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Policy on a page  

Enshrines health community medicines code into Trust policy and makes it a 

contractual responsibility to follow it 

Summary and aim  
The purpose of this policy is to make clear that all staff involved in handling 

medicines are contractually required to follow the procedures outlined in the 

Medicines Code  

Target audience  

Clinical Staff involved in any way with medication processes 

Training  

There is a need for training identified within this policy. In accordance with the 
classification of training outlined in the Trust Learning and Development Strategy this 
training has been identified as mandatory training. 

The Trust will provide training in the operation of this policy to all qualified nurses, 
nurse co-ordinators and medical staff and this training will be recorded within the 
Trust Mandatory Training Register. Undertaking this training will be mandatory and 
will be repeated every 2 years. 
 
The course directory available on e- source will identify: who the training applies to, 
delivery method, the update frequency, learning outcomes and a list of available 
dates to access the training. 

A record of the event will be recorded on the Trust’s uLearn system. 

The governance group responsible for monitoring the training is the Medicines 
Management Group. 

Key requirements   

Staff involved in medicines processes should follow the Leicestershire Medicines 

Cide 
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Introduction and Purpose  

Safe and effective medicines management is a fundamental component of high-quality patient 

care. This policy provides the overarching framework for the prescribing, handling, 

administration, storage and monitoring of medicines within the Trust. It aligns with the 

Leicestershire Medicines Code and relevant national legislation, ensuring that all medicines-

related practices are delivered consistently, safely, and in accordance with professional, legal 

and regulatory standards. 

This policy applies to all staff involved in any aspect of medicines use across the organisation 

and supports a culture of safety, accountability and continuous improvement in medicines 

management. 

The purpose of this policy is to: 

• Define the standards and requirements for safe and effective medicines management 

across the Trust 

• Ensure that all staff involved in prescribing, supplying, handling or administering 

medicines adhere to the procedures outlined in the Leicestershire Medicines Code 

• Clarify roles, responsibilities and accountability in relation to medicines use 

• Promote safe, consistent and evidence-based practice in line with legal, regulatory and 

professional guidance 

• Support the reduction of medication-related harm and improve patient outcomes 

 

Policy Requirements and Objectives 

All staff involved in the prescribing, supply, administration, storage, transport or disposal of 

medicines must: 

• Comply with the Leicestershire Medicines Code and this policy at all times 

• Act within their professional competence, legal authority and scope of practice 

• Ensure accurate and complete documentation of all medicines-related activity 

• Follow Trust procedures for safe prescribing, dispensing, administration, storage and 

monitoring of medicines 

• Adhere to relevant legislation, national guidance and local formulary requirements 

• Escalate and report medication incidents, errors or concerns in line with Trust policy 

• Maintain up-to-date knowledge and complete required training in medicines management 
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Objectives 

The objectives of this policy are to: 

• Ensure the safe, effective and consistent management of medicines across all Trust 

services 

• Reduce the risk of medication errors and patient harm 

• Promote high standards of prescribing, administration and monitoring 

• Ensure compliance with legal, regulatory and professional requirements 

• Support clear accountability and governance in medicines use 

• Facilitate effective communication and continuity of care, particularly during transfer 

and discharge of patients 

• Embed a culture of patient safety and continuous improvement in medicines 

management practices 

 

Process 

 
1.1 Transfers 
 
A copy of the prescription should accompany the patient and their clinical record 
during transfer to a ward that cannot access that prescription electronically. 
 
 
On arrival at a new ward within the same hospital or at a new hospital within 
Leicestershire, the original prescription should be used and the ward amended, 
provided the new ward normally uses the same e-prescribing system as the old 
ward. Otherwise all prescriptions should be re-written on the chart normally in use on 
the ward or if revision of therapy is needed because of transfer to another medical 
team. This also applies to respite care. 
 
For transfers to hospitals outside of Leicestershire, a print out from the e-prescribing 
system giving details of current medicines and their original starting date should 
accompany the patient. If the patient is likely to need treatment en route, the 
prescription chart and an adequate supply of medicines should accompany them. 
The prescription chart’s validity ceases on arrival at the new hospital and should then 
be filed in the notes of the original hospital. 
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Where the patient’s own medicines, prescribed by their GP, have been retained on 
the ward they must accompany the patient to the new ward or hospital. 
 
