anticoagulants (oral and parenteral) 


 Insulins 


 High dose opioids 


 High risk injectable medicines e.g. chemotherapy, parenteral 
nutrition (see MM02 BCU Injectable Medicines Policy) 


4.2.17  Prescribing medicines which carry a black triangle symbol in the 
BNF   


The black triangle symbol ▼ identifies those preparations in the BNF that are 
monitored intensively by the Medicines and Healthcare Products Regulatory 
Agency (MHRA). Prescribers are urged caution when prescribing these 
preparations and should report adverse drug reactions to the MHRA via the Yellow 
Card Reporting System. 


4.2.18 Prescribing medicines for which Patient Safety (Wales) has issued 
safety concerns 


Where Patient Safety (Wales) has identified certain medicines as having particular 
risks associated when they are prescribed, the risk is highlighted through the 
National Reporting and Learning System (NRLS) and Patient Safety (Wales)  by 
issue of patient safety alerts and notices.  


4.2.19 Prescribing for patients detained under ‘The Mental Health Act 1983’ 


Circumstances arise where a patient is detained under The Mental Health Act and 
will need medication prescribed either by consent or against the patient’s wishes. 



http://www.patientsafety.wales.nhs.uk/safety-solutions
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The prescribing team must ensure that any prescribing will be in accordance with 
the current legislation set out under the Mental Health Act (1983). 


4.2.20 Patient Group Directions (PGDs) 


See MM PGD 01 Patient Group Directions -Procedure and Guidance for Authors 
and Users . A record of approved PGDs is displayed on the BCUHB intranet. 
When the review date for a PGD arrives each Division will be responsible for 
reviewing and updating the PGD. 


 


4.3  Medicines Reconciliation and Prescribing on Admission 
Medicines reconciliation is the process to ensure that medicines prescribed on 
admission correspond to those the patient was taking prior to admission and to 
ensure any changes, deletions or omissions are documented. This process must 
be started by the healthcare professional clerking the patient.  Every effort should 
be made by the clerking healthcare professional to obtain an accurate medicine 
history at the time of admission. If the information cannot be obtained at the time 
of admission, further consolidation of the medicines reconciliation can be 
undertaken by the admitting doctor, a nurse or member of pharmacy staff 
(pharmacy technician or pharmacist). A pharmacist must always verify (clinically 
check) the medicines reconciliation at the earliest opportunity.  
See All Wales Multidisciplinary Medicines Reconciliation Policy for further 
guidance.  
 


4.4 Prescribing for Discharge - To Take Out (TTOs) 
See NU01 Discharge Protocol  for advice on discharging adult patients. 


4.4.1  Discharge prescribing in acute hospitals 


Discharge prescriptions should be written as early as possible as part of the 
discharge procedure. TTO prescriptions for adult patients should ideally be written 
at least 24 hours prior to discharge to avoid delays in dispensing. It is not practical 
to prescribe TTO prescriptions for paediatric patients in advance. 
 
Access to a minimum of 7 days’ supply of medicines on discharge will be ensured.  
Exceptions to this are medicines which are only available from hospital (see 
BCUHB BRAG list).If a prescription is required for a longer duration, pharmacy 
must be contacted before the prescription is issued.  There are some exceptions 
e.g. tapering courses of steroids and other drugs to ensure the full course is 
completed. 
 
TTO prescriptions should be written by an authorised prescriber from the 
responsible consultant team, by other medical prescribers covering shifts or by a 
non-medical prescriber. For the GP’s information, all current medication at 
discharge should be included on the discharge prescription. The discharge letter 
must also include details of any medicines that have been stopped or started and 
the reasons why.  


 
A pharmacist should clinically check all discharge prescriptions to ensure they are 
safe and appropriate. It is acceptable for the issue of over labelled packs direct 



http://howis.wales.nhs.uk/sites3/Documents/475/All%20Wales%20Multidisciplinary%20Medicines%20Reconciliation%20Policy%20%282%29.pdf
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from a clinical area to be second checked by a registered healthcare professional, 
as set in chapter 14. Ward stock medicines must never be issued to patients on 
discharge. Where practical a pharmacist should clinically check the TTO within the 
clinical area.  Where this is not possible, a TTO prescription sent to the hospital 
pharmacy or satellite pharmacy for dispensing must be accompanied by the 
medication administration record or if not practical a photocopy or scanned image 
of the medicines administration record. Any patients’ own medicines and 
medicines individually dispensed for the patient should also be sent to pharmacy if 
available and practical. Faxed or scanned TTO prescriptions are not permitted 
within acute hospitals, the original TTO prescription must be sent to the pharmacy 
before the dispensed medication is released. 
 
Discharge prescriptions for patients who have been admitted for less than 24 
hours to a high turnover clinical area (e.g. acute medical and surgical admission 
areas) are the exception. If the medicines for these patients have not been 
changed, it is sufficient to note that no medicines have changed on the discharge 
letter and they do not need to be prescribed. If any medicine, dosage or frequency 
has changed, a complete new TTO must be generated. 


4.4.2   Discharge prescribing in community hospitals and off site mental 
health inpatient and rehabilitation units 


Supply of discharge medication may be obtained from the local hospital pharmacy 
or by use of the patients own drugs (PODs) or from a local community pharmacy if 
a BCUHB approved procedure is in place. Where a patients’ own drug (POD) 
medicines management system is not in operation, discharge prescription supply 
is usually obtained by sending or scanning the original discharge prescription to 
the local hospital pharmacy for dispensing.  
Each faxed/scanned TTO prescription must be accompanied by a copy of the in-
patient medication record. Controlled Drugs cannot be dispensed from 
faxed/scanned TTO prescriptions, but may be dispensed and supplied only when 
the original TTO prescription is received and checked against fax copy. 


4.4.3 Pharmacist transcribing discharge prescriptions  
Pharmacists that have had their competency assessed, may transcribe medication 
written on the patient medication record onto a discharge prescription once the 
discharge medication is confirmed with the medical team. The accuracy of 
transcription must be checked by a second pharmacist, a pharmacy technician or 
another healthcare professional. 
Changes in medication from admission will be highlighted for the benefit of the GP 
with reasons why. 


4.4.4    Pharmacy technician transcribing for discharge (TTOs)  
Pharmacy technicians must be trained and assessed as competent in 
transcription, in accordance with BCUHB approved guidance on pharmacy 
technician transcribing. This would usually be a recognised medicines 
management training programme.  Competent Pharmacy technicians may 
transcribe current medication from the medication administration record onto a 
discharge prescription once the discharge medication is confirmed with the 
prescriber. The pharmacy technician transcription must be checked by a 
pharmacist who will authorise the TTO. 
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4.4.5  Leave medication for patients on mental health wards 


Short term leave medication should be planned in advanced and ordered from the 
hospital pharmacy. The leave medication can be dispensed from the All Wales 
inpatient mental health chart using the leave section, and a photocopy will be 
retained in the pharmacy. Controlled drugs must be prescribed on an outpatient 
prescription and sent to pharmacy with the drug chart where the original copy will 
be retained in pharmacy. Medication dispensed and labelled by pharmacy for 
leave can be supplied to cover the period of time until the patient returns to 
hospital. Nurses must not dispense medication from ward stock to facilitate 
supply of leave medication as this is a contravention of Regulations under the 
Medicines Act. If medication is required out of hours the emergency duty 
pharmacist must be contacted for advice. 


4.4.6  Discharge prescribing for patients at risk of self harm 


Patients deemed to be at risk of self-harm, will be supplied, for example, with a 
maximum of two weeks medication, on discharge from a clinical area.  A decision 
around the exact quantity to supply should be made following an assessment of 
the patient and their individual circumstances. 


 


4.5 Prescribing for Out-Patients  


When medicines are to be prescribed for administration in the out-patient clinic, 
they should be written and recorded within the patient’s notes or written on a 
prescription chart to allow nurse administration to be recorded. 
 
Out-patient prescribing should be minimal, limited to hospital only products or 
when an urgent clinical need exists. The internal hospital out-patient prescription 
form HMR 112 (W) can only be dispensed from the hospital pharmacy.  
 
Routine and non urgent amendments to medication can be made by the use of a 
GP prescribing referral form. An ‘Outpatient Department GP Medication review’ 
pink form is available to facilitate this process – only medical teams and registered 
prescribers / Non- Medical Prescribers may complete either of these forms. It must 
be remembered that GP prescription turnaround time is usually a minimum of 3 
days. The request to prescribe must be accompanied by clinical information to 
inform the prescriber of why the prescription is necessary and whether there have 
been any other medicine or dose changes. 
              
The WP10 (HP) or Non-Medical Prescriber (NMP) equivalent prescription form WP 
10 (HIP) may only be used in pre agreed circumstances. The local hospital 
pharmacy should be contacted to obtain supplies. This form can be dispensed 
from community pharmacies. There may be local agreements where WP 10(HP) 
prescriptions are used for routine prescribing eg CAMHS services.  It is normal 
practice for a maximum of 28 days to be dispensed at a time, although there may 
be specific services or situations where it is acceptable to prescribe for longer 
durations at the discretion of the prescriber.  
 
The WP10 (HP) or WP10 (HIP) must not be used to circumvent any hospital 
prescribing procedure e.g. non formulary medicine. Prescribers need to be aware 
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that data from WP10 (HP) WP10 (HIP) prescriptions are audited for compliance. 
The prescriber must clearly print their name and contact number when using a 
WP10 (HP) or WP10 (HIP), to enable contact should a query arise from the 
dispensing community pharmacy. The doctor or NMP should ensure that the 
prescription is appropriate, including carrying out any tests required to ensure 
safety.  
 
Communication of prescribing recommendations from out-patient clinics to 
patients and their GPs is a complex area where patient safety can be 
compromised. All communications should be in writing with the responsible doctor 
or NMP identified.  Where communications are sent via the patient, there should 
be clear instructions to the patient regarding the time scale for completion of the 
prescription, this should be in addition to and not instead of a formal 
communication.  
 
Handover of responsibility has to be a joint consensual decision between hospital 
team and GP. If the GP hasn't accepted that role, the person requesting the 
prescribing must retain responsibility. The GMC Good Practice in prescribing and 
managing medicines and devices is clear that the legal responsibility for 
prescribing lies with the prescriber who signs the prescription. Where a GP feels 
that a prescription recommendation is inappropriate, the secondary care clinician 
should be informed.   Primary care prescribers are responsible for informing 
secondary care doctors caring for a patient when a recommended treatment has 
had to be stopped or changed. That responsibility can only be delegated to 
someone else if they accept by prior agreement.  
 
4.5.1 Repeat Prescribing for Hospital Out-Patients  


 A repeat prescription written on an internal hospital out-patient 
prescription form HMR 112 (W), is valid for a period of 12 months 
from the date of writing after which they will be filed. 


 A repeat prescription must state the exact number of repeats that a 
prescription is valid for in terms of frequency and quantity. A repeat 
prescription that states “Repeat as necessary” or “rolling 
prescription” will not be valid and the prescriber will be contacted by 
pharmacy to confirm the frequency and number of repeats that may 
be required.    


 The first dispensing must be made within 3 months from the 
prescription being written.  Patients presenting prescriptions after 
this period will be referred back to clinic. 


 Repeat prescriptions for schedule 2 and 3 Controlled Drugs (CDs) 
are not allowed. Installment prescriptions are only allowed where a 
specific service has an SOP in place that has been approved by 
Drugs and Therapeutics group (DTG).  


 The total / cumulative supply made to a patient against one 
prescription will not exceed either the stated duration or a maximum 
12 month’s supply of that particular product.   



https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors

https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors
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 In the event of a breakage or loss of medication, a new prescription 
is required.  A record of this should be endorsed on the repeat 
prescription. 


4.6  Commissioned health care  


4.6.1  Commissioned private healthcare 


Any such commissioned service will be to a standard of NHS Wales and those 
commissioned healthcare professionals to a standard of their regulatory body and 
set out in a service specification for the commissioned service. Medicines will be 
handled in accordance with the regulations of the Care Act. 


4.6.2  Cancer Services at Home  


Systemic anti-cancer therapy (SACT) will be routinely commenced on the three 
chemotherapy units within BCUHB. There are some scenarios whereby a patient’s 
treatment will be continued at home: 


 Patients prescribed continuous fluorouracil pumps will continue to 
receive their chemotherapy at home for 2-5 days. Once finished, the 
pump will be disconnected from the peripherally inserted central 
catheter (PICC) by an appropriately trained nurse. 


 A small cohort of patients are offered the option to receive their 
cancer treatment at home via a homecare service. 


 Oral targeted treatments are increasingly becoming mainstay 
treatment for cancer patients. These treatments will be prescribed 
by their cancer clinicians and will, in the main, be dispensed by the 
local hospital. These tablets/capsules will be taken by the patient in 
their own home. Patients will be made aware that further supplies 
will be prescribed by their cancer clinician only. 


4.6.3 Palliative Care in adults 


The specialist Palliative Care team will be involved with some palliative patients in 
conjunction with the primary care team. They may advise and support the 
community teams. Some medication will be commenced by the General 
Practitioner and others by Consultants in the Acute Hospitals, Community 
Hospitals or Hospices. 
A palliative care medical advice helpline for BCUHB is available 24hrs a day, 7 
days a week via Nightingale House Hospice 01978 316800 and Clinical Nurse 
Specialists are available 9am-5pm, 7days per week via switchboard in each area. 


4.6.4 Registered Nursing and Residential Care Homes 


Care Homes are registered and regulated by the Care Inspectorate Wales (CIW) 
and medicines should be handled in those settings in accordance with the Care 
Homes (Wales) Regulations (2002). Where a BCUHB employee (usually a 
registered nurse) is called to administer a particular medicine within a care setting 
then they must ensure that they have written authorisation from a prescriber to 
administer that medicine, which may be in the form of a dispensed medicine in that 
service user’s name and a clear dose is specified. A record of administration will 
be made on the appropriate District Nurse medication administration record. See 
MM16 for guidance on the transcription of medicines by registered nurses in 
exceptional circumstances.  
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Where a BCUHB employee, as a medical or independent prescriber, is reviewing a 
resident within a care setting and wishes to prescribe, stop or withhold any 
medications then they must ensure safe and effective communication across 
professional boundaries. This includes documenting in the care home records, GP 
records and other records if required, the exact plan and prescription details. 
Prescribers have a responsibility to ensure their prescribing decisions are actioned. 
Details of any new or changes in medication for administration must be annotated on 
a WP10 prescription, which the care home should then take to a community 
pharmacy for dispensing.
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Chapter 5  Ordering and Receipt of Medicines 
 
Categories of medicines include:: 


 Stock medicines  ie an agreed list of medicines that are used regularly within 
the clinical area 


 Non –stock medicines  ie medicines for use by individual patients  
Options for ordering are set out below. 


5.1 General principles for ordering medicines for clinical areas 
The process of ordering and receiving medication from pharmacy must include the 
following: 


 a clear audit trail to maintain safety and security of medicine use 


 maintenance of safety for staff and patients  


 clearly defined staff responsibility for each stage of the process  


 regular monitoring of medicines liable to diversion or misuse  


 the use of ‘’controlled stationery’’ to order medicines. and as such order books 
must be stored safely when not in use. Access to ordering books must be 
restricted to authorised staff. Electronic ordering systems must be limited to 
staff with authorisation attached to their individual user name and password. 
All paper and electronic orders must be kept for 2 years as a record of the 
transaction for audit purposes, see chapter 12 for further guidance. 


5.1.1  Ordering stock medicines in clinical areas 
Ordering stock medicines will depend upon the storage system in use ie  
electronic or paper. In areas where the automated storage cabinets exist, the 
cabinets are programmed to send an electronic order to pharmacy when stock 
reaches an agreed minimum level. All clinical areas will have an agreed restocking 
cycle. Stock medicines can also be ordered on an ad-hoc basis if necessary but 
will not be routinely supplied at weekends/out of hours except in clinical 
emergencies.  


5.1.2 Responsibility/control of stock medicines in clinical areas 


The manager has responsibility for all medicines on that ward or unit. This overall 
responsibility cannot be transferred to anyone else since it covers the strategic 
elements of medication handling in the clinical area which ensures that day to day 
practice is in line with current legislation, local and national policies/guidance.  
The stock levels should be agreed between the pharmacy department and the 
manager of the clinical area and this should be reviewed on a regular basis (at 
least twice a year). 
The pharmacy will agree and arrange which system of regular top-ups/stock 
control is best suited for that clinical area and the frequency with which these will 
take place. Clinical areas not receiving pharmacy stock control must arrange with 
their supplying pharmacy for regular stock medicines checks. 
Order assembly and the transfer back to the clinical area will be the responsibility 
of the pharmacy department. The pharmacy will highlight medicines needing 
special storage or temperature conditions, to ensure the security and stability of 
the medicines until they are delivered to the clinical area. 
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5.2    Ordering of non stock medicines in hospitals 
Where a patient is prescribed a medicine that is not held as ward stock, a supply can 
be obtained from pharmacy. Medicines brought into the hospital by the patient can be 
used without need to order further supplies, as long as the medicine is suitable for re-
use. If a supply is needed the order may be generated by a registered nurse or the 
ward based pharmacy team. This may comprise of pharmacy technician, pharmacist 
or a designated non-registered pharmacy assistant for that ward, as part of the 
regular pharmacy service. Non registered pharmacy staff must be trained, 
competency assessed and the function included within their job description. 
A registered nurse can generate a non stock medicine order using the approved 
order documentation and send to the hospital pharmacy. The order must be 
accompanied by the original patient administration record or photocopy or scanned 
image so that a clinical check can be made by the pharmacist in the pharmacy to 
ensure patient safety. This applies to both acute wards/departments and community 
hospitals. 
. 


5.3 Non-availability of medicines  
In the event of lack of availability, the following should be considered: 


 Category of medicine, ie whether the medicine is a stock or non-stock 
medicine.  


 For stock items place an ad hoc order.  


 For non-stock medicines, either order from Pharmacy, check if the patient has 
brought in their own supply or ask if the relatives/ carers could bring in a 
supply from home. 


 For patients transferred from another clinical area,  contact the previous 
clinical area to check if the medicine is still there. 


 Check whether the Pharmacy delivery bag or box been emptied.   


5.3.2 Non availability when pharmacy is closed  
When a medicine is unavailable the registered nurse must consider the urgency 
and necessity of the patient receiving the medication. If a decision is made that the 
medication is required to be given before pharmacy reopens every effort must be 
made to find an alternative way of obtaining it. See BCUHB Critical Medicines 
Guide for guidance on medication that must never be omitted.   
In the event of lack of availability out of hours, the followed should be considered: 
Where available, remotely search from the BCUHB intranet home page for the 
availability of medicines in clinical areas, or through the automated medicine 
storage cabinet linked system. 
Check the hospital’s emergency room/cupboard stock list on the BCUHB intranet 
and follow the local procedure for access to this supply e.g. contact clinical site 
manager (CSM). If a supply is located, only full packs are be taken, do not remove 
doses from the original and make a record what has been taken.  
If a supply still cannot be obtained, contact the local CSM for permission to contact 
the emergency duty pharmacist in accordance with local procedures. The 
emergency duty pharmacist may recommend an alternative, or make a supply, 
whichever is clinically appropriate. 
For Controlled Drugs Record see chapter 9.  


5.3.3 Borrowing of Medicines 
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There should be no reason for clinical areas to borrow medicines from other 
clinical areas when the local hospital pharmacy is open.  When borrowing is 
unavoidable, the identity of the nursing staff, midwife or ODP requesting the 
medicine must be checked and recorded before the transfer takes place. The 
appropriateness of the request must be considered in terms of the medicine 
requested and the risk of diversion.  


5.4  Receipt of medicines in the clinical area 


5.4.1 Receipt of stock medicines 
When medicines have been delivered to the clinical area the recipient should 
check the medicines received against the delivery note issued with the medication. 
If all the items are correct then the recipient shall sign and date the delivery note 
and then put away the medicines in their designated locked cupboards in that 
clinical area. The signed delivery note must be kept for 4 weeks for audit purpose. 
The checking and putting away should take place as soon as possible after 
delivery has taken place. The delivery must be checked for those items that need 
special storage e.g. fridge items and these must be unpacked immediately and 
refrigerated. 


5.4.2 Receipt of individual patient medicines in hospitals 
When individual patient medicines have been delivered to a clinical area the 
recipient should identify which patient the medicines have been dispensed for and 
transfer to the appropriate bedside locker. The locker should only contain 
medicines for that patient, it should be emptied each time a patient is discharged 
from the bed space.  
The delivery must be checked for those items that need special storage e.g. fridge 
items and these must be unpacked immediately and refrigerated. Should the 
patient have been transferred to another ward then the recipient must take steps 
to transfer the medicines to the new ward. See section 6.3.3 for further details. 
Only registered healthcare professionals are permitted to place medicines in the 
patient’s bedside locker as defined in  MARRS All Wales Policy for Medicines 
Administration, Recording, Review, Storage and Disposal (2015). 
 


 
 



http://www.awmsg.org/docs/awmsg/medman/All%20Wales%20Policy%20for%20Medicines%20Administration,%20Recording,%20Review,%20Storage%20and%20Disposal.pdf
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Chapter 6  Storage of Medicines in Clinical Areas  
 
Well designed and appropriate storage of medicines can reduce waste, incorrect 
medicine selection and missed doses. The Patient Safety Notices PSN 030, The safe 
storage of medicines: Cupboards 2016, PSN 15  ‘The storage of medicines: 
Refrigerators 2015,  and the All Wales Policy for Administration, Recording, Review, 
Storage and Disposal, November 2015 set out the legal standards, best practice and 
patient safety recommendations that apply to the safe and secure storage of medicines. 
The Nursing and Midwifery Council Code () dictates that a registrant takes all steps to 
ensure medicines are stored securely. 


