
 

           Medication in Residential Care Procedure V1.4 – September 2018                                       Page 1 

  

Medication in Residential 
Care 

 

Procedure QA22 

Reviewed September 2018 

Version 1.4 
Appendix 1: Medication Staff Assessment Checklist 
Appendix 2: Medication Staff Declaration 
Appendix 3: Self-Medication Competency Assessment Form 
Appendix 4: Medication Self-Administration Agreement Form 
Appendix 5: Medication Error Incident Report Form 
Appendix 6: Medication Taken Away From The Grange Form 
Appendix 7: Medical Services Received Form 
Appendix 8: Medication Handover Sheet 



 

Medication in Residential Care Procedure V1.4 – September 2018                              Page 2 
 

Introduction 
Our Residential Care service is aware that the administration and monitoring of medication 
by support staff is a vitally important element in maintaining the health and well-being of 
people we support. The service is committed to the highest standards of medication 
management and aims to provide a full and competent medication service for those we 
support. 
 
Some people are able to look after their own medication and doing so is important for their 
independence - so this is promoted wherever possible.  
 
However, for those people who can’t manage their own medicines safely, this will be 
managed for them by support staff who are suitably trained, competent and supervised. In 
all cases the storage, administration and disposal of medication is supported by 
appropriate policies, practices and procedures to ensure that the highest standards are 
attained at all times.  
 
Prescribed medication is only to be administered strictly in accordance with the 
prescriber’s instructions in accordance with The Medicines Act. Prescribed medication is 
not to be omitted or increased by staff without the written permission of the prescriber.  
 
The labels on medication containers, bottles, tubes etc. must not be altered in any 
circumstances as the label is technically the prescription. Where a label becomes illegible 
or detached, then the dispensing pharmacy must be consulted for advice. 
 
Our residential service is visited periodically by a pharmacist from Boots PLC for advice and 
system checks. Internal audits are also made by the Quality Assurance Advisor and/or 
Registered Manager. Medication systems are also inspected by CQC. 
 
Medication prescribed for someone is their legal property and must not be used for any 
other resident. 
 
 

Involvement of Support Staff  
At this time, the Registered Manager, Care Coordinator or ‘approved’ senior and support 
workers take part in medication administration.  
 
All new care staff will receive training as necessary and be assessed using a written 
Medication Staff Assessment Checklist (see Appendix 1) together with observation and 
discussion with the Registered Manager, Care Coordinator or delegated senior, before 
being approved to give medication to residents.  
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These Medication Staff Assessments will be reviewed annually for all staff (or sooner if 
concerns are raised). Copies of completed checklists are kept in the Medication File in 
Cedar’s office, available for viewing by CQC and for audit purposes. 
 
All staff involved in handling or administering medication should also sign a Medication 
Staff Declaration Form (see Appendix 2), which will also be retained in the same manner. 
 
Following a satisfactory medication assessment, staff will be accountable for their actions 
when administering medication. 
 
In summary, the administration of medication requires care staff to follow the ‘8 Rights’: 

1. the right medication at 
2. the right dose at 
3. the right time via 
4. the right route to 
5. the right resident, who has 
6. the right to refuse 
7. the right to information about the medication, and 
8. the right documentation 

 
A record will be kept of all the staff approved to handle and administer medication along 
with their full names, specimen signatures and specimen initials. A copy is kept on display 
in the Meds Room. This must also be available for CQC and previous copies should be 
retained for 3 years.  
 
 

Prescribing  
When residents are seen by a medical practitioner and medication is required, a standard 
FP10 (green) prescription form is usually completed. Sometimes the practice will send the 
prescription directly to Boots via EPS. Boots will give the service a copy when they deliver 
the medication. Where residents need medication prescribed by a dentist, the prescription 
form is a yellow FP10D form.  
 
When a resident is discharged from hospital, it is usual practice for a few days’ supply to be 
obtained from the hospital pharmacy. The resident’s GP will need to be seen in order to 
obtain a new FP10 prescription for any changes in medication as a result of their stay. If the 
medication is a person’s usual prescription, then the medication received will be returned 
to Boots. 
 