Any non-standard/non-stock medicines should also be sent with careful detailed 
instructions as to their use. The transferring ward must ensure, prior to the transfer of 
the patient, that the receiving ward can continue treatment without interruption. 
 
 
1.2 Discharge Medication (TTOs) 
 
A full prescription should be produced for all medicines to be dispensed at discharge. 
Any changes made to the medicines regime since admission should be highlighted 
on the discharge letter. Medicines which the patient has brought in and whose use is 
to continue at home, should be returned to the patient on discharge, providing this 
medication has at some stage been checked by a pharmacist or accredited 
pharmacy checking technician. 
 
Prescribers must include all medication required, including patient’s own, on the 
discharge letter/TTO. 
 
Instructions should be given to the patient to obtain further supplies from their GP. 
 
For short courses, the precise number of days for which the therapy is required 
should be stated. 
 
All members of the healthcare team have a duty to ensure that the patient is made 
aware of, and understands, any changes made to their medication regime since 
admission i.e. new medicines, changes in dose, stopped medicines, switching of one 
medicine for another. 
 
A pharmacist should check the discharge prescription for accuracy and 
appropriateness compared with the in-patient prescription. 
 
For medicines issued to patients being discharged from hospital, the registered 
nurse must check the dispensed medicine against the discharge letter. It is good 
practice to involve a second checker if available, who could be a registered nurse or 
the ward pharmacist or technician. If there is an identified suicide risk the nurse 
should check that a maximum of 7 days supply has been issued or that the 
consultant has authorised a longer supply. 
 
The registered nurse must hand over the medicines to the identified patient or their 
responsible carer and ensure that the following explanation/detail is given: 



 

This is a controlled document. Whilst this document may be printed, the electronic version posted on the intranet is the 

controlled copy. Any printed copies of this document are not controlled. As a controlled document, this document should not be 

saved onto local or network drives but should always be accessed from the Trust website. 

 

21 July 2026 Status- Final Medicines Management  Policy 

Page 7 of 23 

 

• The administration details on each bottle/package of medicines must be read 
out to the patient/carer, including instructions on storage, e.g. store in a 
refrigerator 

• The nurse must explain to the patient/carer how and when the medicines 
should be taken and detail any potential (common) side effects, e.g. 
drowsiness. 

 
 
1.3 Controlled Drugs for outpatient and discharge prescriptions 

By law the prescription must always state:- 
 

• The name and address of the patient 

• The patient’s NHS number 

• In the case of a preparation, the form and, where appropriate, the strength of 
the preparation 

• The dose 

• The total quantity of the preparation, or the number of dose units, in both 
words and figures, e.g. morphine sulphate controlled release (MST) tablets, 
30mg bd – fourteen (14) x 30 mg tablets. 
 

The above can be handwritten or be computer generated. The prescriber’s signature 
must be handwritten and not computer generated.  
 
A maximum of 30 days supply can be prescribed, and prescriptions will only be valid 
for 28 days from the date of signature or any other date on the prescription as the 
date before which the drug should not be supplied – whichever is later.  In 
circumstances where the patient is known to be a drug misuser, no more than 24 
hours supply of controlled drugs should normally be given except by the specialist 
team providing substance misuse services. 
 
Where a Community Nurse is to administer medication, a copy of the prescription, 
containing the name, address and medicine details, signed and dated by the 
prescriber must be provided. 
 
