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1.0 Policy
All medications in St. Attracta’s Residence shall be prescribed, ordered, stored and disposed of in a safe and legal manner to maximise resident safety and wellbeing. 
Medicines make a significant contribution to the health of people who live in residential services. The benefits of medicines are accompanied by risks and a quality-use-of-medicines approach increases the benefits of good health outcomes.

Medicines management, monitoring and review as part of a quality use-of-medicines approach, aims to reduce the medicine related incidents, adverse events and inappropriate prescribing among people who are at risk due to the nature of their illness, the characteristics of the medicines they are taking, the complexity of their medicines regime or any other factors.

Medicines management covers a number of tasks including assessing, supplying, prescribing, dispensing, administering, reviewing and assisting people with their medicines. Residential services have overall responsibility to ensure that the residents receive effective and safe support to manage their medicines when such assistance is required.

2.0 Responsibility, Multidisciplinary involvement
2.1 
Resident/representative
The resident or their representative is included in the multidisciplinary team and kept informed of medicine –related aspects of their care.

2.2  
Director of Nursing
· Engages the services of health professionals (e.g. pharmacists, general practitioners, registered nurses, dieticians etc) to support safe resident focused medicines management. Each resident has access to the services of a pharmacist of their choice.
· Ensures there are sufficient appropriately qualified staff to meet the needs of the residents.

· Ensures there are appropriate quality and risk management activities to support safe medicines management.

· Audit medication practices, ordering, supply, administration, storage & documentation to monitor practice. Provide feedback to nurses on any non- compliances identified and implement rectification
· Ensure all medication incidents (including near misses), and suspected adverse reactions are recorded, reported and analysed within in an open culture of repeating. The lessons learnt are used to improve each resident’s safety and to prevent recurrence. 

2.3
Prescribing- Medical Practitioner (e.g. GP): 
· Maintains current evidenced based knowledge of medicines relevant to the care of older adults

· Provides timely, legible, accurate and legal medicine prescriptions that meet the individual needs of the residents.

· Updates & signs prescription kardex in a timely fashion to reflect changes, additions or discontinuation of medication. 

· Considers non-pharmaceutical alternatives 

· Liaises with the pharmacist and St. Attracta’s Residence nurses regarding medicine prescriptions as necessary
· Liaises with the multidisciplinary team to ensure appropriate ongoing care to residents

· Provides advice and direction to staff regarding the medicines, administration, monitoring and management

· Documents, diagnosis and treatment rational in residents clinical file

· Participates in medicines reconciliation for residents

· Participates in multidisciplinary medicine reviews at least 3 monthly

· Provides learning opportunities for staff related to resident diagnosis and medicines management 

2.4
Dispensing Pharmacist 
· Maintains correct evidence based knowledge of medicines relevant to the care of older people
· Accurately dispenses and labels medicines according to prescription, legislation, regulations and guidelines
· Liaises with the prescriber regarding medicine prescriptions as necessary
· Ensures timely supply/delivery/of medicines ordered for residents to ensure appropriate ongoing care
· Provides advice and information regarding medicines and safe medicine management processes
· Ensures continuity of medicine supply for residents transferring in and out of the facility
· Participates in medicines reconciliation for residents
· Is actively involved in risk management activities related to safe medicines management, including review of policy & procedures
· Ensures safe and timely removal of expired, unused, damaged medicines
· Provides staff training regarding medicines and safe management
2.5 
Administration – Registered Nurse

· Maintain current evidence based knowledge relevant to the care of older adults

· Updates medicine management education via HSELand medication management module annually

· Delivers medication practices abiding by The Code of Professional Conduct and Ethics (Bord Altranais agus Cnaimhseachais na hEireann Nursing and Midwifery Board of Ireland 2014) 
· The Nurse is accountable to the resident, the public, the regulatory body, their employer and any relevant supervisory authority and relates to both actions and omissions.
· Assess and identifies possible individual risk factors related to medicines

· Monitors changes in health status and responds accordingly

· Identifies signs & symptoms indicating adverse medicine reactions
· Liaises with the DON & or CNM and the multidisciplinary team to provide services that meet the needs of the resident

· Participates in multidisciplinary medicines reviews

· Documents information regarding medicines and their effects on the resident on Vcare progress notes

· Contacts the prescriber regarding changes in health status where necessary

· Participates in medicines reconciliation for residents on return from hospital or any visit that results in medication being reviewed or changed.
· Is actively involved in quality and risk management activities related to safe medicines management, including review of policy & procedure

· Provides learning opportunities & clinical support for new staff  

· Report and record any observed errors or near-misses in relation to medication administration and management, including any untoward occurrences or anything they are not comfortable with.

