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Introduction

Cumbria Care’s Support at Home Service supports adults living at home in the community who require support to maintain or regain their independence.  Providing support with taking medication may be key in enabling a service user to continue to live at home.

This policy ensures that Cumbria Care meets the requirements of the Care Quality Commission by providing a quality care service that manages people’s medicines safely.

Purpose of the Policy

The purpose of this policy is to ensure the safe administration of prescribed medication and health care support by staff who have been deemed competent to follow the policy and procedures within it. It is the duty and responsibility of the registered manager to ensure the safe administration of medication within the service. It is the manager’s responsibility to ensure staff are kept up to date with any amendments to this policy and training.

Who is this Policy for?
This policy is applicable to all members of staff working in Cumbria Care’s Support at Home service, when providing care and support to service users in the community.













Overall Aim 


This policy aims to:

· promote and maintain the service user’s independence by enabling them to self- administer medication where possible.
· increase the quality of care delivered by Cumbria Care with trained staff being able to give medication and health care support to service users.
· provide guidance for staff to enable them 
to administer medication safely and provide health care support where required.
· define staff roles and responsibilities in the 
management and administration of medication.
· provide a standard competency and training framework for the administration of medication and health care support.
· enable good communication with social 
workers and health professionals
· ensure compliance with the Care Quality Commission (CQC) standards relating to the safe management of medication in the community.















Support with Medication and
Health Care Tasks

This policy will increase the support offered by Cumbria Care and will enhance the quality of life of people accessing the service. The need for medication support will be identified by a social worker, reablement and review officer, senior support worker or supervisor during a service user’s assessment for social care support. Requests for stand-alone medication support will be considered by Cumbria Care on a case-by-case basis.

Cumbria Care will provide medication support under the following headings:

Category 1 Support: General Support 
(Page 14)
General support will be given where the service user is able to direct their support, take overall responsibility for their own medication and consents to the specific support being arranged but needs some assistance due to their physical ability. The service user will be responsible, in whole or in part, as detailed in their support plan, for the safe management of their medication.



General support may mean reminding a service user who has capacity to make their own decisions to take their medication or carry out a task. If support is needed, the service user will remember and know which medication to take if reminded. Support required could be to remind them to take their medication at a particular time or with food.

General support would be helping the service user as detailed in their support plan. They may require someone to open medicine container tops as, due to limited dexterity or visual impairment, they are unable to do this without the assistance of a support worker.

General support could be monitoring that a
service user has taken their medication.






Category 2 Support: Administration of
Medication (Page 19)
Support with the administering of medicine will be given where a person is unable to take responsibility for their own medication due to impaired cognitive awareness or physical limitations. Staff will physically select, check and give medication to the service user.  This may include placing medication in the person’s mouth and the application of a medicated cream or ointment to the skin.

To administer means to select, measure, and give medication to a service user or carry out a related task as specified in their support plan and in accordance with the directions of the prescriber, for example their GP.

The support plan will specify the tasks the support worker is able to undertake and their responsibility for ordering, recording, storing, and disposing of the medication, in whole or in part.

Administering means taking full responsibility for ensuring that the service user is given medication as prescribed.


Category 3 Support: Administration of
Medication by Specialised Techniques 
(Page 48)
There may be occasions when support workers are asked to give medicines that registered nurses would normally administer. This is helpful in many situations and avoids people having to wait for a nurse or paramedic to attend. Referrals for support with Category 3 tasks will always require training and clinical supervision from a health care professional, usually the district nurse, for every support worker providing this type of support to the service user. The tasks include:

· Rectal administration, e.g., suppositories, diazepam (for epileptic seizure)
•	Insulin by injection including testing of blood sugars
•	Administration through a Percutaneous Endoscopic Gastrostomy (PEG)




Health Care Tasks

Cumbria Care undertake health care tasks to support people living at home. This reduces duplication with NHS services for people with complex long-term conditions and helps to facilitate timely discharge from hospital.  There are three levels of health care tasks, A, B and C.  Level B and Level C tasks require sign off from a health professional as confirmation of delegation of the task to Cumbria Care. Key health care tasks include:

Level A:
• 	Assisting service users with the management of continence e.g., catheter bag change and empty
• 	Assisting service users with dementia, those who are confused or displaying challenging behaviour
• 	Helping to prevent falls
• 	Infection control
• 	Assisting service users with nutrition, hydration to reduce the risk of malnutrition and dehydration
• 	Assisting service users with, and where needed
administration of, prescribed medication including eye drops (including post cataract procedures), ear drops, nose drops, inhalers, patch-based medicine, emollient, and barrier products
• 	Application of medicated creams including
prescribed medicated creams, ointments, lotions for external use (where skin is unbroken)
• 	Assisting service users who are dying in achieving a peaceful and dignified death
• 	Assisting service users with skin care to prevent pressure sores
• 	Assisting service users with equipment to use oxygen
• 	Assisting service users who use nebulisers / spacers / inhaler

Level B:
• 	Eye drops including post-surgery, variable dosage and multiple eye drops where combination or order of drops is important
• 	Application of support stockings where skin is
intact and hosiery has been prescribed including recovery from leg ulcers and where there is a risk of deep vein thrombosis and pulmonary embolism
• 	Use of patch-based medicine including controlled
drug pain relief like Fentanyl



Level C:
• 	Assisting service users with nutrition using PEG
feeding
• 	Assisting service users with simple wound dressing
• 	Assisting service users with stoma management
• 	Assisting service users with supra pubic catheters
• 	Assisting service users who have dysphagia
• 	Application of medicated creams including prescribed medicated creams, ointments and lotions for external use where skin integrity is compromised
• 	Assisting service users with insulin
• 	Assisting service users with specialist medication
including buccal midazolam and rectal diazepam

Roles and Responsibilities
Cumbria Care’s Responsibilities:
•	To provide medication and health care task
training
•	To ensure staff competency in supporting people
with medication
•	To maintain a record of medication training
attendance
•	To maintain a record of incidents relating to
medication support and identified action taken and subsequent lessons learned

Reablement and Review Officer (RRO), Senior Support Worker (SSW) and Supervisor Responsibilities:
· To understand, be familiar with, and follow the
medication policy, procedures, and health care tasks
•	To ensure that a medication risk assessment is carried out for all service users prior to care commencing and that the nature and extent of support required is detailed in the support plan
•	To ensure the service user’s written consent is obtained for Cumbria Care support workers to assist with medication and/or health care tasks
•	Obtain a Medication Administration Record (MAR) from the Pharmacist listing medication to be administered by/with the assistance of support workers following first assessment
•	To ensure that follow up reviews of medication support are carried out when any changes occur that may impact on necessary support required

Supervisors have responsibility to: Assess/ensure support worker competencies with regards to medication and health care tasks before assigning work
· Ensure that staff only carry out medication support tasks that have been identified in the Medicines Management (MM) referral and/or medication risk assessment 
•	Discuss referrals for health care tasks with the district nurse or appropriate health care professional and make arrangements for training and ‘sign off’ of Level B and C health care tasks
•	Respond to queries and concerns raised by
support workers
•    Communicate with social workers and health
care professionals as required

Support Workers Responsibilities:
•    To understand, be familiar with and follow this
medication policy, procedures, and health care tasks
•	To complete Cumbria Care’s medication and health task training and any updates to courses as determined by the competency framework
•   To provide safe assistance with medication to a client within their own home
•	To request immediate assistance from RRO/SSW/Supervisor for any medication situation in which they do not feel confident
•	To inform the RRO/SSW/Supervisor of any changes that may impact on medication or any concerns or issues with regards to medication
•	To seek the consent of the service user each time you assist with medication and always maintain their right to independence and choice
•	To record all assistance diligently and correctly
with regards to medications
· To keep all information about a service user’s
medication and treatment confidential
· Not to introduce, sell, recommend, or offer advice with regard to medication or over the counter/ homely remedies etc.






Training and Staff Competencies

Training for staff will be provided or arranged by Cumbria Care and will cover both support with medication and health care tasks.  A training record should be kept for each member of staff along with a record of training and competency assessments.

Staff providing support with medication must clearly understand the limits of the support to be provided and work strictly within the instructions in the support plan.  If they have any concerns regarding this, or
the service user appears to require a greater level of support, the support worker must report this to their RRO/SSW/Supervisor promptly.

Support Workers are not permitted to give support with medication or health care tasks until they have:

•	Successfully completed the Safe Handling of
Medication workbook
•	Attended and successfully completed the Cumbria Care policy and procedure training sessions on this Medication Policy
•	Attended and successfully completed the Cumbria Care training sessions regarding underpinning knowledge to support the undertaking of health care tasks
•	Been assessed as competent against the
elements set down in the R3 Annual Competency Assessment.