1.4 Out-patient prescribing 

When it is necessary for a new treatment to be initiated by the hospital prescriber, or 
where a dose adjustment of existing therapy necessitates a new dosage form, an 
outpatient prescription should normally be produced and a treatment supply of 
twenty- eight days/nearest whole pack or as appropriate dependant on individual 
patient needs should be given, remembering to reduce this duration if there is 
perceived to be an overdose risk. The patient will be advised to obtain further 
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prescriptions from their GP, except when the medicine is in the orange or red or “do 
not prescribe” categories of the Leicester, Leicestershire & Rutland Area Prescribing 
Committee traffic light classification system. See 
www.areaprescribingcommitteeleicesterleicestershirerutland.nhs.uk/for further 
details. Local health community contracts do allow for GPs to be asked to initiate 
non-urgent prescriptions for drugs not classified as shared care or hospital only but 
this should only be used when the patient is happy with this option and it will not 
cause any clinical detriment. 
 
‘Orange’ medicines are initiated in secondary care and then transferred to the GP 
under a Shared Care Agreement.  Care should only be transferred when the Health 
Community approved shared care agreement requirements for that medicine have 
been met and the GP is confident to continue prescribing and take over the care of 
the patient. Written communication will be sent to the GP, to confirm the rationale for 
initiation. 
‘Do not prescribe’ medicines are medicines which are not recommended for use in 
the Leicestershire Health Community and should not be prescribed or recommended 
by either secondary or primary care clinicians. 
 
A record of the prescribed medication, including the dose and duration, should be 
entered in the patient’s notes. The prescriber should ensure rapid communication to 
the GP. The GP must be given sufficient information on therapies that they would not 
normally be familiar with. The prescriber should ensure that the appropriate patient 
information leaflet is given to the patient. 
 
Unlicensed medicines should be prescribed and supplied in accordance with locally 
agreed guidelines. Preparations in the children’s BNF are considered to be quasi-
licensed in the Leicestershire and Rutland healthcare community. GPs may refuse to 
prescribe unlicensed medicines. 
 
An outpatient prescription given to a patient for supply from secondary care is valid 
for 3 months from the date of issue, with the exception of controlled drug 
prescriptions, which are valid for 28 days from the date of issue. 

When a patient is seen in out-patients and the prescriber wishes to stop a 
medication provided by another service such as a G.P. that individual should be 
contacted in a timely manner e.g. by tasking the G.P. practice through SystmOne or 
by e-mail. 

1.5 Day Hospitals 

Where a Day Hospital is responsible for supplying medication to a patient a 
formalised procedure should exist for the medicines required to be issued by the 
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Pharmacy Department. 

1.6 Medical Students 

By law, medical students are not permitted to prescribe 

1.7 Self-Prescribing Policy 

1.7.1  Doctors 

Prescribers must not prescribe any medicine for themselves.  

It is strongly recommended that prescribers do not prescribe for anyone close to 

them, other than in an emergency.  Those close may include immediate family, 

someone with whom one has an intimate personal relationship, friends, and also 

colleagues with whom one regularly works. If prescribing takes place, you must be 

able to justify your actions and must accept accountability for that decision. 

 

If exceptional circumstances arise, then the prescriber must immediately: 

• Contact the LPT pharmacy and speak to the duty pharmacist or on-call 

pharmacist before proceeding  

• Make a clear record at the time, what was prescribed, your relationship to the 

patient, where relevant, and the reason it was necessary to prescribe. 

 

Prescribers should refer to the relevant professional bodies’ standards and codes of 

ethics for further advice. 

 
1.7.2  Non-Medical Prescribers 

The Nursing and Midwifery Council (NMC)  and General Pharmaceutical 
Council (GPhC) advise that Non-Medical Prescribers should not prescribe any 
medicine for themselves. Non-medical Prescribers are accountable for their 
practice at all times, and if a situation arises where they find themselves in a 
position to prescribe for their family or friends, then they must accept 
accountability for that decision. It is strongly recommended that Non-Medical 
Prescribers do not prescribe for anyone with whom they have a close 
personal, professional or emotional relationship other than in exceptional 
circumstances. 
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1.8 Prescribing for members of the public who present at Trust sites 

If a member of the public presents at an LPT setting requiring emergency 

medical attention   that cannot be provided in a timely manner through other 

approved routes, emergency medication can be prescribed and administered 

within the clinical competence of the available prescriber(s). If no prescriber is 

available, only medications approved under common law to save life (e.g. 

Naloxone) can be given. 

