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[bookmark: _Toc172298641]Introduction

This document provides guidance on the administration of medication to service users within a Shared Lives service. 

[bookmark: _Toc118796907][bookmark: _Toc172298642]General information
[bookmark: _Toc118796908][bookmark: _Toc172298643]How to use these guidelines

These guidelines describe how service users may be supported by the carer and volunteer support carers within a Shared Lives service, to use their medication safely and effectively. 

These guidelines should be read and acted on alongside information provided at training.

[bookmark: _Toc172298644]Glossary

Shared Lives Officer (SLO) – employees of Hampshire County Council responsible for the day-to-day operations of the Hampshire Shared Lives service.

Carer/Shared Lives Carer (SLC) – individual or individuals responsible for the day-to-day care and support of the service user living with them.

Service user – the individual living within the Shared Lives Scheme.

Volunteer/Support Carer (VSC) – providing additional support to the host during breaks, emergency or as required by the Shared Lives officer or Shared Lives carer. 

Registered manager – individual in day-to-day charge of one or more regulated activities. The manager has joint legal responsibility with the provider for ensuring compliance with the regulations. NB: Tasks allocated to the registered manager may be delegated to the deputy manager at their discretion. 

Medication Administration Record (MAR) – a record kept including current medication and to record medication given or reasons for non-administration.


[bookmark: _Toc118796909][bookmark: _Toc172298645]Responsibility of the personnel

[bookmark: _Toc172298646]The registered manager and Shared Lives workers:

· Are responsible for ensuring that all Shared Lives members are aware of the systems for medications management in Shared Lives services.
· Must ensure that Shared Lives officers, carers and volunteer/support carers are appropriately trained and assessed as competent to carry out this duty. 
· Must ensure that all medication, including controlled drugs, are administered only by designated and appropriately trained Scheme members. 
· Must ensure that all service users have a current care and support plan around medications in place. This may also include risk assessments around medications management and self-administration.

[bookmark: _Toc172298647]The carer/volunteer/support carer (VSC):

· Must know the limitations of their role in relation to medication.
· Must follow Hampshire Shared Lives policies and procedures.
· Must have undergone suitable training for their role (see section 2.4 below).
· Must immediately report medication incidents and errors, including any discrepancies in the records, errors with medication or changes in a service user’s condition, to the Shared Lives officer/duty line.
· Where medication is required to be administered by a specialist technique (i.e. insulin, via PEG), this should only be done where there is a case-specific joint local agreement alongside appropriate training (see also section 2.5). 
[bookmark: _Toc28611763][bookmark: _Toc118796910]
[bookmark: _Toc172298648]Training and resources for Shared Lives 

All carers and volunteer/support carers must have access to these Practice Guidelines. 

All carers and volunteer/support carers will attend Stepping Forward Stepping Back training for basic medication awareness, unless they have completed comparable training in a previous role. This must be signed off by the registered manager and Workforce Development Team.

All carers and volunteer/support carers who are required to administer medications, and Shared Lives officers who are required to assess competency of others, must attend the one-day Medication Administration course relevant to Hampshire Shared Lives.

Once the medication administration course has been completed, carers and volunteer/support carers who are required to administer medications must complete and pass a competency assessment within six weeks of the course or on commencement of placement. Competency assessments must be repeated yearly or sooner if deemed appropriate by the Shared Lives officer or registered manager.  A record of all medication competencies will be maintained by the service and audited by the registered manager for quality assurance. This is currently being reviewed with the Training Team, as the current competencies do not relate or align with the Shared Lives carer’s role. 

A suitably trained, competent Shared Lives worker, as identified by the registered manager, may assess competence.

If a carer or volunteer/support carer has made a medication error, the Shared Lives worker will investigate and, depending on the severity and cause of the error, will advise on the course of action in liaison with the workforce development lead and the registered manager. Extra training may or may not be appropriate. The Assistant Head of Service may also be involved in this decision.

Carers or volunteer/support carers who continue to make medication errors or fail to follow this guidance, despite retraining and supervised practice, may face further action under deapproval processes.


[bookmark: _Toc172298649]Medication administration by specialist techniques

Some medicines cannot be routinely administered by a carer or volunteer/support carer. For example, injections (such as insulin) or medicines administered via a feeding tube. However, a registered health professional can delegate the administration of these medicines. 

The delegation of the administration of medication via specialist technique will be achieved through a person-centred joint agreement with members of the multi-disciplinary team. This will include but is not limited to the carer and/or volunteer/support carer, the registered manager and/or the Shared Lives worker, the commissioner of the care and support, GP, appropriate registered health care professional (diabetic nurse, dietician, etc).

The joint agreement will include:

· Training requirements to ensure the carer/volunteer/support carer administering the medication is competent and confident, including direct observation and provision of updates as required.

· Written confirmation from the prescriber that the medications prescribed to be administered are appropriate. It also provides written justification for the use of any unlicensed medicines.

· Consent from the service user, their legal representative or best interest decision including mental capacity. 

· Escalation plan to support carers with any concerns. 

A care plan should be drafted by the Hampshire Shared Lives service with oversight from all members of the multi-disciplinary team and the service user and/or their representative if required. This should include (but is not limited to):

· How each medication is to be administered (e.g. whether they need to be mixed with water or given by injection).

· Any contraindications including time-specific medications, when to seek pharmacy advise. When the medication should not be given.