Staff will be observed undertaking each medication support task on a minimum of three occasions before they are able to undertake the task independently. Competency will then be reassessed on an ongoing basis, at least annually.  The purpose of the competency assessment is to ensure the support worker can confidently and correctly, support people with medication and any related tasks.

Staff will only be authorised to give Category 3 support with medication once they have received the necessary specialist training from a health professional for the task.  This training is for each individual service user, and staff are deemed competent by the health professional, in addition to the requirements above.



Staff will only be authorised to give support with
Level B and Level C health care tasks once they have received the necessary specialist training from a health professional for the task, for each individual service user, and are deemed competent by the health professional, in addition to the requirements above.

The Cumbria Care “Competency Assessment for Medication” details the requirements for ongoing support, training and assessment of competency and specifies when reviews and further training are required.

Monitoring and Audit

Cumbria Care’s internal audit process will monitor and demonstrate that staff are working to the procedures set out in the policy.  Completed MAR charts and communication records should be returned to the local office for regular audit purposes before they are archived.

These audits will assist in supporting safe care for service users and will include:

•	A check of coding and completion of MAR charts for accuracy
•	A review of regular administration of a ‘PRN’
medication to check understanding with carer or review with health professional
•	A reflection of all medication issues written on
the communication record such as swallowing difficulties, refusals, no medication available etc.
· A check of the timeliness of the support worker reporting problems to the RRO / SSW / Supervisor for discussion with health care professionals as detailed in this policy, such as regular refusal of medication.
· Supervisors will be required to complete a P5 MAR monthly audit of 5 service user records
which will be counter-checked by the Teams Manager.  


Medication Incidents

Cumbria Care recognises that occasionally a member of staff may make an error, for various reasons. It is important that the reasons for all mistakes and ‘near misses’ are established and collected so that recurring problems are identified and acted upon.  Regular errors may indicate a problem with the procedures which can then be reviewed and improved.

All mistakes must be recorded on a Medication Error Report and the procedure followed as soon as incorrect administration is identified.  Mistakes will be dealt with in a constructive manner that addresses the underlying reason for the incident and prevents recurrence. 
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Section 2:
Procedures

Arranging Medication Support

If during the assessment process, medication support is identified as part of a Service User’s needs, the RRO/SSW/Supervisor will need to complete the Cumbria Care Medication Risk Assessment, taking into account the information provided by the Service User / Representative / Health Professional. A Medicines Management form (MM) should be requested from Adult Social Care where long term needs are identified. 

The information in the risk assessment/support plan should include:

•	The nature and extent of help that the service
User needs
•	A current list of prescribed medicines for the service user, including the dose, frequency of administration and method of assistance.
· Details of arrangements for medication storage in the service user home and access by the service user, relatives or friends.
•	A statement of the person’s consent for Cumbria
Care to support with medication. (There is space on the risk assessment in the support plan for the Service User’s signature).

It is important that the support plan is clear to ensure that support workers know whether they are providing general support or medication administration for each adult they are supporting. This will be clearly recorded in the support plan and must be monitored and reviewed regularly. 










The support plan should be recorded on the system. Copies of the MM form, the Cumbria Care risk assessment and the support plan should be made and kept at the Service User’s house for the Support Worker to refer to.


Category 1 support:
•	A Medication Support Record form may be required. The list of medication should be included on this form to assist when reminding people to take their medication
•	Ensure a copy of the relevant procedures and Do’s and Don’ts document is available for support workers and kept with the reablement/support plan at the service user’s house
•	Agree the start day for medication support with the service user


Category 2 support:
•	Ensure Medication Signature Record sheet is completed by everyone
· Ensure a copy of the relevant procedures and Do’s and Don’ts document is available for support workers and kept with the reablement/support plan at the service user’s house
•	Arrange for a MAR chart from the Pharmacy/
dispensing GP surgery
•	Complete a PRN Protocol if required
•	Complete a Topical Medicines Application Record if creams are to be applied
•	Agree the start day for medication support with the service user

Cumbria Care Medication Policy and Procedure for Support at Home
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Medication Risk Assessment Form

	Service User Name:
	
	IAS Number:
	

	Address:
	
	Date of Birth:
	

	Possible Risk
	
	If no
	Outcome / Actions Taken

	Is the service user able to order and collect prescriptions if needed?
	Yes
/ No
	•  Can family/informal carers collect?
•  Does community pharmacy deliver?
•  Consider support if no other option
	

	Can service user provide a list of
their medicines? Do they know where all medicines are stored in the home?
	Yes
/ No
	•  Contact GP if unable to establish what service user should be taking
•  Can informal carers tell you where medicines are kept?
	

	If able to assess, do medicines appear to be stored appropriately?
	Yes
/ No
	•  Advise
•  Seek advice from community pharmacist if necessary
	

	
	N/A
	Give reason why unable to assess
	

	Do quantities of medicine in the house appear to be appropriate?
	Yes
/ No
	•  Advise service user or informal carers to return unwanted medicines to the pharmacy
•  Advise service user to contact GP surgery if large amounts of waste medicines – so repeat prescription can be checked.
Note: medicines are the property of the service user. Disposal should only be arranged by SU themselves or informal carers, or as detailed on the care / reablement plan.
	

	Does the service user know and understand what medicines they should be taking?
	Yes
/ No
	· Advise service user/carer to contact GP surgery or community pharmacist
· (Simplification of regime, explanation and/or issue of reminder chart may help)
• 	If unable to cope with regime after advice, consider Category 2 support
	

	Is service user aware of date, day, time?
	Yes
/ No
	•  Is help available from informal carers?
•  Consider safety/storage issues
•  Consider Category 2 support
•  Inform all relevant parties if storage out of service user’s reach is planned Note: If Category 2 support is being considered, liaise with GP or district nurse
	

	Does the service user always want to take their medication?
	Yes
/ No
	· Explore reasons – Encourage service user to discuss with GP, or Community Nurse. (or assessor to liaise on service user’s behalf as appropriate)
•  Inform GP or Community Nurse if service user considered to be at risk.
Note: It is the service users right to refuse treatment, but this should be based on an informed choice as far as possible
	







	Possible Risk
	
	If no
	Outcome / Actions Taken

	Does the service user usually remember?
to take his/her medication at the right time?
	Yes
/ No
	•  Can informer carers help?
•  Can community pharmacist offer reminder
	chart?
•  Seek advice from pharmacist/GP,
	community nurse or community matron.
	

	Can service user read the labels on medicines?
	Yes
/ No
	•  Can an informal carer help?
•  Seek advice from community pharmacist may be able to produce larger print labels or consider alternative packaging
•  Consider Category 1 support if no other options
	

	Can service user remove tabs/caps from the container him/herself?
	Yes
/ No
	•  Can an informal carer help?
•  Can community pharmacist supply
	alternative packaging, or aids to open?
•  Consider Category 1 or 2 support
	

	Is the service user able to swallow their tablets/capsules?
	Yes
/ No
	•  Can community pharmacist advise
	alternative options? 
•  Seek advice from GP
	Refer to GP / Community Nurse if swallowing problems give rise to concern.

	Can service user pick up a bottle and pour out a dose of liquid medicine accurately?
	Yes
/ No
	•  Can an informal carer help?
•  Can community pharmacist supply a
	device to assist.
•  Consider Category 1 or 2 support if no
	other option
	

	Does the service user take any PRN medication?
	Yes
/ No
	
	

	Does the service user need support with homely remedies?
	Yes
/ No

	
	

	Are any nursing tasks required?
	Yes
/ No
	
	

	If applicable, does service user describe any problems using inhalers?
	Yes
/ No
	•  Seek advice from community nurse or
	pharmacist
•  Consider Category 2 support if physically
	unable to manage, even with device to assist
	

	If applicable, does service user describe any problems instilling eye/ear/nose drops?
	Yes
/ No
	•  Can an informal carer help?
•  Can community pharmacist advise on a
	device to assist service user.
•  Consider Category 2 support if eye drops routine or request assistance from the district nurse if a level B health care task
	

	Are the eye drops routine?
	Yes
/ No
	
	

	Are drops post- operative/multi dosage
/Variable dosage?
	Yes
/ No
	
	

	Does the service user have any known allergies/sensitivities?
	Yes
/ No
	
	

	Does the service user require support with prescribed creams?
	Yes
/ No
	
	




Medication Risk Assessment Form Outcome of Assessment

	Outcome
	Details of the assessed level of support required

	No support required
	

	Informal carer can assist
	

	Support to be provided by support workers
	

	Are there any other care agencies involved?
	

	Are Risk Assessments in place (Where needed) e.g. Flammable emollient cream
	

	Category 1:
Service user takes overall responsibility for their own medication and consents to the specific support being arranged but needs some assistance due to their physical disability, e.g. reading labels, reminders on safe storage, occasional verbal prompting to take tablets, physical removal of meds from packaging etc.
	