All prescribing and administration should be carried out in line with the current 

Leicestershire Medicines Code 

A 999 Call must be initiated for emergency response.  

Medication should be prescribed and administration recorded on a paper drug 

chart and there should be handover of relevant information to those who will 

provide ongoing patient care. 

An E-IRF should be completed as soon as the incident has been managed. 

1.9    Staff’s own medication 

There are situations where staff will need to bring in or keep their own 

medication in a work environment. If the staff member works in an area to 

which patients have access, the medication must be stored securely in a 

location that does not permit patient access. The Trust takes no responsibility 

for the use or quality of such medication and in all except life threatening 

conditions it should be administered by the staff member themselves.  If 

necessary to save a life e.g. an Adrenaline auto-injector for anaphylaxis, 

another staff member could administer the medication under common law.    

1.10    Administration Points 

1.10.1 Oral Syringes 

In order to minimise the risk of medication being inadvertently administered by the 
wrong route, National Patient Safety Agency guidance was that:- 
 

• Only oral/enteral syringes that are not compatible with intravenous and other 
parental devices are to be used to measure and administer oral liquid 
medicines/ enteral feeds to patients 

• The colour purple should be adopted for use in oral/enteral devices to aid 
differentiation between oral/enteral and other devices in practice. 

• Naso-gastric and enteral feeding tubes, administration and extension sets 
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should be labelled to indicate the route of administration at both the proximal 
and distal ends of the tube, as appropriate. 

• Nasogastric and enteral feeding tubes, administration and extension sets must 
not contain any in-line female luer ports, or male luer terminal connectors (tips). 

• Three way taps must not be used in oral/enteral feeding systems 

• Adaptors that convert oral/enteral syringes into devices that can connect with 
intravenous/parental connectors must not be used. 

 
1.10.2 Administration of Medicines by Medical Staff 
 
It is unacceptable to prepare medicines in advance of their immediate use or to 
prepare medicines for administration by others. 
 
It is unacceptable to administer medicines prepared by another practitioner if this 
practitioner is not present. 
 
Exceptions to this include ready-made preparations from pharmacy, or continuous or 
intermittent infusion by some kind of infusion device already in place. In these 
circumstances the following criteria must exist:- 
 
A valid prescription:- 

• The container must be clearly labelled, signed and dated 

• Accurate administration records are kept including the name of the person who 
initiated the infusion 

• Once these checks have taken place the registered nurse who has accepted 
responsibility for the patient’s care is accountable for the administration of the 
medicine. 

 
1.10.3     Administration by Healthcare Support Workers (HCSW) 
 
This section applies to in-patient care only. For community-based services refer to 
directorate based procedures. 
 
HCSWs are authorised to administer oral dietary supplements and topical skin 
creams, gels and ointments on the instruction of a qualified nurse. The qualified 
nurse should record the administration on the Trust e-prescribing system flagging the 
administration using the drop-down rationale “administered by other staff”. 
 
 
1.10.4  Self-administration of Medicines 
 
Self-administration of medicines is supported whenever it is appropriate and 
providing the necessary security, storage and assessment and monitoring 
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arrangements are available. 
 
LPT accepts responsibility for managing the risk involved in the provision of 
medicines self-administration for its patients and accepts liability where the policy is 
followed. 
 
Before commencing self-administration two parameters should be filled: 

• The service user’s drug treatment has been reviewed and is as simple and 
rational as possible 

• The service user understands they are self-administering their medicines and 
has signed the consent form to do so. 

 
AN EXAMPLE PROGRAMME FOR SELF-ADMINISTRATION IN A MENTAL 
HEALTH REHABILITATION SETTING CONSISTS OF 5 STAGES: 
 
Stage 1: Medication supplied as 7 days’ supply and kept by nursing staff 

between doses 
 
Stage 2: Medication supplied as a single day’s supply 
 
Stage 3: Medication supplied as 2 days’ supply 
 
Stage 4: Medication supplied as 3 – 4 days’ supply 
 
Stage 5: Medication supplied as 7 days’ supply and collected by the patient from 

pharmacy, (where appropriate): 
  The service user starts at Stage 1 and progresses to Stage 5. The 

service user should be continually assessed with a view to moving on 
to the next stage. Each stage should be a minimum of 7 days and 
should not continue for more than 4 weeks without review. When Stage 
5 is successfully completed the service user should be capable of 
being responsible for their own medication on return to the community. 