Any changes to someone’s existing medication must be in writing from the GP, consultant 
or dentist before they are made. 
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If anything is unclear, or seems to be incorrect on the prescription, then the shift leader will 
contact, and consult with, the relevant prescriber for clarification before having the 
medication dispensed or administered. 
  
Except for cases of extreme emergency, verbal instructions from a GP, consultant or ‘on 
call’ doctor, are not acceptable. Even in an emergency, verbal instructions can only be 
accepted for a change of medication that already exists. Any new medication prescribed by 
an ‘on call’ doctor must have a prescription before anything can be obtained or given. An 
email is only acceptable if they attach the PDF scanned-in instruction with a valid signature. 
Verbal instructions should always be avoided, but if needed in an emergency, they must be 
recorded carefully and repeated back to the prescriber to ensure that the instructions are 
clear and correct. Whenever possible, two staff must be involved in obtaining such 
emergency verbal instructions. Staff must sign, date and write down the details of the GP 
authorising the medication. 
 
When a resident visits their GP or consultant, it is good practice for the escorting member 
of staff to take with them a ‘Medical Services Received’ sheet (Appendix 7) and MAR sheet 
to be completed by the GP if possible at the time - should any changes be needed. 
  
  

Ordering & Re-ordering Medication 
Whenever possible, routine and regular medication is obtained and prescriptions repeated 
via a nationally recognised packaged and labeled blister pack system. The Grange currently 
uses the Boots Monitored Dosage System (MDS) or Boots Medisure Systems. Regular 
medication is normally reordered every 4 weeks from Boots at Woking.  
 
Routine reordering is done on the 1st week of the current supply. The delegated senior 
member of staff will ensure that the Repeat Prescription Request Forms are completed by 
ticking each item that is required and checking against the MAR. 
 
Repeat Prescription Request Forms must then be photocopied, taken to the appropriate 
medical practice (surgery) and a note made in the medication diary when taken. The 
medical practice sends prescriptions directly to Boots via EPS and a copy is delivered to 
Residential Care for the record (these are checked and then kept in the Prescriptions File).   
 
On receipt of the prescription from Boots, they must be checked against the MAR to ensure 
that everything that has been asked for has been prescribed, that the prescriptions are 
correct and this must be evidenced. Any discrepancies must be dealt with immediately 
with Boots. If it is not their error, then staff should call the GP who will rectify and liaise 
directly with Boots. 
 
A copy of the original prescription should be sent to the GP. 
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Items not currently being prescribed should not be left listed on an MAR. Staff should tick 
on the carbon yellow as discontinued and arrange for Boots to collect the yellow copy. 
Residential Care should retain the white copy in the Admin Sheets file. Items currently 
being prescribed, but not needed at the moment, may stay on the MAR. 
 
Boots can only record administration details (except for medications ceased) on MAR as 
they are stated on the prescription. Any changes to a medication, or any unclear 
instructions, must only be changed on the prescription by the prescriber. 
  
Supplies of the renewed medication are normally delivered during the last week of the 
existing supply. 
  
Medication may occasionally be needed at short notice or for only a short length of time. In 
such cases, the prescription may be sent or faxed to Boots (depending on level of urgency) 
to be made up as Monitored Dosage or Medisure Systems, or to a local pharmacy. A copy 
should be kept by the service. 
 
NB: For analgesics or antibiotics particularly, if after lunchtime then they must be taken to 
a local chemist for ordinary dispensing as such medications are very urgent; otherwise they 
can be faxed to Boots or via EPS from the GP.  
  
  

Receiving Medication 
On delivery of any medication to Residential Care, two authorised members of staff should 
check the details of the items supplied against the MAR or photocopied prescription with 
signature and date, to ensure they match. All MAR sheets are to be secured with reinforced 
rings when starting a new cycle of medication. 
 
Any new supplies (boxes, cassettes, tubs and dispensers) must be carefully checked by two 
authorised staff together with the MAR. This requires checking the contents of boxes with 
information on the outside of the box as soon as possible after delivery to ensure that 
everything that:  

 has been ordered is there, 

 it is the correct medication,  

 it is the correct amount, 

 it is the correct strength, 

 it is the correct dose, 

 it cites the correct frequency times, 

 it is in date / not expired, 

 it is in good condition. 
 