6.1  Responsibility 
The nursing manager or clinical lead of the area is responsible for the safe custody, 
storage and documentation of all medicines within a clinical area. They may delegate 
some duties involved in the storage of medicines but cannot delegate responsibility.  


6.2  Storage of Medicines in Clinical Areas 
In all clinical areas, medicines must be stored in an area or room which: 


 Is clean, well ordered and not be freely accessible to patients. In areas 
without a 24 hour staff presence, the room must be lockable 


 Accessible only to authorised staff 


 Has running water and a sink 


 Has an adequate lighting level  


 Medicines must be locked within a medicines cupboards at all times unless for 
the immediate administration to a patient. In this case they must be in the 
possession of a person to administer and not left unattended at any time. 


 Sufficient space should be provided to allow the safe preparation of medicines 
within hospital in-patent areas. Work surfaces must be clean and not cluttered. 
PSN 30 requires a minimum worktop area of 2m2 for medicine preparation on a 
24 bedded in patient ward area. 


 
Where pneumatic air tubes are in use to transport medicines to and from pharmacy, the 
receiving cupboard must be locked and checked regularly especially at the end of each 
shift. 
 
Medicines must not be stored near sources of direct heat such as radiators or direct 
sunlight near a window. 
 
Medicines must be kept in their original containers.  
 


6.2.1 Stock medicines  
Clinical areas must have distinct, storage facilities for medicines to reduce the risk of 
medicine mis-selection. External medicines and medicated dressings can be stored 
in trays and baskets. All other medicines and diagnostic testing reagents (including 
urine testing) must be stored in separate lockable cupboards or in separate 
compartments of an automated storage system. See chapter 9 for storage of 



http://www.patientsafety.wales.nhs.uk/sitesplus/documents/1104/PSN030%20Safe%20storage%20of%20medicines%20cupboards.pdf

http://www.patientsafety.wales.nhs.uk/sitesplus/documents/1104/PSN015%20The%20storage%20of%20medicines%20-%20refrigerators.pdf

http://www.awmsg.org/docs/awmsg/medman/All%20Wales%20Policy%20for%20Medicines%20Administration,%20Recording,%20Review,%20Storage%20and%20Disposal.pdf

http://www.awmsg.org/docs/awmsg/medman/All%20Wales%20Policy%20for%20Medicines%20Administration,%20Recording,%20Review,%20Storage%20and%20Disposal.pdf

https://www.nmc.org.uk/standards/code/
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controlled drugs. Each clinical area must also have designated separate lockable 
cupboards to store medicines ‘to take home’ and ‘returns to pharmacy’. 
Where medicines have similar names and appearance measures to separate the 
medicines to avoid mis-selection should be employed. Contact Pharmacy for further 
advice.  


6.2.2 Epidural  Infusions (where permitted) 
Epidural bags must be stored separately from intravenous infusion bags. Compound 
epidural bags containing controlled drugs must be stored in a locked CD cupboard. 
This cupboard must not be used to store other intravenous or any parenteral 
medication. 


6.2.3 Intrathecal infusions (where permitted) 
See MM05  Intrathecal Chemotherapy Policy for further details  


6.2.4 Intravenous fluids  
Intravenous fluid containers must not be transferred from their original box where 
possible. If a small number of infusion bags cannot be stored in original boxes, the 
bags must be segregated in a clearly labelled area so that they cannot be mis-
selected.  
Intravenous fluids must be stored on shelves and not on the floor. They must not be 
mixed with peritoneal solutions or large volume sterile irrigations. 


6.2.5 Medical gases  
For storage of medical gas cylinders see Guidance for Administration and use of  
Emergency and Non-Emergency Oxygen in Adults  in Acute and Community 
Hospitals MM 15. 


6.2.6 Flammable medicines including flammable topical products  
Flammable medicines should be stored in lockable metal cupboards if quantities 
greater than 5L are to be stored. Small volumes can be stored in medicine 
cupboards. Contact Pharmacy to undertake a risk assessment to ascertain whether a 
fire resisting metal cabinet is required, which will take in to account the quantity and 
flammability of the medicines. 
A list of paraffin based skin products that are at risk of fire can be found within the 
medication safety alert. 


6.2.7 Patients’ Own drugs (PODs)  
‘Patient’s Own Drugs’ (PODs) refers to medicines that have been brought into the 
clinical area by the patient having been previously dispensed for that patient. It also 
includes over the counter (OTC) medication purchased by a patient. PODs medicines 
are not BCUHB property but to ensure safe use and control for an individual patient 
their medicines must be stored and handled as set out in 6.3.3. 
 
On discharge, PODs can be returned to patients if deemed clinically appropriate and 
suitable for use, providing there is no risk of overdose, misuse or diversion. Where 
PODs are no longer required, they should be discarded and treated as clinical waste. 
Patient consent must be obtained. If a patient wishes to retain the medicine despite it 
no longer being prescribed, documentation of the perceived risk must be recorded in 
the patient record. PODs must never be recycled into clinical area medicines stock. 
Controlled drug PODs must be signed out of the CD register and returned to the 



http://howis.wales.nhs.uk/sitesplus/documents/861/MM05%20%20Intrathecal%20Chemotherapy%20Policy%20Version3.pdf
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patient. CD PODs no longer required must be disposed of in accordance with the 
processes set out in Chapter 9.  


 


6.2.8 Emergency boxes, adrenaline for anaphylaxis and hypoboxes 
All clinical areas and community based settings should have access to immediate 
lifesaving treatment i.e. emergency box, adrenaline for treating anaphylaxis and hypo 
box. These should be kept in a safe location in the clinical area so as to be readily 
available when needed. This must be balanced against the need for medicine 
security. A risk assessment should be undertaken by the manager of the clinical area 
or community based setting to establish the requirements for staff to obtain and carry 
medicines relevant to their practice. 
 
Wherever possible immediate lifesaving medication should be stored out of direct 
view of the public. Emergency boxes have a tamper evident seal and expiry date, 
and once the seal is broken or the box expires it should be replaced via the 
pharmacy department as soon as possible. Once adrenaline or contents of a hypo 
box have been used, stock replacement stock should be ordered form pharmacy in 
line with local standard operating procedures. Each clinical area or community based 
setting must have a standard operating procedure in place for the checking and 
replenishment of stocks of lifesaving treatment. 
 
No medicines may be stored on resuscitation trolleys except the emergency sealed 
box and a bag of 0.9% sodium chloride intravenous infusion 500mL. 
 
All in-patient clinical areas stocking opioids must ensure they have access to 
injectable naloxone. All in-patient clinical areas stocking injectable benzodiazepines 
must ensure they have access to injectable flumazenil. In the clinical areas where 
staff are not able to administer flumazenil (eg community based hospital setting) a 
risk assessment must be undertaken by the manager of the clinical area and a 
process agreed for managing patients requiring this treatment. 


 


6.3 Medicine Cupboards 
Medicine cupboards must comply with the current British Standard – BS2881 (1989). 
Either metal lockable cupboards or automated medicine storage systems must be used.  
 
In the hospital inpatient setting, it should be ensured that the medicines cannot be taken 
from the back of the cupboard.  Medicine cupboards within ground floor clinical areas 
should be located so that they are not visible from an outside window .Visibility from 
outside windows can be minimised by fixing opaque sheets to ground level windows. 
Contact the Estates department for further advice. 
 
If different arrangements are required, the Chief Pharmacist should be consulted and 
approve storage arrangements for the following areas storing medicines: 
 


6.3.1 Medicines Trolleys  
Where in use, the contents of medicines trolleys should be restricted to the minimum 
requirements to meet the needs of the medicine round. When the trolley is being 



http://howis.wales.nhs.uk/sitesplus/861/opendoc/359997
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used, it must not be left unattended unless locked. Trolleys must not be placed next 
to radiators or in direct sunlight. When the trolley is not in use, it must be locked and 
secured to a main wall or floor by a chain, padlock or security system.  Medicines, 
including nutritional supplements and thickening agents must not be left on top or 
beneath the trolley (see section 6.2.1). Controlled drugs must not be stored in a 
medicines trolley.  


6.3.2 Medicines Refrigerators and Freezers 
Medicines requiring storage at temperatures between +20C and +8 0C must be stored 
in a locked medicines refrigerator. Refrigerators must only be used to store 
medicines and nutritional supplements. Advice can be obtained from pharmacy 
regarding what products can be stored in the medicines refrigerator. 
 
For storage of vaccines, refer to IMMS 04 ‘Storage and handling of Vaccines Written 
Control Document.  
 
Refrigerators must be locked or under the control of an automated medicine storage 
system when not in use and must not be over loaded. There should be sufficient 
space for air to circulate around the internal space.  Medicines must not be in contact 
with the sides or back of the refrigerator. Medicines no longer needed should be 
returned to pharmacy. 
It has been agreed that emergency fridges in ITU and HDU will be unlocked to 
provide timely access to emergency medicines; they will contain the minimum 
amount of medicines necessary which must be agreed by Pharmacy. Other fridges 
on both units must remain locked. 
 
Freezers (where used) must also be locked and the temperature maintained at -180C 
to -230C.  
See section 6.5 for temperature monitoring guidance. 


6.3.3  Bedside medicine cupboards in hospital 
Storing medicines in bedside cupboards reduces the risk of selection error. Where in 
use, individual lockable cupboards are used to store patients’ own medicines and 
medicines which have been individually dispensed for that patient. Stock medicines 
can also be stored in the patients’ medicine cupboard if the medicine is prescribed for 
that patient.  
 
Each medicine cupboard must have a unique suited key within that clinical area, with 
a master key for the suite required for nursing staff and pharmacy. Electronic locking 
systems e.g. swipe card or fob are permitted for locking medicines cupboards. 
 
Patients should have access to either the key or electronic locking device to facilitate 
self administration. See MM 21 self administration guideline for further details. When 
a patient is transferred or discharged, the cupboard must be emptied.  
 
Medicines must be locked away in the medicines cupboard. Health care support 
workers cannot place medicines into the patient’s medicine cupboard, as defined by 
MARRS All Wales Policy for Medicines Administration, Recording, Review, Storage 
and Disposal (2015). Fully trained and competency assessed non registered 
pharmacy staff can place medicines in the patient’s medicines cupboard.  



http://howis.wales.nhs.uk/sitesplus/documents/861/imms_04_2015.pdf

http://www.awmsg.org/docs/awmsg/medman/All%20Wales%20Policy%20for%20Medicines%20Administration,%20Recording,%20Review,%20Storage%20and%20Disposal.pdf
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It is permissible to leave out specific medicines required on an ‘as needed’ basis e.g. 
reliever inhalers, glyceryl tritrinate spray and topical preparations. This practice may 
be unsafe in certain clinical areas and should be risk assessed by the manager of the 
clinical area. If a patient requires access to any other medicines, they should be 
assessed for self administration.  Refer to MM 21as above. 


6.3.4 Storage of medicines in operating theatres 
Within theatre areas it is essential that there is rapid access to medicines in the event 
of an emergency. Therefore the medicines cupboards within recovery and 
anaesthetic rooms may remain unlocked while theatres are in use as long the area 
has staff present. Where installed, controlled access to theatre areas must be 
utilised.  When the operating list is complete and staff are no longer present, the 
cupboards must be locked and the unit locked. 


 
Where possible local anaesthetics must be stored separately to other intravenous 
medication.  
 
It not acceptable practice to store prepared injectable medicines (i.e. medicines 
drawn up in syringes) in any medicine cupboard. If syringes are not used they should 
be discarded appropriately. When the patient is transferred from the anaesthetic 
room to the theatre, any medication prepared in syringes should be labelled and 
transferred with them, or disposed of appropriately if no longer required.  


 


6.3.5 Storage and transport of medicines by community nurses 
Where community staff need to carry medicines to a patient’s home or elsewhere, 
they must ensure that all medicines are securely stored i.e. in a suitable lockable 
container or medical bag. These must be concealed in the boot of a vehicle but not in 
view of the general public for the minimum time needed. If possible they should not 
be left unattended until use or return to the originating storage cupboard at base. 
This includes anaphylaxis kits and hypo boxes. Medicines must be returned to 
secure storage at clinic/hospital base at the end of the nurse’s shift.  
Storage must be in line with the medicines manufacturer’s recommended 
temperature. If the medicine requires cold storage the medicine must be carried in 
appropriate packaging to maintain the ‘cold chain’ (See section 6.3.2). 
It is acknowledged that issues of personal safety and security for individual 
employees in certain circumstances may require medicines to be carried in a fashion 
that does not draw attention either to the individual or to the medicines being 
transported.  A risk assessment should be undertaken by the manager of the clinical 
area or community based setting. 
 


Enhanced care teams may be required to carry a limited stock of medication to 
undertake an initial clinical assessment or/ and where the client requires an 
immediate prescription, administration and supply of medication. This may be 
necessary to avoid undue delay in commencing a course of essential and urgent 
medication. The team must have the stock requirements agreed with, and closely 
monitored by, the Pharmacy Department. Medication from this stock must only be 
administered against a valid written prescription or under operation of a patient group 
direction (PGD).  



http://howis.wales.nhs.uk/sitesplus/861/opendoc/359997
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Designated community staff should possess an authenticated identification card 
which must be carried at all times. Staff who are not registered nurses may deliver 
medication for self-administration by the client. For removal of unwanted medication 
from patients home, refer to MM33 Guidelines for Community Staff.  


6.4 Transport of medicines 
When medicines are being transported from the pharmacy to a clinical area, it shall be 
in such a manner that ensures they reach their destination safely, undamaged and have 
been kept under the correct storage conditions.  


6.4.1 Transport of medicines from hospitals to clinical areas  
Each hospital pharmacy will put in place a system for recording despatch and 
delivery of medicines from the originating pharmacy. If it is found that the storage 
conditions are inappropriate, the manager of the clinical area or community setting 
must be informed. In a situation of a continuing problem the pharmacist will notify in 
writing the clinical manager responsible for the clinical area. 


6.4.2 Transport of medical gases in community 
Patients in the community needing oxygen will have a commissioned service 
provided by a medical gas contractor or in certain circumstances, an oxygen 
concentrator. Where BCUHB staff have a need to carry medical gases in their own 
transport they must ensure that the manufacturers recommendations for storage and 
use are followed and that their vehicle insurance includes provision for carriage of 
medical gases.  


6.4.3 Storage conditions in transport 
Whenever medication is to be transported from one area to another, the 
recommended storage conditions e.g. Controlled Drugs, temperature or humidity 
must be considered and the method of transfer must take these storage conditions 
into account. When sending out items with highly sensitive temperature conditions 
e.g. vaccines, it is good practice to notify the receiving unit of the day/date of 
transportation to maintain the cold chain as described in the National Reporting and 
Learning system (NRLS) Rapid Response directive (RRR008 Cold Storage). Refer to 
‘Storage and handling of Vaccines Written Control Document (IMMS 04) using the 
link IMMS 04 


 6.4.4  Packaging for transportation 
When transporting any medicine due regard must be taken of the fragility of the item 
being despatched. Those items known to be fragile e.g. items already packed in a 
glass container, or items which are known to have a COSHH hazard must be packed 
carefully (these may require extra padding around the container) in order to remain 
intact throughout the transport process. It is essential that when the item reaches its 
destination it is still intact and can be used for a patient. Pharmacy must be notified 
immediately of any damaged receipts. 


6.4.5   Transport documentation 
Medication should only be transferred from pharmacy to a clinical area on the same 
site by hospital staff. In most cases this will be hospital porters. Other staff e.g. 
pharmacy, nursing or health care workers can also transport medication, but only if 
they can be identified by their employer identification badge. For any transfer that is 
going off site to another health premises, then the person carrying out the delivery 
must sign a pharmacy transport note on pickup within pharmacy. In addition they 
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must also ensure the receiving staff signs for receipt of the medication to ensure a 
complete audit trail. The carriers in this case will be signing for the outer transport 
bag or box and not for the individual contents. The record of receipt will be returned 
to the supplying pharmacy as soon as possible.  If voluntary transport arrangements 
are in use then a badge or similar identification system must be in place. 
 


6.5  Temperature monitoring 
A minimum and maximum calibrated thermometer must be used to monitor minimum 
and maximum temperatures of all rooms storing medicines, refrigerators and freezers. 
Thermometers need to be replaced every 12 months as calibration is only valid for this 
period. Thermometers can be obtained via contacting the local Medicines Management 
Nurse. Batteries must be replaced immediately if the readings become erratic or the 
display clarity fades. The thermometers use 2 AAA batteries, which can be obtained 
from stores. Some refrigerators have with in-built temperature monitoring and SD card 
readers which automatically log temperatures and alarm visually and audibly if a fault is 
detected. Such refrigerators must be calibrated on an annual basis. 


6.5.1 Refrigerator and freezer temperature monitoring  
Both refrigerator and freezer temperatures must be recorded on a daily basis. It is 
good practice to monitor temperatures for refrigerators storing vaccines on a twice 
daily basis.  
See Appendix 1 for guidance and Appendix 2 for monitoring forms. 


6.5.2 Room temperature monitoring 
The room temperature of areas holding medicines must be checked on a daily basis 
to ensure appropriate storage temperatures are maintained. The temperature range 
would be expected to be between 15°C to 25°C for most medicines although some 
medicines can be stored at up to 30°C. If the room temperature rises above 25°C for 
2 days or more, the Pharmacy team must be informed so that specific advice can be 
provided where necessary. Staff working in the clinical area should take remedial 
action to reduce the temperature in the clinical rooms as quickly as possible and 
document, e.g. windows opened, portable air conditioning unit installed, drugs 
relocated, etc. 
See Appendix 2 for monitoring forms.  







 


49 


 


Chapter 7  Administration of Medicines 


7.1  Persons authorised to administer medicines 
All healthcare employees set out below and evidenced as competent to administer 
medicines can administer medicines on the authorisation of a medical practitioner, 
dental officer, and non-medical prescriber. Any doubts in relation to the safety, 
accuracy or clarity of a prescription must always be checked with the prescriber or a 
pharmacist before administration. 
 


7.1.1 Nurses/Midwives  
The following groups of nursing staff can administer medicines: 


 All BCUHB employed nurses and midwives with a current registration with the 
NMC, including bank and agency nurses. All newly qualified nurses and non 
UK Registered Nurses must await receiving their PIN and confirmation of 
NMC registration prior to administering medication unsupervised. On 
receiving their NMC PIN, all new registrants (UK and non-UK) must complete 
the BCUHB Medicines Management Assessment Workbook and 
Competencies before they can carry out single nurse administration. 


 Agency workers who are registered with the NMC, provided BCUHB has 
received written assurance from the agency that there are no performance 
issues concerning medicines management. See SOP for BCUHB Nurse Bank 
and Agency Nurses/Operating Department Practitioners (OPD) workers to be 
able to administer medication including intravenous (IV) medication for 
guidance. 


 Registered nurses (Level 2) with a current registration with the NMC 
undertaking a conversion course whilst allocated to their own speciality area, 
except Paediatrics. 


 Non UK Registered Nurses being directly supervised by a registered 
practitioner prior to their own registration with the NMC. The responsibility of 
the safe and secure management of medicines lies with the registered 
practitioner at all times and this responsibility cannot be delegated. 


 Student nurses and midwives, being directly supervised by a registered 
practitioner. The responsibility of the safe and secure management of 
medicines lies with the registered practitioner at all times and this 
responsibility cannot be delegated. 
 


Registered midwives may, in the course of their professional practice administer, on 
their own initiative, any of the substances specified in medicines legislation under 
midwives exemptions. When medicines are administered or supplied by a midwife in 
these circumstances a record should be made in the patient notes or midwifery 
record see midwives exemptions 2018. 
 
All staff involved in medicines administration must receive medicines management 
education/training as part of their induction to the BCUHB and update their 
knowledge of Medication Administration, Recording, Review & Storage (MARRS) 
practices every three years by completing the All Wales MARRS e-learning via ESR 



https://www.rcm.org.uk/news-views-and-analysis/analysis/changes-to-midwives-exemptions
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or face to face ‘back to basics in Medicine Management’. A practitioner’s medicines 
practice must also form part of the individual’s annual review process, giving both the 
reviewer and practitioner opportunity to identify any learning needs and actions 
required in the intervening years, between undertaking the required learning 
programme every third year. 


7.1.2 Non-nursing/midwifery employees  
The following groups can administer medicines: 


 Registered Medical Practitioners and Dentists  


 Registered Operating Department Practitioners (ODPs) only with the 
appropriate training and assessment of competence  


 After appropriate training and competence assessment specific medicines 
may be given by registered health professionals. e.g. Radiographers, 
Podiatrists, Orthoptists, Clinical Physiologists, Physiotherapists, BCUHB 
employed paramedics 


 By delegation of a registered nurse, Pharmacists and Pharmacy Technicians 
who have completed the accredited QCF Level 3 Unit 29 Administering 
Medication to Individuals (QCFW, 2006) or equivalent training. 


 By delegation of a registered nurse, BCUHB care staff who have undergone 
specific training and assessment of competence in medicine administration 
when delivering personal care or domiciliary care in the community (see 
Chapter 8). 


 Student ODPs or radiographers being directly supervised by a registered 
practitioner. The responsibility of the safe and secure management of 
medicines lies with the registered practitioner at all times and this 
responsibility cannot be delegated. 
 


7.2  Independent second check and witnessed administration 
An independent second check describes the process by which two competent 
persons separately check that the correct medicine has been selected and prepared.  
The independent second check must not be led or influenced by any other person. 
The independent second check must check that the: 


 Patient has been positively identified and the correct prescription has been 
selected  


 Medicine selected matches the prescription 


 Correct strength, dose and form has been selected 


 Calculations are correct  


 Medicine is fit for use and has not expired 


 Patient is not allergic to the particular medicine, medicine class or any 
ingredient contained therein. 