 
1.10.5     Non-administered Medication 
 
If a medication has been removed from it’s packaging prior to administration and it is 
subsequently not possible to administer it, it should be disposed of in the blue “spit” 
bin in the clinic room.  
 
1.11  Side effect monitoring 

All qualified clinicians caring for patients are responsible for monitoring patients for 
side effects. Patients should be asked about any adverse reactions to medications 
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on a regular basis. This may be at 6-monthly intervals or at each appointment 
whichever is the longer. If side-effects are observed or reported the patient should be 
asked if they are troublesome and any side-effects which are considered to be 
unacceptable to the patient should be brought to the attention of a prescriber 
responsible for the care of the patient so that therapy can be reviewed 

Information will be available on request in a format suitable for the individual patient; 
for example, large print, another language, Braille etc, to ensure no patient is 
disadvantaged in the context of any aspect of this policy and its implementation. This 
will include appropriate referral to the Trust Interpretation and Translation Service 
(refer to Intranet). 

1.12 Storage of medicines outside medicines cupboards 

In line with the medicines code all medications should be stored in a medication 
cupboard at ward level. However, to facilitate ease of access and due to their low 
clinical risk the following items, after they have been prescribed, may be retained by 
the patient: 

Reliever Inhalers (e.g. Salbutamol) 

Lubricant Eye Drops 

Anusol Cream/Ointment 

Glyceryl Trinitrate Spray 

Emollients 

Strepsils 

Toothpastes 

Nicotine Replacement Therapy excluding patches 

Ketoconazole 2% shampoo 

 

Capasal shampoo 

 

Coal Tar shampoo 

 

T-gel shampoo 
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1.13 Prolonged non-compliance or other breaks from medication 

Where patients have not taken some or all of their medication for a prolonged period 

e.g. in excess of two weeks and they are taking a dose higher than the stated 

initiation dose in the BNF, care should be taken when medication is re-introduced 

including taking advice from an experienced prescriber or from a pharmacist. This is 

particularly important when the patient is receiving high-dose therapy. Separate 

arrangements exist for Clozapine where the drug regime must be re-escalated if the 

patient has not taken any for more than 48 hours. 

1.14 Expiry dates of medicines that patients bring into hospital 

If no expiry date is shown on a product that a patient brings with them into hospital, 
either from home or from another healthcare provider, it must be used within 4 weeks 
of the date of dispensing shown on the dispensing label. If it has no dispensing label 
on it then it should not be used and a new supply ordered from pharmacy. 

1.15  Transportation of medicines by taxi, courier or voluntary driver 

Medication should always be in a sealed container and should only be handed to an 
authorised voluntary/taxi driver/courier.  
 
If going to a patient’s home address, the package must bear a clear address that has 
been confirmed with either the patient, a carer or on the patient administration system. 
Contact must be made with the recipient to verify that they are to expect a package to 
be delivered and to contact the dispatcher once it has arrived if possible. If a call to 
confirm receipt has not been received within 1 hour of expected delivery time then the 
recipient should be called to ascertain if delivery has taken place. If it has not, the 
taxi/courier company or voluntary driver booking number should be contacted to 
determine the current situation.   
 
If a taxi driver/courier is being used they should be asked to show their valid company 
ID and be asked for their registration number and this should be recorded.  
 
The voluntary/taxi driver/courier should be given instruction as to what to do if they are 
unable to deliver a package. This will usually be to return the package to the 
dispatcher. However, additional advice will need to be given if the unit of despatch is 
likely to be closed on their return. 
 
Taxi drivers, couriers or voluntary drivers should not be made aware that CDs are 
being transported.  
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Roles and Responsibilities  

Roles and responsibilities including duties of relevant individuals and groups.  