· Escalation plan including:

· Steps to take if the person refuses medications. ￼
· Trouble shooting, for example steps to be taken if the feeding tube is blocked (for administration via feeding tube).
· Faulty equipment, for example insulin pen not working or feeding pump faulty.
· Contingency plan should the carer be unavailable.

[bookmark: _Toc28611764][bookmark: _Toc118796912][bookmark: _Toc172298650]Levels of support

Members of the scheme should assume that a service user can take and look after their medicines themselves (self-administer) unless a risk assessment has indicated otherwise.

[bookmark: _Toc28611765]An assessment under the Care Act (2014) completed by the social worker, community social care case worker or Shared Lives officer will identify the nature and type of the service user’s needs with medication interventions, and this will be made available to the carer.
[bookmark: _Toc172298651]
Risk assessment

A risk assessment must be carried out for all new service users when placed within a Shared Lives arrangement to establish the level of support they require. For those service users who self-medicate, there must be an ongoing assessment of their continuing ability to do so.

Risk assessment should consider:
· Service user choice.
· If self‑administration will be a risk to the service user or to others in the household.
· If the service user can take the correct dose of their own medicines at the right time and in the right way (for example, do they have the mental capacity and manual dexterity for self-administration?).
· How often the assessment will need to be repeated based upon individual service user need.
· How the medicines will be stored.
· The responsibilities of the carer and any support staff, which should be written in the service user’s support plan.

The Shared Lives officer should coordinate the risk assessment and determine who should be involved. This must be done individually for each service user and must involve the individual (and their family members if the service user wishes) and the carer. Other health and social care practitioners (such as the GP and pharmacist) should be involved, as appropriate, to help identify whether the medicines regime could be adjusted to enable the service user to self-administer. The risk assessment must be signed off by the registered manager. 


[bookmark: _Toc28611766][bookmark: _Toc118796913][bookmark: _Toc172298652]Liability

[bookmark: _Toc28611767]All carers are required to ensure that they have the appropriate insurances in place in line with the Shared Lives carer agreement. 

[bookmark: _Toc118796914][bookmark: _Toc172298653]Consent and capacity 

Service users who have the mental capacity to give or withhold consent can refuse to take medication at any time. In these circumstances carers must ensure that the service user has all the necessary information to make an informed choice. Carers must not attempt to administer medication where the service user has given an informed choice to refuse. 
Covert administration (disguising medication in food or drink and not telling the person it is there) of medication for service users who have the mental capacity to give or withhold consent is not permitted under any circumstances.
If someone is assessed to lack capacity to make decisions in relation to their medication needs, the Mental Capacity Act 2005, and the supplementary code of practice on Deprivation of Liberty Safeguards will apply.  It must never automatically be assumed that they are not able to give or withhold consent to take medication. For more information see: nhs.uk/conditions/social-care-and-support-guide/making-decisions-for-someone-else/mental-capacity-act/.  
Giving and obtaining of consent is a process not an isolated event. Service users may change their minds and withdraw consent at any time. Consequently, consent must be sought before any administration. 
Capacity to consent may fluctuate and must therefore be assessed continually.
In this event, the carer must discuss with the service user that this will be shared with the relevant primary care health professional. Responsibility for any further action then rests with that relevant health professional. 

In the above cases the carer is required to complete a ‘Reportable events’ form. 

[bookmark: _Int_tCdLocH8]If a service user who has capacity to consent to medication interventions refuses medication, this must be recorded on the Medication Administration Record (MAR), an ‘Unusual event’ form completed and the primary healthcare professional informed to ensure there are no ill effects for the service user.  

If a service user has been assessed to lack capacity in relation to medication interventions and repeatedly refuses to take medication, the relevant primary healthcare professional must be informed, and the issue must be reported by the carer via a ‘Reportable event’ form.  

[bookmark: _Toc118796918][bookmark: _Toc172298654]Record keeping

There is a statutory requirement that a complete audit trail of medication be kept. The audit trail starts with the receipt of medication through to medication disposal.

All records in relation to the administration of medication should be recorded on the MAR sheet.

Controlled drug records should be kept for six years from the date of the last entry. 

[bookmark: _Toc172298655]Receiving medication

On receipt of medication, it must be checked against the prescription request to ensure that the name, form, strength, dose and quantity are correct. 

If there are any queries these must be discussed with the dispensing pharmacist as soon as possible. 

All details of the medication must be recorded on the medication information sheet that is completed by the service user/carers at point of referral, which is maintained on file and checked against at annual medication review. This must also include information relating to the risks associated with non-administration of each medication. 

All leaflets relating to each medication must be kept with the medication information sheet to identify any contraindications.

[bookmark: _Toc118796922][bookmark: _Toc172298656]Storage of medication

If a service user’s medicine needs to be stored in the Shared Lives carer’s home, the Shared Lives officer and Shared Lives carer should discuss where and how the medicines should be stored. 

As far as possible, the service user should be encouraged to take responsibility for the storage of their own mediation. 

If a person supported by Shared Lives or anyone else in the Shared Lives arrangement has been assessed as being at risk if medicine is not locked away, the Shared Lives officer should ensure that it will be stored in a lockable container. 

All medicines should be kept in a place that is not affected by extreme heat or moisture. 

If medicines need to be kept cool, they should be kept in a clearly marked, lockable container on the top shelf of the refrigerator.

Where children are present in the household a risk assessment must be completed around the safe storage of medication by the Shared Lives officer and signed off by the registered manager.