 
This is also applicable to selection and removal of medicines requiring a second 
check from automated cabinets. A second checker must never log into the 
automated cabinet to remove medicines without performing the checks listed above. 
 
Accountability for the preparation of medication remains with both the administrator 
and the competent person providing the independent second check.  
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The second checking of medicines does not apply in areas of anaesthesia and 
resuscitation where the doctor, dentist or ALS provider can administer medicines 
alone.  
The second checking of medicines does not apply in community practice e.g. at a 
patient’s home.  
 
Witnessed administration describes the process in which two competent persons  
witness the complete procedure ie from the patient identification and allergy check, 
product selection against prescription and preparation through to the administration 
of the medicine to the patient for whom it is prescribed.  
 
The following can undertake an independent second check and witness 
administration: 


 Registered nurses, midwives and ODPs 


 Bank/agency registered nurses/midwives, once they can evidence 
competence (e.g. copy of competence document) See the ‘BCU SOP for 
Bank And Agency Workers (Nurses/Midwives and operating Department 
Practitioners (OPD) to be able to administer medication including intravenous 
(IV) medication’ for further guidance. 


 Student nurses, student midwives and student ODPs under direct 
supervision from two separate registered nurse/midwife/ODP. 


 Whilst in placement training, student nurses/midwives/ODPs must be given 
practical training in the clinical area in the skills necessary for the 
administration of medicines but they must have direct supervision from two 
separate registered nurses/midwives/ODPs. 


 Clinical research officers as part of a clinical trial once they can evidence 
competence (e.g. copy of competence document). Can undertake this activity 
as part of a research study, approved by the Principle Investigator (PI) and 
Lead Pharmacist for the Clinical Trial, following study specific SOPs  


 Healthcare Support Workers (HSCW), see Chapter 8 for full details 


 Pharmacy technicians and pharmacists who have completed BCUHB second 
checking competency assessments. This includes second checking of CD 
medicines, if approval has been given by the Executive Director of Nursing. 


7.2.1 Medication requiring an independent second check and witnessed 
administration   
An independent second check must be obtained and administration witnessed for 
the following types of medicines : 


 All medicines administered to a child under 16 years of age (under the age of 
18 years of age in Paediatric care settings) 


 Controlled Drugs (see chapter 9) 


 The selection and mixing of medicines in syringes or infusion bags  


 The administration of all intravenous, epidural injections and infusions 


 Administration of insulin injections in the in-patient setting  


 Any medicine with which the primary administrator is unfamiliar or working 
outside area of routine clinical practice, in particular those medicines that are 
to be administered parenterally  


 Any complex calculations  



file:///C:/Users/Ju190005/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/BRDM18W5/FINAL%20VERSIONS%20USE%20THIS%20FILE/Chapter%208%20Healthcare%20Support%20Workers.docx
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 The reconstitution of sterile dry powders into a solution for injection/or for oral 
administration e.g. antibiotic liquids  


 Titrated doses require a second check at every dose change, although it will 
not always be applicable for both professionals to sign, depending on regime 
being administered. Risk assessments should be undertaken in these cases.  
 


Injectable bolus doses have to be checked at the patient’s bedside, but the second 
checker is not required to stay throughout the administration, administration does 
have to be witnessed. 
Medicines designated by divisions as needing two person administration must be 
communicated to any new or external nurses/ midwives. 


7.3 Selecting medication 
The medicine selected must match the administration record for the correct dose, 
strength, route and form and be in date. Care must be taken when selecting 
medicines with similar names and packaging. 
 
All medicines supplied from the hospital local pharmacies will be labelled by the 
original manufacturer or by the pharmacy in a manner that will allow identification of 
the medicine contents against the patient’s prescription. 
 
If the pharmacy repackages an original manufacturer pack, the pharmacy label will 
then identify the contents of the dispensed container. If the container is a box 
containing a strip of tablets, it is good practice to confirm identity marked on the label 
with the tablet/capsule name and strength printed on the strip. This is necessary to 
ensure that a wrong strip has not been returned to another container box at a 
previous administration time. If the name and strength of a medicine is not clearly 
printed on a medicine strip, or a label seek advice from another health practitioner. If 
there is any ambiguity it is advisable to check with the local pharmacy to confirm 
identity of the tablet/capsule.  
 
If a part dose (e.g. half a tablet) is required, the remaining half should be disposed 
of.  
 
Monitored dosage systems (also referred to as blister packs, compliance packs and 
‘pouches on a roll’) are not to be used except where a missed dose will cause harm 
to the patient and a supply cannot be obtained from the local hospital pharmacy. Out 
of hours, every effort should be made to obtain a supply eg by using the emergency 
cupboard or checking available stock from other clinical areas. If the following criteria 
are met in addition to those set out in section 6.2.7, the pack can be used if: 


 The medicine is a critical medicine (See BCUHB Critical Medicines Guide) 


 The dispensing date on the pack is within the last four weeks  


 The blister pack only contains one medicine, is labelled and the dispensing 
date is within the last four weeks. 


 The medicines can be identified by either description or by appearance, or the 
patient can reliably identify them 


 The blister pack has not been obviously modified ie remains a sealed pack as 
supplied by the community pharmacy or dispensing doctor 
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The nurse must be sure of the identity of the medication prior to administration. 
Pill organiser boxes (also referred to as ‘Dosset®’ boxes) are boxes that are filled by 
the patient, relative or carer and therefore are not filled or labelled by a pharmacy or 
dispensing doctor. Medicines must never be administered from these boxes; a 
supply from hospital pharmacy must be obtained.  


7.4  Administration of medicines 
When administering medicines the 5 rights must be followed; 


 Right medicine 


 Right dose 


 Right route 


 Right time 


 Right patient 
 
The administrator must be familiar with the therapeutic uses of the medicine to be 
administered, the usual dosage, frequency, adverse effects, precautions and contra-
indications. If there are any uncertainties, the BNF, senior nurse, pharmacist or 
doctor should be consulted.  
 
When administering medicines the following must be followed: 


 Check the prescription carefully, clarifying any ambiguities in relation to the 
legibility or ability to understand with the prescriber or pharmacy 


 Where electronic prescribing is used, ensure that the correct patient is 
selected. Where handwritten prescription charts are being used, ensure the 
correct prescription has been selected particularly where multiple charts are in 
use. 


 Ensure that the date and time is correct, the dose, frequency and route are 
clearly documented and the prescription has been signed by the prescriber  


 Confirm the patient’s identity with the patient by asking them their name/ date 
of birth/ hospital, if the patient is able to. Check the patient’s wristband or 
photo-identity card for the hospital number/NHS number and name in 
conjunction with the medication record. 


 Check that the prescribed dose has not already been given or taken by the 
patient (check manual or computerised records) 


 Check that the patient is not allergic to the medicine before administering 
(check wristband, look for medical alerts, ask the patient). If the allergy 
section is incomplete this section must be completed with information 
provided by the patient and the medical records checked. 


 Where a medicine is prescribed for administration by variable routes e.g. 
oral/IV the record must show the actual route by which the medicine is 
administered. 


 Medication intentionally withheld or refused by the patient must be clearly 
documented on the medication chart and in the patient’s care plan. 


 In paediatrics, both nurses involved in the medicine administration process 
make this record.  


 Medicines to be administered via different routes must be prepared separately 
and administered at different times to avoid serious administration errors. 
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Medicines must be prepared and administered for one patient at a time. 
Batching of medicines is not permitted. 


 Medicines to be administered with a variable dose should have the actual 
dose administered recorded on the administration chart. 


 
It is the responsibility of the administrator to contact a prescriber without delay 
where:  


 contraindications to the prescribed medicine are discovered 


 the patient develops a reaction to the medicine 


 assessment of the patient indicates that the medicine is no longer suitable 


 a critical medicine has been omitted  
 


Administration must be witnessed by the administrator, medication must never be left 
unattended or left in medicine pots at the patient’s bedside. The administrator may 
delegate observing the patient to a HCSW, to ensure they have taken the medicines. 
The HCSW must remain present with that patient until the observation is complete. 
 


7.4.1 Administration of medicines without prescription authorisation 
In the following strictly defined situations, medicines can be administered without 
prescription authorisation: 


 Via a Patient Group Direction 


 Via the discretionary medicine list  (see chapter 15) 


 A verbal order (see chapter 4) 


 Via midwives exemptions (see 7.1.1) 


 The use of specified parenteral medicines for the purpose of saving 
life in an emergency (see chapter 16)  


7.5  Administering cytotoxic medication  
See CSPM 01 Guidance for ensuring Safety and Quality of Chemotherapy Services.  
The administration of cancer medication in Paediatric oncology must only be within a 
model of service and governance utilising Paediatric Oncology Shared Care Units 
(POSCU). 
See MM05 Intrathecal chemotherapy policy for guidance on administering intrathecal 
chemotherapy. 


7.6  Depot Injections 
Care is needed to ensure: 


 The correct formulation is selected for example certain antipsychotic 
medicines are available in both depot and acute onset formulations. 


 The correct dose is administered to the patient 


7.7 Implants  
Injectable medicine implants must be prescribed by an authorised prescriber and 
include product name, dose and route. The healthcare professional administering the 
medicine implant must demonstrate competence in administration of that particular 
medicine implant. The prescriber is responsible for ensuring arrangements are in 
place to remove the implant should a problem arise. The expiry date of the product 
must be sufficiently long to cover the implant treatment period. 
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7.8  Administration via the parenteral route 
Refer BCUHB Injectable Medicines Policy  


7.9  Administration of unlicensed and ‘off-label’ medicines 
A registered nurse can administer an unlicensed medicine with the patient’s consent  
against a prescription but not against a patient group direction (PGD). Medicines 
which are being used in an ‘’off-label’ manner can also be administered against a 
prescription. Off label medicines can also be administered under a PGD, if their use 
is exceptional, justified by best practice and the status of the product is clearly 
described.  
 
When administering either unlicensed or ‘off-label’ medicines, the nurse must be 
satisfied that: 


 There is sufficient information available to administer the medicine safely  


 There is acceptable published evidence for the use of the medicine for the 
intended indication or a clear documented rationale 


7.10  Recording of administration, independent second check and witnessed 
administration  
A clear, accurate and immediate record of all medicines administered must be made 
by the healthcare professional administration. The healthcare professional must 
witness the patient taking the medicine before recording their signature. If the 
medicine or fluid is given as an intermittent or continuous infusion, the administration 
chart should be signed immediately after the infusion has commenced.  
 
If an independent second check or witnessed administration is required (see section 
7.2), the checker must also sign the prescription chart once all the checks have 
taken place. 


7.11 Administration of liquid medicines  
Medicines via enteral tubes (including PEG, JEJ and NG) must be administered 
using an enteral syringe (ENFit®). Medicines must be drawn up into the syringe using 
an appropriate adapter (e.g. bottle adapter, ENFit® medicines straw, ENFit® fill/filter 
needle).  Medicines must never be drawn up into an enteral (ENFit®) syringe without 
the use of an adapter.   
 
Oral syringes (clearly labelled ‘oral’ and/or ‘enteral’) with coloured syringes must be 
used for the preparation and administration of all medication to be administered by 
the oral/enteral route, where a 5mL spoon or graduated measuring cup cannot be 
used.  
 
All oral / enteral syringes containing liquid medicines must be labelled with the name 
and strength of the medicine, the patient’s name, and the date and time it was 
prepared by the person who has prepared the syringe, unless preparation and 
administration is one uninterrupted process and the unlabelled syringe does not 
leave the hands of the person who has prepared it. Only one unlabelled syringe 
should be handled at any one time.  
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Parenteral syringes must never be used for administering liquid medications due to 
the risk of inadvertent intravenous administration of liquid medications intended for 
enteral or oral administration. Enfit® syringes must not be used to administer oral 
meds other than by an enteral tube. This is due to the risk of inadvertent overdose 
that can occur due to filling of the moat at the tip of the syringe. 
 


7.12 Covert administration 
Refer to the Covert Administration of Medicines Guideline   


7.13 Self administration and administration by carers providing supported 
administration 
See Guidelines for supported or self –administration of medicines by hospital 
patients in BCUHB MM 21. 


7.14 Omission of prescribed medicines  
Patients have a right to receive their medicines at the time they are intended. Delays 
and omissions can lead to serious adverse effects for patients. Healthcare 
professionals should only omit medicines when there are clear grounds. 
Inappropriate omission of a medicine is a serious professional matter and may result 
in disciplinary / capability actions. 
Critical medicines are those where the omission or delay is likely to cause harm. See 
BCUHB Critical Medicines Guide.  If a critical medicine cannot be administered, 
medical guidance should be sought and this should be documented in the patient’s 
medical records, with the reason for omission.  
 
If a dose of any medicine is omitted, the registered healthcare professional must 
record this on the administration chart and record the reason for the omission. On 
the All Wales inpatient administration chart, the code number for the omission must 
be recorded and the entry signed. The reason for the omitted medicine must be 
considered and appropriate action taken recorded. If a patient refuses a medicine or 
the route is unavailable, medical or pharmacy advice must be sought and an 
explanation documented in the patient’s medical record. Pharmacy is available for 
advice. 


 7.15  Non-availability of medicines in hospitals 


7.15.1 Non availability when pharmacy is closed 
See chapter 5  


7.15.2 Borrowing of Medicines 
See chapter 5 


7.16 Administration Incidents 
See Procedure for the management of medication administration incidents and near 
misses including management if nursing/midwifery staff, or other registered 
healthcare professionals MM 12, for specific guidance on medicine administration 
incidents.  
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7.17 Administration of medicines under a Patient Group Direction 
Patient group directions only authorise those named registered health professionals 
within the PGD to administer that particular medicine. See MM PGD 01 Patient 
Group Directions -Procedure and Guidance for Authors and Users . A record of 
approved PGDs is displayed on the BCUHB intranet. 
 


7.18 Delegation of administration of medicines to Health Care Support Workers 
by Healthcare employees 
See chapter 8.  
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Chapter 8:  Health Care Support Worker (HCSW)  
 
For the purpose of this chapter a Health Care Support Worker includes the 
terms used for; Health Care Assistant (HCA) , Unregistered Practitioners, 
Nursing Auxiliaries and Band 4 HCAs (Assistant Practitioners). 
Nursing teams have developed over the last few years; in addition, patients 
have become more complex.  The practice undertaken by HCSW must be in 
accordance with locally agreed written protocols and procedures for designated 
settings where the Health Board has a responsibility for providing care.  It is 
therefore the responsibility of the Health Board to identify such areas. Though 
delegation of the task will be from a registered nurse or midwife, in line with 
NMC () and BCUHB Medicines Policy, the HCSW may be carrying out duties 
without direct supervision of a registered nurse or midwife; i.e. the registrant 
need not be in the same room/building as the HCSW when the delegated task 
takes place.  The Health Board will accept responsibility for all agreed tasks 
undertaken by the HCSW as long as they are competent and compliant with 
agreed local written protocols and procedures.   
 
Delegation of medicines administration to HCSWs must only be undertaken 
where it can be evidenced that it will benefit the individual receiving the support. 
This may be in community settings or specific acute inpatients areas identified 
by the Health Board. 
 
The Scope does not affect the ability of community nurse prescribers to 
delegate specific tasks, which may include application of items they have 
prescribed, e.g. skin or wound care products, to specific patients.  Where this is 
practised, directions for administration will be documented in the patient’s care 
plan, and the administration or application of such items will be recorded in the 
home file.  This practice is not transferable and any other medicines support 
required by the patient must be practiced in accordance with this policy. 
 
 
This chapter is specifically for use by registered nurses and midwives who 
delegate duties to HCSWs employed by the Health Board, by HCSWs who 
assist prompt, and administer medicines under direct or indirect supervision of 
the registered nurse.  This chapter will also be applicable to registered nurses 
who delegate medicines management tasks to agency and bank HCSW 
working within Health Board. Where registered nurses delegate on an individual 
named patient basis, as part of a care package to Domiciliary care workers, a 
risk assessment must be undertaken to ensure appropriate governance is in 
place. This must include medicines management education and specific 
competency assessment if specialised technique involved (i.e. District Nurses 
delegating the administration of medicines via a gastrostomy) .Such patients 
should be regularly reviewed by a Registered Nurse with responsibility for the 
patient 
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 It aims to: 


 Recognise the opportunities and boundaries of HCSWs within BCUHB 


 Standardise the involvement of the HCSW in the processes involved in 
medicines management and to ensure that only appropriately trained HCSWs, 
with the right knowledge and skills, can provide support with medication and 
its related tasks. 


 Promote the safety and well-being of the patients 


 Address and simplify a wide range of  issues  likely to be encountered on a 
day-to-day basis, providing clear, unambiguous procedures for staff to follow 


 Define educational requirements 
 
HCSWs across the Health Board perform a variety of roles, and it is not possible to 
reflect all them all within this chapter. 
 
It is important that any medicine related task delegated by a registrant: 


 Has a written protocol / procedure 


 Is discussed and agreed with the employer, detailing expectations and 


 Is recognised by an employee; including the right not to perform any role for 
which they are neither trained nor competent. 


8.1  Levels of Medication Support / Roles and Responsibilities 
Prior to providing any level of support the levels of medication support needed 
by an individual must be assessed.  It is the responsibility of the registrant to 
assess the level of support needed  
There are 3 levels of support, which are fully explored below. These levels A, B 
and C should be considered as a continuum, accepting that patients may move 
up and down the levels depending on their health status and/or functional 
ability at the time.  These make up the standard levels of support. 
In addition, individuals with complex needs will be categorised as requiring 
enhanced support. Timely review is essential to ensure that any support 
provided is appropriate to the patient’s ability and needs.  Furthermore, the 
patient may need support with medicines administration procedures, which 
might require registered nursing input.   
 


 Level A (Self-medication) see BCU Self Administration Policy 
Level A supports individuals who take full responsibility for their own 
medicines and require no assistance with medication from the HCSW. 
 


  Level B  
 Only appropriately trained HCSW who have undertaken the accredited QCF 
level 2, (Assist in the Administration of Medicines), may be permitted to 
undertake Level B. 
 Level B supports individuals who are aware of, and understand their 
medicines regime, retain responsibility for their medicines, but may have 
difficulties with undertaking the task. 


 Assistance with self-administering may be given as follows: 
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 Reminder: The patient may require a simple reminder to initiate the task but is 
then able to self-administer without physical assistance. This is not 
appropriate for patients with significant cognitive/memory difficulties 


 
Physical assistance-The patient manages their own medicines but has 
difficulty with dexterity and/or mobility and may ask the HCSW to help carry 
out certain tasks.  It is the responsibility of the patient to direct which 
package/bottle/topical medication they require assistance with (e.g. 
opened/closed/placed in mouth/stored) and such tasks must be completed 
within sight of the patient at all times.  


 
N.B. In level B:  The patient, NOT the HCSW, retains sole responsibility for 
their medicines management and administration.  In line with agreed written 
protocols, the exact assistance given on each visit will be documented by the 
HCSW. 


 


 Level C Only appropriately trained (Level 3 or above QCFW, 2006) HCSW’s 
may be permitted to undertake Level C. This must include the accredited QCF 
Level 3, Administer Medication to Individuals and Monitor the Effects or above 
(QCFW, 2006). Level C supports individuals who are unable to self-
administer, due to difficulties around distinguishing which/when medicines are 
to be taken, often associated with impaired memory, cognition, or visual 
impairment.  


 This level of support is not approved within the acute care setting 
(except in Ophthalmology OPD for administration of eye drops where the 
individual must have achieved QCF level 3 and the application of non-
medicated topical creams or ointments where the individual must have 
achieved QCF level 2).In providing Level C support the HCSW is responsible 
for the task of administering prescribed medication to the patient as delegated 
by the registrant. 
 HCSWs will carry out the administration of medicines using Health Board 
approved documentation for administration in accordance with agreed local 
written protocols and procedures.  This includes oral, topical, inhaled 
medicines, buccal and transdermal patches, with special local consideration to 
Controlled Drugs. 
In line with agreed written policies and procedures, all medicines administered 
at each visit will be documented.  
 


Enhanced Support  
Enhanced support is defined as a task for which specific training is necessary (e.g. 
administering rectal medicines), in addition to being at level 3 or above QCFW, 
(2006).  Enhanced support tasks will be locally deemed as patient-specific 
depending on the task, and are strictly limited to those approved by the Health 
Board.  The routes and forms of medicines that HCSWs generally can or cannot 
administer are described later in this chapter. 
Enhanced support for adults and children may only be given through delegation by a 
registered nurse/midwife, supported by risk assessment and individualised care 
plans that have been constructed in conjunction with the patient, or via the best 
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interest process for adults that lack mental capacity, and children with complex 
needs.  This would include children, who are developmentally delayed, do not have 
capacity or dexterity and who are represented by a consenting parent/carer with 
parental responsibility.  Where a need is identified for a medicines administration 
task to be undertaken by HCSWs that is not currently included on the approved list, 
a risk assessment must be undertaken and agreement sought from the Executive 
Director of Nursing. 


 


8.2  Education levels 
To enable HCSW’s to assist, prompt and administer medicines under direct or 
indirect supervision of the registrant, the HCSW should complete (including 
assessment of competence), the Health Board compulsory accredited QCF 
level of education at level 2, Assist in the Administration of Medicines and level 
3, Administer Medication to Individuals and Monitor the Effects depending on 
the level of the support being undertaken.  


The completion of these units will support the broad education and knowledge 
needed to be safely involved in supporting patients to receive medicines.  
However, in addition, Divisions will need to provide approved local speciality 
specific competency frameworks where HCSW are involved in administrating 
medication where specific training (enhanced support tasks) is required:  
 
The HCSW providing enhanced support are to undertake annual task specific 
medicines management updates provided by the team the HCSW works with, if 
they are providing administration of medications for enhanced support.  
 