	Category 2:
The service user is unable to take responsibility for their own medication due to impaired cognitive awareness or physical limitations. Support Workers physically choose and give medication to
the Service User, including placing medication into the Service User’s mouth and apply medication cream or ointment to the skin. Details to be included in the support plan.
	

	Category 3:
Administration of medication by specialised techniques. These will require training and sign off from the district nurse or health professional.
	














	Name of Assessor/ RRO/Senior/Supervisor (print) 
	

	Signature of Assessor  
	
	Date
	

	Statement of Service User/Agreed representative
I confirm that I have given all necessary information to support the planning of any help with my medicines. I agree to the support being offered.

	Signed (Service User)
	
	Date
	

	Representative’s name (print)
	

	Representative’s Signature
	

	Relationship to Service User
	
	Date
	




	
Category 3 Healthcare Tasks 
Refer to district nurse/relevant health professional if assistance with any of these specialist tasks may be required.
Level C tasks require a mandatory
discussion with the health professional to clarify any additional training and sign off required prior to commencement of task.

	
Assistance may also be required with the following specialist tasks (Please circle)

•   Assisting customers with nutrition using PEG feeding
•   Assisting customers with simple wound dressing
•   Assisting customers with stoma management
•   Assisting customers with supra public catheters
•   Assisting customers who have dysphagia
•   Application of medicated creams – prescribed medicated creams, ointments, lotions for external use where skin integrity is compromised
•   Assisting customers with insulin
•   Assisting customers with specialist medication including buccal midazolam and rectal diazepam


















Category 1:
General Support



Summary of Tasks and Guidance for Support Workers

Definition:

General support is given when the service user directs their support i.e., the service user is able to take overall responsibility for their own medication and consents to the specific support being arranged but needs some assistance due to their physical ability.

Tasks:

•	Requesting repeat prescriptions from the GP.
•	Collecting medicines from the community pharmacy and or dispensing GP Practice.
•	Disposing of unwanted medicines safely.
•	Safe storage of medicines.
•	Manipulation of a container, e.g., opening a bottle of liquid medication or popping tablets out of a blister pack at the request of the service user. NB. Support workers are not required to select the medication but may have to measure a dosage under direction of the service user.
•	Assist with home oxygen at the request of the service user by turning the oxygen supply on or off and assisting with the provided mask or cannula. (Cumbria Care support workers are only allowed to assist people with adjusting their mask as directed by the service user. Any other requests for assistance must be considered on a case-by-case basis and the relevant training and support obtained from the health professional.)
•	Assist with inhalers/nebulisers/spacers at the request of the service user. (Requests for assistance must be considered on a case-by-case basis and the relevant training and support obtained from the health professional.)
•	Regular verbal reminders from support workers to the service user to take their medication. A risk assessment must be completed, identifying why the reminder is required and the implications if the person being reminded persistently demonstrates confusion around whether they have taken their meds. The referral for support must identify if the support is simply a verbal reminder to the service user or if the support worker is to watch and monitor that the service user has taken the medication.



‘Reminding’ service users to take their medication should be considered as a temporary measure and a persistent need for reminders may indicate that the service user does not have the ability to take responsibility for their own medicines and a review should be arranged as soon as possible.

Where required, the Cumbria Care Medication Support Record must be initially completed, signed, and dated by the RRO/SSW/Supervisor. The record must be checked and counter-signed by the support worker before any support is recorded.
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Support Workers CAN/MUST:

•	Monitor level of independence/capability is maintained and inform the RRO/SSW/Supervisor of any relevant change.
•	Ensure written consent from the service user is in the file.
•	Inform the RRO/SSW/Supervisor of requests for further help than is documented in the support plan.
· Remind service user to take their medication.
· Read out instructions etc. on packaging or the
Patient Information Leaflet for service users
(if requested by the service user).
· Manipulate packaging (original containers or pharmacy filled compliance aids only) under direction and in full view of service user.
•	Assist in ordering/collection of medication as
	directed by service user.
•	Medication, if requested by the service user who has mental capacity, can be placed into service users mouth/ear/eye/nose. (This will normally come under Category 2 but there may be rare occasions, when it is appropriate to support the service user in this way, for example if the service user is ill).
· Must document all assistance given in the
Communication Record and Medication Support Record (MSR).
· Report mistakes to the RRO/SSW/Supervisor immediately.
•	Only undertake tasks that they feel adequately competent to undertake and to discuss any further training needs with their manager.












Support Workers WILL NOT:

•	Assist in any way that is not documented in the support plan and if written consent has not been obtained.
•	Assist with medications out of sight of the service user.
•	Remind, pass, or assist the service user with loose pills from non-original containers.
•	Pass to the service user loose pills from containers or medication compliance aids filled by the service user or relatives. This is secondary dispensing under the Poisons Act of 1972.
•	Fill compliance aids.
•	Offer advice or recommendations regarding
	medication.
•	Take direction from service user’s family or friends regarding medications / ordering / collection etc.
•	Crush tablets or open capsules.
· Support workers will not amend / alter the medication support record in any way
































Procedure for General Support


Support Workers must follow this procedure when required to assist Service Users with medication. 
This will be stated in the Reablement/Support Plan as Category 1 support.



Assisting with Medication:
1.  Introduce yourself to the service user
2.  Check the Reablement/Support Plan for instructions on medication
3.  Discuss with the service user their medication requirements
4.  Taking directions from, and in the full view of the service user, give assistance to the service user as requested by them
5.  Ensure that the service user can remain in control of their own medication
6.  The exact assistance given on each visit should be documented in the communication sheet. There is no requirement for a Medication Support Record or a MAR chart.
7.   If the Service User wishes to take their medication differently from how it is prescribed, inform the service user that you are unable to assist due to the risk of possible side effects. The Support Worker should report immediately to the RRO/SSW/Supervisor who should contact the service user’s Pharmacist or GP for advice.



Support and monitoring with Medication:
1.  Introduce yourself to the service user
2.  Check the Reablement/Support Plan for instructions on medication
3.  Remind the service user to take their medications and observe that they carry this out.
4.  The exact assistance given on each visit, including the time, should be documented on the Communication Record. The Medication Support Record should also be completed by entering the appropriate code into the appropriate box.



It is important to remember that the ability of the service user may change and that the support worker is often the only person who will be aware of these changes. If you identify any changes in the ability of a service user to manage his/her own medicines, this should be reported to your RRO/SSW/Supervisor as soon as possible.
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Category 2:
Medication Administration


Summary of Tasks and Guidance for Support Workers

Definition:

Support with the administering of medicine is given where a person is unable to take responsibility for their own medication due to impaired cognitive awareness or physical limitations. Support workers will be required to physically select and give medication to the service user, including placing medication into the service user’s mouth and applying medicated cream or ointment to the skin.


Tasks:

•	Physically selecting the required medication and giving it to the service user (this may include
physically placing meds into persons’ mouth and measuring dosage).
•	Administration of routine eye/ear/nose drops, eye ointments including post cataract procedures but
excludes post-surgery and complex care regimes.
•	Application of prescribed skin treatments including creams, powders, and lotions (excludes post-surgery and complex care regimes).
•	Application of a transdermal patch.
•	Assistance with medication to service user to administer their medication. The support worker may physically assist service users to:
–  take oral medicine by putting medication in service user’s mouth,
–  apply medicated cream/ointment to the skin.
· Where needed, the Cumbria Care Medication Administration Record must be initially completed, signed and dated by the RRO/SSW/Supervisor. The record must be checked and counter-signed by the support worker before any administration is recorded. 





Reablement Support

As part of a reablement episode and an assessment period, there may be occasions when the service
user requires support to administer medication from a blister pack (made up by a pharmacist only), in order to gain confidence in trying to achieve independence.   This should be detailed on the risk assessment and a physical description of each tablet should be stored with the MAR chart, to assess which tablets have been administered. A MAR chart should still be requested from the dispensing pharmacist and completed in full by the support worker if they have administered the medication.

This should always be a short-term intervention and should be used as a last resort when all other avenues have been explored.