[bookmark: _Toc118796924][bookmark: _Toc172298657]Disposal of medication

All obsolete and unused medication must be returned to a pharmacy, preferably the dispensing pharmacy, for disposal. This applies to:

· Medication remaining after a service user has died
· Medication that has been discontinued
· Dispensed refused doses
· Medication that is past the expiry date.
· Medication not dispensed (intentional or in error)


[bookmark: _Toc118796925][bookmark: _Toc172298658]Self-administration of medication

Carers should assume a service user can take and look after their medicines themselves (self-administer) unless a risk assessment has indicated otherwise.

The carer and the Shared Lives officer should carry out an individual risk assessment to find out how much support a service user needs to carry on taking and looking after their medicines themselves (self-administration). Risk assessment should consider:

· Service user choice.
· If self-administration will be a risk to the service user or to others in the household.
· If the service user can take the correct dose of their own medicines at the right time and in the right way (for example, do they have the mental capacity and manual dexterity for self-administration?).
· How often the assessment will need to be repeated based upon individual need.
· How the medicines will be stored.

Risk assessments must be agreed and signed off by the registered manager.

A self-medication assessment template can be found in Appendix 1.

[bookmark: _Int_4LIPYR8I]Service users may be able to self-medicate some medication but need help from the carer to administer others. It is not ‘all or nothing’.

Service users who choose to self-administer their medication should have a current risk assessment in place. The risk assessment will consider:

· The individual’s wishes
· The person’s mental capacity 
· The individual’s physical capability (to access medications for example) 
· Security of storage
· Disposal of waste and sharps
· Recommendations of the multi-disciplinary team

The service user’s GP, as prescriber, must be consulted in any self-administration request if there are concerns.

[bookmark: _Int_KyAywA69]A suitable lockable storage solution must be provided in the service user’s room, where the medication can be stored.  The lockable cupboard can be a lock fitted to a drawer but is to be used for self-administration of medication purposes only. 

[bookmark: _Int_vnSe1Ill]A small sharps container should be provided for sole use if a service user is self-administering injectable medication.  

A service user may still ask the carer to order their medication for them. In this case records must be kept of all orders and receipts, but ‘self-administering’ should be written on the medication administration record.
 
Some self-medicating service users may need a reminder to take their medication. In this case, a record of the prompt must be recorded on the Medication Administration Record. If carers are regularly providing prompts, the service user may need a review of their care plan.

Some medications (such as warfarin) need additional checks and tests to ensure dosing levels are effective and not harmful. Carers need to be aware of these and ensure they are completed on time.

[bookmark: _Int_dz3hTJaq]Service users who are self-medicating must be regularly monitored by the carer and the Shared Lives officer to ensure they are taking medication correctly, as part of their on-going care.  Frequency of nature of the monitoring will depend on the service user’s condition. This should be discussed with the registered manager. 

If there are any concerns, the service user’s GP must be contacted to review their self-medicating regime. 

[bookmark: _Toc118796926][bookmark: _Toc172298659]Controlled Drugs (CDs)

Drugs listed in the Controlled Drugs Act 1985 have special rules about how they are stored, disposed of, administered and reported if they are lost or missing 

If a person supported by Shared Lives is prescribed medication from the controlled drugs list, the carer should seek clarification and instruction from the person who has prescribed them on how to store, dispose of, administer and report on the medication.

[bookmark: _Toc118796929][bookmark: _Toc172298660]Respite, short stay, day care and emergency care

Before an individual is admitted for short-term care, such as respite, short stay, day care or emergency care, the following information must be obtained:

· A list of current medication, with explicit instructions for administration, from the service user’s prescriber and main carer.

· ‘When required’ (PRN) medication must have details of dose, frequency and the conditions under which the medication may be given – referred to as a PRN protocol which must be signed off by a health professional.

· Consent to administer unprescribed medication (homely remedies, alternative medications) which the service user has been taking must be obtained from the service user’s main prescriber/pharmacy before the medication can be administered. 

· An assessment of the level of support required by the service user around medication, recorded in the service users All about Me record.

· Enough medication must be provided for the planned duration of the stay.

All medication must be in original containers provided by the pharmacy.
Whilst a service user is staying for a short stay, the daily medication routine must be as close as possible to the normal pattern for that service user. 

A service user’s medication is their property. There must be procedures in place for an audit trail for the receipt, storage and administration of the medication, and on leaving a signature must be obtained from the service user or the service user’s representative when their medication is handed back.

[bookmark: _Toc118796930][bookmark: _Toc172298661]Use of ‘homely remedies and non-prescribed medication

[bookmark: _Int_g7yZqE2U]‘A homely remedy is a medicinal preparation that may normally be bought by a person without calling a doctor’.

The items listed below can be used in response to a symptom of minor nature for up to 48 hours without seeking advice from the GP, provided the service user has a Homely Remedies Agreement. 



[image: A table with a list of medication

Description automatically generated]


Before administering a homely remedy, the homely remedy chart must be checked to make sure that the service user’s GP or a pharmacist has given permission for the homely remedy to be administered.

The guidelines for each medication must be followed, and if there is any query a pharmacist or the prescriber must be consulted before the medication is administered.

A record must be kept on the MAR sheet of the date, time, quantity of the medication given and the fact that it was a homely remedy.

Homely remedies may only be given for a maximum of 48 hours. After that time, the GP should be contacted to see if they need to see the service user and check that the symptoms are not caused by something more serious. 