Both staff must thoroughly check each item delivered as outlined above, then initial and 
date each item on the MAR once it is checked and established as correct.  
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Where no MAR is available, then one must be written and any entries checked by two staff. 
Both staff must ensure whenever they need to hand-write an MAR, that they accurately 
write exactly what is stated on the medication pharmacy label and that two staff are 
involved in checking the process together. Both staff must sign and date the MAR to 
confirm that the transferred instructions have been checked and are correct. 
 
Any discrepancy or shortages must be reported to the appropriate pharmacy at once.  
  
All new stock must be put away securely. Medication must never be left out on office desks 
or in office drawers.   
  
  

Storing Medication 
All medication is to be kept in locked medicine cabinets in suitable rooms (predominantly 
residents’ rooms), which can only be accessed by staff who are approved key/code holders.  
 
Any medicine cabinet should only be used for medication storage and must be kept clean 
and free of debris at all times.  
  
The allocated medication-trained person on duty must hold keys for the following: 

1. Willows meds room door 
2. Medication cabinet in Willows meds room 
3. Filing cabinet in Willows meds room 
4. Cedars meds room door 
5. Medication cabinet in Cedars meds room 
6. CD cabinet in Cedars meds cabinet 
7. Fridge key in Cedars meds room 

 
The keys must be only kept by authorised members of staff allocated to give medication on 
that shift, retained by that staff member at all times and never be left lying around. At 
night time, the medication keys may stay with the key holder (if they are ‘sleeping in’ or be 
placed in the dedicated key cabinet. Mislaying medication keys or leaving them unattended 
is a disciplinary offence. 
 
Medicine cabinet keys/codes are not to be given to, or otherwise made available to, staff 
who are not approved to hold them or to residents who do not self-medicate. 
  
Where possible, oral medication must be kept separate from other medication within all 
medicine cabinets. All medication must be individually labelled for each resident. Shared 
bottles, tubes, etc. are not allowed. 
 
Medication nebules must be stored securely and only authorised staff may fit nebules into 
a nebuliser. Nebulisers must be cleaned after use and any staff may do this. 
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Good stock control of medication which are not in Monitored Dose System cassettes (MDS) 
or Medisure Packs will be maintained and large stocks of skin creams, for example, 
avoided. 
 
Any items needing storage in a refrigerator are to be kept in separate sealable containers 
with the resident’s name, with the temperature of the refrigerator meeting the 
requirements of the medication. The medication fridge is in Cedars meds room. Its 
temperature must be checked and recorded daily. 
 
Any unwanted or expired medication must be removed at once and dealt with via the 
‘Returns Medication’ system. 
 
 

Consent 
For those residents who cannot manage their own medication safely, this will be done for 
them by staff who are suitably trained, supervised and competent.  
 
Whether self-medicating or not, everyone must have opportunities to be involved in 
decisions about their care; support should be provided to help enable them to participate 
in decisions. 
 
The Registered Manager should record a resident’s informed consent for staff to handle 
their medication in their Care Plan. 
 
Consent needs to be obtained each time medication is administered but the consent does 
not need to be recorded.  

 
 

Administering Medication 
Authorised staff may administer the following types of medications:  

 Tablets 

 Capsules 

 Liquids 

 Creams 

 Ointments 

 Eye, ear and nose drops (after training) 

 Inhalers (after training) 

 Nebulisers (after training) 
 
All other medication including injections, rectal administration or medicines administered 
through PEGs (stomach feeding), must be administered by a District Nurse, GP or 
Community Nurse, unless specific training has been undertaken and a risk assessment has 
been put in place.  
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Historically, it has been practice whenever possible for two staff to be involved when 
administering medication. It is now more accepted for one staff to administer without a 
second staff to check but this requires that person to take more care. Though difficult to 
avoid in our environment, staff should not be disturbed while they are administering 
medication. Staff involved in medication administration should defer other tasks until they 
have completed the medication round. 
 
Medication in bottles, tubes, tubs or boxes, etc. must be labelled with the date of opening 
to show a correct audit trail. 
 
Opened creams, ointments, drops, etc. must be discarded after 28 days at the most - 
unless stated on the medication. Larger tubs of simple creams may be retained for 3 
months. 
 