• Trust Board The Trust Board has a legal responsibility for Trust policies and 

for ensuring that they are carried out effectively.  

• Safety Forum has the responsibility for ratifying the policy 

• Staff 

▪ Who may prescribe? 
 
‘Prescriber’ is taken to mean any practitioner legally authorised to prescribe under 
the Medicines Act 1968 or subsequent amendments. Thus this policy applies equally 
and fully to both medical and non-medical practitioner prescribing.  
 
There are two categories of prescribers: 
 
Independent Prescribers - professionals who are responsible for the initial 
assessment of the patient and for devising the broad treatment plan, with the 
authority to prescribe the medicines required as part of that plan. This includes 
medical staff, dentists and authorised nurse, physiotherapist, chiropodist, podiatrist 
and pharmacist prescribers who have successfully completed an independent 
prescribing course (see table below).  Non-medical independent prescribers can 
prescribe any medicine for any medical condition within their clinical competence 
and legal limits.  They may also prescribe medicines independently for uses outside 
their licensed indications/UK marketing authorisation (so called “off licence” or “off 
label”). They must however accept professional, clinical and legal responsibility for 
that prescribing and should only prescribe “off label” where it is accepted clinical 
practice. The guidance for unlicensed medicines should be referred to. 
 

 

 

 Schedule 2-5 Controlled 
Drugs (CDs) 

Unlicensed or 
off label 

Other info 

Doctors Yes Yes Registered with GMC and 
hold license to practice 

Independent prescribers following successful completion of an independent prescribing 
course 

Nurse  Yes Yes  
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Pharmacist Yes Yes  

Physiotherapists Only the following CDs 

 
For oral administration: 

diazepam, 
dihydrocodeine, 
lorazepam, morphine, 
oxycodone and 
temazepam 

For injection: morphine 

For transdermal: fentanyl 

Only off label  

Podiatrists Only the following CDs 

 
For oral administration: 

diazepam, 
dihydrocodeine, 
lorazepam and 
temazepam 

Only off label  

 
 
Supplementary Prescribers - professionals who are authorised to prescribe certain 
medicines for patients whose condition has been diagnosed or assessed by an 
independent prescriber, which in this situation must be a medical practitioner, within 
an agreed clinical management plan (CMP). Professionals who can undertake 
supplementary prescribing are nurses, pharmacists and certain allied health 
professionals (chiropodists/podiatrists, physiotherapists, dieticians and 
radiographers). Supplementary and independent prescribers must be registered as 
such with the relevant regulatory body and any activity carried out by them must 
have Trust approval and authorisation. 
 
Where a nurse or a pharmacist is the supplementary prescriber, a CMP may include 
any General Sales List, Pharmacy or Prescription Only Medicine prescribable at 
NHS expense. This includes the prescribing of controlled drugs (except those listed 
in schedule 1 of the Misuse of Drugs regulations), unlicensed and off label 
medicines. When the latter occurs, such use must have the joint agreement of both 
prescribers and the status of the medicines should be recorded in the CMP. 
 
Dietician/Speech and Language therapist Initiated Nutrition and / or Dietary 
Therapy 
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Registered Dieticians are authorised to initiate the use of nutrition and / or dietetic 
products (Borderline substances) by entering them on the inpatient prescription. 
Dietetic products may include sip nutritional supplements, enteral tube feeds, 
single/combined source (fat, carbohydrate, protein) supplements, thickeners, gluten, 
low protein and metabolic products, vitamins and minerals. Speech and language 
therapists can initiate thickeners. 

 

Consent  

Clinical staff must ensure that consent has been sought and obtained before any 

care, intervention or treatment described in this policy is delivered. 
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Appendix One: Definitions 

 

Definitions that apply to this Policy 

Prescribing 
 

The act whereby a practitioner who is appropriately legally 
authorised produces an instruction for a specific patient to 
receive a specific medication. 

Administration The act of an appropriately legally authorised practitioner giving 
medication to a patient on the instruction of a prescriber. 
 

Transfer 
 

Moving a patient from one discrete clinical area to another either 
within or outside the Trust. 
 