· Embodies a culture of open disclosure to enable medication near misses, errors or events to be openly investigated and the findings shared and learned from. 

· Ensures residents are involved in decision making regarding their medication that they are informed of their prescribed medication its purpose and side effects and are given the choice to take or not to take. 

· Promote resident independence and autonomy encouraging and facilitating self- administration where the risks have been assessed and the competence of the resident to self- administer is confirmed. Any changes to the risk assessment are recorded in the resident record and the arrangements for self-administering medications are kept under review. Appropriate safe and secure storage will be provided for the residents medicines and access is limited to that resident and appropriate staff members.
· For the safe administration of medication following the 10 rights of medication administration is  required by the nurse:
1. The right medication:

· Matching the prescription order against the label of the dispensed medication or the medication image on the medication administration record to the contents and label of the biodose pot.

· Being aware of look-alike and similar sounding and appearance of medications

· Best practice indicates using generic names of medication whenever possible

2. The right resident
· Being certain of the identity of the individual who is receiving the medication
· Asking the resident to state his name
· Maintaining a photo of the resident on the Prescription kardex to enable clarification 
3. The right dosage

· Considering if the dosage is appropriate based on age ,sixe, vital signs or other variables
· If it is necessary to measure the dose (i.e liquid form) the appropriate equipment should be used
4. The right Form
· Ensuring the correct form, route and administration method of the medication are as prescribed

· If this is not indicated on the prescription or on the label it should be clarified with the prescriber as many medications can be given in various routes.

5. The right time
· Ensuring the correct timing, frequency and duration of the prescribed order
· The timing of doses of medications can be crucial for maintaining specific therapeutic blood levels (e.g. antibiotics) and avoiding interactions with other medications
· Accurately documenting medication administration times
6. The right documentation

· Ensure the medication identified for administration is signed by the prescribing doctor on the  prescription kardex.

· If a fax direction has been received ensure a copy of the GMS prescription is attached to the residents kardex for reference

· Ensure signing of the medication administration (MARS sheet) is completed by the administering nurse at the time administration took place.

· Ensure the appropriate codes for non- administration are documented in the event that prescribed medication is not administered at the prescribed time

· R=refused

· H=Resident in hospital

· N= Nausea ( resident unable to take due to nausea)

· L= Leave (resident on leave from the home)

· D= destroyed

· D/C = discontinued

· W= withheld or other reason

7. Right Reason

Understand the intended purpose of the medicines to be administered.

8. Right Assessment

· Properly assess resident and tests to determine if the medication is safe and appropriate

· If deemed unsafe or inappropriate notify prescribing GP and document notification.

· Document that medication was not administered and the reason 

9 Right Evaluation

· Assess resident for any adverse side effects. 
      • Assess patient for effectiveness of medication. 
      • Compare patient’s prior status with post medication status
    . • Document patient’s response to medication 

10 The right to refuse
· Residents have the right to refuse medication. In such cases the nurse should attempt to encourage the resident to take their medication stating the reason they are prescribed it in the first instance making sure it is explained in a way that is understandable to the resident. Should refusal be the decision of the resident the nurse should ensure the potential consequences of NOT taking the medicine are explained in a supportive non- judgemental manner. Resident refusal should be documented in their nursing progress notes stating the reason the resident refused and the advice given by the nurse. The MARS sheet should also be completed using the code R.

 2.6
Clinical Nurse Manager: 
· Maintaining medication stock levels
· Review and manage in conjunction with the DON any medication-related incidents
· Monitor registered nurse practice, provide guidance, support and education as required

· Ensure appropriate induction, supervision and training on the Biodose system following initial training from O’Donnells pharmacy

· Audit medication administration records of residents to monitor documentation practice provide feedback to nurses on any non- compliances identified and implement rectification
3.0 
Procedure Ordering of Medication for residents & admission of new resident. 
3.1
Where possible prior to admission all residents shall be assessed by the director of nursing. On admission to St. Attracta’s Residence the resident will be assessed by the receiving nurse on duty. Where possible a record of the residents’ medications shall be obtained prior to admission from the residents GP or the discharging facility (i.e. general or community hospital). The Director of Nursing / clinical nurse manager shall also determine if the residents current GP is willing to provide ongoing medication management and resident review 3 monthly in the home. Where the residents GP is unwilling to do so due to distance of travel to the home the resident shall be offered a choice of GP’s in the Charlestown, Swinford, Kilkelly, Sligo area. 