All other HCSWs involved in medication support must attend three yearly “Back 
to Basics” medicine management updates. The HCSW should also undertake a 
two yearly update for second checking the administration of medicines if 
appropriate to the role.  
 
It will be appropriate to outline responsibilities of the HCSW concerning 
appropriate documentation relating to the administration of medicines.  
All Wales Guidance for Health Care Support Workers. 


  
 
No HCSW will be involved in checking or administering medication if they 
have not been assessed as competent and do not have the underpinning 
knowledge to support the task. 


 


8.3 Responsibilities  


8.3.1 Registered Nurse Responsible for Delegating 
 


8.3.1.1. It is the responsibility of the Registered Nurse to provide the HCSW with 
specific written procedures for the tasks required, ensuring that appropriate 
record keeping and training needs are met.  
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8.3.1.2. The Registered Nurse must ensure that appropriate training and an 


assessment of competence has been completed prior to the HCSW 


undertaking the tasks, and that the HCSW agrees that competence and 


confidence has been achieved. 


8.3.2 Line Manager 
8.3.2.1 The Division should provide update to a centrally held HCSW register that 


shows staff who undertake assisting, prompting and administration of 
medication as delegated by the registered nurse.  


 
8.3.2.2. An annual declaration must be submitted by the Division on an annual basis 


to enable the HCSW register to be updated. This declaration will identify 
specific areas of practice, evidence of updated competences, date of last 
PADR, profiles of agreed medication and any risk assessments are reviewed.  


 
8.3.2.3. For audit purposes, a record must also be maintained by the Line Manager 


of the signatures/initials of all HCSWs. 
 
8.3.2.4. The role must be described in the HCSW job description 


 


8.3.3 HCSW 
8.3.3.1. The HCSW must be assessed as competent by their Line manager in the 


activities they undertake around medicines. 
 
8.3.3.2 The HCSW will know which medicines each person requires and should keep 


a complete account of all medicine support provided 
 
8.3.3.3. Must ensure that medicines are stored safely and in accordance with 


legislation, manufacturer’s instructions and this Medicines Policy (e.g. 
refrigerated if needed). See Chapter 6 


 
8.3.3.4. The HCSW will ensure that medicines are administered safely, correctly and 


only via an authorised written direction 
Must complete an annual declaration 


 
8.4 Tasks associated with medicines management that may be delegated to 


HCSWs in BCUHB.  
Following relevant training and competency assessment, HCSW may 
undertake the following tasks as delegated by a registrant (who may be the 
manager of a department, unit or team) education framework 
 
 


Task 


Setting 


 Acute (A) 


 Community 


Nursing (CN) 


Procedure - 
local/BCU 


Training 
requirements 
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 Community 


Hospital (CH) 


Ordering of ward stock 
medication via approved 
ordering system 
(excluding CD’s) 


CH 


For SOP & 
competence 
document access  
HCSW SOP 


Ordering Stock 
Medication.pdf 


 


Education level 2 
QCF Unit  


Ordering of patient 
specific medication at 
request of registered 
professional 


Not to be done by HCSW. MUST be a Registered 
professional. 


Place patient specific 
medication into patient’s 
patients own drug (POD) 
locker 


Not to be done by HCSW. MUST be a Registered 
professional. 
In line with All Wales MARRS Standards 
 


Second checker for 
Controlled Drugs stock 
check with a registered 
professional. 
 


 CN / CH 


For SOP & 
competence 
document 
access HCSW 
SOP Second 
Check of Oral 
CDs in 
Community 
Hospitals.pdf 


 


Education level 2 


Independent 
second checker 
competency and 
competence 
assessment 


Storage of medication in 
automated cupboard 
(Mediwell/Omnicell)/stock 
cupboard 


 CH /HMP 


For SOP & 
competence 
document access 


HCSW SOP 
Storage Meds in 
Automated 
Cupboard.pdf 


Education level 2 
or above, in 
addition to SOP 
competency 


Application of non- 
medicated 
creams/ointments to 
patients delegated by 
registered professional 


 
 
A /CN / CH 
 


 


For SOP & 
competence 
document 
access HCSW 
SOP 
Administration of 
Non Medicated 
Topicals.pdf 


 


Education level 2 


Independent 
second checker 
competency and 
competence 
assessment 


 
8.5  Routes of administration of medications by HCSW giving level C or 


Enhanced Support 
Where undertaking any other medication task (usually called ‘specialised 
techniques’), a HCSW will need additional enhanced training. 
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https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Non%20Medicated%20Topicals.pdf?csf=1&web=1&e=LMjnJn

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Non%20Medicated%20Topicals.pdf?csf=1&web=1&e=LMjnJn

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Non%20Medicated%20Topicals.pdf?csf=1&web=1&e=LMjnJn
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 The specialised technique is carried out only by staff specifically trained and 
assessed as competent in the identified technique for a specified patient 


 Any change in circumstances with the patient, e.g. a change in medication 
would trigger a review, further education, training, and competency 
assessment. 


 Where complex patients are cared for in their own homes, compulsory regular 
review of patient medication and provision of an updated medication 
administration record, should either be integrated with a community pharmacy 
local enhanced service, or should be reviewed by a BCUHB practice 
pharmacist.  The registered nurse and HCSW should be part of the discussion 
following the medication under review (MUR) on a yearly basis.  


 The administration of permitted Schedules 3, 4 and 5 Controlled Drug 
medication  (designated controlled drugs, see glossary, administration of 
Schedule  2 controlled drugs is not permitted, Schedule 1 controlled 
drugs are not used medicinally) is permitted if all governance 
arrangements are satisfied as identified above with the approval of the 
Executive Nurse Director, Executive Medical Director and Chief Pharmacist. 
This should only be endorsed for stable complex/long term conditions, on a 
named patient basis, as part of a nursing caseload within the community 
setting (excluding community hospitals).  The HCSW and the caseload 
manager must also satisfy all of the governance arrangements outlined in this 
Policy. 


 Parenteral administration of any CD should not be permitted 


 Non Medical Prescribers employed by the Health Board MUST not provide 
verbal instructions to a HCSW for any changes to prescribed medication 


 
 


Specialised Techniques/Patients receiving Enhanced Care 
 


For all SOPs & competency documents access search betsi net – HCSW SOP 


 


Task 


Setting 
 Acute (A) 


 Community Nursing (CN) 


 Community Hospital (CH) 


Education Required  


Administration of subcutaneous 
low molecular weight Heparin  
to patients specified by 
registered professional 


 CN / CH 
HCSW SOP 
Administration of 
LMWH.pdf 


Level 3 or above on 
the QCFW (2006), in 
addition to the specific 
skills. Completed 
competence 
assessment 


Administration of enemas and 
suppositories for constipation to 
patients as delegated by 
registered professional 


CN HCSW SOP 
Administration of 
Enemas and 
Suppositories.pdf 


Level 3 or above on 
the QCFW (2006), in 
addition to the specific 
skills. Completed 



https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20LMWH.pdf?csf=1&web=1&e=C2aeRO

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20LMWH.pdf?csf=1&web=1&e=C2aeRO

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20LMWH.pdf?csf=1&web=1&e=C2aeRO

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Enemas%20and%20Suppositories.pdf?csf=1&web=1&e=Q6ORlf

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Enemas%20and%20Suppositories.pdf?csf=1&web=1&e=Q6ORlf

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Enemas%20and%20Suppositories.pdf?csf=1&web=1&e=Q6ORlf

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Enemas%20and%20Suppositories.pdf?csf=1&web=1&e=Q6ORlf
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competence 
assessment. 


Administration of insulin to 
named patients (community 
domiciliary settings only) 
See MM30  


CN (only) 
 


Level 3 or above on 
the QCFW (2006), in 
addition to the specific 
skills. Completed 
competence 
assessment 


Instillation of eye/ear/nose 
drops (or spray) to patients 
specified by registered 
professional 


CN or Ophthalmology 
departments 
HCSW SOP 
Administration of Eye 
Drops.pdf 
 
HCSW SOP 
Administration of Ear 
Drops.pdf 
 


HCSW SOP 
Administration of Nose 
Drops.pdf 


Level 3 or above on 
the QCFW (2006), in 
addition to the specific 
skills. Completed 
competence 
assessment 


Administration, removal and 
disposal of transdermal patches 
1(not CDs) to patients specified 
by registered professional 


CN (only) 
HCSW SOP 
Administration 
Removal and Disposal 
Transdermal 
Patches.pdf 


Level 3 or above on 
the QCFW (2006), in 
addition to the specific 
skills. Completed 
competence 
assessment 


Administration of medicines by 
mouth, in liquid or solid dosage 
form (tablets including sub-
lingual and capsules) only to 
patients specified by registered 
professional 


CN (only) 
HCSW SOP 
Administration of Oral 
Medicines.pdf 


Level 3 or above on 
the QCFW (2006), in 
addition to the specific 
skills. Completed 
competence 
assessment 


Administration of medication via 
inhalers, spacers device or 
nebulisers only to patients 
specified by registered 
professional 


CN (only) 
HCSW SOP 
Administration of 
Nebules.pdf 


Level 3 or above on 
the QCFW (2006), in 
addition to the specific 
skills. Completed 
competence 
assessment 


Administration of specified 
medicines via Enteral route 
(NG, PEG) only to patients 
specified by registered 
professional.  


CN (only) 
HCSW SOP 
Gastrostomy 
Administration of 
Medication.pdf 


Level 3 or above on 
the QCFW (2006), in 
addition to the specific 
skills. Completed 
competence 
assessment 


Discontinue infusions delivered 
subcutaneously and remove 
syringe driver or infusion device 


CH/CN 
HCSW SOP Removal 
and Disposal of Subcut 
Infusions.pdf 


Level 3 or above on 
the QCFW (2006), in 
addition to SOP 
competency 



https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Eye%20Drops.pdf?csf=1&web=1&e=bYbucu

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Eye%20Drops.pdf?csf=1&web=1&e=bYbucu

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Eye%20Drops.pdf?csf=1&web=1&e=bYbucu

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Ear%20Drops.pdf?csf=1&web=1&e=iMbMrm

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Ear%20Drops.pdf?csf=1&web=1&e=iMbMrm

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Ear%20Drops.pdf?csf=1&web=1&e=iMbMrm

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nose%20Drops.pdf?csf=1&web=1&e=TCYUiU

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nose%20Drops.pdf?csf=1&web=1&e=TCYUiU

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nose%20Drops.pdf?csf=1&web=1&e=TCYUiU

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20Removal%20and%20Disposal%20Transdermal%20Patches.pdf?csf=1&web=1&e=JrUHaX

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20Removal%20and%20Disposal%20Transdermal%20Patches.pdf?csf=1&web=1&e=JrUHaX

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20Removal%20and%20Disposal%20Transdermal%20Patches.pdf?csf=1&web=1&e=JrUHaX

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20Removal%20and%20Disposal%20Transdermal%20Patches.pdf?csf=1&web=1&e=JrUHaX

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20Removal%20and%20Disposal%20Transdermal%20Patches.pdf?csf=1&web=1&e=JrUHaX

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oral%20Medicines.pdf?csf=1&web=1&e=0oybXp

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oral%20Medicines.pdf?csf=1&web=1&e=0oybXp

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oral%20Medicines.pdf?csf=1&web=1&e=0oybXp

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nebules.pdf?csf=1&web=1&e=RcfdUb

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nebules.pdf?csf=1&web=1&e=RcfdUb

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nebules.pdf?csf=1&web=1&e=RcfdUb

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Gastrostomy%20Administration%20of%20Medication.pdf?csf=1&web=1&e=EaUXwz

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Gastrostomy%20Administration%20of%20Medication.pdf?csf=1&web=1&e=EaUXwz

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Gastrostomy%20Administration%20of%20Medication.pdf?csf=1&web=1&e=EaUXwz

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Gastrostomy%20Administration%20of%20Medication.pdf?csf=1&web=1&e=EaUXwz

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Removal%20and%20Disposal%20of%20Subcut%20Infusions.pdf?csf=1&web=1&e=XGuR7v

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Removal%20and%20Disposal%20of%20Subcut%20Infusions.pdf?csf=1&web=1&e=XGuR7v

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Removal%20and%20Disposal%20of%20Subcut%20Infusions.pdf?csf=1&web=1&e=XGuR7v
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only to patients specified by 
registered professional. 


Administer oxygen to ensure 
safe and effective delivery only 
to patients specified by 
registered professional 


 CN  
HCSW SOP 
Administration of 
Oxygen.pdf 


 Level 3 or above on 
the QCFW (2006), in 
addition to  


 


8.6. Independent second check and witnessed administration. 
Accountability for the preparation and administration remains with both the 
healthcare professional administering the medicine and the independent second 
checker. 
Witnessed administration by definition is by two persons who must witness the whole 
procedure from the identification of the medicine until it is administered to the patient 
for whom it is prescribed. 
 


For all SOPs & competencies, refer to betsinet – search HCSW SOP 
 


Task 


Setting 
 Acute (A) 


 Community Nursing (CN) 


 Community Hospital (CH) 


Education level /  
required 


2nd Checker for administration 
of Controlled Drug (oral) to a 
patient by a registered 
professional  


 CH 
(Individually 
designated areas 
where no second 
registered nurse is 
available, following risk 
assessment Executive 
Director of Nursing 
must approve) 
HCSW SOP Second 
Check of Oral CDs in 
Community 
Hospitals.pdf 


Level 3 or equivalent 
or above on the CQFW 
(2006). In addition, 
completion of 
independent second 
check competency 
Completed 
competence 
assessment 


2nd Checker for administration 
of insulin to a patient by a 
registered professional 


 CH 


HCSW SOP Second 
Check of Insulin 
Administration.pdf 


 


Level 3 or equivalent 
or above on the CQFW 
(2006).In addition, 
completion of 
independent second 
check competency 
Completed 
competence 
assessment 


2nd checker for administration of  
subcutaneous fluids (no 


CH/CN  
Level 3 or equivalent 
or above on the CQFW 



https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oxygen.pdf?csf=1&web=1&e=ABUmVD

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oxygen.pdf?csf=1&web=1&e=ABUmVD

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oxygen.pdf?csf=1&web=1&e=ABUmVD

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=cqSBAM

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=cqSBAM

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=cqSBAM

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=cqSBAM

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Insulin%20Administration.pdf?csf=1&web=1&e=vJhhbg

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Insulin%20Administration.pdf?csf=1&web=1&e=vJhhbg

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Insulin%20Administration.pdf?csf=1&web=1&e=vJhhbg
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additives) to a patient by a 
registered professional 


HCSW SOP Second 
Checker SC Fluids (No 
Additives).pdf 


(2006).In addition 
completion of 
independent second 
check competency 
Completed 
competence 
assessment 


2nd checker for Controlled 
Drugs stock check with a 
registered professional 


 CN / CH 
HCSW SOP Second 
Checker of CD Stock 
Levels.pdf 


Completion of 
independent second 
check competency 
Completed 
competence 
assessment 



https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20SC%20Fluids%20(No%20Additives).pdf?csf=1&web=1&e=pDU7k8

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20SC%20Fluids%20(No%20Additives).pdf?csf=1&web=1&e=pDU7k8

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20SC%20Fluids%20(No%20Additives).pdf?csf=1&web=1&e=pDU7k8

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20of%20CD%20Stock%20Levels.pdf?csf=1&web=1&e=UpJbyN

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20of%20CD%20Stock%20Levels.pdf?csf=1&web=1&e=UpJbyN

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20of%20CD%20Stock%20Levels.pdf?csf=1&web=1&e=UpJbyN
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 Classification of Controlled Drugs 
 
Schedule 1 
Most schedule 1 drugs have no therapeutic use and a licence is generally required 
for their production, possession or supply.  Examples include hallucinogenic drugs 
(e.g. ‘LSD’), ecstasy-type substances, raw opium and cannabis.  Sativex is a 
cannabinoid extract schedule 1 drug that dose have a therapeutic use and has been 
exempted by the Home Office from licensing requirements.   
 
Schedule 2 
Pharmacists and other classes of person named in the 2001 Regulations have a 
general authority to possess, supply and procure Schedule 2 Controlled Drugs when 
acting in that capacity.  Schedule 2 includes opiates (e.g., diamorphine, morphine, 
methadone), major stimulants (e.g., amphetamines) and quinalbarbitone. 
 
Schedule 3 
Schedule 3 Controlled Drugs include minor stimulants and other drugs (such as 
buprenorphine, temazepam, midazolam and Phenobarbital) that are less likely to be 
misused (and less harmful if misused) than those in schedule 2. 
 
Schedule 4 
Schedule 4 is split into two parts: 


 Part l (CD Benz POM) – contains most of the benzodiazepines and ketamine 


 Part ll (CD Anab POM) – Contains most of the anabolic and androgenic 
steroids, together with clenbuterol (an adrenoceptor stimulant) and growth 
hormones. 


Schedule 5 
Schedule contains preparations of certain controlled drugs (such as codeine, 
pholcodine and morphine) that are exempt from full control when present in 
medicinal products of specifically low strengths.  
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Chapter 9  Controlled Drugs 


9.1 Accountability 
The BCUHB Accountable Officer (AO) is responsible for all aspects of the safe and 
secure management of Controlled Drugs (CDs). This is to ensure that safe systems 
are in place for the management and use of CDs, monitoring and auditing of 
management systems and investigation of concerns and incidents related to CDs.  It 
is the responsibility of each Clinical Division to ensure that staff are trained to carry 
out the tasks required of them in the management of CDs, and that staff follow 
Policies and Standard Operating Procedures (SOPs) of BCUHB and the Clinical 
Division and comply with their professional standards for medicines management.   
  
Each acute hospital pharmacy shall maintain a record of those persons and their 
signatures, of those who are authorised to order CDs e.g. doctors, dentists, nurses 
and paramedics. 


9.2 Classification of Controlled drugs 
Under the Misuse of Drugs Regulations, CDs are divided into five schedules each of 
which have specific requirements with respect to supply, prescribing, storage and 
record keeping. (For full details refer to the ‘Controlled drugs and drug dependence’ 
section in the British National Formulary). Compliance with these specifications is 
mandatory but the AO or a person delegated by the AO may require additional 
precautionary controls to be followed for certain drugs where there is concern about 
the risk to patients or potential for abuse linked to that drug. 
 
All senior staff have a responsibility to ensure that they and their teams are aware of 
the issues and restrictions related to all schedules of CDs and that the special 
requirements on handling them are adhered to. 


9.3 Prescribing Schedule 2 Controlled Drugs 


9.3.1 Prescribing for administration during admission  
Schedule 2 CDs can only be prescribed by authorised prescribers employed by 
BCUHB. Doctors who have not achieved full registration with the GMC are 
permitted to prescribe CDs (and other prescription only medicines) for inpatient 
use (and hence discharge prescriptions). They are not permitted to prescribe for 
outpatients without being fully registered. Non-medical prescribers may only 


prescribe CDs in accordance with the Non-medical prescribing protocol for 
supplementary and independent prescribers policy MM 03 .  
 
Prescribed items must be on the appropriate in-patient medication administration 
record (electronic or paper) or other approved prescribing stationery. The 
prescription must be indelible, clearly written, signed by the prescriber and dated. 
The dosage and frequency of administration must be stated. See chapter 4 for 
general prescribing principles.  


9.3.2 Prescribing for supply of a CD to an outpatient, or on discharge, or in 
Primary care  
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Prescriptions for the supply of CDs to leave the BCUHB premises are subject to 
specific legal prescription requirements to enable lawful supply. The prescription 
must: 


 Be written in indelible ink and signature of the prescriber in their 
own handwriting.  Prescriptions for CDs may legally be computer 
generated but a handwritten signature is still required. It is good 
practice for the prescriber’s pager or contact number to be specified 
and the prescriber’s name printed for recording in the CD register 


 Include the date 


 Specify the name and address of the patient  


 State the name, form (e.g. tablet, capsule, liquid) and strength of the 
CD, even if only one form exists 


 Specify the total quantity of the medicine to be supplied in words 
and figures. For liquids, state the total volume in millilitres (in both 
words and figures) of the preparation to be supplied.  For dosage 
units (tablets, capsules, ampoules), state the total number (in both 
words and figures) of dosage units to be supplied e.g.10, ten tablets 
(of 10 mg) rather than 100 mg total quantity. 


 State the prescribed dose and frequency of administration. It is not 
acceptable to use ‘as directed’ or ‘when required’ unless a dose is 
specified. E.g. 5mg when required is not acceptable, where as 5mg 
up to four hourly when required is acceptable. 


 The dosing instructions must be clear and unambiguous on the 
prescription. The corresponding medicine label must also include 
clear dosing instructions, including the individual unit dose and 
maximum total daily dose (NICE NG 46 controlled drugs - safe use 
and management )  


9.3.3 Prescribing for controlled drug dependent patient during admission 
If a newly admitted patient reports to be prescribed medication for their addiction, 
the following information must be obtained from a third party (i.e. not the patient) 
and documented in the patient’s medical notes:  


 Name of drug service provider or supplying community pharmacy, 
and the person with whom the dose was confirmed.  


 Dose, formulation and frequency of drug to which patient is 
dependent upon.  


 Other medicines prescribed by the drug service  


 Collection days  


 Date last collected and quantity  


 Other relevant information (e.g. supervised administration)  
The third party must be a member of the staff from the Substance Misuse Service 
(SMS), the patient’s GP or community pharmacist. 
See BCUHB Guideline for the in-patient management of adult patients addicted to 
opioids for further guidance. 
 