Support Workers CAN/MUST:


•	Monitor level of independence/capability is maintained and inform the RRO/SSW/Supervisor of any relevant change
•	Ensure written consent from the service user is in the file
•	Inform the RRO/SSW/Supervisor of requests for further support that is not documented in the Reablement/ Support Plan
•	Only administer medication from the packaging/ container that is dispensed and labelled by a pharmacist.
•	Administer medication using MAR chart as per policy and procedure
•	Must document administration given on a Pharmacy printed MAR chart and record any other information on the Communication Record.
•	Ensure safe storage of medication
•	Seek advice from the RRO/SSW/Supervisor where the service user refuses medication
•	Place refused medication already removed from original container into an envelope marked with details of the refusal and the service user’s authorisation via their signature and return to the pharmacy and use the Medication Disposal Form.
•	Report mistakes to the RRO/SSW/Supervisor immediately
•	Only undertake tasks that they feel adequately competent to undertake and to discuss any further training needs with their manager




















Support Workers WILL NOT:


•	Assist in any way that is not clearly documented in the support plan and without written consent
•	Administer medication from family filled compliance aids or fill compliance aids themselves
•	Give any medication that is not recorded on the Medication Administration Record (MAR) chart including ‘over the counter’ or ‘homely remedies’
•	Amend or alter the MAR chart in any way
•	Offer advice or recommendations regarding
medication
•	Force or coerce the service user to take medication
•	Crush tablets or open capsules
•	Give medicines covertly
•	Replace refused medication into its original container
•	Leave out medicines for the service user to take later





































[bookmark: _Hlk82695696]Medication Administration: Signature Record Sheet

To be completed by any member of staff, or informal carer, who administers medication, or is involved with the completion of a MAR sheet. The sheet should be kept in the front of the Service User file.

Service User ____________________________________________________________

	Date
	Name
	Sign Name
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Procedure for the Safe Administration of Medication

 Cumbria Care

Cumbria Care Medication Policy and Procedure for Support at Home


2 	

2

Support workers must follow this procedure when required to administer medication to service users who are not able to manage their medication themselves. This will be stated in the Reablement/ Support Plan as Category Two support.

It is essential that the administration of all medication, lotions and creams should be recorded on a service user’s medication administration record (MAR) so that at any given time it can be identified what medication has been taken.

Medication will be dispensed in its original packaging. The patient information leaflet that is in the medicine pack contains information about the medicines and how it works as well as possible side effects so should always be kept with the medication packaging. 

Some medicines are taken every other day, weekly or monthly and not daily. It is very important not to get these mixed up. Support workers should only administer medication from a container or packaging that has been dispensed and labelled by a pharmacist accompanied by a MAR

You should only carry out this procedure if you have received training and been assessed as competent by your manager.







Administration of Medication

REMEMBER!

DO NOT administer medicines from unlabelled containers

ALL Category Two tasks must be recorded in the service users’ MAR Chart

NEVER tamper with the instructions on the MAR chart.

ONLY use a MAR chart that has had the medication details added by a responsible professional (this may be a pharmacist, registered manager or other responsible person of a social care service, a doctor or nurse)

ALWAYS contact your RRO/SSW/Supervisor should a new medicine appear that is not accounted for anywhere on the chart

If you miss a dose, DON’T give a double dose. Record the missed dose on the MAR / MSR, make contact with a Health Professional (GP / Pharmacist) for advice and report all Actions taken to your RRO / SSW / Supervisor. Always seek advice when in doubt. 













The RIGHT person should get the RIGHT medicine at the RIGHT time by the RIGHT dose, the RIGHT route and have the RIGHT to refuse



1.  Prior to any assistance being provided, the support worker must:
• Check that the Reablement/Support Plan identifies assistance with medication has been agreed by
the service user
• Check the service user’s name on the label of the medicine is correct
• Check the medicine, strength and dose on the label matches those detailed on the MAR chart
• Check the use by date on the packet/bottle/container
• Check the MAR and Communication Record to make sure that no other person has already assisted
the service user with their medication


2.  The support worker should then wash and thoroughly dry their hands and gather any utensil that may be required, e.g., medicine spoon, measure and drink

3.  With good administration techniques, it is not necessary to wear gloves to administer oral medication (unless the risk assessment has identified otherwise). Gloves should be worn to apply medication or creams to the skin of a service user. A new pair of gloves should be worn if different creams are being applied at the same time.

4.  Check for any special instruction on the dispensing label (e.g., not to be given with milk or to be taken after food, etc.) and take appropriate action.

5.  Medicines should be handled as little as possible. When/if removing a tablet or capsule from a medication box/foil strip, then this is best achieved by pushing out over a small plate (in full view of the service user), from which the service user may then pick up and self-administer if able.   Medications should be administered one at a time and the MAR chart completed immediately.

6.  Ensure that the service user is either in a standing position or is sitting upright. Do NOT attempt to administer medication for someone who is lying down.

7.   Medicines should be swallowed with plenty of water (unless otherwise detailed). Ideally, this should be a full glass of water.

8.  Replace all lids and packaging and store medicines safely and correctly, i.e., eye drops in the fridge.


9.  The support worker should again wash their hands and any utensils used.


10.  Assistance with, or service user’s refusal must be recorded on to the MAR immediately and follow the refusal procedure.

11.  Where physical assistance is provided with skin applications, protective barrier gloves must always be worn. The gloves must be removed when this task is completed, and hands washed thoroughly before undertaking any other task.

Please see Section 3: Good Practice Guidelines (Page 56)
on administering medication for a step-by-step guide.

2 	Serving the people of Cumbria
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Procedure for Controlled Drugs

Controlled drugs are prescribed medicines that are usually used to treat severe pain, induce anaesthesia, or treat drug dependence and they have additional safety precautions and requirements. Some people abuse controlled drugs by taking them when there is no clinical reason to do so. Controlled drugs are therefore subject to additional controls under the Misuse of Drugs Act 2001.

Controlled drugs should be administered in the same way as other medicines, in accordance with the Administration of Medicines Procedure. 
One member of staff can administer controlled drugs. Two support workers are not required.

It is good practice for records to be kept of the balance of each medicine. The balance must be recorded before and after each administration on the reverse of the MAR chart. The MAR chart should then be completed in the usual way. The balance should then be checked against the amount in the pack or bottle and against the previous balance check. Any discrepancies should be reported to the RRO/SSW/Supervisor. 


There are no special requirements for controlled drugs to be stored or administered any differently to other medications in the service user’s home. However, security of all medication, including controlled drugs should be considered and stored correctly.

If a mistake is made with the administration of controlled drugs or there is suspected abuse (both by the support worker or service user), or controlled drugs go missing, then the supervisor should immediately follow the Medication Incidents procedure. (See page 53 for further details).

The Teams Manager must discuss the situation with the Service Manager before reporting the incident to:

•	The local Adult Social Care social work team
•	Safeguarding Team (as a safeguarding alert)
·  CQC (Care Quality Commission)





Patch Based Medicine
Where a service user is prescribed transdermal patch medicine, this must be recorded on both the MAR chart and a B2 body map record. The body map must be completed with the area of the body highlighted as to where the patch was applied and details of the date, patch name and dose must be recorded on the reverse of the body map. The communication record must be completed with the details of the administration. 

Where the support plan has identified a need for a visual check of the patch, staff must follow the instructions in the support plan and record any checks in the communication record. Any concerns must be reported to the RRO/SSW or Supervisor immediately and all actions recorded in the communication record. 






Administering Anticoagulant Medication (e.g., Warfarin)


2 	

Warfarin is a medicine given to thin the blood to avoid the risk of stroke or thrombosis. People who take Warfarin have regular blood tests which determine the dosage of medication to be taken. The service user will usually have a supply of Warfarin in different strengths which enables the correct dose to be selected.

Each service user’s individual circumstances will need to be considered to ensure the safety of the service user and that all involved parties (GP surgery, Pharmasist, Cumbria Care and the service user) understand their key responsibilities. 

Where a service user has been prescribed Warfarin, the RRO/SSW/Supervisor should arrange a meeting with the health professional to establish a system for ensuring the support worker can safely administer the correct dosage of medication to that individual service user.






The procedure:


1.  On referral to Cumbria Care, the RRO/SSW/Supervisor should inform and discuss the referral with the Teams Manager/Deputy Teams Manager to agree the steps to take.


2.  The RRO/SSW/Supervisor should arrange a meeting with the health professional responsible for the service user’s care (possibly a district nurse or the medicines manager at the GP surgery).


3.  The aim of the meeting is to establish a system to ensure Cumbria Care receives information on the changes to the service user’s medication and that an updated MAR chart is available to enable the support worker to administer the medication safely. A risk assessment will need to be provided by the responsible health professional (this can be in writing or an email). 

4.  The community pharmacy will dispense Warfarin as per prescription. If the prescription is dispensed during the month and there is a change of dose, a new MAR chart must be updated and provided to Cumbria Care by a health professional with clear directions on the dose of Warfarin to be administered to enable the support worker to take on the task.

5.  The RRO/SSW/Supervisor will need to arrange a meeting for all the support workers involved to discuss the changes and to update the support plan accordingly. 