All safes are to be checked at the time of each administration. 
 

o  Non Blister Packed Medication 
Some medication needs to be given at specific times such as eye drops, creams, etc., 
but cannot be fitted into the Monitored Dosage Cassettes because of their nature. 
These should be listed on reminder cards in the Monitored Dosage System cassettes. 

 
Occasionally, tablets may be obtained from a pharmacy in bottles or boxes and not in 
the blister packs. Even greater care must be taken in these cases. There are a small 
number of medication tablets that can’t be in blister packs often for light sensitivity 
reasons (e.g. Sodium Valproate - Epilim). 
 
In these circumstances, communication is paramount and it should be highlighted on 
the front of MAR sheets to remind staff. 

 

o PRN Medication (Pro re nata - aka ‘as required’) 
Medication labelled as PRN, means that it should be given when necessary or as 
required. The resident’s GP must give precise instructions as to why and when such 
medication is to be given, together with the dose and whether, when or if, a repeat dose 
can be given and this information should be recorded on the MAR.  

 
The details should be entered as usual in the resident’s Medication Profile and recorded 
on the MAR. Details about PRN medications or creams must not simply be stated on the 
MAR as ‘as directed’ or ‘as necessary’, but should state clearly: 
o when, and under what circumstances, such tablets or capsules be offered and  
o where, and under what circumstances, creams/lotions/drops etc. should be 

applied.    
 

A body map attached to the MAR should be used by staff to visually indicate this 
information where creams, etc. are involved. 



 

Medication in Residential Care Procedure V1.4 – September 2018                            Page 9 
 

Each administration of a PRN medication must be recorded on the front of the MAR, 
like other medication, but it also must be recorded on the reverse of the MAR 
indicating when and why it was given – together with the results of its administration. 
In addition, all administration of PRN medication should be recorded in the resident’s 
Care File, written on the Medication Handover Sheet (Appendix 8) and handed over 
verbally to the next shift team. 

   

o  Controlled Drugs 
 Controlled drugs are defined in The Misuse of Drugs Act 2001 and are medications 

considered to be potentially abused or likely to develop addiction in people. They 
are divided into 4 Schedules according to their impact on the body and the 
likelihood of abuse.  

 Stocks of controlled drugs are maintained in a Register and are often stored in a 
separate locked compartment inside a lockable medication cabinet. However, 
where people have a controlled drug and are self-medicating, then as long as they 
are kept secure by that person they can be kept in their own medication safe. 

 Not all controlled drugs require the use of a Controlled Drug Register. Drugs in 
Schedule 1 and 2 must always be recorded in a CD Register – e.g. Concerta (S2), but 
drugs in Schedules 3 and 4 are not normally required to be maintained in a CD 
Register – e.g. phenobarbital (S3), midazolam (S3) or clobazam (S4).    

 Where staff are involved with a drug in a CD Register entries must be completed 
and signed by two staff each time a controlled drug is received, administered, to 
state who it was administered to, the dosage and time of administration and the 
total amount of the medication left in stock. Two staff must check and record new 
stock when it arrives. 

 Where a CD Register is in use, the Registered Manager must carry out a weekly 
check to ensure that quantities and records of all controlled drugs are correct and 
that they are still required. A written record must be kept of these checks as 
evidence. This task may be delegated at the Registered Manager’s discretion to a 
senior member of staff. 

 

o Homely Remedies  
In the first instance, residents should be encouraged to obtain a prescription for any 
medication that can be purchased over the counter. 
 
If a homely remedy is purchased by a resident, relative(s) or friend(s), for occasional use 
then the following must be in place: 

 A letter from the resident’s GP to confirm that a particular home remedy is safe to 
use with current medication. If it is not, then it cannot be included in a homely 
remedy. 

 An instruction of how to obtain someone’s consent to treatment that the GP has 
not prescribed. 
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 Homely remedies should be time-limited, and after this time a medical 
appointment should be arranged. 

 The manager should request residents to inform staff when any over-the-counter 
medicine has been purchased.  