Only prescribers who hold a special licence issued by the Home Secretary may 
prescribe, administer or supply diamorphine, dipipanone or cocaine in the 
treatment of drug addiction. Other practitioners must refer any service user who 



https://www.nice.org.uk/guidance/ng46

https://www.nice.org.uk/guidance/ng46
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requires these drugs to the substance misuse service. See current British National 
Formulary (BNF) . Whilst an inpatient an alternative substitution will be given 
under the advice of the treating SMS. This does not restrict practitioners 
prescribing these particular CDs for treating organic disease or injury. 
 
The prescriber treating the person’s drug addiction SMS and community 
pharmacy that supplies their medication must also be informed of their admission 
to hospital by the ward healthcare professional, so that they are aware not to 
dispense any more medication until informed by the hospital of the patient’s 
impending discharge.   


 
Initiation of methadone, buprenorphine or Suboxone® (Buprenorphine /naloxone 
combination) as a substitute for heroin must only be prescribed with involvement 
of the local SMS. This is to ensure supply can be continued upon discharge. 
When a patient under the care of the substance misuse service is admitted to a 
hospital their pain symptoms should be managed according to the SMS Guidance 
for the management of pain BCUHB Guideline for the in-patient management of 
adult patients addicted to opioids . 


 
No take home medications should be issued without prior agreement from SMS 
as most often substitute medication is provided on a daily supervised basis in the 
community and as such the risks may be deemed too high to provide any take 
home medication. Provision for ongoing prescription in the community post 
discharge can be arranged with the relevant SMS. Adequate notice is required to 
ensure ongoing prescription (contact numbers below). 
Locality SMS contact details are listed below (for in hours only). The local hospital 
bronze on-call can be contacted out of hours: 


 


Anglesey 03000 853355  


Caernarfon 03000 853333 


Colwyn Bay 01492 523681 


Rhyl 03000 856828 


Deeside 01244 831798 


The Elms Wrexham 03000 859444 


 
 


The SMS has set out procedures for prescribing and supplying medicines to 
patients of that service. Patients in the community who are receiving treatment 
from SMS will obtain their medicines from an agreed regular pharmacy. Any 
variations in usual arrangements must involve the SMS team. 


 


9.4  Ordering Controlled Drugs 


9.4.1 Ordering Controlled Drugs for clinical areas 
Controlled drugs order books are regarded as controlled stationery. The CD order 
book must be stored securely in a clinical area. CDs for stock in a clinical area 
must be ordered on an approved CD requisition by registered nurse/midwife/ODP. 
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A pharmacist or pharmacy technician can also order CDs for a clinical area but 
the order must be countersigned by a registered nurse.  
The requisition must include: 


 The clinical area being supplied 


 The name and strength of the CD preparation including the dose form (e.g. 
injection, tablet, capsule etc.) 


 The total quantity to be supplied (e.g. manufacturer’s outer pack size) 


 Signature of the registered nurse/midwife/designated healthcare professional 
followed by the name in print 


 
For those areas where CD stock lists are use, they are ordered as stock. If an 
additional CD is needed, an order can be placed using the CD requisition book. 
Where practicable, Controlled Drugs are only to be ordered for clinical areas in 
unit numbers of the outer packaging of the manufacturer’s product.  


9.4.2 Ordering Controlled Drugs in community hospitals and including 
mental health premises/facilities without a pharmacy 
The nurse in charge must order CDs for stock from the pharmacy in the ward CD 
order book. Since there may be delay in the order arriving at the pharmacy and 
the timing of the next scheduled delivery, nursing staff must reorder stock items in 
a timely manner to maintain continuity of supply.  


9.4.3 Ordering Controlled Drugs for operating theatres 
If theatres have more than one CD cupboard, there should be a separate CD 
order book and register for each CD cupboard. Only authorised registered nurses 
or Operating Department Practitioners (ODPs) can order CDs for theatre stock. 
Registered ODPs may deal with the ordering and receipt of CDs in theatre 
provided that authority is delegated by the registered nurse/ODP in charge.  


9.4.4 Ordering Controlled Drugs by ambulance paramedics 
The Welsh Ambulance Services NHS Trust (WAST) will provide each BCUHB 
pharmacy with a list of Ambulance Clinical Team Leaders, authorised to order 
morphine 10mg Injection for storage within the clinical area based electronic 
medicine storage cabinet. Clinical Team Leaders requisitioning morphine must be 
in BCUHB uniform, have a valid Trust identity badge and have a copy of their 
signature available for inspection at the hospital pharmacy. Clinical Team Leaders 
are responsible for maintaining morphine stocks in the cabinets. All WAST 
clinicians have access to medicines via biometric (fingerprint) security.  Morphine 
withdrawals can only be completed by WAST paramedics registered on the 
system and require a second witness fingerprint to complete the transaction. The 
electronic medicine cabinet records the paramedic making the request, the vehicle 
it is being requested for and the witness ID. The paramedic is then responsible for 
signing the morphine into the vehicle CD register, in line with existing WAST CD 
procedures.    


9.5  Collection of Controlled Drugs 


9.5.1 Collection from the pharmacy by clinical areas 
CDs may be collected from the pharmacy by a person nominated for the task by 
the nurse/midwife in charge of the ward or department. Health board identification 
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must be shown before CDs can be collected. Further details can be found within 
the Pharmacy CD SOPs at each hospital.  


9.5.2 Collection of an out-patient CD by a patient or proxy for the patient 
It is a legal requirement for pharmacy staff to request identity of the person 
collecting the CD. This can be provided by means of a driving licence or other 
forms of identification. A record of the person supplied with the CD must be made 
within a designated register for collection of CDs. 


9.5.3 Collection of discharge CDs (TTO CDs) 
It is a legal requirement for pharmacy staff to request identity of the person 
collecting the TTO CDs.  This can be provided by a BCUHB staff identify badge or 
equivalent by the staff member collecting the CDs. A record of the person 
supplied with the CD must be made within the CD register. 


9.5.4 Collection of CDs by paramedics or other non BCUHB health 
professionals 
It is a legal requirement for pharmacy staff to request identity of the person 
collecting the CD. This can be provided by a name badge or equivalent. A record 
of the person supplied with the CD must be made within the CD register.  


9.6  Delivery of Controlled Drugs  


9.6.1 Delivery within acute hospitals 
At the acute hospitals with a pharmacy department, arrangements are in place for 
CDs to be delivered by a pharmacy courier or hospital porter. The porter will make 
the necessary checks before signing for receipt of CDs. Since the delivery 
arrangement is for multiple destinations the porter must use a designated CD 
trolley or equivalent approved arrangement for delivery of all CDs. A despatch 
sheet (transit record) will set out the CD delivery schedule for the porter. The 
porter must return a copy of the signed transit record to the originating pharmacy. 
See section 9.7   for guidance on receipt of CDs in the clinical area. 


9.6.2 Delivery of Controlled Drugs to community hospitals, mental health 
units or other sites without a pharmacy 
Delivery of CDs to community hospitals or other site premises is permitted by 
employees of WAST, porters and transport drivers, who each will take upon the 
responsibility set out in 9.5.4. They must make the necessary checks when 
signing for receipt of CDs, by checking the despatch details of the sealed 
numbered package for transit. During transit the CD must be stored securely at all 
times. The person making the delivery must obtain a signature from the 
nurse/midwife accepting the CD delivery. The pharmacy must retain the top copy 
of the signed receipt to enable completion of the pharmacy CD register and the 
despatch details will be retained in the pharmacy for audit purpose.  The person 
delivering the CD must return a copy of the signed transit record to the originating 
pharmacy. 


9.6.3Transfer of patient’s own CDs between clinical areas  
Patient’s own CDs brought into hospital should be transferred with the patient if 
they move to a different clinical area. Registered nurses, pharmacists or 
pharmacy technicians can sign the CDs out of the ward CD register with a witness 
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and then transport the CDs to the new ward where they are responsible for 
recording the CDs in the CD record book with another witness.  


9.7   Receipt of Controlled Drugs in clinical areas  
Upon receipt of CDs from the messenger, the nurse, midwife or ODP must 
immediately check the CDs: 


 Sign the receipt section of the CD order in the CD order book 


 Enter the details of the CDs received on the appropriate page of the ward or 
department CD register 


 Record the date that the CD is received 


 Enter the requisition number in the appropriate column, and update the 
running balance to include the new and previous stock 


 Check that the ward stock balance tallies with the quantity physically present 


 The receipt of a CD should be witnessed by another member of staff and the 
CD record book signed by both staff members 


 Lock the newly received CDs in the appropriate section of the CD cupboard. 
 


9.7.1 Receipt of Controlled Drugs at community hospitals, mental health 
units  
The registered nurse who receives the sealed package must: 


 Examine the package/s to verify that the transit seal/s is/are intact.  


 Sign for receipt of an intact package on the messengers “sealed 
package sheet” (transit record.) 


 If the seal is broken the nurse must not sign the sheet. The 
pharmacy must be informed immediately so that an investigation 
can be undertaken. 


 After signing for the sealed package the registered nurse must 
check the contents and sign the CD order book for receipt of the 
CDs 


 A record of receipt must be entered and witnessed in the ward CD 
Register (record book). 


9.8  Retaining of Controlled Drug records 
Ward and department CD order books and ward CD record books must be kept in 
the clinical area for two years after the last entry and may then be destroyed. 


9.9  Storage of Controlled Drugs 
Storage requirements will depend on the schedule of the CD and any special 
Accountable Officer approved increased security/vigilance requirements which may 
be in place. 
 


9.9.1 Storage of Schedule 2 Controlled Drugs in clinical areas 
In clinical areas all CDs under control of the Misuse of Drugs Act (1971) and 
labelled as CD by pharmacy must be stored in a dedicated CD cupboard that 
conforms to the current legislation for storage of CDs in hospitals and NHS 
premises.  CDs that have been designated as ‘high strength’ by BCUHB must be 
stored apart from standard strength preparations in a designated high strength 
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storage area within the CD cupboard. This may be a separate shelf, a separate 
part of the cupboard, or a separation box within the CD cupboard.  
High strength CDs are: 


 Diamorphine, morphine or oxycodone injections at strengths of 
30mg or more  


 Alfentanil  5mg/mL injection 


 Morphine 20mg/mL oral solution  


 Oxycodone 10mg/mL oral solution 


 Methadone oral solution, concentrations above 10mg/mL 


 Morphine MR 100mg oral capsules/ tablets  
 
Oral liquid CD medicines should be clearly segregated from injectable medicines 
using physical barriers where feasible in existing CD cupboards. When purchasing 
new CD cabinets they must be of adequate size to ensure this physical 
segregation. 
 
Clinical areas that hold CDs must have access to reversal agents e.g. naloxone 
and flumazenil. 
 
If a discharge prescription includes a CD, it should be stored within the ward CD 
cupboard until such time as the patient is discharged. Any CDs labelled for 
discharge should be segregated from ward stock.   
Refrigerated CDs require storage in a separate locked refrigerator dedicated for 
CDs only and the key must be kept with the main CD cupboard key.  
CD cupboards must be kept locked when not in use and all CDs must be locked in 
the cupboard when not in use. Only CDs are to be stored in the CD cupboard 
unless, following a risk assessment and approval by the Accountable Officer, it is 
decided other items need to be stored in the cupboard for security reasons.  
 
Storage of CDs in automated medicines cabinets is permitted in certain 
circumstances, once a risk assessment has been undertaken by the Controlled 
Drug and Chemical Liaison Officer and a senior pharmacist. Additional security 
measures are put into place to ensure the CDs are stored securely within the 
automated cabinet e.g double finger prints are required to access the unit. The CD 
register and controlled drug order book must be stored a locked cupboard or 
drawer. 


9.9.2 Patient’s own Controlled Drugs brought into the hospital 
After medicine reconciliation if it is necessary to retain patient’s own CDs on the 
ward, the nurse in charge should make a record of the receipt in the designated 
Patient’s Own CD register and be witnessed by a registered nurse.  
A nurse may administer Patient’s Own CDs whilst that patient is an in-patient. A 
record of administration of Patient’s Own CDs must be kept as if the medication 
were ward stock. If the CD is still clinically indicated at discharge, these medicines 
may be returned to the patient with a witnessed record of the return being made in 
the relevant CD Record Book.   


9.9.3 Self administration of Controlled Drugs 
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Situations may arise when an in-patient may wish to self administer their own 
CDs. In exceptional circumstances and where an individual patient risk 
assessment is made, the patient may self administer in accordance with BCUHB 
guidance for supported or self –administration of medicines by hospital patients 
MM21 . If the patient assessed as suitable for self administration, the patient’s  
own CDs can be stored either in the patient’s POD cabinet or in the CD cupboard. 
If stored in the POD cabinet then it is still necessary to record a running balance in 
the CD Register (Ward or Patient’s Own).  
 


9.9.4 Temazepam, midazolam, tramadol, pregabalin and gabapentin 
Temazepam, midazolam, tramadol, pregabalin and gabapentin are ordered in the 
same way as schedule 2 CDs. Temazepam and Tramadol must be stored and 
recorded in the same way as for schedule 2 CDs. A record of receipt and 
administration must be made for temazepam and tramadol within the Controlled 
Drug Register. 
Midazolam, pregabalin and gabapentin do not need to be stored in a CD 
cupboard, but must be stored with other Prescription Only Medicines. There is no 
requirement to maintain a record of receipt or administration  within the Controlled 
Drug Register. See Table 1 below. 
 
Buccal midazolam preparations are prescribed to provide immediate treatment for 
status epilepticus or febrile convulsions. In hospital it would usually be stored with 
other prescription only medicines, but can be stored in a more accessible place 
when set out in a BCUHB Cardiopulmonary Resuscitation (CPR) Policy RES 03 .  
In the community buccal midazolam need not be kept in a locked place excepting 
those premises registered under the Care Homes (Wales) Regulations (2002) 
where it should be stored in accordance with those regulations. 
 
Within the prisons setting, tramadol is handled under the national guidance for 
secure health and justice settings. 
 
Table 1: storage requirements for temazepam, midazolam and tramadol 


 


 
 


CD  
Order 


CD Storage CD 
Records 


Administration 


Temazepam  YES YES YES Two nurses  
 


Tramadol 
 


YES YES (this may 
be a specially 
designated 
Schedule 3 
cupboard) 


YES Two nurses  
 


Midazolam  
 


YES NO NO * Single nurse for 
buccal route and when 
nurse is familiar with 
the medication 
(Two nurses for IV 
route) 
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Pregabalin and 
gabapentin 


YES NO NO Single nurse 


9.10 Control of Controlled Drugs in clinical areas 
The nurse/midwife with continuing responsibility of a clinical area must ensure that 
all regulations concerning the control and recording of CDs are complied with. In the 
absence of the nurse/midwife with continuing responsibility, a designated deputy 
who must be a registered nurse or Operating Department Practitioner (ODP) will 
take responsibility for controlling access to CDs.  
 
The nurse with continuing responsibility will agree a list and quantity of CDs held as 
stock on the clinical area. If there is need for CDs outside of this list to be used on 
the ward they can be ordered for administration to a patient. The keys for the clinical 
area’s CD cupboard must be kept on the person of the nurse/midwife in charge and 
separate from other clinical area keys. 


 


9.10.1 Recording of administration of Schedule 2 Controlled Drugs in 
clinical areas  
The controlled drugs register, which is regarded as controlled stationary must be 
stored securely. It is to be used for all schedule 2 CDs and ‘designated’ drugs 
from other schedules, such as Tramadol, as described in 9.9.4.  
 
The CD Register contains legal and patient information and therefore must be 
kept in safe custody within data protection and information governance rules. 
 
The nurse/midwife or ODP with continuing responsibility for a clinical area will 
ensure that a CD Register is maintained for all CDs received and administered in 
the clinical area. The Register should have an index page indicating the 
corresponding page number for that CD. The page number does not need to 
correspond with the serial requisition number of the CD order book. There should 
be one preparation per page.  A record of CD administration must be made each 
time a CD is administered. The record is made on the page for that CD and must 
include the name and dose of the CD, the name of the patient, the date and the 
time. The stock balance must then be updated. The record must be signed by the 
nurse/midwife/theatre practitioner administering the CD and signed by a second 
registered practitioner who witnessed the administration. In Community hospitals 
a trained competent Health Care Support worker can act as a second checker. 
See chapter 8 for specific guidance on second checking of medication by HCSWs. 
 
If a part dose is given from an ampoule or vial, then the registrant must record the 
amount given and the amount wasted e.g. if the patient is prescribed diamorphine 
2∙5mg and this dose is given from a 5mg ampoule, the record must show 2∙5mg 
given and 2∙5mg wasted.   
If a part tablet (e.g. half a tablet) is required then the registrant must record the 
amount given and the amount wasted e.g. half tablet given, half tablet wasted.  
The remaining part dose must be disposed of in accordance to section 9.9.1 
Table1. 
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Once the page is filled, the stock should be transferred to the next available page 
and the new page number documented in the index and at the bottom of the 
completed page. If a mistake is made in the CD Register, brackets should be 
made around the error in such a way that the original entry is clearly legible. A 
correction should be made immediately the error is found and witnessed by a 
second person preferably a registrant. The use of correction fluid is forbidden. 


 9.10.2 Checking of Controlled Drug stock balances 
All clinical areas holding stock of CDs must perform a regular stock check balance 
for each CD held in stock. Wards should perform this check daily, but each ward 
or department may determine that this check is made more or less frequently in 
consultation with the local pharmacy safety lead. Clinical areas that are not 
providing continuous patient care should perform the checks on the days of 
opening and upon opening and closing the clinical area.  
  
This check is to be made by two registered practitioners (nurse, midwife, ODP, 
pharmacist or pharmacy technician). Student nurses, student midwives and 
student ODPs may be the second checker. Whilst in placement training, student 
nurses/midwives/ODPs must be given practical training in the clinical area in the 
skills necessary for the administration of medicines but they must have direct 
supervision Administering registered nurse, student second checker, and a nurse 
observing student.See section 7.2 independent second check. 
In Community hospitals a trained competent Health Care Support worker can act 
as a second checker.  See chapter 8 for specific guidance on second checking of 
medication by HCSWs. 
 
Checking of CDs involves checking of entries in the CD record book against the 
contents of the CD cupboard, not the reverse, to ensure all entries are checked. It 
is not necessary to open packs with intact tamper-evident seals when checking 
stock.  
 
Stock balances of liquid medicines may be checked by visual inspection and must 
not be poured into a measure and returned to the original container. Any 
discrepancy discovered whilst the bottle is in use or completed should be reported 
to the nurse/midwife/theatre practitioner in charge. Should the discrepancy remain 
unresolved the pharmacy department must be informed as above. A record 
indicating that the CD check has been carried out and stocks have been 
confirmed as correct must be kept in a separate record book, known as the 
BCUHB Controlled Drug Daily Check Register.  
 
The pharmacist or pharmacy technician for the clinical area are responsible for 
ensuring that a reconciliation of Controlled Drugs stocks and register is 
undertaken at least every 6 months and this check is recorded in the CD register. 
For theatres this task may be delegated to the nurse manager in collaboration with 
the pharmacist responsible for the theatre.  


9.10.3 Control of Controlled Drugs in operating theatres 
The nurse or theatre practitioner in charge of theatres is responsible for the 
control and storage of CDs in the designated areas. A designated deputy (who 
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must be a nurse or theatre practitioner) may take responsibility for controlling 
access to CDs, whilst the responsibility for all medicines remains with the 
nurse/theatre practitioner in charge. In theatres, the nurse/theatre practitioner with 
continuing responsibility may delegate the task of carrying out daily CD checks to 
other theatre practitioners. A record of the mandatory checks must be kept as set 
out above for wards and departments. Good practice would recommend that 
these are done before and after each list but must be carried out as a minimum on 
a daily basis. 
 
During normal working hours, the nurse in charge/theatre practitioner or 
designated deputy will hold the keys for the CD cupboard within the designated 
area (under their personal control within the theatre area). Out of hours, the nurse 
in charge/theatre practitioner of recovery or deputy will hold the CD cupboard keys 
(take responsibility for the entire theatre CD keys). If all theatres are closed the 
nurse in charge/theatre practitioner will take personal control of all theatre CD 
keys to ensure that CD stocks remain intact.   
  
Where an operating theatre runs a system of signing out CDs to a particular 
anaesthetist, all movements of CDs must be recorded in the theatre CD register. 
 
The nurse in charge/theatre practitioner is responsible for ensuring that an 
auditable system is put into place for: 
Recording the amount issued to the anaesthetist and recalculating the stock 
balance. 
Returning unused ampoules to stock and amending the balance. 
 
The anaesthetist is responsible for: 


 Signing the register for the amount of ampoules received 


 Recording the amount of CD administration on the anaesthetic and 
operation record of the patient. 


 Returning any unopened ampoules to the nurse and signing the CD 
register. 


 Personally disposing of, as shown in Table 2 (section 9.12.1) any 
unused CD in an open ampoule or in a syringe in accordance with 
theatre procedures. 


9.11 Closure of Clinical Areas  


9.11.1 Permanent Closures 
All controlled drugs must be returned to pharmacy. 


9.11.2 Temporary Closures 
Arrangements for the removal and storage of controlled drugs and stationery 
should be made in advance of the closure and agreed with the pharmacy. All 
running balances must be checked and signed, and the contents of the CD 
cupboard placed in a sealed and numbered bag which is retained in pharmacy 
until the clinical area reopens.  


9.11.3 Temporary Theatre Closures 
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The same arrangements as those for temporary clinical area closures apply. If 
however agreement has been reached for the controlled drugs to remain in situ 
within the closed theatre, daily stock checks must continue.  


9.11.4 Clinical Area Moves 
The manager in charge of the clinical area must ensure the controlled drugs and 
stationary are moved to the new area and that a suitable controlled drug cupboard 
is in situ.  The controlled drugs must be checked by two registered staff with 
independent second checking competencies and placed in a sealed and 
numbered bag. Once the move has taken place the contents of the bag must be 
checked into the new CD cupboard. The daily stock check paperwork must be 
signed  in accorandance with section 9.7.  
The CD order book and CD register should be renamed (if appropriate) but the 
name of the previous ward must be referenced. e.g. Ward B (formerly ward A) to 
avoid confusion. 