If at any time there is concern about the service user’s condition, a doctor must be informed. 

If a medication which is included on the homely remedy list is already prescribed by a doctor for a service user, it cannot also be used as a homely remedy for that service user but must be given according to the instructions on the prescription. 

A homely remedies list for individual service users must be reviewed annually.

[bookmark: _Toc172297924][bookmark: _Toc172297986][bookmark: _Toc28611794]
[bookmark: _Toc172297925][bookmark: _Toc172297987]
[bookmark: _Toc172297926][bookmark: _Toc172297988]
[bookmark: _Toc172297927][bookmark: _Toc172297989]
[bookmark: _Toc172297928][bookmark: _Toc172297990]
[bookmark: _Toc172297929][bookmark: _Toc172297991]
[bookmark: _Toc172297930][bookmark: _Toc172297992]
[bookmark: _Toc172297931][bookmark: _Toc172297993]
[bookmark: _Toc172297932][bookmark: _Toc172297994]
[bookmark: _Toc172297933][bookmark: _Toc172297995]
[bookmark: _Toc172297934][bookmark: _Toc172297996]
[bookmark: _Toc172297935][bookmark: _Toc172297997]
[bookmark: _Toc172297936][bookmark: _Toc172297998]
[bookmark: _Toc172297937][bookmark: _Toc172297999]
[bookmark: _Toc172298662]Service user’s own ‘homely remedies’  

Some service users may like to take their own non-prescribed medication (such as vitamin tablets or homeopathic remedies).

Where possible, service users should be encouraged to tell their carer what they are taking so that a record of their medication can be kept.

Any non-prescribed medication which a service user may wish to take, must be checked with the pharmacist to ensure there is no contra-indication to prescribed medication. 

[bookmark: _Int_2YF07vw0]Carers must only administer non-prescribed medication with the agreement of the service user’s prescriber/pharmacist. The service user’s own non-prescribed items should be added to the Medication Administration Record (MAR) with the words ‘not prescribed’.

A record must be kept on the MAR sheet of the date, time and quantity of the non-prescribed medication administered.

If a service user requires a homely remedy, i.e. paracetamol but has no sign-off, the carer must contact the GP or 111 before administering any medication. A homely remedy form should then be initiated to avoid any delay in obtaining pain relief, etc. 


[bookmark: _Toc118796931][bookmark: _Toc172298663]Administration of medication

Before administering any medication, carers must check the dose has not already been given and that the following ‘six R’s’ of administration are observed: 

· Right service user

· Right medicine 

· Right route 

· Right dose 

· Right time

· Service user's right to refuse 


Carers must not:

· Administer any medication which has not been prescribed or agreed by the service user’s current prescriber.

· Crush or break tablets unless authorised to do so by the prescriber or pharmacist.

· Administer injections, unless they have received specific training, e.g. for an insulin pen or an auto injector.

· Administer medication which is not stored in the original container supplied by the pharmacy.

· [bookmark: _Int_WuYMfw43]Physically force a service user to take medication which they do not wish to take.  

· Administer pessaries, enemas or suppositories.

· Ignore any change in the service user’s behaviour or other side effects of the medication. 
 
· Leave any medication unattended.


[bookmark: _Toc28611796][bookmark: _Toc118796932][bookmark: _Toc172298664]Managing time-sensitive medicines

Some medicines need to be given at a certain time to make sure they are safe or work effectively.

Examples of these include:

· Medicines that should be given before or after food
· Medicines containing paracetamol
· Medicines prescribed to help mobility for people with Parkinson’s disease

Information about when medications should be taken will be given by the pharmacist or the prescriber and the times should be written on the MAR. 
 
Any time-critical medication and how it is best offered to the service user should form part of the person’s care and support plan.


[bookmark: _Toc118796934][bookmark: _Toc172298665]Disguising medication – covert administration

A clear distinction must always be made between those service users who have the capacity to consent to medication interventions to refuse medication and whose refusal must be respected, and those who have been assessed to lack capacity to consent to medication interventions and the Mental Capacity Act 2005 provides guidance. 

Where a person who has been assessed as lacking capacity to consent to medication interventions is refusing to take medication, it may be decided to give the medication covertly, that is hidden in food or drink.

Covert administration is only likely to be necessary or appropriate where: 

· A service user actively refuses their medicine, and all alternatives have been tried.

· A service user is assessed, in accordance with the Mental Capacity Act 2005, not to have the capacity to understand the consequences of their refusal. This is a separate assessment to that of their capacity to consent to medication interventions.  

· [bookmark: _Int_BTbUbncr]This capacity assessment must be completed in conjunction with the prescriber.    
                                 
· The medication is deemed essential to the service user’s health and wellbeing. 


[bookmark: _Int_fTwT8S6W]Before any medication is administered covertly, the primary care health professional, in conjunction with a multi-disciplinary team, must follow the best interests checklist (s.4 Mental Capacity Act 2005) to reach a decision about what medication treatment is in the service user’s best interest.  

If a decision is made that it is in the service user’s best interests for the administration of covert medication, any decision to administer medication covertly must be recorded in the service user’s support plan and on the Medication Administration Record (MAR). This documentation must be easily accessible on viewing the service user’s records.

Administering medicines in food or drink can alter their therapeutic properties and effects. They could become unsuitable or ineffective. Advice should always be taken from a relevant primary care health professional or pharmacist to make sure medicines are safe and effective. 