 
Any medication, such as simple linctuses or a mild analgesics, which has not been 
prescribed by a doctor, should be recorded in the same way as prescribed medicines 
when administered to residents. However, advice should be sought from a GP as to the 
appropriateness of the medication. This is called Homely Remedies. The manager is to 
be aware that when a resident’s medication has changed within a review, the manager 
should then seek further clarification from the GP that the homely remedies already in 
place can still be used safely. 

 
Other remedies, ‘homely remedies’, e.g. simple linctuses or mild analgesics, should be 
stored separately and securely away from prescribed medication. 

 
Each resident should have a temporary MAR chart with the homely remedies listed in 
case they are requested or needed. 

 

 
Medication Records  
 

o Medication Profile 
An up to date and comprehensive record of all medication for each individual resident 
must be maintained which includes: 

 resident’s name, date of birth, together with a recent photograph (photo to be 
updated each year). 

 any known sensitivities or allergies. 

 information on any foods which might react with the medication. 

 what the medication is. 

 

o Medication Administration Records (MAR) 
Medication Administration Records (MAR) are provided by Boots with the medicines at 
the time of delivery and these are to be used for all prescribed medication. Blank ones 
are also available in the Cedars meds room where additional medication may be 
received. 

 
The relevant item on the MAR must be initialled by the member of staff administering 
each medication immediately after it has been taken by the resident. All entries must 
be clearly initialled when medication is given, or a code letter entered where 
medication is not administered for any reason. Codes are indicated at the bottom of a 
MAR. Dependent on the code, an explanation on the back of the sheet must be 
entered. 
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There must not be any gaps on a MAR (except for PRN items) and each relevant box 
must have either staff’s initials or a code indicating a particular issue. 

 
Failure to initial the MAR immediately after a medication has been given is normally a 
disciplinary matter and may be managed as a Safeguarding matter.  
 
At the end of each shift, the medication-trained staff must complete the Medication 
Handover Sheet (Appendix 8) and check that all the MAR sheets are correct together 
with the next medication-trained person on shift, to ensure effective handover and 
communication. 
 
Initialling an MAR in advance of giving medication or where the medication has not 
been administered are both offences under the Medicines Act 1990 and are 
automatically a disciplinary matter.  

 
Once finished, all completed MARs are to be stored safely for a minimum of 3 years 
after the last entry. 

 
 

Self-Administration by Residents 
Some residents may wish to take control of their own medication as part of maintaining or 
increasing their independence. Residents wishing to do this will be supported and advised 
in order to safeguard themselves and other residents. 
   
The decision to enable a resident to take control of their own medication will be arrived at 
by carrying out a Self-Medication Competency Assessment (see Appendix 3). This will be 
done on instruction by the Registered Manager to a delegated staff member, in addition to 
a Risk Assessment. The seriousness of the resident’s medical and mental situation will be 
taken into account and MCA procedures followed. 
 
In order for residents to take control of their medication, they will need to be assessed and 
show that they: 

 understand and accept the need for the medication at all times, and what the 
effects will be if they do not take it or take too much of it.  

 can manage time or tell the time and are able to remember things that are 
important. 

 know what the instructions are for taking the medication and can measure the right 
quantity of liquid / correct number of tablets.  

 are able to store and look after their medication safely. 
 
Assessments will be redone at least annually or should circumstances change. 
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The benefits of a resident taking medication entirely on their own must outweigh the 
possible risks if they fail to do so.  
 
In addition, there must be some means of telling whether the resident has taken the 
medication, and there must be a method of security which the resident can operate safely 
to safeguard other less able residents who might gain access to their medication. 
 
Any resident who takes care of their own medication is required to sign a Medication Self-
Administration Agreement (see Appendix 4). 
 
Residents who demand to take care of their own medication, against advice, are also 
required to sign a Medication Self-Administration Agreement and a Best Interest meeting 
may take place. 
 

 
Refusal of Medication 
Should a resident refuse to take their medication an entry indicating any refusal by the 
resident must be made on the MAR using the code provided. Staff should record the 
circumstances and reasons (if possible) why someone has refused their medication in their 
daily records and possibly also outline the nature of refusal in an Incident Form if 
appropriate. All attempts to re-administer should be made, giving advice of the 
implications if the medication is not taken. Their GP should be informed if medication is 
refused repeatedly. 
 