6.  Support workers should administer Warfarin in accordance with the MAR chart instructions and by checking the dosage with the service user. The support worker must ask the service user for information on the current dosage and should enter the dose administered on the recording panel of the MAR along with their initials.

7.   Extreme care must be taken in selecting the correct Warfarin dosage and advice sought from the RRO/SSW/Supervisor immediately if the support worker has any doubts. The RRO/SSW/Supervisor should contact the dispensing Pharmacist or GP for advice.




Administering ‘As and When Required’ (PRN) Medication
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Service users take this sort of medication when they feel they need it. (PRN stands for ‘pro re nata’ which means ‘when required’).  The Service user may not need the medication at every dosage time, but they should still be asked if they need to take it.

Support workers may be asked to help the service user take the medication, but the service user will make the decision about when it is needed.

Information about the frequency and maximum dosage should be on the medication label on the medication container and on the MAR.

The support worker should always record on the MAR chart that a service user has taken a PRN medicine. The PRN medication recording form should also be completed which includes the dose and time. This means that support workers visiting later know what the service user has taken.

Some PRN medicines are for use in an emergency when the service user might be unable to request them. For example, an EpiPen is a self-injectable device that contains epinephrine which is used by people who have a history of life-threatening allergic reactions (anaphylaxis) to things like bee stings, peanuts or seafood, or are at increased risk for a severe allergic reaction. You will be given special training if you are likely to be required to administer PRN medicines under these circumstances. The situations where this might be necessary will be clearly described in the support plan.

Where a service user lacks capacity, a PRN protocol for the administration of medication must be completed by the RRO/SSW/Supervisor before any administering takes place.




The procedure:


1.  The RRO/SSW/Supervisor should obtain clear instructions on the use of PRN during the initial visit to the Service User by completing the PRN protocol and reference this in the support plan.

2.  Support Workers should:

•	Contact the RRO/SSW/Supervisor if this information is not available.
• 	Always check the time of the previous dose to ensure that it is within the minimum time
interval specified by the prescriber.
• 	Check the service user has not taken the medicine themselves or been given it by an informal carer since the last documented dose. The service user should be asked if they have taken the medicine and the MAR chart should also be checked.
• 	Ask the service user if they need to take their PRN medication or, where the service user lacks capacity, check the PRN protocol. The MAR chart should be completed accordingly. If the service user does not wish to take their PRN medication, the MAR chart should be marked with the code for ‘not required.’
• 	Record the date the dose was administered on the MAR chart. The time (using 24-hour clock) and
the reason for administration of the medicine on the PRN recording form. 
· A PRN recording form for creams is not necessary if all the details are fully completed on the MAR chart. You will need a recording form if specific times between applications are needed.



•	Support Worker’s should inform the RRO/SSW/Supervisor, who should contact the service user’s doctor, 	if
– The service user wishes to take PRN medication more frequently than prescribed
– Consumption increases markedly
– They have reason to believe the medication is not effective for the service user.


3.  	If PRN medicines are used infrequently, it is important for the support worker to check before administering:

• 	That it was originally prescribed for the purpose for which it is now required.
• 	That the service user is not taking any new medication that might interact with or duplicate it. If in
doubt, check with the doctor or pharmacist.
• 	That it has not been replaced by a different PRN or regular medicine more recently prescribed.
• 	That the supply is still in date, bearing in mind that some medicines have a shortened expiry date once opened. Check the medication pack for details. If in doubt, refer to pharmacist for advice. 
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Service Username: 
Service User Address:
Medication Name:

	
Date
	
Time
Given
	
Reason Given
	
Medication Name and Dose
	
Support Worker/ Family Member Signature
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Arranging a MAR chart from the community pharmacy and/or dispensing GP Practice


2 	

When a service user requires support from Cumbria Care with the administration of medication, then a MAR chart needs to be in place.

During the medication risk assessment, the RRO/SSW/Supervisor should ask the service user which pharmacy they wish to use. The RRO/SSW/Supervisor should then notify the pharmacy or dispensing GP surgery that Cumbria Care are supporting the service user with the administration of medication and request a printed MAR chart.

Not all pharmacies provide a MAR chart. If the pharmacy is unable to provide a MAR chart, the service user should be offered a choice of alternative pharmacies in the area that do provide this service.

In exceptional circumstances, the RRO/SSW/ Supervisor may need to put together a MAR chart to enable the service user to take their medication. The MAR should be produced following safe production guidelines. (Page 57).


Arrangements for the collection or delivery of the MAR chart should be made with the pharmacy as well as the ongoing arrangements.

It is important that the same community pharmacy is used so that the service user’s records will be kept up to date.

RRO/SSW/Supervisors should only instruct support workers to start support with medication administration once the MAR chart is in place.

It is good to build up a working relationship with the local pharmacist, so you have access to advice on medication. Pharmacists are the experts in medicines, they know how medicines work in the body and they understand the practical problems too. You will be able to contact the pharmacist directly when you need advice about medicines, as well as to obtain a MAR chart.







Top Tip! Ensure that you have the contact numbers for your local pharmacy readily available together with a named person to contact











What to do if there are any queries with the MAR chart

Support Workers should contact the RRO/SSW/Supervisor if there are any queries to do with the MAR chart:

1.  The RRO/SSW/Supervisor should contact the pharmacist (or dispensing GP surgery) who has provided the MAR chart with any queries regarding the instructions on the chart.
2. The RRO/SSW/Supervisor should then follow the advice given by the pharmacist /GP dispensing surgery and advise the support workers accordingly.
3.  The RRO/SSW/Supervisor/support worker should update the service user’s records with the action taken.



Changes to a Service User’s Medication
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Changes to a service user’s medication may occur
at any time, (for example the GP or prescribing nurse may have visited during the night) and may involve changes to the medication, dosage, strength time of administration or routes.

Support workers should not administer any change of medication without the written authority of the GP or prescribing health professional. During a life-threatening situation, support workers may take verbal instruction from a health professional.

If changes are made, the following should be available / provided:

a)  If a new medication is prescribed and written on the MAR, the support worker should contact the RRO/SSW/Supervisor to tell them about the changes.

b)  If the GP or prescribing health professional makes a change to the dose or the strength of the medication, the MAR must clearly show the changes, and this must be dated and signed by the person changing this record.




c)   If it is not possible for the GP or prescribing health professional to record these changes on the MAR then a signed FAX, email or letter must be received from the GP or health professional clearly stating the instruction to support this change.

d)  The RRO/SSW/Supervisor should then produce a Cumbria Care MAR chart for the support worker to administer the medication. The first support worker in at the service users house will check the MAR chart against the medication and alert the RRO/SSW/Supervisor of any discrepancies.

e)  In an urgent or emergency situation, for example during the night and when a MAR chart is not available, the support worker should contact Cumbria Health on Call (CHOC) for advice. The support worker should proceed as advised by CHOC.  The detail of the situation and the actions should be written on the communication record and the RRO/SSW/Supervisor informed at the earliest opportunity.








Safe Storage of Medication in the Service User’s Home
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All medication prescribed for a service user is the property of that service user and the safe storage of medicines is the responsibility of the service user. Cumbria Care can assist the service user with ensuring safe storage.

Medication must be stored in accordance with the instructions on the dispensing label or manufacturing instructions. They should be kept away from heat, light and damp sources and out of the reach of children and pets.

Consideration must also be given to medicines with special storage conditions, for example, those kept in

the fridge. The general security of the medication also needs to be considered.

Medicines should be stored in the container supplied by the pharmacy or dispensing surgery. This will be correctly labelled and suitable to keep the medicine in good condition.

The method of storing the medication will have initially been discussed with the service user and detailed in the medication risk assessment (MM form).





The procedure:


1.  	The RRO/SSW/Supervisor should consider the medication storage and discuss this with the service user as part of the medication risk assessment.

2.  	The RRO/SSW/Supervisor should encourage the service user to keep their medicines and MAR chart together and in the same safe place, ideally in a box that is out of the way of children or in a drawer or cupboard. MAR charts can be kept in the service user’s file if more convenient. The storage details should be written in the support plan.

3.  	Support workers should follow the storage instructions in the support plan.


4.  	If it becomes clear that specified storage conditions have not been adhered to, the support worker should report this to the RRO/SSW/Supervisor who should seek advice from the pharmacy or dispensing surgery regarding the medicines suitability for use. The outcome of the advice from the pharmacist should be discussed with the support worker who can then take appropriate action.

5.  	All actions should be recorded by the RRO/SSW/Supervisor in the service user’s file.


6.  	Support workers are not permitted to remove medication from its original packaging for later administration by a third party such as another support worker or family member.

7.   	If medication is required to be administered at a different setting, for example a day service or a visit to family, the medication should be sent in the original container received from the pharmacy. If this happens on a regular basis, the RRO/SSW/Supervisor should contact the pharmacy to see if it is possible to obtain a separate supply of medication for the service user to take to the alternative setting.