Discharge 
 

The point in time at which a patient concludes an episode of care 
within a specific team. 
 

Clinical 
Management 
Plan (CMP) 

A patient-specific, agreed plan of treatment which: 

• Specifies the legal boundaries, including which 

medications may be prescribed, and outlines the 

parameters of prescribing responsibility for the non-

medical (supplementary) prescriber; 

• Is developed through a voluntary collaboration between 

an independent prescriber (doctor) and the 

supplementary prescriber; and 

• Is created with the knowledge and consent of the patient 

and/or carer. 

 

Controlled 
Drug 

A product which has specific additional restrictions placed on its 
prescription, supply and/or storage by the Misuse of Drugs Act 
1971 and subsequent revisions. 
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Private Patient A patient who at the time in question is not being treated for the 
relevant condition by the Trust. 
 

Due Regard Having due regard for advancing equality involves: 
• Removing or minimising disadvantages suffered by people due   
to their protected characteristics. 
• Taking steps to meet the needs of people from protected groups   
where these are different from the needs of other people. 
•Encouraging people from protected groups to participate in 
public life or in other activities where their participation is 
disproportionately low. 
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Appendix Two: Governance 

Version control and summary of changes 

Version number Date Description of key change 

Version 4 June 2026 Review of policy 

 

Responsibilities 

Responsibility  Title  

Executive Lead  Chief Medical Officer  

Policy Author Head of Pharmacy  

Advisors  Pharmacy Lead, CHS 
Pharmacy Lead, FYPC 

Policy Expert Group Medicines Management Committee 

 

Governance 

Governance Level  Name 

Level 1 Assurance Oversight  Quality & Safety Committee  

Level 2 Delivery Group for policy 
approval and compliance 
monitoring 

Safety Forum and Medicines Management 
Group 

 

Compliance Measures  

KPI (only need 1-2 KPI’s per 
policy) 

Where will this be reported and how often 

100% of medicines are prescribed 
by a practitioner qualified to do so 

Annual Medicines Code Audit reporting to 
Medicines Safety Group 

 
A risk assessment will be carried 
out in 100% of cases where a 
patient requests to self-medicate 
and if the risk assessment shows 

Continuous monitoring – breaches reported 
to medicines safety group 
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KPI (only need 1-2 KPI’s per 
policy) 

Where will this be reported and how often 

low/no risk the patient will be 
supported to self medicate 

100% of patients’ clinical records 
who are receiving medication will 
document an assessment of side 
effect burden at least annually. 

Annual audit reporting to medicines safety 
group 
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Training Requirements  

Training is recognised as a critical control measure in minimising risks associated 

with healthcare delivery. Ensuring that staff possess the appropriate knowledge and 

skills significantly reduces the potential for errors, omissions, and unsafe practice. 

Managers 

• Assess the training needs of staff to ensure they are equipped to meet the 

expectations set out within this policy. 

• Facilitate staff access to all relevant training required for safe and effective 

compliance with this policy. 

• Ensure all staff complete mandatory and role‑essential training in line with 

Trust policy. 

• Where gaps in available training are identified, collaborate with the policy 

author or subject matter expert to develop and agree a training or 

development plan. 

Staff 

• Maintain compliance with all mandatory and role‑essential training as required 

by Trust policy. 

• Identify any personal learning needs necessary for the safe and effective 

implementation of this policy, and work with your manager to agree an 

appropriate training plan to meet these needs. 

 

Relevant training currently available to equip staff to deliver the requirements 

of this policy 

 

Training topic title Source of training e.g. ulearn, CPD 

Medicines Management Training uLearn 

 

References  

This policy was drafted with reference to the following: 
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LPT Medication Error Policy 2021 
 
LPT Non-Medical Prescribing Policy 2022 
 
DoH Safer Management of Controlled Drugs  
 
Medicines, Ethics and Practice – A guide for pharmacists 
 
NMC Code of Professional Conduct 
 
The safe & secure handling of medicines RPSGB  
 
Misuse of Drugs Regulations 2006 
 
NPSA Patient Safety Alert 19: Promoting safer administration of liquid medicines 

 