Residents will not be ‘forced’ to take medication unless their GP has been consulted and 
has stated that they must take it in which case an appropriate method of administration 
will be agreed with the GP, the appropriate Local Authority Care Manager and the 
Registered Manager. The Mental Capacity Act and Deprivation of Liberty Safeguards should 
be consulted before any decisions are made. The wishes of residents who are able to give 
informed consent, but refuse to receive medication, must be respected - even if this result 
may have a harmful effect on them (The Mental Capacity Act 2005 principle 3 allows 
residents to make what to other people may be an unwise decision).  
 
 

Disguising Medication (Covert Medication) 
Disguising medication for the convenience of staff is not acceptable. 
 
In exceptional circumstances, covert administration may be used where someone would 
otherwise miss out on essential treatment and where the resident is not capable of giving 
informed consent (Mental Capacity Act 2005). Only the prescribing GP or consultant can 
decide what is essential treatment and the appropriate GP or consultant should always be 
involved. A Care Plan, giving detailed instruction, should be put in place. 
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To disguise medication lawfully, it must be essential for the residents’ health and well-
being and be in their ‘best interests’ (The Mental Capacity Act 2005 principle 4). 
 
There must be multi-disciplinary discussion beforehand between professionals, relatives, 
advocates and staff. A pharmacist must also be involved, as adding medication to food or 
drink may alter the medication’s performance. All decisions must be fully documented in 
the resident’s Care Plan. 
 
Staff should continue to encourage the resident to take their medication voluntarily. 
     
 

Errors in Administering Medication 
This section is to be used as a guidance tool for both management and operational staff in 
providing a consistent approach to managing medication incidents which may occur in the 
following context: 

 Over dosage of medication 

 Under dosage of medication  

 Missed medication 

 Misplaced keys (on/off premises) or other medication Equipment 

 Reporting and recording 

 
Reporting the error 
In the event that any medication has been given to the wrong resident, or the correct 
person has been given an increased dose because of error, the member of staff concerned 
must immediately contact a doctor e.g. GP for advice and then act on their instructions.  
 
Where a dose has been omitted, the GP should be consulted and in the meantime seek 
advice from the pharmacist and the medication’s Patient Information Leaflet (PIL), acting 
on what is written there. 
 

 If an incident as prescribed above occurs, and management is not aware, this will 
need to be reported immediately by the senior support worker to the line manager 
and the ‘on call’ manager if ‘out of hours’; 

 A Medication Error Incident Report form (Appendix 5) will be completed 
immediately containing factual information and sent to the Registered Manager 
and Quality Assurance Advisor; 

 An entry must be made in the resident’s care file notes and handover notes; 

 The Registered Manager will refer the incident ASAP to the Quality Assurance 
Advisor where safeguarding issues may be identified; 

 Where necessary, the Registered Manager will liaise with Human Resources; 

 All medication errors, including those which may occur when residents are with 
their families, will be reported to Safeguarding; 
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 All incidents of medication errors will be investigated, learned from and appropriate 
action taken to prevent the error from happening again, 

 Medication errors are not normally reportable to CQC unless abuse is suspected  

 
Investigating the incident 

 An investigation will be initiated by the appropriate Line Manager; 

 At this stage, depending on the severity of the incident, suspension of the member 
of staff may be considered; 

 The immediate supervisor, Human Resources, or another appropriate investigator 
will be allocated by the Registered Manager; 

 
The content of the investigation may include the following factors: 

 The detail of the incident; 

 Names of those involved i.e. the alleged person and witnesses; 

 Specific dates, times and locations; 

 Whether it was a one – off incident or part of a series of incidents; 

 Inconsistency in statements;  

 How the alleged person managed the situation after the incident;    

 Any mitigating circumstances.  

 
Implementing actions  
If an incident occurs where a discipline or corrective action may be appropriate, the 
following general guidelines should be followed:  

 A notification of conclusion of investigation will be sent to the concerned member 
of staff if no further action is required;  

 Any corrective action, e.g. invite to a disciplinary hearing will be sent out and the 
disciplinary process will be overseen by Human Resources; 

 Corrective actions such as an improvement notice, which is not disciplinary action, 
can be used with or without an investigation.   