9.12 Administration of Controlled Drugs during a period of care 
CDs must be administered by two persons who must witness the whole procedure 
from the identification of the medicine and its preparation until it is administered to 
the patient. Of the two persons who administer, check and witness the procedure, 
one shall be a registered nurse, midwife or ODP and the other shall be a doctor, 
registered nurse, midwife, ODP, or a competent pharmacist, pharmacy technician 
who must act as a witness following planned formal preparation for the task. See 
chapter 8 Health Care Support Workers (HCSW) for specific guidance administration 
and second checking of medication by HCSWs. 
 
Whilst in placement training, student nurse/student ODP must be given practical 
training on the ward in the skills necessary for ordering, receipt, checking and 
administration of CDs. Once trained in these tasks student nurses/student ODPs 
may act as lead or second checker in the above processes but they must be 
continually supervised and witnessed by a registered nurse, midwife or ODP. 
 
Midwives can possess, supply and administer specified CDs provided that it is in the 
course of their professional midwifery practice and in line with local guidance. 
 


9.12.1 Exceptional circumstances for administration of a CD to a patient on 
another clinical area 
A nurse in charge of a clinical area is only permitted to hold a stock of CDs for 
administration to patients under his/her care. This means that a 
nurse/midwife/ODP is not empowered by law to make a supply to another 
practitioner, whether this request comes from another ward or is a request from a 
doctor. 
 
In exceptional circumstances, a single dose of a CD can be administered to 
another patient on another ward/theatre when the pharmacy is closed. The 
nurse/midwife/ODP from where the CD is stock must supervise and be part of the 
whole administration process. A record of administration is to be made in the 
originating ward/theatre CD record book and the record must be made or 
witnessed by the registered Nurse/ODP in the original ward/theatre who must 
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accompany the CD to its place of administration.  Further supply of CDs must be 
obtained from the local hospital pharmacy when next open or in an emergency 
contact the emergency duty pharmacist for advice or supply. 


9.13 Return, disposal and destruction of Controlled Drugs  
For GP managed practices see SOP for destruction of CDs for authorised 
witnesses.  
 
In the interests of security, safety and containment of environmental pollution, 
CDs which include unwanted or expired stock, unwanted patient’s own medication 
and unused discharge medication should not be destroyed on the ward/clinical 
area. As far as is practicable it should be returned to the pharmacy for safe 
denaturing and disposal. 
 
The nurse/midwife in charge or registered nurse with delegated responsibility 
must inform the ward pharmacist or ward technician of any unwanted or excess 
CDs in a timely fashion. 
Destruction of any CD whether patient’s own or expired stock in NHS Community 
hospitals/clinics/HMP Berwyn should be destroyed on site. If this is not possible 
and for stock CDs no longer required, items may be returned to the local hospital 
Pharmacy, on obtaining permission to do so and with adherence with hospital 
pharmacy standard operating procedures.  For removal of unwanted medication 
from patients home, refer to MM33 Guidelines for Community Staff.  
 


9.13.1 Disposal and Destruction of Controlled Drugs 
See Table 2 for guidance on destruction and disposal of CDs. 
 
All liquid oral and parenteral formulations must be poured onto an absorbent 
paper towel and put in a sharps container if a denaturing kit is not available.  
For powder-containing ampoules, water must be added to dissolve the powder 
inside, poured on an absorbent towel and disposed of in a sharps bin if a 
denaturing kit is not available. 
Solid dose formulations must be ground or crushed to ensure the whole tablet or 
capsule is not retrievable and then added to water. The resulting mixture is then 
be poured onto an absorbent paper towel and added to a sharps container if a 
denaturing kit is not available. 
The backing of an unused patch should be removed, the patch folded over on 
itself and disposed on in a sharps container.
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Table 2: Guidance on destruction and disposal of CDs for clinical areas where 
there is a pharmacy on site 


Type of CD Location of  
destruction  


Person to 
destroy CD 
and method 


Person to 
witness 
destruction 


Register 
entry 


Notes 


PATIENTS’S OWN CDs 


Sent from clinical 
area or on ward 


Pharmacy or 
on ward 


Registered 
pharmacist or 
registered 
pharmacy  


technician or 
registered 
nurse or 
midwife 
Denaturing 
Kit 


Registered 
pharmacist or 
registered 
pharmacy 
technician 


Pharmacy 
CD 
Destruction 


Register or 
clinical area 
CD register 


The patient 
must consent 
to the 
destruction 


Handed in directly 
to Pharmacy e.g. 
outpatients 


Pharmacy Pharmacist 
or registered 
pharmacy 
technician 
Denaturing 
Kit 


 Registered 
pharmacist or 
registered 
pharmacy 
technician 


Pharmacy 
CD 
Destruction 
Register 


The patient 
must consent 
to the 
destruction 


Patient deceased Pharmacy Pharmacist 
or registered 
pharmacy 
technician 
Denaturing 
Kit 


 Registered 
pharmacist or 
registered 
pharmacy 
technician 


Pharmacy 
CD 
Destruction 
Register 


Can be 
destroyed 
without the 
consent of 
patient’s estate 
(or relatives) 


WARD STOCK CDs 


Excess/unwanted 
or expired 


Pharmacy Pharmacist 
or registered 
pharmacy  
technician 
Denaturing 
Kit 


 Authorised 
person* 
 


Clinical area: 
CD Register 
Pharmacy: 
CD 
destruction 
Register 


 


WASTAGE 


Part doses drawn 
up on ward for 
individual patient 
e.g. when 5mg 
dose from 10mg 
ampoule 


Clinical area Registered 
nurse or 
midwife 
Empty into 
sharps bin 


Registered 
nurse, 
midwife, 
doctor or 
pharmacist 


Clinical area 
CD register 


Record details 
of dose 
wastage e.g. 
5mg given/ 
5mg wasted 
and  name of 
patient in CD 
register 


Part doses drawn 
up in theatre for 
individual patient 
eg. 5mg dose 
from 10mg 
ampoule 
 


Theatre Registered: 
nurse, 
midwife or 
ODP 
Empty into 
sharps bin 


Registered 
nurse, 
midwife, 
doctor or 
pharmacist 


Theatre CD 
register 


Record details 
of dose 
wastage e.g. 
5mg given/ 
5mg wasted 
and name of 
patient in 
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Theatre CD 
register 
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Type of CD Location of  
destruction  


Person to 
destroy CD 
and method 


Person to 
witness 
destruction 


Register 
entry 


Notes 


WASTAGE 


Dose drawn up 
in a clinical area 
for individual 
patient but not 
given 


In the clinical 
area 


Registered 
nurse or 
midwife 
Empty into 
sharps bin 


Registered 
nurse, 
midwife, 
doctor or 
pharmacist 


Clinical 
area CD 
register 


Record name of 
patient and 
reason for non-
administration in 
CD register 


Dose drawn up 
in theatre for 
individual patient 
but not given 


In theatre Registered 
nurse, midwife, 
ODP or 
anaesthetist 
Empty into 
sharps bin 


Registered 
nurse, 
midwife, ODP, 
doctor or 
pharmacist 


Theatre 
CD 
register 


Record name of 
patient and 
reason for non-
administration in 
theatre CD 
register 


Wastage from 
discontinued 
parenteral dose 
in infusion bag or 
syringe 


In the clinical 
area 


Registered 
nurse or 
midwife  
Empty into 
sharps bin 


Registered 
nurse, 
midwife, 
doctor or 
pharmacist 


Clinical 
area CD 
register 


Details of 
amount 
discarded 
should show 
name of patient 
and reason for 
non-
administration 


PHARMACY 


Pharmacy stock 
unfit for use 
(schedule 1 or 2) 


Pharmacy Pharmacist or 
Registered 
pharmacy 
technician 


Authorised 
person* 
Denaturing Kit  


Pharmacy 
CD 
register 


 


Part doses 
drawn up in 
pharmacy e.g. 
during 
extemporaneous 
dispensing 


Pharmacy Pharmacist or 
staff member 
dispensing the 
preparation 
Denaturing Kit 


 Registered 
pharmacist or 
registered 
pharmacy 
technician 


Pharmacy 
extemp 
prep 
worksheet 
and 
Pharmacy 
CD 
register 


Record details of 
amount issued, 
BN of extemp 
prep & name of 
patient in CD 
register 


 
*Further details can be found within the Pharmacy CD SOPs at each hospital.  
 
If a CD is prepared for administration (i.e. removed from its original container in a 
way that it cannot be replaced) but is not administered, it must be disposed of in 
accordance with guidance in Table 2. If not administered the dose must not be 
returned to stock, with the exception of whole ampoules or vials. Oral tablets or 
capsules removed from blister packaging must be destroyed and placed in a 
sharps bin and an entry made in the CD register.  
 


9.13.2 Disposal or Return of CDs from clinical areas without a pharmacy on 
site 


Any excess or expired CD stock or patient’s own CDs that are no longer needed 
must be disposed of onsite unless there is an agreement authorised by the 
Accountable Officer (AO), or a person to whom the AO has delegated the decision 
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that the CDs can be returned to the pharmacy. Patient’s own CDs should be 
returned to the patient on discharge provided that the patient is still prescribed the 
medicine and at the same dose and frequency.  
If authorisation has been given for the CDs to be returned to the pharmacy, this 
must be carried out in accordance with the BCUHB SOP for the Return of 
Controlled Drugs (CD’s) from Community Hospitals to the Acute Site Pharmacy 
Department with Transport. In this circumstance, follow the guidance in Table 2 for 
the method of destruction. 
 


9.13.3 Expired Controlled Drugs held by paramedics 
Expired CDs held as stock by WAST must be returned, as set out in the WAST 
procedures, to the local hospital pharmacy for destruction. The ambulance 
paramedic will make arrangement for a convenient time to come to the hospital 
pharmacy.   
The pharmacy will accept and dispose of expired CDs in accordance with the 
pharmacy department procedure for disposal of CDs.   
 


9.13.4 Expired Controlled Drugs temporarily held by primary care 
practitioners/GP Out of Hours Service 
There are occasions where Primary Care Practitioners (PCPs) and GP Out of 
Hours Service Practitioners may have previously dispensed CDs returned to them, 
from the family of a patient who has recently deceased. The family should be 
advised to return the no longer needed CD to the dispensing pharmacy. If the 
family wishes for the CD to be taken away immediately by the PCP, it should be 
accepted on the understanding that the PCP takes full responsibility for the safe 
destruction of the CD in accordance with the practice guidance for destruction of 
CDs. In certain circumstances it may be practical to surrender the CD to the local 
hospital pharmacy. In each of the above situations the PCP must document and 
record the CD, strength, dose form and quantity so that a full auditable trail for the 
CD from patient to destruction is made. For further guidance see  MM33  
Guidelines for Community Staff on the removal of unwanted medication from a 
patient’s home 
 


 9.14 Discrepancies and irregularities relating to Controlled Drugs 
Any discrepancy or irregularity relating to a CD is a serious matter and upon 
discovering such an event it is the duty of the registrant to inform a senior line 
manager. During normal pharmacy working hours, the discrepancy must be 
reported to the senior nurse/midwife/theatre practitioner or clinical manager on 
duty and to the clinical area pharmacist. A Datix incident report must be completed 
as soon as possible after the discrepancy has been discovered. Sometimes the 
discrepancy is resolved through double checking of all records of receipt and 
administration and by reconciliation of all clinical area’s CDs with the actual stock 
and the CD record balance in the register. Additionally medicines administration 
record charts can be checked against administration records held in the ward CD 
book.  
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If the discrepancy remains unresolved, the Clinical Division Senior Nurse must be 
informed by the nurse/midwife/theatre practitioner in charge and a written report 
submitted. The Clinical Division Senior Nurse will then inform the Assistant Director 
of Nursing and the Local Assistant Director of Pharmacy. If initial enquiries lead to 
suspicion of fraud or theft, follow the procedure set out in chapter 3.4.2 and 3.4.3. 
Outside of normal pharmacy working hours, the nurse/midwife/theatre practitioner 
in charge will inform the senior nurse/midwife/theatre practitioner on duty and 
Bleep 100 holder/Site Facilitator/Clinical Site Manager. A Datix incident report must 
be completed as soon as possible after the discrepancy has been discovered. 
Pharmacy should be informed as soon as practical during the next opening hours. 


9.15 Lost or missing Controlled Drug cupboard keys 
If keys to Controlled Drug cupboards cannot be found then urgent efforts should be 
made to retrieve the keys as soon as possible e.g. the keys may have been 
inadvertently taken home by a member of staff going off duty. If the keys are missing, 
the Clinical Division Senior Nurse, the Local Assistant Director of Pharmacy and 
Security must be informed. The Accountable Officer (Chief Pharmacist for BCUHB) 
will also be informed.  If a potential risk to the security of CDs exists the ward/theatre 
CD cupboards must have replacement locks, as a minimum action, or the cupboards 
entirely replaced. Advice can be sought from the pharmacy team. A Datix incident 
report must be completed. 
 
9.16 Administration of Controlled Drugs in patients’ homes 
There must be written instructions by a medical practitioner for the individual patient.  
These written instructions are normally printed on the dispensed medicine label by 
the dispensing pharmacy. A designated nurse will be responsible for the 
administration of the CD. 
 
It is advisable that the nurse is accompanied by a second person for the purpose of 
stock control of the CD (witnessing the administration of the CD as described in 7.3). 
In the absence of a second person the medication (CD) may be administered by one 
person provided that it is a first level registered nurse/midwife. 


9.17 Suspicious substances 
Occasions will arise when a patient must surrender certain medicines or materials 
that are considered to be ‘Suspicious Substances’. Items that may be considered 
under this category include brown resinous material, white crystalline powder and 
suspicious tablet pressings, but the variety of illicit presentations may include more 
sophisticated formulations. 
Unless a person holds formal authorisation from the Home Office, it is an offence to 
possess Schedule 1 Controlled Drugs. A health professional may take possession of 
a suspicious substance for purpose of preventing harm to patient under their care or 
other persons and be able to justify their action on these grounds. If a health 
professional has to take possession of a suspicious substance in these 
circumstances they must immediately notify the local hospital pharmacy in hours or 
securely store in the CD cupboard and inform pharmacy the following day. The 
pharmacist will arrange collection of the suspicious substance, recording their receipt 
of the material in the clinical area’s CD register. The pharmacist will then ensure safe 
custody of the suspicious substance within the pharmacy CD storage area and record 
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receipt of the material within the pharmacy CD register. At locally agreed periodic 
intervals, the Controlled Drug and Chemical Liaison Officer (CDLO) will arrange for 
safe disposal of the materials. If there is suspicion of a crime being or attempted to be 
committed (for example possession with intent to supply, trafficking) the product must 
either be retained for destruction by the CDLO or it can be handed over to the Police 
on their request when making an arrest. Full details of the crime number and 
arresting officer should be made and the CDLO should be informed. 
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Chapter 10 Return, Disposal and Destruction of Medicines 


10.1   Return of excess or unwanted medicines 
 


10.1.1 Returns from clinical areas  
All unwanted CDs are to be returned in accordance with the Chapter 9 of the 
Medicines Policy.  All other excess or unwanted medicines (ward stock, individually 
dispensed or patient’s own medicines ) must be held within a clinical area until 
arrangements have been made for their return to pharmacy for disposal. Patient’s 
own medicines can be removed if consent has been obtained or when it is in the 
patient’s best interests. 
 
Arrangements should be made for the return of these excess or unwanted 
medicines to pharmacy during normal pharmacy opening hours.  
Wards receiving stock control by pharmacy staff must not make returns without 
prior agreement with the pharmacy. Pharmacy staff will return stock to pharmacy at 
the time of stock control. Wards who order their own stock should notify pharmacy 
of any excess or unwanted medicines.  


10.1.2 Returns by Community Staff 
See MM33  Guidelines for Community Staff on the removal of unwanted 
medication from a patient’s home.  


10.2   Disposal of cytotoxic medicines 
See  CPSM01 Guidance for Ensuring Safety and Quality of Chemotherapy Services. 


10.3   Disposal of Controlled Drugs 
Excess or unwanted CDs must be returned and disposed of in accordance with the 
Chapter 9. 


10.4   Disposal of part used syringes and injections 
Syringes that are not fully discharged and partly used infusion bags containing 
prescription only medicines (POMs) should be disposed using a ‘sharps’ container. 
They must not be returned to pharmacy. See ES 03 Waste Management Policy  for 
further guidance. 


10.5   Disposal of medicines by the BCUHB managed pharmacy 
All disposal and destruction of medicines within the BCUHB managed pharmacy must 
be in accordance with departmental procedures and in line with ES 03 Waste 
Management Policy  and guidelines from the Professional Regulatory body for 
pharmacy. 
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Chapter 11 Defects, Hazards, Adverse Reactions and Incidents 
Involving Medicines  


11.1  Losses and discrepancies 


11.1.1 Apparent loss of medicines in a clinical area 
The manager in charge of the clinical area must assess the significance of the loss 
of the medicine and complete a Datix incident report. All losses involving CDs must 
be referred as soon as possible to the senior clinical manager who will contact the 
local hospital Pharmacy Operations Manager as necessary. The procedure set out 
in the chapter 9 must be followed. 
If theft or fraud is suspected follow the guidance set out in sections see section 3.3 
and 3.4 . 


11.1.2 Apparent loss within the pharmacy 
Any apparent loss of medicines within the pharmacy must be reported immediately 
to the senior pharmacist on duty and a Datix incident report completed. The senior 
pharmacist and the person reporting the loss should examine the records against 
the physical stock to confirm the apparent loss. If no satisfactory explanation is 
forthcoming the Operations Pharmacist will inform the local Assistant Director for 
Medicines Management, after having checked the stock records against physical 
stock.  Should the apparent loss remain unexplained, the Assistant Director for 
Medicines Management will inform the Security Manager and depending of the 
severity of the loss Chief Pharmacist Medicines Management and security officer 
in consultation with him/her may report the incident to the Police and ask for an 
independent investigation.  


11.2  Management of medication errors 
In order to prevent medication errors, it is in the individual responsibility of all 
Practitioners to adhere to their professions Code of Practice and to the BCUHB 
Medicines Policy at all times.   
A medication error can be defined as a preventable error that may cause or lead to 
inappropriate medication use or patient harm while medication is in control of the 
health care professional or patient. Such events may be related to professional 
practice, health care products, procedures and systems including prescribing; order 
communication, product labelling, packaging and nomenclature; compounding; 
dispensing; administration; counselling and monitoring. Health practitioners should 
learn from any medication error, near miss or adverse outcome in order to prevent 
repetition. A balanced approach is required to protect patients and staff alike. Staff 
must be given adequate support by their line manager as applicable to the 
circumstances specific to the medication error. The over-riding concern is to protect 
patient care and the immediate clinical action that may be required to reverse or 
negate any adverse clinical consequences. 
Through analysis of incidents, NHS Wales have developed Patient Safety Solutions  
which are nationally issued and hence implemented across BCUHB.  


11.2.1 Immediate action to be taken in event of medication error 
Following any medication error: 



http://www.patientsafety.wales.nhs.uk/safety-solutions
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9.11 Patient safety must be maintained and a member of the medical team 
informed. 


9.12 The patient must be reviewed medically and a medical action plan put in place 
which is specific to the nature of the medication error.  The manager of the 
clinical area must be informed. In the event of a dispensing error that has led to 
inappropriate medication administration, a senior member of the pharmacy staff 
must be informed. 
 


For administration incidents see ‘Procedure for the Management of Medication 
Administration Incidents and Near Misses including Management of 
Nursing/Midwifery Staff, or other Registered healthcare Professionals’ MM 12, for 
specific guidance on medicine administration incidents.  


11.2.2 Reporting a medication error  
All incidents involving medicines that have led to a medication error or 
inappropriate medication administration must be reported using the Datix incident 
reporting system and the BCUHB procedure set out in MM 12 followed. 


11.2.3 Dispensing errors discovered in a clinical area 
When an apparent dispensing error is discovered in a clinical area, the manager in 
charge must contact the BCUHB managed pharmacy as soon as it practical in 
order to confirm the status of the medication and ensure that where necessary a 
new supply is made available to the patient. The staff member identifying the error 
should complete a Datix incident report detailing the error or provide information to 
the local hospital pharmacy or community pharmacy for completion. Dispensing 
errors are considered ‘must report incidents’ within the BCUHB policy for clinical 
incident reporting. 
If a patient has wrongly received any medicine, the most senior doctor in charge or 
GP of that patient will be informed of the incident so that any clinical action needed 
can be taken and that the patient and/or relatives can be informed. See MM 12 for 
further details as above.  


11.2.3 Serious medication errors 
A serious medication error occurs when a patient is harmed or harm is anticipated. 
In the event of a serious error the consultant must be informed as soon as 
possible. If this is outside normal working hours, the hospital co-ordinator must be 
contacted via switchboard. In turn, the on call manager / consultant as must be 
contacted, as appropriate.  
 
The Executive Medical Director, the Director of Nursing, Chief Pharmacist 
Medicines Management and the Risk Management Department must be informed 
of the error and the relevant circumstances at the earliest opportunity. Serious 
incidents may be deemed notifiable to the North Wales Regional Officer (WAG) 
and this is required within 24 hours of the incident or the next working day. In the 
event of a serious medication error, the Risk and Clinical Governance Co-ordinator 
will co-ordinate the preliminary investigation with the Clinical Governance 
Facilitators under the guidance of the Executive Medical Director and Director of 
Governance and Communication. 
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All serious medication errors along with patient related incidents will be reported to 
the Patient Safety Wales via the Risk and Clinical Governance Co-ordinator. Error 
analysis and recommendations will be conducted in accordance with local 
procedures.  
 