8.  Support workers must not administer medication that has been removed from the packaging and stored in a different container by another person.

9.	If the support worker has any concerns about the storage of medicines, they should raise those concerns with the RRO/SSW/Supervisor who can then contact the pharmacist, the service user’s family or GP.

10. If the medicines risk assessment identifies that the service user is at risk of overdose, a safe storage strategy must be considered in collaboration with others involved in the care of the service user and recorded in the medication risk assessment and the support plan. Any sign of taking additional
doses or of tampering with the container must be reported to the RRO/SSW/Supervisor and GP
or pharmacist and recorded in the service user’s communication records and where applicable, the MAR chart.



IF YOU HAVE ANY CONCERNS ABOUT STORAGE
If support workers have any concerns, for example, if children visit and medication is not out of reach, the RRO/SSW/Supervisor should be informed, and alternative arrangements agreed with the service user.






































What to do when a Service User refuses their medication
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Where a service user refuses any medication, this should be respected as it is the service user’s right to refuse their medication. The support worker must
never administer medicines covertly or force a service user to take medication but encouragement can be given.

If the service user is refusing a medicine, it is useful to ask them why they do not wish to take it as the health of the service user may be affected if medication is not taken. This may need to be discussed with their GP.





The procedure:


1.  	If the service user refuses the medication, the support worker should record this on the MAR chart using the appropriate code indicated at the bottom of the chart (this may be different for each pharmacy).

2.  	Ask the service user respectfully why they are refusing their medication. Write a note in the Communication record explaining why the person has refused their medication (there may be different reasons for different medicines).

3.  	If medication has not been removed from the original container, then leave in place. If there is a subsequent risk that medication may be administered incorrectly, remove and follow the procedure for disposing of unwanted medicines safely.

4.  	If medication has been removed from the original container, but refused by the service user, then
  place in a separate container such as a pot or envelope, label, seal, and keep in the same place as the other medication.  Be careful that it does not get mixed up. Return the medication to the community pharmacy for disposal. (Some pharmacists, Boots for example, will provide containers and labels for this).

5.  	The support worker should then report this to the RRO/SSW/Supervisor who should then contact the community pharmacist or service user’s GP as soon as is practical for advice.


6.  	The RRO/SSW/Supervisor should record the advice given by the community pharmacist or GP in the service User’s notes on the system. The advice should be shared with the support worker as appropriate.


7.   All changes in the service user’s condition, including refusal of regular medication should always be reported by the support worker to the RRO/SSW/Supervisor who should then discuss this with the service user’s GP.







What to do when a Service User who lacks mental capacity refuses their medication
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In certain circumstances, covert administration may need to be considered to prevent a person missing out on essential treatment.

This might include cases where the service user lacks mental capacity (for example, some people with dementia).

A multi professional team (including the service user’s GP and adult social care) and relatives of the service user should assess whether the service user has adequate mental capacity to understand if taking the medicines is in their best interests and that the medicine is essential to the service user’s health and well-being.



The views of everyone involved in the service user’s care should be considered before the decision to administer medication covertly is approved. All decisions will need to be taken in accordance with the Mental Capacity Act.

The decision taken should respect any previous instructions given by the service user and be
recorded in the risk assessment and support plan with a date for review as capacity can sometimes fluctuate.

The stability of medication may be altered by administering in a covert way, e.g., crushed into food and this should be checked with the community pharmacist.


The procedure:


1.  	The adult social care referral (MM form) will identify new service users who lack mental capacity.


2.  	For ongoing cases where Cumbria Care have been supporting the service user with medication, Cumbria Care should attend the best interest meeting which will be organised by adult social care. Risk assessments would need to be in place and instructions followed as determined at the multi- disciplinary meeting.

3.  	The RRO/SSW/Supervisor should ensure that written directions/instructions from the GP/Pharmacist is obtained and kept on the service user’s file before updating the support plan and instructing the support worker accordingly.



REMEMBER: Support workers should NEVER administer medication covertly to any service user UNLESS you have been directed in writing by your supervisor following an assessment by a multi professional panel.
















Procedure for Requesting Repeat Prescriptions


Cumbria Care may take responsibility for ensuring that the service user always has a supply of medicines for ongoing treatment by arranging repeat prescriptions and the collection or delivery of the medication. If required, this will be requested and detailed on the Medicine Management form (MM) and/or Medication Risk Assessment. Prescribed medication should always be available for when the service user needs them.



The procedure:


1. Referrals for Support at Home services with medication may require Cumbria Care to arrange repeat prescriptions. The RRO/SSW/Supervisor should discuss with the service user arrangements for obtaining their prescription to determine if assistance is required.

2. 	If the service user does require support, then the RRO/SSW/Supervisor should discuss with the service user the details of the GP surgery where the prescription should be collected from and detail the ordering and collection arrangements in the reablement/support plan.

3	The RRO/SSW/Supervisor should contact the GP surgery to discuss arrangements. Where possible, arrangements should be made with the GP surgery for the prescription to be sent direct to the pharmacy.

4.	The RRO/SSW/Supervisor should ensure the detail for obtaining repeat prescriptions are recorded on the repeat prescription log. A copy of which should be kept in the service user’s Reablement/Support Plan, at the service user’s home along with the arrangements for collecting medicines from the pharmacy. The RRO/SSW/Supervisor should ensure the prescriptions are obtained in accordance with the plan.

5.	Support workers should record all actions taken on the communication record.






Delayed or interrupted treatment could make a service user ill or delay their recovery.


Delayed treatment with antibiotics could mean that an infection gets worse. 
A missed dose of a painkiller could lead to increased pain and decreased mobility.


Inform your RRO/Senior/Supervisor if you are concerned about medication running out.
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Procedure for Collecting Medicines from the Community Pharmacy and/
or Dispensing GP Practice


2

The preferred option is for family or friends to collect medicines from the Pharmacy/GP surgery or for the
pharmacy to deliver the medicines to the service.
user where this is offered. Where this is not possible, Cumbria Care may be able to assist.





The procedure:


1.  There may be an element of support that requires support workers to collect medicines. The RRO/SSW/Supervisor should discuss with the service user arrangements for obtaining their medicines to determine if any assistance is required.

2.  If the service user does require support, then the supervisor should discuss with the service user
the details of the pharmacy/GP surgery where the medicines should be collected from and detail the collection and delivery arrangements in the Reablement/Support Plan.

3.  The RRO/SSW/Supervisor should then carry out a general risk assessment for the support worker to collect medicines on behalf of the service user. If appropriate, the RRO/SSW/Supervisor may then ask the support worker to collect the medication. This should be clearly noted in the Reablement/Support plan.


4.  The support worker should collect the medicines as detailed in the Reablement/Support Plan from
the pharmacy or GP surgery and deliver directly to the service user’s home. Support workers should transport medication out of direct view and not store medication in the office or their car.

5.  Support workers collecting controlled drugs from the pharmacy/GP surgery may be required to show their Cumbria County Council I.D badge as proof of identity and to sign the back of the prescription.

6.  If payment is required for a prescription, support workers should follow appropriate procedures.


7.   Support workers should record all actions taken in the Communications record. 



















Procedure for Disposing of Unwanted Medicines Safely
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The preferred option is for family or friends to return unwanted medicines to the pharmacy. Where this is not possible, the service user may require support with disposing of unwanted medicines and these must be returned to a community pharmacist for safe disposal.

Support workers must not put unwanted medicines in with the household rubbish or put them down the sink or toilet. Children could take the medicine from the bin and medicines that have been flushed down a toilet could end up in the drinking water system or harm theenvironment.




The procedure:


1.  There may be an element of medication support that requires support workers to dispose of unwanted medicines. Regular disposal of medication should not be required; however, RRO/SSW/Supervisors may arrange for medication to be disposed of weekly, i.e. on a Monday

2.  If the service user does require support, then the RRO/SSW/Supervisor should detail the arrangements in the Reablement/Support Plan. Medication should be placed in an envelope, sealed, and labelled. (Labels are available from most pharmacists).

3.  Before a support worker can remove any medicine from the service user’s home, the service user must be in agreement and sign the medicine disposal form.

4.  The support worker should return the unwanted medicines to the pharmacy and ask the pharmacist to sign the medication disposal form.

5.  The signed Medication Disposal Form should be checked by the RRO/SSW/Supervisor and retained on the service user’s files



If a service user dies, the RRO/SSW/Supervisor must inform the family that all medication must be retained for at least seven days in case the Coroner’s Office requires them.
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Over the Counter and Homely Medications
(Including herbal and homeopathic remedies)
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Service users may wish to use over the counter medication, for example painkillers or skin creams for minor ailments and it is their choice whether to buy remedies and take them.