 
Discipline or corrective action may include some of the following:  

 Reassessment or further training,  

 Coaching and supervision via a Performance Improvement Plan,  

 Debrief session,  

 Demotion, 

 Suspension,  

 Improvement Notice Letter, 

 Written Warning,   

 Termination,  

 Reimbursement to the company for any damaged / lost / replaced equipment  
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Learning outcome / further support 
A Lessons Learned Plan will made available by the Registered Manager for relevant staff to 
see. The information in this will be limited to what we can do to improve our approach to 
medication only and will not include any confidential information which can be led back to 
either an individual or a team.   
 
Any further support identified during this process is to be reviewed on a regular by the 
Registered Manager and the staff member. This may include additional training or further 
supervision. 
 
 

Medication Disposal and Returns 
The disposal of medication in the Care Sector is covered by The Hazardous Waste 
Regulations 2005 and unwanted medication must never be disposed of in household waste 
or into drains. 
 
Creams and ointments should be returned to the pharmacy 1 month after being opened, 
unless in a tube or a pump dispenser as these may be used for 3 months. 
 
Any medication that is no longer required must be removed from medication cabinets at 
once, recorded in the Medication Returns Book and then placed in the Boots medication 
bag/box in readiness for return. 
 
Medication will be disposed of when the: 

 course of treatment has finished. 

 time allowed after opening has been reached. 

 expiry date has been reached. 

 resident has moved away or died (when residents die, medication must be retained 
for at least 7 days as they may be required by the Coroner). 

 tablet/capsule, etc. has been dispensed and contaminated - dropped, spat out, etc. 
 
Single or loose tablets should be placed in an envelope, clearly labelled as to what they are 
and whose they were (where this can be identified) and signing against that.  
 
Medication that is no longer required must be returned to Boots after recording the details 
in the Medication Returns Book. The Medication Returns Book must be completed at the 
time that any unwanted medication is placed in the supplied returns container.   
 
The top copy of the Medication Returns Book sheet(s) must accompany any medication 
returned via the contractor.  The person employed by the organisation collecting the 
unwanted medication should sign for their receipt in the Medication Returns Book. This 
requirement is even more important for any Controlled Drugs to show an audit trail.  
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Medication when Residents are away from The Grange 
When residents go away from The Grange to their relative’s home for weekends, holidays, 
day activities trips, etc., they should be given their medication as it is supplied by the 
pharmacy. It must not be placed in another container.  
 
Unless staff are accompanying the resident, the MAR should not go with the medication as 
the instructions are on it and there is always a chance of a MAR being lost. Staff should 
mark a ‘D’ indicating social leave on the MAR. 
 
A count of each tablet or capsule taken away must be made and entered on the ‘Record of 
Medication Taken Away from The Grange Form’ (see Appendix 6) and signed for by the 
resident (with capacity), their relative or friend, and also the member of staff involved. 
 
On return, the medication must be counted again and signed for by staff and the resident’s 
carer while the resident bringing back the medication is there. A record must be made of 
whether the amount returned is correct or not. Any discrepancy in numbers should be 
entered in the comments section together with an explanation. Action may be needed 
where amounts returned do not match the prescription and any such findings reported to 
the manager. Errors in medication while a resident is with relatives are reportable to 
Safeguarding. 
 

Medication for Grange Holidays  
Staff taking residents away on Grange holidays out will take all the necessary medication as 
it is supplied by the pharmacy. It must not be placed in alternative containers. The MAR 
should accompany the medication and be used and signed for in the same way as in 
Residential Care. 
  
Arrangements must be made for all medication to be kept securely by staff or by residents 
who are self–medicating while on the holiday. 
 

Medication and Residents Moving Out of Residential Care  
The Registered Manager is responsible for ensuring that all medication associated with 
someone moving out permanently is reconciled and transferred properly. 
 
The information that must be available to the person (or organisation) ‘receiving’ the 
resident leaving on the day of moving out includes: 

 the resident’s details, full name, date of birth, NHS number, address and weight (if 
the resident is frail or elderly), 

 details of the resident’s existing GP 

 details of any other relevant contacts e.g. consultants, specialist nurse, pharmacy, 
etc. 

 known allergies and reactions to medicines or ingredients. 
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 the medications currently being taken – including name, strength, form, dose, 
timing and frequency, how the medication is taken and what for. 

 recent changes to medicines, including medicines started, stopped or dosage 
changed, and reason for change. 

 date and time of last does of any PRN medicines or any medication given less often 
than once a day. 

 what information has been given to the resident, their family or new carers. 
 