A never event is defined as a serious, largely preventable patient safety incident 
that should not occur if the available preventative measures have been 
implemented. The Never Event List  is updated annually by Patient Safety Wales. 


11.3  Near misses 
Any event that would have led to an error but did not actually happen due to last 
minute intervention should be reported as a ‘near miss’. In clinical risk management 
terms, reporting a near miss is just as important as reporting an actual error. 
Medication errors are rarely the ‘fault’ of individual practitioners and are commonly 
the result of poor processes/systems. The collation of information on near misses can 
provide valuable data that may indicate poor system design. 


11.4  Pharmacists’ interventions 
By the very nature of their work, pharmacy staff provide a significant safety net 
system in the prevention of medication errors by identifying prescribing errors. 
Pharmacists record their interventions as part of the patient’s medical record and 
utilise a separate database for such purposes.  Due to the limited availability of staff, 
many interventions are retrospective and the prescribing error may have already led 
to a medication error. In these circumstances, a Datix incident report must be 
completed as above. 


11.5  Reporting, recording adverse drug reactions and defective medicinal 
products 


11.5.1 Adverse drug reactions  
All suspected and confirmed adverse reactions to medicines including contrast 
media should be reported to the Commission on Human Medicines (CHM) using 
the "yellow card system".  These can be found in the back of each copy of the 
British National Formulary, BNF-online 
(https://www.medicinescomplete.com/mc/bnf/current/) or MHRA Yellow Card 
Scheme online (https://yellowcard.mhra.gov.uk/)  
The nature of the adverse reactions and the medicine involved should be 
accurately recorded in the patients’ case notes.  A clearly visible statement to the 
effect that the patient has suffered an actual or suspected adverse reaction to a 
given medicine should be permanently imprinted inside the front of the case notes 
and/or the electronic patient record and also on the in-patient chart, out-patient or 
discharge prescriptions, either in large lettering or using specially prepared label. If 
this has led to the hospital admission, documentation must be clear in the notes for 
the Clinical Coding dept to clinically code this for NHS Wales data collection 
purposes. 
 


11.5.2 Defective medicinal products  
The Medicines and Healthcare products Regulatory Agency (MHRA) investigates 
all reports of defective medicines. Where the results of investigations have 



http://www.patientsafety.wales.nhs.uk/sitesplus/documents/1104/WHC%202018%2012%20Never%20Events%20List%202018%2029-3-18.pdf

https://www.medicinescomplete.com/mc/bnf/current/

https://yellowcard.mhra.gov.uk/
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implications for other patients or users, the MHRA will issue a Hazard or Medicines 
Alert, which advises of hazardous products or unsafe practices.  
Healthcare staff must report their concerns to a pharmacist or emergency duty 
pharmacist via the clinical site manager (if out of normal working hours) if a 
defective or potentially defective medicine is suspected. Examples of defective 
medicines include defective products themselves, wrong products contained in 
outer packaging, poor or incorrect product labelling, poor or incorrect instructions 
for use. The BCUHB managed pharmacy department is responsible for informing 
the MHRA of defective or potentially defective products and will follow the 
pharmacy standard operating procedure for MHRA and manufacturer drug alerts. 


 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



https://www.gov.uk/drug-device-alerts

https://www.gov.uk/drug-device-alerts
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Chapter 12  Storage of Records Relating to Medicines 


12.1 Delivery notes accompanying clinical area stock deliveries 
Once items delivered have been checked against the delivery note, and there are no 
apparent discrepancies by way of delivery error or costing error, the delivery note is 
to be kept on the receiving ward for 3 months and then may be destroyed. 


12.2 Controlled Drug order books 
These are to be kept on the ward/department for 2 years after the date of the last 
order entry in the book. The CD order book can then be destroyed. 


12.3 Controlled Drug record books 
These are to be kept on the ward/department for 2 years after the date of the last 
entry of receipt or administration, whichever is the later. The CD record book can then 
be destroyed. 
If the CD Controlled Drug Record Book contains a record of destruction it must be 
retained for 7 years. 


12.4 Medicines transit records 
Upon completion of signature of the receipt, the delivery driver/ porter must return the 
record of receipt to the despatching pharmacy as soon as possible. The delivery 
record will be kept for 3 months and then may be destroyed. 


12.5 Pharmacy records 
The pharmacy will retain records of orders, receipt and supply as set out in WHC 
(2000)/71 which details document retention as follows: 
 
3 months:  Picking records/ delivery notes to wards & departments 
1 year:       Stock-take reports plus current year 


Worksheets for resuscitation boxes (one year after expiry of longest 
dated item) 


2 years:     Orders/requisitions for medicinal products supplied by the pharmacy 
including all dispensing 


                    Pharmacy copy of Discharge Prescription (TTO) 
Controlled Drug Registers and Requisitions (2 years after last date of 
entry) 


                    Hazard Warnings 
5 years:     Unlicensed medication requests and issues 


Worksheets for chemotherapy, aseptic and total parenteral nutrition 
                    Repackaging 
                    Certificates of analysis 
                    Recall Documentation 
                    Clinical trials records (5 years after end of trial) 
6 years:      Orders 
                   Financial records including invoices 
                   Disposal of waste records 
7 years:      Records of Controlled Drug destruction (Hospital stock or patient’s own) 
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8 years:      Medicines Information questions and answers 
                   (25 years in case of child or obstetrics & gynaecology) 
13 years:  Production records including extemporaneous Controlled Drug products 


and radio pharmacy 
 
For further information refer to 
https://www.sps.nhs.uk/articles/retention-of-pharmacy-records/ 
 
In order to comply with GDPR requirements, BCUHB must demonstrate that it is 
processing (recording and retaining) information for a lawful purpose. For further 
information on GDPR see https://ico.org.uk/for-organisations/guide-to-the-general-
data-protection-regulation-gdpr/lawful-basis-for-processing/#ib3 . 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



https://www.sps.nhs.uk/articles/retention-of-pharmacy-records/

https://ico.org.uk/for-organisations/guide-to-the-general-data-protection-regulation-gdpr/lawful-basis-for-processing/#ib3

https://ico.org.uk/for-organisations/guide-to-the-general-data-protection-regulation-gdpr/lawful-basis-for-processing/#ib3
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Chapter 13  Medicines in Clinical Trials 


13.1 Research Ethics Committee approval 
All clinical study protocols must be approved by a Research Ethics Committee before 
commencement. Any study involving a medicine as an intervention must obtain 
approval from a Research Ethics Committee flagged to approve such a study. Local 
Site Specific Assessment approval will be needed from the Local Research 
Governance Committee/Internal Review Panel in such cases. All clinical trials 
involving medicines need pharmacy assessment prior to approval by local Clinical 
Research Governance Committee.  


13.2 Clinical trial storage, prescribing and supply 
All clinical trial medicines must be stored and supplied through the pharmacy unless 
the particular protocol of the study is such that the medicine needs administering in 
an acute situation and the pharmacy assessment concludes that a safe alternative 
method of storage and supply can be made without direct involvement of the 
pharmacy. 
The arrangement of the supply through the pharmacy must be in accordance with the 
clinical trial protocol and the Pharmacy Department’s Clinical Trial Standard 
Operating Procedures  PCT01. 
A prescription for a clinical trial medicine must be written and signed by an approved 
prescriber and member of the investigation team on a standard hospital prescription 
form unless the trial protocol or the pharmacy assessment has led to an agreed 
alternative prescription form. The clinical trial prescription will be retained in the 
pharmacy. 


13.3 Randomisation codes 
A copy of the clinical trial protocol and randomisation codes (when applicable) must 
be lodged in the Pharmacy before the clinical trial is commenced. Records must be 
retained for five years after the trial has been completed. 


13.4 Disposal or return of clinical trial medicines 
Any unwanted clinical trial study medication must be returned to the hospital 
pharmacy. Returned clinical trial study medication must be recorded by the pharmacy 
and stored as set out in the clinical trial protocol. Returned clinical trial medicines or 
any un-issued clinical trial medication must be returned to the sponsor or disposed of 
in accordance with the clinical trial protocol. 


13.5 Patients admitted to hospital on clinical trial medication 
When patients taking an investigational medical product (IMP) as part of a clinical trial 
are admitted as an inpatient within the Health Board, the principal investigator (PI) 
and will be notified as soon as practical by the clinical team looking after the patient. 
Consideration will need to be given to whether: 


 The IMP should be continued or discontinued 


 The patient has been admitted with an adverse effect from the IMP 


  A code break needs to happen to benefit the patient’s treatment. This should 
only occur with the consent of either the patient’s consultant or the PI 
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Where is appropriate to continue the IMP: 


 The clinical trial medication should be prescribed on the prescription chart 
under the name of the clinical trial and endorsed as a clinical trial. Further 
information such as investigational product name and strength can be added 
to the special instructions as appropriate.  


 Arrangements for continued supply should be noted on the prescription chart 
and in the patient’s medical notes. 
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Chapter 14  The Direct Supply of Medicines from a Clinical Area 


14.1 The issue of over labelled medicines  
 
Issuing medicines that do not have patient specific dosage directions and a pharmacy 
label on the original pack, are contrary to the Medicines Policy and would also be a 
Regulatory breach under the Medicines Act. A supply can only be made in 
accordance with a Patient Group Direction (PGD) or a prescription. 
 
The local hospital pharmacies supply a number of clinical areas with pre-labelled 
medicines in accordance with agreed treatment pathways. Examples that are 
commonly used are analgesics and antibiotics. All medicines given to patients must 
be supplied by pharmacy and as a minimum, be labelled so that the patient’s name 
and date of supply can be added at the point of issue. Ward stock must never be 
issued to patient.  
 
Examples of approved labels are: 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
Over labelled medicines with labels containing no specific directions are only 
available for over the counter medicines e.g. paracetamol or ibuprofen. The original 
manufacturer’s pack contains directions of how to use the medicine. The patient’s 
name and the date must be written in the spaces provided on the label. 
The procedure below must be followed when issuing over labelled medicines from a 
clinical area: 


 Overlabelled packs must only be given to patients in accordance to a 
prescription or PGD. A prescription must be written for each item to be 
supplied. The same prescription form may be used for more than one item if 
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required. (See chapter 4 for prescribing standards). If supply is made against a 
PGD, the correct PGD must be selected. 


The over-labelled pre-pack may be retrieved from its storage area by any of the 
following staff groups: 


 Nurse or midwife   


 Doctor   


 Pharmacist or pharmacy technician 


 Physiotherapist 
The patient’s name and the date must be written in the spaces provided on the label. 
The directions printed on the discharge pre-packs must not be altered or manually 
amended under any circumstances apart from where there are pre-defined spaces for 
insertion of dose and frequency instructions. 
For liquid medicines a 5mL spoon and/or oral syringe with instruction leaflet must be 
issued with the medicine. For doses which are not multiples of 5ml, an oral syringe 
must be supplied and the patient/carer advised on its use.    
If the strength and dosing instructions (where pre-printed) are identical then the 
medicine can be supplied. If not the prescription must be dispensed by the pharmacy. 
The prescription or PGD must be second checked against the pre-labelled medicine 
by second qualified member of staff or doctor. 
The prescription should be signed by the two registered members of staff making the 
supply. If the pack is being used for supply against a PGD this should be recorded 
appropriately.  
If no items are required from Pharmacy, the prescription must be filed in the patient’s 
notes for archiving. The duplicate copy should be sent to the GP.  If additional items 
to the pre-packs / over-labelled items are required from Pharmacy, then the 
prescription should be filed in Pharmacy following the dispensing of the additional 
items. 
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Chapter 15 Discretionary Medicines for Adult and Children In-
patients 
 
Normally a nurse shall not administer a medicine to an in-patient except on the 
written instructions of an authorised prescriber or under a Patient Group Direction 
(PGD.) The discretionary medicines listed below may be administered by a registered 
nurse within the constraints of this Policy. 


 One may be administered within the schedule stated below (unless otherwise 
stated). If ongoing medication is required a prescription must be written before 
further doses are administered. 


 Where discretionary medicines are administered, the doctor responsible for the 
day to day care of the patient must be notified as soon as is reasonably 
practicable and within 24 hours of the administration of the medicine. 


 If administration of the discretionary medicine does not achieve the desired or 
expected effect in the anticipated time scale then the doctor should be called 
to assess the patient. 


 All discretionary medicines administered to in-patients must be recorded on 
the prescription chart in the ‘once only’ section. In the case of administration of 
discretionary medicines to out-patients, this must be recorded in the patient’s 
medical or care record. 


 The provisions of this policy are intended to authorise administration of simple 
remedies for minor conditions. Where patients require medical assessment 
this must always be sought. 


 The patient’s allergy status must be checked before administration of 
medicines under this policy. Medicines to which the patient is known to be 
allergic must not be administered. 


 Laxatives should not be given if the patient has abdominal pain of unknown 
cause . 


 


Indication  Drug Dose  


Adults  


Fever 
Paracetamol suppositories. 
500mg 


1-2 suppositories 


Fever Paracetamol tablets 500mg 
1-2 tablets ( if patient 
under 50Kg in weight only 
give 1 tablet) 


Constipation Glycerine suppository 4g   


Constipation Senna   1-2 tablets  


Constipation Sodium citrate micro 
enema  


1  


Dyspepsia and reflux Sodium alginate with 
calcium carbonate and 


10-20mL  
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sodium bicarbonate 
suspension 


Cough Simple linctus 5mL 


Procedures 


For urinary catheter 
insertion 


Flexible cytoscopy 
insertion (urology) 


Coil insertion (DSH) 


Instillagel® 


(contains chlorhexidine 
check allergy status) 


Once only prior to 
procedure 


Local anaesthetic for 
topical application where 
there is no PGD in place 


Ametop® / EMLA®  
Once only prior to 
procedure 


Analgesia 
If the patient has liver disease seek medical advice. 
 
Do not administer with other paracetamol containing products 


 


Adult: Paracetamol tablets 500mg One or Two tablets (if 
patient under 50Kg in 
weight or other hepatic 
risk factors (see below) 
only give 1 tablet)* 


Adult: Paracetamol liquid 
250mg/5mL 


FOUR 5mL spoonfuls 
(20mL)  


( if patient under 50Kg in 
weight or other hepatic 
risk factors (see below) 
only give TWO 5mL 
spoonsful (10mL)* 


 


Child 1- 2 months Paracetamol liquid 
120mg/5mL 


30mg (1.25mL) 


 


Child 3 - 5 months Paracetamol liquid 
120mg/5mL  


60mg (2.5mL) 


 


Child 6 months – 1 year Paracetamol liquid 
120mg/5mL 


120mg (5mL) 


Child 2 – 3 years Paracetamol liquid 
120mg/5mL 


180mg (7.5mL) 


Child 4 – 5 years Paracetamol liquid 
120mg/5mL 


240mg (10mL) 


Child 6 – 7 years Paracetamol liquid 
250mg/5mL 


250mg (5mL) 
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Child 8 – 9 years Paracetamol liquid 
250mg/5mL 


375mg (7.5mL) 


Child 10 – 11 years Paracetamol liquid 
250mg/5mL 


500mg (10mL) 


Child 12 – 15 years Paracetamol tablets or 
soluble tablets 500mg 


500mg (ONE tablet) 


Child 16 – 18 years Paracetamol tablets or 
soluble tablets 500mg 


500mg or 1g (ONE or 
TWO tablets) 


                                                             
A registered nurse, within their own competence of practice, may initiate and delegate 
the administration of: 


 Selected barrier creams as set out in the BCUHB Wound care & Dressings  
Formulary 2018    


 Selected non-proprietary emollient preparations and aqueous cream for simple 
dry skin and lips, as set out in the BCUHB formulary 


The nurse has a duty of care to check the allergy status of patients to the ingredients 
of each barrier cream and must document the application. Referral to the Tissue 
Viability Specialist Nurse may be sought for complex cases.  
 
*Paracetamol dosing. Follow the British Hepatology Pharmacy Group Position 
Statement Dosing guide for patients with risk factors for hepatotoxicity with 
paracetamol. 
https://www.basl.org.uk/uploads/BHPG/Paracetamol%20Position%20Statement_Mar
%202022.pdf  


Risk Factors for hepatotoxicity with paracetamol 


 Dry body weight under 50kg 


 Elderly/frail  


 Renal insufficiency 


 Decompensated liver disease  


 Chronic malnutrition 


 Chronic dehydration 


 Cachexia  


 Chronic alcohol consumption or regular consumption of alcohol in excess 
of  
recommended amounts  


 Long-term treatment with liver enzyme-inducing drugs e.g. carbamazepine,  
phenytoin, primidone, rifampicin, phenobarbital, St John’s Wort or other 
drugs that induce liver enzymes



https://www.basl.org.uk/uploads/BHPG/Paracetamol%20Position%20Statement_Mar%202022.pdf

https://www.basl.org.uk/uploads/BHPG/Paracetamol%20Position%20Statement_Mar%202022.pdf
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Chapter 16 Administration of parenteral medicines for the purpose 
of saving a life in an emergency 
 
The following list of medicines can be administered by parenteral injection without 
prescription or written directions or patient specific direction when administered for 
the purpose of saving life in an emergency.   
 


 Adrenaline 1 in 1000 intramuscular only 


 Atropine sulphate injection 


 Atropine sulphate and obidoxime chloride injection 


 Atropine sulphate and pralidoxime chloride injection 


 Atropine sulphate, pralidoxime mesilate and avizafone injection 


 Chlorphenamine injection 


 Dicobalt edetate injection 


 Glucagon injection 


 Glucose injection 10% , 20% and 50% 


 Hydrocortisone injection 


 Naloxone injection 


 Pralidoxime chloride injection 


 Pralidoxime mesilate injection 


 Promethazine hydrochloride injection 


 Snake venom antiserum 


 Sodium nitrite injection 


 Sodium thiosulphate injection 


 Sterile pralidoxime 
 
 
Taken from the Human Medicines Regulations 2012 
http://www.legislation.gov.uk/uksi/2012/1916/contents/made 
 
Glucose 10% and 20% has been added to the Human Medicines Regulation list in 
line with the JBDS –IP Joint British Diabetes Societies for Inpatient care ‘The Hospital 
Management of Hypoglycaemia in Adults with Diabetes Mellitus’ 3rd edition April 
2018 
https://abcd.care/sites/abcd.care/files/resources/20180508_JBDS_HypoGuideline_Re
vised_v2.pdf 
 



http://www.legislation.gov.uk/uksi/2012/1916/contents/made

https://abcd.care/sites/abcd.care/files/resources/20180508_JBDS_HypoGuideline_Revised_v2.pdf

https://abcd.care/sites/abcd.care/files/resources/20180508_JBDS_HypoGuideline_Revised_v2.pdf
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Chapter 17 Audit 
Incidents and/or risks reported via Datix are monitored by the Medication Safety 
Officer and Pharmacy Management Team. This information will be used to inform the 
medicines management annual audit plan. As part of ongoing management, where a 
risk becomes apparent or data indicates escalation is required, it will be raised with 
pharmacy operational teams to the relevant hospital/area management teams and 
appropriate governance/quality and safety meetings. 
  
All Pharmacy & Medicines Management Written Control Documents (to include 
policies, procedures, guidelines etc.) should be developed and/or reviewed using 
evidence based knowledge and best practice. This includes learning from incidents 
and/or subsequent audits as well as national guidance (NICE, BNF, etc.) 
 
When developing written control documents, authors must ensure there is a 
mechanism to identify and respond to new guidance to ensure that the document 
remains focused on best practice and evidence base, with the facility to update 
between formal review dates. 
 
The Services that utilise the document must also ensure there is a mechanism in 
place to use audit or other monitoring and quality improvement approaches,  to 
ensure that any unwanted variation of required practice is identified and responded 
to.  
 
Escalations should be managed through the service / divisional / corporate 
governance processes, with expert advice in relation to medicines 
management,  audit and improvement secured from the respective specialist teams 
(Medicines Management, Clinical Effectiveness and Quality Improvement team).  
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 General Pharmaceutical Council (GPhC) https://www.pharmacyregulation.org/ 


 Medicines Act 1968 


 Medicines, Ethics and Practice: A guide for Pharmacists. Royal 
Pharmaceutical Society of Great Britain 2018. 


 Misuse of Drugs Act 1971 


 Misuse of Drugs (amendment 2) regulations 2006 


 Midwives Exemptions 2018 


 NICE NG46 Controlled Drugs: Safe use and management, April 2016 
https://www.nice.org.uk/guidance/ng46  


 Nursing and Midwifery Council (NMC) http://www.nmc.org.uk/ 
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https://www.rcm.org.uk/news-views-and-analysis/analysis/changes-to-midwives-exemptions

https://www.nice.org.uk/guidance/ng46
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 Patient Safety Wales http://www.patientsafety.wales.nhs.uk/home 


 Royal Pharmaceutical Society of Great Britain.  The safe and secure handling 
of medicines: a team approach.  A revision of the Duthie Report (1988) 


 led by the Hospital Pharmacists’ Group of the Royal Pharmaceutical Society, 
March 2005.  