If a service user is considering taking an over the counter/homely medicine, then the service user should be advised to check with their pharmacist or GP, in case it interacts with medicine they are already taking.


If support workers have any concerns about a service user purchasing and taking medication inappropriately, this must be discussed with the service user and RRO/SSW/Supervisor and a review arranged if necessary.



Support workers must not purchase or assist the service user with over the counter/homely medication unless suitability has been confirmed with the service user’s pharmacist or GP and the product is being taken in accordance with the manufacturer’s instructions. A record of such confirmation should be made on the support plan.

Care staff must not give any assistance with the administration of these medicines. An exception may be made at service user request, under very exceptional circumstances, following discussion between the RRO/SSW/Supervisor and the service user’s GP or the pharmacist to ensure there are no contra-indications.

If the service user requests support with purchasing or administering over the counter/homely medication, then follow this procedure.
The procedure:

1.	The support worker should inform the service user that they are unable to purchase over the counter/ homely medication until they have discussed it with their RRO/SSW/Supervisor who will in turn discuss it with the service user’s pharmacist and/or GP.
2.	The support worker should make a note of the service user’s request (including the type of medication and why they require it) and discuss with the RRO/SSW/Supervisor.
3.	The RRO/SSW/Supervisor should discuss the request with the service user’s pharmacist. The pharmacist will advise if it is suitable for the service user to take the medication. (The pharmacist will advise if the input of the GP is required).
4.	The RRO/SSW/Supervisor should make a record of the advice received from the pharmacist/GP in the service user’s records and update the support plan as required.
5.	The RRO/SSW/Supervisor should write to the GP for consent if administration is required using the GP consent form.
6	The RRO/SSW/Supervisor should inform the support worker of the outcome and then update the medication risk assessment (if support is required) and update the support plan as required.
7.	If any creams are to be administered, a Topical Medicines Application Record should be produced by the RRO/SSW/Supervisor as a visual guide for the support worker to follow.  The RRO/SSW/Supervisor should also produce a MAR chart for the support worker to record their administration.
8.	The RRO/SSW/Supervisor or support worker should advise the service user of the outcome accordingly. Normal procedures should be followed for purchasing items on behalf of the service ser.


REMEMBER: Support Workers should not offer any advice to
service users about over the counter or homely medicines




[bookmark: _Hlk82696240]Non-Prescription Medication - GP Consent Form
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Family and Friends Administering Medication
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The assessment will identify if informal carers (e.g., relatives, friends, or neighbours) are supporting the service user, at times, with medication.  This support can help promote a service user’s independence.

The RRO/SSW/Supervisor should check during the risk assessment that family and friends are not involved in administering medication.

If family or friends are identified as administering medication (alongside the formal support from Cumbria Care), then the RRO/SSW/Supervisor should ask the informal carers if they are willing to complete the MAR.  It should be explained to them that this is very helpful as it will provide a comprehensive record of all medication that has been administered to that service user.

If family are willing to complete the MAR, their signatures need to be readily identifiable as family members. The RRO/SSW/Supervisor should ask the informal carers to put their sample signatures on the Signature Record Sheet accompanied by a brief description of who they are (e.g., daughter).


The RRO/SSW/Supervisor should ask the informal carers that if a circumstance arises where it is necessary for them to administer medication to the service user, that it is helpful if they can contact the Cumbria Care office to inform them, as well as signing the MAR chart. It should be explained that this will ensure the service user receives the correct amount of medication.

This also applies to any health care professional that is administering medication, so that the record is all in one place.





































Recording application of topical products 
(Creams, ointments etc)


Non medicated creams, moisturisers, and beauty products

It is not necessary to seek the advice of the GP or pharmacist to apply emollient (non-medicated) creams, moisturisers, and beauty products, such as for example, E45, Sudocream, Nivea and Oil of Olay, if the service user has used them before. These preparations can be used as part of their personal care routine. The RRO/SSW/Supervisor should include information with regards to their application in the support plan. The support worker should record all assistance given in the communication record. 

Prescribed Preparations

A MAR chart is required for support workers to document all medicated topical preparations prescribed for external or topical use. The RRO/SSW/Supervisor should also complete a Topical Medicines Application Record Body map as a visual guide for support workers. 

‘Over the counter’ medicated preparations – (creams, ointments, gels etc)

There are creams such as antifungals and analgesics (painkillers), many of which can be bought over the counter. If the service user requests the support worker to administer medicated preparations that are not prescribed, the homely remedies procedure must be followed. 
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Category 3:
Administering Medication by
Specialised Techniques

Summary of Tasks and Guidance for Support Workers


These would only be requested following full risk assessment supported by clinical supervision and training from a health care professional. Referrals for support with category 3 tasks will be rare.



Tasks:

•	Rectal administration, e.g., suppositories, diazepam (for epileptic seizure).
•	Insulin by injection including testing of blood sugars.
•	Administration through a Percutaneous Endoscopic Gastrostomy (PEG).
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Support Workers CAN/MUST:


•	These would only be requested following full risk assessment supported by clinical supervision and training from the healthcare professional
•	Have received training, been assessed as competent, and the delegation of the task has been ‘signed off’ from a healthcare professional to be included in the support delivery plan.
•	Only undertake tasks that they feel adequately competent to undertake







Support Workers WILL NOT:


•	Must not carry out any invasive, clinical, or nursing procedures unless they have been assessed as competent to do so by Cumbria Care and a health care professional.






























Procedure for Administering Medication by Specialised Techniques


2 	

There may be occasions when support workers are asked to give medicines that registered nurses normally administer. This is helpful in many situations and avoids service users having to wait for a nurse or paramedic to attend. Referrals for support with Category 3 tasks will always require
training and clinical supervision from a healthcare
professional, usually the district nurse, for every individual service user.

If you are asked to assist with these tasks, you will be given specialist training and you will be supervised by a district nurse.









The procedure: 


1. Referrals for support with Category 3 tasks will be detailed on the Medicines Management (MM) form and/or the Medication Risk Assessment. 

2. The RRO/SSW/Supervisor should contact the health professional to arrange training for all the support workers who will be involved in the service user’s care. The health professional will undertake the training, usually at the service user’s house.

3. The RRO/SSW/Supervisor should ensure the health professional signs off each support worker as being competent at carrying out the task before individual support workers can undertake that task. The health professional sign off sheet should be used.

4. The competency form should be signed by the health professional for each service user and added to the service user’s support plan by the RRO/SSW/Supervisor.


5. Support workers who do not achieve the competency needed to carry out the task should not be assigned to support the service user with that task.

6. The service user’s consent must be given for support workers to carry out the treatment.

















Procedure for Undertaking Health Care Tasks


Referrals may be received for health care tasks from Adult Social Care using the Medicines Management (MM) form. Cumbria Care can proceed with organising Level A tasks as part of the support plan.

Summary of Level A Tasks (Health professional sign off is NOT required)


•	Assisting service users with the management of continence e.g., catheter bag change and empty
•	Assisting service users with dementia, those who are confused or displaying challenging behaviour
Helping to prevent falls
•	Infection control
•	Assisting service users with nutrition, hydration and reducing the risk of malnutrition and dehydration
•	Assisting service users with, and where needed, administration of prescribed medication including
eye drops (including post cataract surgery), ear drops, nose drops, inhalers, patch- based medicine, emollient and barrier products
•	Application of creams including prescribed medicated creams, ointments, lotions for external use
(Where skin is unbroken)
•	Assisting service users who are dying in achieving a peaceful and dignified death
•	Assisting service users with skin care and preventing pressure sores
•	Assisting service users with equipment to use oxygen
•	Assisting service users who use nebulisers/spacers/inhaler

Level B and Level C tasks require sign off from a health professional as confirmation of delegation of the task to Cumbria Care. ‘Sign off’ is defined as confirmation of delegation of the task by a health professional to the provider.  The sign off confirms the health professional is satisfied that the provider is competent to carry out the task at that time.

Summary of Level B Tasks


•	Eye drops including post-surgery, variable dosage and multiple eye drops where combination or order of drops is important
•	Application of support stockings where skin is intact, and hosiery has been prescribed including
recovery from leg ulcers and where there is a risk of deep vein thrombosis and pulmonary embolism
•	Use of patch-based medicine including controlled drug pain relief like Fentanyl



Procedure for Level B tasks:
The RRO/SSW/Supervisor should contact the relevant health professional for each referral to discuss the need for any further training needs and for the health professional to ‘sign off’ the Level B tasks.   The discussion must be documented in the service user’s file and written ‘sign off’ obtained.