Any decision to administer medication covertly must be regularly reviewed by the service user’s relevant primary health care professional and the review documented in the service user’s care and support plan.

Some people like to take medication with food, for example a tablet with a spoonful of yoghurt, because it makes the tablet easier to swallow. If the person knows that the medication is there, it is not covert administration. 


[bookmark: _Toc118796935][bookmark: _Toc172298666]Use of the Medication Administration Records (MAR)

Carers must ensure that all medication is recorded accurately and clearly on the Medication Administration Records sheet.

[bookmark: _Toc118796936][bookmark: _Toc172298667]‘When required’ or PRN medication

Some medication, for example pain relief or laxatives, may be prescribed to be taken ‘as required’ or ‘as needed’ or ‘PRN.’  

All medication prescribed for PRN must have an associated PRN protocol for each individual medication, signed by a health professional which can include pharmacists. 

PRN requests for medication should come from the service user, however, where a service user is physically unable to ask for their PRN medication, the carer’s judgement and knowledge of the individual can be used to assess whether a PRN medication may be required and offer it accordingly. 

Before administering any PRN medication, the carer must check the MAR to ensure that another dose has not been given within the minimum time. The carer must also check the reason that PRN medication is prescribed. If, for example, the service user is complaining of pain in a new area, this may need to be reported to the relevant primary health care professional. 

When a PRN medication is prescribed, a PRN protocol must be recorded by the Shared Lives officer and the carer. This will include:

a. A clear indication of the use of the medication written on the MAR, e.g. paracetamol for pain management of a specific area of the body. 
b. Directions must include a specific dose or range of doses, e.g. one or two tablets as required. 
c. There must be an indication of the timing, e.g. at night; no more than two in each dose; four hours apart. 
d. There must be an indication of the maximum daily dose, e.g. no more than four doses in 24 hours. 

When a ‘PRN’ medication is supported: 

a. The MAR must be checked to ensure another dose has not been given within the minimum time limit. 
b. The reason for giving the medication must be checked. This is especially important for pain relief as pain in a new area may indicate an undiagnosed condition. If this is the case, it must be reported to the primary health care professional. 
c. The medication must be supported in accordance with the agreed procedure. 
d. The effectiveness of the PRN medication should be checked with the service user and if it has been ineffective, this should be reported to the primary healthcare professional. 
e. Record any changes after agreed time regarding effects of PRN.

[bookmark: _Toc118796938][bookmark: _Toc172298668]Diagnostic testing and monitoring

In some circumstances, carers may be asked to perform tests, like blood sugar monitoring, for individual service users.

The primary healthcare professional (e.g. community nurse) requesting that carers do this retains the responsibility for interpreting the results of any tests and making changes to the treatment regime.

The Primary Healthcare Professional requesting that carers perform tests must train them to do the tests and be confident that they have the skills and knowledge to correctly carry out the tests and write down the results. Risk assessments need to be provided to support this and must be signed by the registered manager.

Any equipment required will be supplied by the health professional requesting the tests.

[bookmark: _Toc118796939][bookmark: _Toc172298669]Medication incidents and incident reporting 

These can refer to:

· Prescribing errors
· Ordering errors
· Dispensing errors
· Storage errors
· Administration errors
· Recording errors
· Inappropriate, inaccurate or omission of advice, either verbal or written, to and from other professionals, service users, etc
· Near misses
· Accidental overdoses

If an incident or error occurs that involves medication, it must be reported to Shared Lives and immediate action taken to protect the service user from harm.

Carers should report incidents that they make and incidents that they notice others may have made to the Shared Lives worker.

If the medication error or incident involves a service user receiving incorrect medication or not receiving medication as prescribed to them, then advice should be sought from the service user’s GP (or out-of-hours GP) immediately.
The Shared Lives officer should respond to the medication incident and consider further actions:

· Inform the service user’s family (if appropriate)
· Update the risk assessment
· Review the individuals All About Me record
· Inform safeguarding
· Inform CQC and other agencies as necessary
· Consider reporting under Duty of Candour

The Shared Lives officer should complete an ‘Incident reporting’ form and pass it to the Shared Lives Scheme management team.

The incident will be logged on to Hampshire County Council’s Adult Services Incident Reporting System and a central record of medication incidents will be maintained.

[bookmark: _Toc28611810][bookmark: _Toc118796941][bookmark: _Toc172298670]The Care Governance Team may investigate medication errors further.
High risk medications
[bookmark: _Toc28611811]
[bookmark: _Toc172297947][bookmark: _Toc172298009]
[bookmark: _Toc172297948][bookmark: _Toc172298010]
[bookmark: _Toc172297949][bookmark: _Toc172298011]
[bookmark: _Toc172297950][bookmark: _Toc172298012]
[bookmark: _Toc172297951][bookmark: _Toc172298013]
[bookmark: _Toc172297952][bookmark: _Toc172298014]
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[bookmark: _Toc172298671]Anticoagulants

Anticoagulants are used to prevent the blood from clotting as normal.

They treat and prevent blood clots. Examples of anticoagulants include:
· Warfarin.
· Non-vitamin K antagonist oral anticoagulants (also known as DOACs or NOACs). This includes apixaban, rivaroxaban, edoxaban and dabigatran.
· Injectable anticoagulants (also known as low molecular weight heparins).

The common side effect of all anticoagulants is bleeding. NOACs do not carry the same level of bleeding risk as warfarin. They do not need routine blood tests. 
[bookmark: _Toc28611812]
Information and awareness
People taking anticoagulants should have enough information to use them safely and effectively.
 