 Shipman Inquiry 2005/6 


 Summary of Product Characteristics (SmPC) for each medicine is produced by 
the manufacturer. http://www.medicines.org.uk/emc/ 


 Specialist information on medicines obtained from the local Medicines 
Information Centres based at Ysbyty Gwynedd, Ysbyty Glan Clwyd and Ysbyty 
Wrexham Maelor 
Ysbyty Glan Clwyd 01745 448788 
Ysbyty Gwynedd 01248 384141 
Ysbyty Wrexham Maelor 01978 726346 


 Specialist Pharmacy Service https://www.sps.nhs.uk/  


 RPS/RCN Guidance on the Administration of Medicines In Healthcare Settings 
https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20ac
cess/Professional%20standards/SSHM%20and%20Admin/Admin%20of%20M
eds%20prof%20guidance.pdf?ver=2019-01-23-145026-567 


 RPS Professional guidance on the Safe Storage and Handling of Medicines  
https://www.rpharms.com/recognition/setting-professional-standards/safe-and-
secure-handling-of-medicines/professional-guidance-on-the-safe-and-secure-
handling-of-medicines 
 


 
 



http://www.patientsafety.wales.nhs.uk/home

https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Publications/Safe%20and%20Secure%20Handling%20of%20Medicines%202005.pdf

http://www.medicines.org.uk/emc/

https://www.sps.nhs.uk/

https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20standards/SSHM%20and%20Admin/Admin%20of%20Meds%20prof%20guidance.pdf?ver=2019-01-23-145026-567

https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20standards/SSHM%20and%20Admin/Admin%20of%20Meds%20prof%20guidance.pdf?ver=2019-01-23-145026-567

https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20standards/SSHM%20and%20Admin/Admin%20of%20Meds%20prof%20guidance.pdf?ver=2019-01-23-145026-567

https://www.rpharms.com/recognition/setting-professional-standards/safe-and-secure-handling-of-medicines/professional-guidance-on-the-safe-and-secure-handling-of-medicines

https://www.rpharms.com/recognition/setting-professional-standards/safe-and-secure-handling-of-medicines/professional-guidance-on-the-safe-and-secure-handling-of-medicines

https://www.rpharms.com/recognition/setting-professional-standards/safe-and-secure-handling-of-medicines/professional-guidance-on-the-safe-and-secure-handling-of-medicines
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Glossary  
 
Administration: Administer is ‘to give a medicine either by introduction into the body, 
whether by direct contact with the body or not (e.g. orally or by injection) or by 
external application (e.g. application of an impregnated dressing).  
 
Controlled Drug:  A medicine included in the Schedules of The Misuse of Drugs 
Regulations (1971). 
Schedule 1 (CD licence) 
Schedule 1 drugs include hallucinogenic drugs such as coca leaf, lysergide and 
mescaline. Production, possession and supply of drugs in this schedule are limited, in 
the public interest, to research or other special purposes.  Most schedule 1 drugs 
have no therapeutic use and a licence is generally required for their production, 
possession or supply.  Examples include hallucinogenic drugs (e.g. ‘LSD’), ecstasy-
type substances, raw opium and cannabis.  Sativex® is a cannabinoid extract 
schedule 1 drug that dose have a therapeutic use and has been exempted by the 
Home Office from licensing requirements.   
Schedule 2 (CD POM) 
Schedule 2 includes more than 100 drugs such as the opioids, the major stimulants, 
secobarbital and amphetamine. 
Safe custody – schedule 2 CDs (except secobarbital) are subject to safe custody 
requirements (under the Misuse of Drugs Safe Custody Regulations 1973 – see 
below). They must be stored in a locked receptacle, such as an appropriate CD 
cabinet or approved safe, which can only be opened by the person in lawful 
possession of the CD or a person authorised by them. 
Schedule 3 (CD no register) 
Schedule 3 includes a small number of minor stimulant drugs and other drugs, which 
are less likely to be misused than drugs in schedule 2, or are less harmful if misused. 
Safe custody – schedule 3 CDs are exempt from safe custody requirements. 
Exceptions are flunitrazepam, temazepam, buprenorphine and diethylpropion, which 
must be stored in a locked CD receptacle within a secure environment. 
Schedule 4 (CD benzodiazepines and CD anabolic steroids) 
Schedule 4 is split into two parts. 


 Part 1 (CD benzodiazepines) contains most of the benzodiazepines, plus eight 
other substances including zolpidem, fencamfamin and mesocarb. 


 Part 2 (CD anabolic steroids) contains most of the anabolic and androgenic 
steroids such as testosterone, together with clenbuterol (adrenoreceptor 
stimulant) and growth hormones (5 polypeptide hormones). 


There is no restriction on the possession of a schedule 4 part 2 (CD anabolic 
steroids) drug when it is part of a medicinal product. However, possession of a drug 
from schedule 4 part 1 (CD benzodiazepines) is an offence without the authority of a 
prescription in the required form. Possession by practitioners and pharmacists acting 
in their professional capacities is authorised. 
Schedule 5 (CD invoice) 







 


106 


 


Schedule 5 contains preparations of certain CDs (for example, codeine, pholcodine, 
morphine), which are exempt from full control when present in medicinal products of 
low strengths, as their risk of misuse is reduced. 
 
For more information refer to the current Misuse of Drugs Regulations. 
 
Controlled Stationery: All stationery which could be used to obtain medicines 
fraudulently. 
 
Critical Medicine: Medicines that have the potential to cause harm if administration 
is omitted or delayed. 
 
Dentist:  A dentist holding registration with the General Dental Council. 
 
Dietician:  A dietician holding registration for practice as a dietician with the Health 
and Care Professions Council. 
 
Doctor: A doctor holding both registration and licence to practice with the General 
Medical Council. 
 
Healthcare Support Worker (HCSW), Healthcare Assistant (HCA), Assistant 
Practitioner (AP): A person working alongside, and assisting the work of a nurse or 
health professional under the guidance of a registered healthcare professional The 
role can be varied depending upon the healthcare setting. 
 
High Risk Medicine: Medicines that have a high risk of causing significant patient 
harm or death when used in error. 
 
Independent second checker: A competent staff member authorised to administer 
medication. 
 
Medicine: Medicinal products as defined in Section 130 of the Medicines Act, i.e. a 
substance administered by mouth, applied to the body or introduced into the body for 
a medicinal purpose. 
A medicinal purpose may mean any one or more of the following: 


 Treating or preventing disease 


 Diagnosing disease or ascertaining the existence, degree or extent of a 
physiological condition 


 Contraception 


 Inducing anaesthesia 


 Administration of products such as anti-D, albumin and immunoglobulins 


 Otherwise preventing or interfering with the normal operation of a physiological 
function 


Exclusions: 


 Items classified as medical devices e.g. Posiflush® (sodium chloride 0.9% pre- 
prepared flush) 


 Reagents 


 Sterile non-injectable water 
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 Non-medicated dressings, ligatures and sutures 


 Blood components, including red cells, platelets, fresh frozen plasma (FFP) 
and cryoprecipitate 


 Antiseptics used as cleansing agents for the skin and wounds and Barium 
Contrast media are exempted from the requirements of Sections 7 and 10 of 
this policy (i.e. prescribing and administration) 


 
Medicines Reconciliation: Process of collecting information on medication history 
prior to admission using the most up to date recent and accurate sources, checking 
this against the current prescribed medicines, ensuring any discrepancies are 
accounted for or actioned and communicating any changes, deletions or omissions to 
the patient’s medication should be clearly documented. 
 
Midwife:  A midwife whose name is held on the Nursing and Midwifery Council 
register as a person who can meet specific standards to provide maternity care to 
patients, 
 
Non-Medical Prescriber:  A registered prescriber who is not registered as a doctor 
or dentist. 
 
Nurse:  A nurse whose name is held on the Nursing and Midwifery Council register 
as a person who can meet specific standards to provide care to patients. 
 
Operating Department Practitioner:  A person who is registered with the Health 
and Care Professions Council as an operating department practitioner. 
 
Parenteral Administration:  Administration of a medicine by means other than the 
alimentary canal e.g. IV, IM or S/C 
 
Patient Group Direction: A written instruction for the supply and or administration of 
a licensed medicine in an identified clinical situation, signed by a doctor or dentist and 
a pharmacist. It applies to groups of patients who may not be individually identified 
before presenting for treatment. 
 
Patients Own Medicine/Patients Own Drugs:  Medicines brought into hospital 
having been dispensed for that patient outside of the hospital or purchased by the 
patient.  It also includes over the counter (OTC) medicines, alternative remedies and 
other medicinal items purchased elsewhere eg internet. 
 
Pharmacist:  A pharmacist holding registration for practice with The General 
Pharmaceutical Council (GPhC). 
 
Pharmacy Technician: A Pharmacy Technician holding registration for practice with 
the GPhC. 
 
Prescription: Written instructions from a registered prescriber permitting a person so 
authorised to supply a prescription only medicine (POM) to the holder of the 
prescription. 







 


108 


 


 
Transcription: Copying of something written e.g. prescription, from one record to 
another. 
 
Unlicensed Medicine:  A medicine that does not have a product licence. 
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APPENDIX 1 Monitoring and maintaining refrigerators and freezers 
 
In order to maintain the medicine supply cold chain it is essential to keep a written 
record of the daily maximum and minimum temperatures of medication refrigerators.  
The BCUHB template for recording temperatures is included in Appendix 2 and is 
the only version of the monitoring form that should be in use.  This will demonstrate 
that temperature sensitive medicines have been stored under correct conditions, and 
will therefore protect the interests of the patient and the nurse administering the 
medicine.  Accurate temperature monitoring may contribute to waste reduction by 
identifying any deviance from ideal conditions quickly, thereby allowing medicines to 
be moved to another temperature controlled area before they deteriorate. 
 
Readings must be taken daily using a maximum – minimum thermometer in 
accordance with the manufacturer’s instructions.  The reading must be recorded on 
the attached chart and the max/min thermometer must be reset after each time is 
has been read.  A record should also be made of the date when the refrigerator is 
defrosted, which should be at monthly intervals unless it is clearly not required.  A 
nurse, HCSW or housekeeper may undertake this task, providing they are suitably 
trained and they refer unusual results to a more senior member of staff if they are 
unable to take appropriate actions themselves.  The manager of the clinical area 
should review the temperature record chart as part of their daily checks. Daily 
checks are not required for refrigerators with in-built temperature monitoring and SD 
card readers which automatically log temperatures and alarm visually and audibly if 
a fault is detected. Such refrigerators must be calibrated on an annual basis. 


 
A freezer temperature must be kept between the range of -180C to -230C. The 
temperature of the refrigerator must be kept between the range of +2ᵒC and +8ᵒC.  
Appropriate action should be taken to ensure that this range is maintained. 
A refrigerator containing medicines should not be used to store food (other than 
hospital issued nutritional supplements) and must be kept locked.  There are two 
reasons for this: 


 To minimise the risk of contamination 


 Overfilling refrigerators increases the risk of changes in temperature.  
Medicines refrigerators must not be filled above 75% of their capacity and 
medicines no longer required must be removed.  These may be destroyed or, 
if appropriate, immediately returned to pharmacy for recycling. 


 
Good practice points: 


 Do not allow stock to come into contact with the refrigerator cooling plate or 
ice within the refrigerator 


 Rotate stock to use short expiry stock first & where there is an opened vial 
(e.g. insulin) in use it should be marked with the date opened and placed at 
the front so it is used up first. 


 Make sure it is clear which member of staff is responsible for monitoring 
temperatures of the refrigerator each day and that they know how to use and 
read the thermometer. 


 Check the refrigerator has been monitored as part of the daily safety brief. 


 The reset button must be pressed after every temperature recording in order 
to obtain a new baseline for the minimum and maximum temperatures. 
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 To avoid the refrigerator being switched off inadvertently, label the plug or 
electric socket accordingly. 


 
Trouble Shooting 


 A minus reading indicates the refrigerator is or has been below freezing point.  
Check the readings again.  Either the temperature has been read incorrectly 
or immediate action must be taken to remedy the adverse conditions within 
the refrigerator.  Look at each medicine to see if it is frozen solid and check 
glass vials for evidence of any cracks.   If stock has been allowed to freeze, 
many medicines will no longer be effective and advice from Pharmacy must 
be sought  regarding the integrity of the product, 


 The minimum temperature recorded is higher than the maximum temperature 
indicates that the thermometer has been read incorrectly. 


 The temperatures recorded are the same every day.  This is unlikely as 
variations in temperature occur when the refrigerator door is opened and 
closed and with changes in ambient room temperature.  Often this is an 
indication that the thermometer has not been reset after each reading.  Check 
that the individual responsible for the task understands how to use the 
thermometer and the importance of making accurate readings. 


 Regular readings below +2ᵒC and above +8ᵒC.  Review the training and 
competence of the member of staff reading the temperatures.  Ensure the 
probe is in a suitable position.  Defrost the refrigerator if this has not been 
done recently.  Is your refrigerator working correctly and (where appropriate) 
is the temperature setting adjusted correctly? Follow flow chart attached: 


 Calibration:  Any concerns about calibration of the temperature recording 
devices in use should be referred to the Estates Department. 


 
Defrosting and Cleaning the Refrigerator  
Refrigerators may have an auto defrost cycle function and may not require a 
scheduled defrost. For those that don’t have this functionality: 


 Move all stock from the refrigerator to another monitored medicine 
refrigerator.   


 Defrost the refrigerator according to manufacturer’s instructions then clean the 
interior and exterior. 


 When the refrigerator thermometer indicates that the temperature is between  
+2ᵒC and +8ᵒC the medicines may be returned to the clean refrigerator 


 Record the defrost and clean information on the refrigerator temperature 
record sheet. 


 
 







 


111 


 


Actions to be taken if refrigerators fall outside temperature range 
 


Recorded storage temperature of the refrigerator if outside the normal operating 
range of 2ᵒC to 8ᵒC 


 


If single reading falls outside 2ᵒC and 8ᵒC, monitor closely. Some refrigerators may 
have an internal alarm system to alert when anomalies occur eg door left open   
If repeated and maximum and minimum readings are exactly the same – check the 
thermometer is being read and reset correctly 
If reading is below 1 degree, some medicines are likely to be damaged – contact 
Pharmacy for advice  
If repeated readings outside 2 and 8 degrees the following actions must be taken 


 


Advice on stability of the individual medicines should be sought from the Medicines 
Information Department.  You will need to know:  The name, strength and 
manufacturer of all the products involved, the maximum and minimum temperature 
reading and how long the refrigerator may have been switched off/malfunctioning.  
If an answer is needed urgently make it clear when the drugs next need to be 
given. 


 


While waiting for advice, quarantine and label all affected medicines – label not to 
be used and put the date, time and signature on the outside wrapping.  Then store 
in correct storage conditions immediately (e.g. an alternative monitored 
refrigerator). 
 
Any medicines that are not stable at the temperatures recorded must be 
destroyed.  New supplies will need to be obtained from Pharmacy. 
Any medicines with a reduced expiry should be clearly labelled.  All affected stock 
should be used as soon as possible and prior to any new stock.   
 
Any stock that has a reduced expiry and is subsequently found to have been out of 
range again should be destroyed. 


 


If the refrigerator is not operating correctly it should be labelled “NOT TO BE 
USED UNTIL FURTHER NOTICE”.  Date, time and signature.  The medicine 
refrigerator must be taken out of action, checked and/or repaired as necessary and 
not put back into use until fully functioning. Contact Estates to report the problem.  


 


Incident should be reported to the Manager of the clinical area and a Datix incident 
report form completed 


Medicine Information Helplines:      
Ysbyty Glan Clwyd   01745 448788 
Ysbyty Gwynedd   01248 384141 
Ysbyty Wrexham Maelor  01978 726346 
 
In an emergency, the emergency duty pharmacist can be contacted. 
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APPENDIX 2 Temperature Monitoring Record 


 
 
 
Ward: .................................. 
 
 
Date started:  ................................. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Temperature Monitoring 
Monitoring of medication storage areas (fridge and medicines room) 
must take place daily. 
Monitor and document: current displayed temperature, maximum 
and minimum temperature, then reset the thermometer by  pressing 
the Max-Reset button 
Action if temperature is outside of acceptable range 
Reset the thermometer (as above) and re-check temperature in 30 
mins (room/fridge) 
If continues to be out of range – quarantine contents and contact 
medicines information on YGC  01745 448788, YG 01248 384141    
WMH 01978 726346 
Contact Estates to rectify technical problem.  
Responsibilities 
Housekeeper/HCSW:  Daily temperature check (fridge & room)  
Staff Nurse/Sister 
in charge of Shift:       Ensure daily temperature check (fridge & 
room) has been done. 
 
Clinical area    Weekly temperature check 
manager:  
 
Area Matron:          Three monthly temperature check (fridge & 
room) 


Current temperature 


Minimum temperature since last 
reset 


To reset - press the Max 
reset button 


Maximum temperature since last 
reset 


Replace batteries immediately when the reading becomes 
erratic or the display clarity fades. 
The device uses 2 * AAA Batteries, available from Stores  
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Medicines Room Ambient Temperature Monitoring Form 


Wards/Departments/Community 
 


Ward/Department ________________________________Month______________Year____________ 
 
 


 
 


 


 


 
 


 
Date 


 
Time 


 


Tick Current Temperature 


 
Min 


 
Max 


Max 
Reset 
button 


√  


Alarm 
on  


√ 


 
Initials 


Below 
8 


18 19 20 21 22 23 24 25 26 27 28+      


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                   


 


 


 


 


1. Read and record the temperature every 24 hours 
2. Where the temperature monitoring device has a reset clear function, ALWAYS reset the minimum and maximum 


temperature, by pressing the Max-Reset button, after recording the information 
 


 Below 80C 


Take Action 


Above 250C 


Take Action 
Normal Range 


80C to 250C 


Out of Range Readings - If any reading (ACTUAL, MINIMUM or MAXIMUM) is outside the limits of 200C to 
250C you must: 
 Press Max-Reset button immediately 
 Return in ONE HOUR, read and record the ACTUAL, MINIMUM and MAXIMUM temperatures in an ADDITIONAL 


READINGS and ACTION TAKEN box overleaf 
 If still reading above the limits of above 250C inform the Ward Manager/Nurse in Charge. 


 In normal hours - Contact Estates to report the problem. 
 In normal hours - Contact the Pharmacy Department for advice on the medicines 
 Out of hours - contact Estates and Pharmacy the next working day  


 
Print in colour & retain monitoring form for 3 months 
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Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
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Medicines Refrigerator Temperature Monitoring Form  


Ward/Department 
 


Ward/Department ________________________________Month______________Year____________ 
 
 


 
 


 


 


 
 
Date 


 
Time 


Tick Current Temperature  
Min 


 
Max 


Max 
Reset 
button √ 


Alarm 
on √ 


 


 
 


Initials 


0 1 2 3 4 5 6 7 8 9 10+     Ensure  


1st                   


2nd                 products  


3rd                   


4th                 are  


5th                   


6th                 not  


7th                   


8th                 in  


9th                   


10th                 contact  


11th                   


12th                 with  


13th                   


14th                 the  


15th                   


16th                 sides  


17th                   


18th                 or  


19th                   


20th                 the  


21st                   


22nd                 back  


23rd                   


24th                 of  


25th                   


26th                 the  


27th                   


28th                 fridge.  


29th                   


30th                   


31st                   


 


 


 


 


 


3. Read and record the temperature every 24 hours 
4. Where the temperature monitoring device has a reset clear function, ALWAYS reset the minimum and maximum 


temperature, by pressing the Max-Reset button, after recording the information 


 


 


 


Below 20C 


Take Action 


Above 80C 


Take Action 
Normal Range 


20C to 80C 


Out of Range Readings - If any reading (ACTUAL, MINIMUM or MAXIMUM) is outside the limits of 20C to 80C you must: 
 Press Memory Clear button immediately 
 Return in ONE HOUR, read and record the ACTUAL, MINIMUM and MAXIMUM temperatures and document readings and actions overleaf 
Additional Actions if still reading outside the limits 20C to 80C, you must: 
 Immediately inform the Ward Manager/Nurse in Charge  
 In normal hours - Contact Estates to report the problem. 
 In normal hours - Contact the Pharmacy Department for advice on the medicines 
 Out of hours - remove the medicines and quarantine in nearby medicines fridge (add notice on fridge where medicines are) 
 Out of hours - contact Estates and Pharmacy the next working day  
 DO NOT use medicines until Pharmacy advise otherwise 


 Record all readings and actions overleaf                                                          Print in colour & retain this monitoring form for 3 months 
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Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
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Medicines Freezer Temperature Monitoring Form                   


Wards/Departments   
 
Ward/Department________________________________Month_____________________ Year_____________ 
 


 


 
 


 


 
 
 


 


 


 
Date 


 
Tim
e 


 


Tick Current Temperature 
 
Min 


 
Max 


1. Memory 
Clear button √ 
 
2.Alarm on √ 


 
Initials 


-27 -26 -25 -24 -23 -22 -21 -20 -19 -18 -17 -16 -15 -14 -13 1 2 
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                      


5. Read and record the temperature every 24 hours 
6. Where the temperature monitoring device has a reset clear function, ALWAYS reset the minimum and maximum 


temperature, by pressing the MEMORY CLEAR button, after recording the information 
 


 
 


Below -250C 


Take Action 


 


Above -150C 


Take Action 
Normal Range 


-150C to -250C 
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Out of range readings-  if any reading (Actual, Minimum or Maximum) is outside the limits of -15°C to -25°C you MUST: 
 Press memory clear button immediately 
 Return in ONE HOUR, read and record the ACTUAL, MINIMUM & MAXIMUM temperatures and document readings & actions 


overleaf 
Additional actions if still reading outside the limits –15°C to –25°C, you must: 


 Immediately inform the Ward Manager/Nurse in Charge 
 In normal hours – contact Estates to report the problem 
 In normal hours – contact the Pharmacy department for advice on the medicines 
 Out of hours- remove the medicines and quarantine in a nearby freezer 
 Out of hours – contact pharmacy and estates department the next working day 


 DO NOT USE MEDICINES until pharmacy advise otherwise 


 Record all readings and actions overleaf 


 
 
 


 
 
 


 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 


Additional Readings and Action Taken 


 
 
 
 
 
 
 
 
Time & Date……………………………………………….. 
Action taken by by……………………………………………… 
 
 