Summary of Level C Tasks:


•	Assisting service users with nutrition using PEG feeding
•	Assisting service users with simple wound dressing
•	Assisting service users with stoma management
•	Assisting service users with supra public catheters
•	Assisting service users who have dysphagia
•	Application of medicated creams – prescribed medicated creams, ointments, lotions for external use where skin integrity is compromised
•	Assisting service users with insulin
•	Assisting service users with specialist medication including buccal midazolam and rectal diazepam
s

Procedure for Level C tasks:
Prior to commencement of Level C tasks, the RRO/SSW/Supervisor should contact the relevant health professional to identify and arrange training on the task (for each individual service user) for support workers. The health professional is responsible for providing this training. The health professional could:
a.  train all Cumbria Care staff who will carry out the task or
b.  train a Cumbria Care supervisor or medication trainer who they are satisfied will cascade the training to all Cumbria Care staff who will carry out the task


The supervisor must obtain ‘sign off’ from the health professional before Cumbria Care can commence support with Level C tasks.  Evidence of sign off could be:

a.  A record of the discussion between the health professional and the supervisor.  This should be recorded by the supervisor in the service user’s support plan.
b.  It is preferred for the health professional to ‘sign off’ the support by making a physical signature in the
support plan or on the ‘sign off’ form.
c.   Sign off could be in other forms such as a fax, email or other paperwork signed and provided by the health professional.
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Cumbria Care Medication Policy and Procedure for Support at Home
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Medication Incidents



There are several ways in which errors can be made when medicines are administered such as incorrect administration, omitted doses, duplicated doses, administration of discontinued medication and medication being lost or stolen, amongst other reasons.

Some errors may appear trivial but all mistakes in assisting with medicines must be reported to your line manager or on call service immediately so that appropriate action can be taken to avoid harm to the service user. This also applies to errors that care staff identify, but have not made themselves, for example errors made by pharmacists and other care staff.

An action plan will be developed to prevent re-occurrence of the incident and to share the decided actions.

Any incidents will be regarded as a learning process and will be shared with all staff as part of training sessions and newsletters to raise awareness of safety issues.

If the error has resulted in the need for medical intervention or has been an incident reported to/investigated by the police, inform the Care Quality Commission (CQC) by completing a notification form and informing the Safeguarding team.





Problems are more likely to occur when:


•	Service users have long lists of prescribed medicines
•	Some medicines are taken regularly, and some are taken only when required for specific reasons, e.g., for pain relief
•	The dose of a medicine is not constant but depends on the results of blood tests, e.g., Warfarin
•	Service users have hoarded medicines that the doctor has told them to stop taking
•	People are confused about what they should be taking
•	When a new medicine is introduced
•	When the dosage is changed
•	There are frequent changes to medicines


If you are ever unsure about anything, please ask your RRO/SSW/Supervisor
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Section 3:
Good Practice Guidelines


Guidelines for the Safe Administration of Medication


1. Introduce yourself to the service user


2. Ensure the environment is free of distractions e.g., ask the service user to turn the television off if this helps you to concentrate better

3. Check the support plan and medication risk assessment for instructions on medication


4. Explain to the service user that you will need to check the medication to see if any is to be given prior to food.


5 	Find a clean, tidy area to open the medicines box/storage container etc.


6.	Open the medicines box/storage container and take out the MAR chart. Ask the service user if they have taken medication already and check the MAR chart to ensure that none of the medicines have already been given/signed for.

7 Check the date on the front of the MAR chart to make sure that it’s in current use, and that it is the only
MAR chart in use. Use a new MAR chart with each new month’s supply of medication.


8. If you have reason to believe medicines have been taken already STOP PROCEDURE and inform the
RRO/SSW/Supervisor. Otherwise continue as follows:
	

9. Remove all medicines from the box/storage container, checking as you do that, they all have the service user’s name on them.

10. Assemble all the equipment needed to administer the medication such as 5ml spoon, MAR chart, gloves etc.


11. Using the MAR chart in conjunction with the labels on the medication boxes, go through each to check that the name of the service user, the name of the medicine and the instructions on the bottle/box are the same as those on the MAR chart – IF NOT DO NOT GIVE IT.

12. Check the label for any special instructions before administering the medicine e.g., does it need to be taken before or after food? Should the service user avoid alcohol? Does the medicine need to be dissolved or mixed with water before taking? Should it be swallowed whole not chewed? Etc. Please ensure that these additional instructions are followed.

13. Some medicines should only be taken ‘when required’ to relieve symptoms e.g., pain killers, laxatives, sleeping tablets, inhalers, GTN spray for angina. The service user will need to be asked whether they need these medicines and they should not be given routinely. (If you are not sure what a ‘when required’ medicine is for, please consult the patient information leaflet inside the medicines container or contact the community pharmacist). If applicable, always consult the PRN protocol.

14. As you are doing the above, place the medicines as follows:


· Medication to be taken before food – place to one side of the lid (if medicines are stored in a box)
· Medication to be taken with or after food, place on the other side of the lid, along with any other to be taken at this time
· Medication that is not required at this call – place back inside the box out of the way
· Where there is more than sone container of the same medicine, put spare containers back into the box and the pack to be used on the lid


If there is any medication that needs further clarification – for example, if it is not listed on the MAR chart, place this in the box and make an immediate written note to contact the RRO/SSW/Supervisor or community pharmacist for further information.

If you always do this the same way, if you become distracted for any reason it is easy to see where you have got to. Always use the MAR chart AND the medication boxes as your point of reference.
(If, for any reason you have missed something, it will be left outside of the box for you to clarify)


15. Wash and dry hands. Gloves must be worn for all tasks and changed between tasks. See current IPC guidelines for full details. 

16. Before administering, check any expiry dates highlighted on the label e.g., for eye drops and liquids. Also check when removing strip from the box that the name of the drug on the strip matches that on the container.

17. Check whether the medicine is to be given by mouth or by another route (e.g., to be inhaled, applied to the skin etc.) If oral, ensure the service user is standing or sitting as upright as possible, and give the medicine to the service user with a drink of water. If applying a cream for a service user, ensure you are wearing plastic gloves.

18. Following the MAR chart AND the medication boxes, administer any medication that should be given before food, one medicine at a time, and sign the MAR chart after each is administered. Ensure this administration is recorded in the communication record.

a) 	Enter your initials clearly on the correct date and time to show you have seen the service-user take the medicine.
b) 	If the dose is variable (e.g., one or two tablets to be taken) record the actual amount given and initial.
c)	If the medication is NOT GIVEN enter the relevant code in the box and enter the reason in the service user’s communication record. Report this to your RRO/SSW/Supervisor immediately.

19. Continue to assist with other activities, such as personal care, and if more medicines are to be taken after food, ensure that service user has something to eat.

20. Wash and dry hands. 

21. Following the MAR chart AND the boxes, administer any medication that should be given after food, one medicine at a time, and sign the MAR chart after each is administered. NB with ‘As required’ medicines, ask the service user whether they need these medicines as they should not be given routinely. Ensure this administration is recorded in the communication record.

22. Once all medication has been administered check that no boxes/bottles are left over, wash and dry any utensils, and return everything to its original place ensuring the medication box is locked (if appropriate).

23. If you make, or detect a mistake relating to the actual medication, or have any urgent concerns, immediately call the service user’s doctor for advice before notifying your RRO/SSW/Supervisor during office hours. During out of office hours, you should contact CHOC and inform the out of ours service.


IN AN EMERGENCY CONTACT THE SERVICE USER’S DOCTOR


REMEMBER
•	DO NOT administer medicines from unlabelled containers
•	ALL Category Two tasks must be recorded in the service user’s MAR Chart
•	NEVER tamper with the instructions on the MAR chart
•	ONLY use a MAR chart that has had the medication details added by a responsible professional (this may be a pharmacist, registered manager or other responsible person of a social care service, a doctor or nurse)
•	ALWAYS contact your RRO/SSW/Supervisor should a new medicine appear that is not accounted for anywhere on the chart
•	If you are in doubt about anything, DON’T administer and seek advice from your RRO/SSW/Supervisor.




Safe production of MAR charts

The procedure for producing MAR charts should ensure that:


•	The MAR chart is individual to the service user and reflects the items which are still being currently prescribed and administered.
•	The MAR chart is clear, indelible, permanent and contains product name, strength, dose, and frequency.
•	The MAR chart is constructed based on currently prescribed medicines together with information about repeat prescriptions for PRN medicines.
•	The MAR chart includes all prescribed externally applied medicines to be administered by care staff
•	The MAR chart incorporates a method to ensure that any changes made after production are evident (dated, signed, and indicates who has made the change)


An additional check will be made every time the support worker administers and cross references the information on the medication label with the MAR chart using the 6 R’s. Any discrepancies should be reported to the RRO/SSW/Supervisor.
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