Hampshire County Council Care and Support Services requires that all service user’s receiving anticoagulant medication must have a person-centred risk assessment added to the MAR.	Comment by Fowler, Jane: Should this be ‘Hampshire County Council Care and Support Services’?

The NICE guidelines on venous thromboembolic diseases says that people should know:
· How to use anticoagulants
· How long to take anticoagulation treatment
· Side effects of anticoagulant treatment and what to do if these occur
· The effects of other medications, foods and alcohol on oral anticoagulation treatment
· How to monitor their anticoagulant treatment
· How anticoagulants may affect their dental treatment
· What to do if they are planning pregnancy or become pregnant
· How anticoagulants may affect activities such as sports and travel
· When and how to seek medical help
[bookmark: _Toc28611813]
[bookmark: _Toc172298672]Injectable heparins

These are often prescribed for prevention of blood clots in patients after surgery.
Injectable heparins are normally prescribed as pre-filled syringes. The person can administer these by subcutaneous injection. Manufacturers recommend that the site of administration is rotated.

If you are responsible for administering, you should have relevant training and competence. A care plan should be in place to support the use of injectable heparins.
Dispose of used syringes in a sharps bin.


[bookmark: _Toc28611814]
[bookmark: _Toc172298673]Non-vitamin K antagonist oral anticoagulants (DOACs/NOACs)
NICE provides guidance about NOACs and their place in therapy.

Some of these medicines do not have reversal agents. You should take extra care that doses are given as prescribed.

NOACs must be given at the prescribed dose and frequency. Their duration of action is shorter than that of warfarin. The anticoagulant effect of NOACs fades 12-24 hours after taking the last dose. Omitting or delaying doses could lead to a reduction in anticoagulant effect. This would cause a higher risk of blood clots.

Some NOACs can be given once or twice a day depending on why they are prescribed.
If someone misses a dose of a NOAC, you need to know what action to take and record this. For example, you should contact the pharmacist for advice about taking the next dose. You should also inform the person’s GP.

[bookmark: _Toc28611815][bookmark: _Toc172298674]Warfarin

People taking warfarin need regular blood tests. Blood tests are more frequent at the start of treatment. They may become less frequent once the person is on stabilised treatment.

The maximum time between blood tests is 12 weeks.

Regular blood tests measure the International Normalised Ratio (INR). This is a measure of how fast the blood clots. INR blood tests can be done at the GP practice or hospital. Specialist clinics might test blood depending on the services they provide.
The dose prescribed often changes in response to the blood test. So, it is often prescribed ‘as directed’. Make sure you are aware of the person’s current warfarin dose.

The National Reporting and Learning Service issued an alert to highlight the importance of warfarin compliance and monitoring. The service produced a booklet (commonly known as ‘the yellow book’). The booklet and supporting information should be given to all people taking warfarin.

The booklet explains essential information about:

· The medicine
· How to take it
· How to recognise side effects
· How to keep track of ongoing blood monitoring

INR blood test results should be in writing. This could be in the patient’s handheld yellow INR record book. Or the results could be in direct written communication from the prescriber.

The person should usually take warfarin at the same time each day.
If a person takes too much or too little warfarin, you must contact their GP.
If you are responsible for administering warfarin, you should accurately record how much is administered each time. You can do this on the MAR.

Warfarin interacts with many medicines. This includes over-the-counter medicines and herbal products. If a person starts a new medicine, the GP and pharmacist should check for any interactions. If the person needs any over-the-counter medicines, you must consult the pharmacist first. They need to know that the person is on warfarin.

Drinking cranberry juice might increase the effect of warfarin. The same is true for other cranberry products such as capsules or concentrates.

People should not consume copious amounts of alcohol when taking warfarin.
Be aware of known side effects of warfarin. These include spontaneous, severe or prolonged bruising, blood in the urine or faeces.

[bookmark: _Toc28611816]Always tell the GP if the person taking warfarin has a fall. They are at a higher risk of internal bleeding. Often, they will need to be managed or assessed in secondary care.

[bookmark: _Toc172298675]Insulin

Insulin is a hormone which helps to regulate metabolism and lower blood glucose levels.

It is most often prescribed for patients with type 1 diabetes. Sometimes it is also used to treat type 2 diabetes. This would be when other methods have not been able to control blood glucose concentrations.

Insulin is prescribed in units. There are many different preparations available in the UK. They all have different durations of action (short, intermediate and long acting).

Insulin is a protein, so stomach enzymes prevent it from working if taken orally. It is usually given by subcutaneous injection. There are many devices available for administering insulin. They are often designed for ease of administration by patients and carers.

[bookmark: _Toc28611817]Considerations
[bookmark: _Toc28611818]Care plan

You should have a person-centred care plan for anyone using insulin. This should include their insulin needs, arrangements for monitoring and risk assessments. It should also include details of the person responsible for:

· Managing their diabetic care
· Administering their insulin
[bookmark: _Toc28611819]
Insulin ‘passports’
Insulin passports help reduce administration errors. They provide a record of a person’s current insulin preparations and dose schedule. They also include other patient information such as emergency contact or treatment information.
[bookmark: _Toc28611820]Hypoglycaemia
Insulin can cause hypoglycaemia (low blood glucose levels). Some people might need to take emergency ‘rescue’ medicine. For example, oral glucose or glucagon may need to be prescribed and supplied. If you administer a ‘rescue’ medicine, record details in the person’s care plan. The timing of a meal is important in helping to avoid fluctuations in blood glucose levels.