Empty cassettes or empty medication bottles should be placed in a Boots Bag and made 
available for the Boots staff or contractor to collect when they deliver medications. All 
empty cassettes, reminder cards and used containers must be returned to Boots as quickly 
as possible. 
 
 

Medical Appointments 
Any medical appointments must be prepared beforehand, using the Medical Services 
Received Form (Appendix 7) as a guide. All areas on the form should be completed and 
filed within the notes. 

Summary Process for Administering Medication 

Step 1
• wash hands before commencing

Step 2
• check the resident's identity against photo in the Medication Profile

Step 3
• check the MAR for dosage instructions

Step 4

• identify the medication container and check the label and resident's 
name with the MAR (clarify any discrepance with the person in charge 
or with the Pharmacy before administering)

Step 5
• ensure that the prescribed dose has not already been given by 

checking the MAR

Step 6

• ascertain/obtain the resident's consent (staff must not physically make 
the resident take their medication). Where medication has been 
refused, this must be reported to the senior staff on duty and 
procedures followed

Step 7

• select the medication and empty the required dose into a suitable 
measure

Step 8
• put a dot in the appropriate box on the MAR

Step 9

• offer the measure to the resident's hands, or empty the tablets onto 
their hand without touching the medication. If using a measure this 
must be given directly to the resident and not left out

Step 10

• where medication is placed on a spoon, it should be administered with 
the resident in as upright a position as possible

Step 11

• where tablets are not taken with food, provide at least half a glass of 
cold water

Step 12

• shake any liquid medication well, as required, and where indicated, 
measure liquids into an appropriate measure at eye level
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Step 15

• ensure that medication is never left unattended, particularly when it 
has been dispensed into an open container

Step 16

• dilute or disperse medication in accordance with the instructions on 
the container

Step 17

• follow written protocols for PRN medication before administering 
(kept on the front of each MAR sheet)

Step 18
• make sure the resident takes the medication

Step 19
• refer any swallowing difficulties or refusal to take medication to the 

resident's GP as soon as possible

Step 20

• record by initialling at once that the medication has been given on 
the MAR (or, if it has not been given for some reason, record the 
reason why on the back of the sheet using the correct code)

Step 13
• ensure that liquid medications are not mixed together

Step 14

• wear gloves when administering preparations such as creams, lotions, 
and ear or eye drops and dispose of immediately

Step 21

• correctly dispose of any medication that was dispensed but not used 
(dispensed medication must not be returned to the container)

Step 22

• if additional/replacement medication is required, this must be 
arranged as soon as possible by the person dealing with the 
medication administration directly with the prescriptions clerk at the 
GP surgery and write actions on handover/comms book
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Note: this procedure relates to the following relevant documents: 
 

- QA1 Safeguarding Adults Policy & Procedure 

- QA4 Decision Making (people we support) Policy 

- QA13 Risk Assessments (people we support) Policy & Procedure 

- QA17 Health & Safety Policy 

- QA20b Hand Hygiene Procedure 

- QA30 COSHH Policy 

- QA35 Sharps Management Procedure 

- QA50 Care & Support Planning Policy 

- QA54 Confidentiality ( people we support) Policy 

- QA59 Records of people we support & record-keeping Policy 

- QA66 Notifications to CQC Procedure 

- Medical Services Received Form 

- HR10 Disciplinary Policy & Procedure 

- HR19 Capability Procedure 

 
 

The procedure will be reviewed annually. 

  

Step 23

• record the reason for administration of any PRN medication on the 
reverse of the MAR and write in  health notes/handover sheet with 
outcome of PRN i.e. effective

Step 24
• record D-Social leave if residents take medication off premises

Step 25

• only administer, record and check stock of a Controlled Drug with 
another member of staff present
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Signed: ……………… Eloise Appleby.…..........…  Chief Executive Officer 

 

Date: ……………… 6th September 2018 .................... 
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