Be aware of the symptoms of mild hypoglycaemia. They can include hunger, anxiety or irritability, palpitations, sweating or tingling lips. If severe, it can lead to convulsions, loss of consciousness, coma and death.
[bookmark: _Toc28611821]
Glucose drinks
Be aware of changes to the carbohydrate content of drinks that contain glucose. For example, Lucozade® Energy Original now has half the sugars than before. Check individual product labels for glucose content.

[bookmark: _Toc28611822]Storing insulin
If not stored correctly, insulin products can lose their effectiveness. Because insulin is a protein, it may break down if frozen. When thawed it could cause blood glucose levels to increase. Refer to the package/label for each product.

You usually need to refrigerate insulin preparations. When in use, you can store them at room temperature for limited periods. Record the date when you first open or use an insulin product. This helps when checking how long the insulin has been out of the refrigerator
[bookmark: _Toc28611823]
Labelling

Some multi packs of insulin pens are supplied in boxes labelled with the person’s name. Sometimes the supplying pharmacist will label the individual pens. If pens are not labelled, make sure it is clear who the insulin pens belong to.
[bookmark: _Toc28611824]
[bookmark: _Toc28611825]Monitoring blood glucose levels

Plan to check the blood glucose levels for each person. Record any actions you need to take. Some people can do this for themselves. Make it clear who will administer and monitor. Record this in the person’s care plan. Only trained competent hosts should be responsible for administering insulin or monitoring blood glucose levels.

Shard Lives carers must only use the service user’s personal glucometer and a self-retracting lancet to prevent needle stick injuries. 

Blood glucose levels will determine whether insulin doses need to change and by how much. For people whose diabetes is difficult to control, insulin doses may be on a varying dose scale. Blood glucose levels will determine how many units they take each time.

Records need to show how much insulin has been given on each occasion. Details must also be available in people’s care plans.
[bookmark: _Toc28611826]
Administering insulin

Some people will be able to administer their own insulin. Assess and record the risk to check that they can do this safely (a risk assessment). Only trained, competent designated carers may administer insulin using an insulin pen. 

Rotate the injection site to avoid local reactions to the insulin. Common sites include upper arms, thighs, buttocks and abdomen. Record where you have injected the insulin each time.

Never extract insulin from pen devices or cartridges. This can lead to serious errors.

Shared Lives carers using insulin pens must ensure that they are a ‘needle safe’ self-retracting pen to prevent needle stick injuries.

[bookmark: _Int_YYGwO2ct]Lancets are for single use only. Lancets and finger pricking devices should be person specific and should be self-retracting to prevent needle stick injuries.

Dispose of sharps in a suitable container.

[bookmark: _Toc28611827][bookmark: _Toc172298676]Lithium

Lithium is used as a mood stabiliser.

Lithium is sometimes prescribed in the management and treatment of mania, hypomania, recurrent depression and bipolar disorder. It is sometimes prescribed for aggressive behaviour.

[bookmark: _Int_nbqiPp7d]Lithium is usually prescribed by brand name so that the person receives the same medicine each time. This is because different brands may be absorbed differently. 
[bookmark: _Toc28611828]
Monitoring

Regular blood tests are required so that the correct dose is prescribed. If the prescribed dose is too low, the medicine will not be effective. If the dose is too high, it could be harmful due to lithium toxicity. Very rarely, a high dose can be fatal.
[bookmark: _Toc28611829]
Administering

Lithium is usually taken at night. This is because the person’s blood needs to be tested at least 12 hours after they take their last dose.

Most lithium tablets are ‘modified release’ and should not be crushed or chewed.

Be aware of the signs of lithium toxicity. Contact the GP if any symptoms present. Symptoms include:

· Blurred vision
· Vomiting
· Diarrhoea
· Muscle weakness
· Drowsiness
· Feeling shaky
· Lack of coordination

Always maintain adequate fluid intake. Dehydration can cause lithium toxicity.

People taking lithium should not take over-the-counter nonsteroidal anti-inflammatory drugs. These include ibuprofen and naproxen. 

If non-steroidal anti-inflammatory medication is prescribed, this should be on a regular (not ‘when required’) basis. You should monitor the person monthly until a stable lithium level is reached. Then continue monitoring every three months.

[bookmark: _Toc172298677]Digoxin

Digoxin is a cardiac glycoside that increases the force of myocardial contraction and reduces conductivity within the atrioventricular (AV) node. It is prescribed in cases of heart failure, atrial fibrillation and atrial flutter, and/or atrial tachycardia.

Prior to administration carers must monitor the resident/service user’s pulse for one minute. If the pulse rate is 60 bpm or less hosts should wait five minutes and take the pulse again. If the pulse rate remains at 60 bpm or less, the Digoxin should not be given and a health professional (nurse, GP) should be notified immediately.

[bookmark: _Toc172298678]Methotrexate

Methotrexate tablets are prescribed as a disease modifying drug, e.g. for the treatment of rheumatoid arthritis, severe psoriasis, Crohn’s disease or certain types of cancer as a once weekly dose.

Pregnant women should avoid all contact with methotrexate. Women of childbearing age should be informed that methotrexate exposure may harm an unborn child.

Medicine pots and spoons should only be used for a single administration and be safely disposed of after each dose.

[bookmark: _Int_A7BtP5pd]Tablets must not be handled directly, i.e. with bare hands. Carers should wear nitrile gloves and a disposable plastic apron. All used Personal Protective Equipment (PPE) should be disposed of safely.  Following administration of Methotrexate hands need to be washed thoroughly.

Carers dealing with bodily fluids, faeces or contaminated clothing, linen, dressings, etc for up to seven days following the last dose of methotrexate should wear nitrile gloves and disposable plastic aprons.

A risk assessment should be completed for all service users who required the administration of methotrexate. 

Methotrexate should be taken on the same day every week. The GP should always be consulted to change the directions of the prescription, such as the day methotrexate is to be administered.

Tablets should be swallowed whole with a glass of water. Carers need to ensure that the tablets are not chewed or crushed. The GP must be informed immediately in cases of incorrect administration.

Service users prescribed methotrexate are at increased risk of exposure to sunlight and must be adequately protected if they choose to spend time in the sun.
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[bookmark: _Toc172298680]Appendix 1 – Self-medication assessment 

This must be reviewed by the Shared Lives officer at the 28-day review for long-stay and for programmed respite needs to be assessed by the referrals officers.

	Person being assessed:
	
	Date:
	

	Medication to be self-administered

[bookmark: _Int_GEkiRNpc]1.   ……………………………………….      2 ……………………………………..

[bookmark: _Int_eSQSICDF]3.  …………………………………………..  4.……………………………………...

5…………………………………………..     6.……………………………………...




	I (service user) request that I retain the medication listed above and self-administer my medication. I understand:

· That the medicines must always be kept safe and secure.
· That I must keep any needles, sharps boxes and syringes safe at all times.
· That my Shared Lives officer needs to complete an assessment to ensure I can administer my medication safely.
· That my Shared Lives carer may monitor me at times if there are concerns. 
· That my Shared Lives carer may need to reassess me if there are concerns.
· That my Shared Lives carer may check my medication stock levels and order my medication. 
· That I may need to ask my Shared Lives carer to give items that are stored in the medication fridge to me and that I may need to ask staff to return these items to the medication fridge.	Comment by Fowler, Jane: Should this say ‘carer’ rather than staff?
· That I must give any medication for destruction to my Shared Lives carer.

Signed (by the service user or on their behalf if unable to sign and have given verbal consent)

 ____________________________________________________________

Name _____________________________________________________________

Date ______________________________________________________________









	
	Assessment 
I (assessor) confirm
	Assessed
Yes/ No/ NA 
	SLO signature 

	1
	That the person understands the purpose of the medication and the risks if they do not take it.
	
	

	2
	That the person understands what time of day to take their medication and the importance of this.
	
	

	3
	That the person can read and understand the instructions relating to the medication.
	
	

	4
	That the person understands that the medication must not be given to other people and the risks involved if they do. 
	
	

	5
	That the person understands why the medication and other items such as needles need to be locked away when not in use and can keep the key(s) safe.
	
	

	6
	That the person understands how to dispose of their medications safely.
	
	

	7
	That the person can measure liquids safely and clean measurement devices appropriately, e.g. medication spoon, medication pot, oral syringe.
	
	

	8
	That the person can use their inhaler safely with/without spacer (delete as appropriate).
	
	

	9
	That the person can apply their medicated cream and/or prescribed emollient (delete as appropriate) correctly.
	
	

	10
	That the person can apply their eye drops correctly. 
	
	

	11
	That the person can correctly apply, remove and dispose of their medicated patch, including rotating the application site appropriately. 
	
	

	12
	That the person can safely use their blood glucose monitoring machine and can dispose of infectious waste and sharps appropriately and safely.
	
	

	13
	That the person can correctly store, prepare and use their insulin pen, inject insulin correctly and appropriately and safely dispose of sharps.
	
	



	It has been agreed that medication will be stored in:
	

	It has been agreed that the medication will be ordered by:
	

	Is any addition support such as alarm, large print text, reminder chart needed?
	

	Is an additional risk assessment needed for high-risk medication such as warfarin or anti-cancer drugs?
	

	Are any additional aids required such as Nomad or dosette boxes, eye drop dispenser aid, inhaler aid, non-child prove easy open medication bottles?	Comment by Fowler, Jane: Should this say ‘child-proof’?
	



	Outcome of assessment  


	






……………………………………………..                ……………………………………………
(Assessed by SLO)                                  (Date)

……………………………………………..		………………………………………….
(Carer agreement)				(Date)

…………………………………………….		………………………………………….
(Authorised by registered manager)	(Date)

Advice from health professionals must be sought if there are any concerns relating to the administration of medication.
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Homely Remedies

‘Symptom

Gaviscon® Advance Oral
Suspension

Indigestion or heartburn

Paracetamol 500mg
Tablets/Capsules/ Caplets/ Soluble

Paracetamol 250mg/5ml Suspension

Mild to moderate pain or
raised temperature

Senna 7.5mg Tablets

Senna 7.5mg/5ml Syrup

Constipation

Simple Linctus (sugar free)

Dry irritating cough

Oral Rehydration Sachets
e.g. Dioralyte®

Mild diarthoea: fluid and
electrolyte replacement

Throat Lozenge e.g. Strepsils®

Sore throat

Cinnarizine 15mg Tablets

Travel sickness

Olive Oil

Ear wax

Loratadine 10mg Tablets

Hay fever / allergies

Bonjela

Mouth ulcers / sores