3.2
Upon admission to St. Attracta’s Residence the nurse shall contact the residents chosen GP who shall review the resident and determine the medications necessary for the resident. 

The residents prescription shall be documented on GMS Prescription. All prescriptions for resident’s medications shall be made by their GP. Prescribing of a drug by a GP shall include: 

· The generic name of the drugs and preparations

· The frequency of administration 

· The dose / amount to be given

· If it is PRN or regularly 

· The administration route for the drug 
· Abbreviations: In general titles of drugs and preps should be written in full -  unofficial abbreviations should not be used (BNF 2009)
· Unnecessary use of decimal points should be avoided (BNF 2009)
· Micrograms and nanograms should not be abbreviated (BNF 2009)
· At the initial GP visit for admission the GP will hand write the prescription kardex and sign all medications prescribed.

·  Subsequent prescription kardex will be generated by the pharmacy based on the prescription they hold. This Kardex will be generated 3 monthly and signed by the GP

· The indication or use for the medication shall be required as this shall be placed on the Prescription kardex 
3.3
The GP shall discuss the proposed medications with the nurse prior to leaving St. Attracta’s Residence.  Where the GP writes the prescription on the premises the nurse shall fax the prescription and confirm receipt by telephone with O’ Donnell’s Pharmacy Service.  Alternately, the GP shall fax the prescription from the Health Centre to O’ Donnells Pharmacy Service directly. The nurse shall review the prescription before the GP leaves the premises, and discuss any concerns or queries with the GP at this time.  

3.4
Prescriptions may be handwritten by the GP, or computer generated.  Both hand written and computer generated shall be signed by the GP, and shall contain: 

·   Information shall be legibly written in black ink or clearly printed 
·   The date of prescribing
· Resident’s name, Date of Birth 

· Resident’s Weight 

· Any known allergies

3.5
The Prescription kardex sheet and Medication Administration Record shall be generated by O’Donnells Pharmacy Service and delivered along with the residents’ medications to St. Attracta’s Residence. Prescription kardex sheets shall be generated by O’Donnells pharmacy 3 monthly in advance allowing sufficient time for this to be presented to the residents GP for cross referencing with their medication record on the surgery database and for the GP to sign. The prescription kardex sheet is legally the nurses authorisation to administer the medication. If the prescription kardex sheet is not signed by the GP, the GMS prescriptions shall be photocopied and attached to the Prescription Kardex sheet until a doctor can sign the Prescription kardex sheet in person.


Medication administration records (mars) shall be generated monthly and delivered to the nursing home.

3.6
Medications shall be stored in the locked medication administration trolley which shall be secured to the wall in the treatment room when not in use.
Should any changes be made to medications prescribed this will be documented on the prescription Kardex by the residents GP or other on call Dr. The nurse in charge will ensure O’Donnells pharmacy are made aware of the prescribed changes by completing a ‘daily prescription change sheet’ and faxing it to O’Donnells pharmacy by 2pm each day. The residents Biodose tray will then be collected by the pharmacy and alterations to the medication dispensed will be made to ensure the biodose tray reflects the current medication prescription for the resident.

3.7
The medications shall be administered as per the GP prescription and St. Attracta’s Residents prescription kardex sheet.  The resident’s prescriptions shall be reviewed every three months by their GP or more frequently where there is a significant change in the resident’s care or condition and such review documented in their care plan.


Special consideration is given to the use of: 

· antipsychotic medication

· sedative medication
· antiepileptic medication

· medication for the management of depression

· medication for the management of pain
· medication for the management of constipation
· drug-nutrient interaction 
· anticoagulant medication
· antimicrobial medication

· diuretic medication

· influenza and pneumococcal vaccines

· non-steroidal anti-inflammatory drugs
· medications and their potential interactions
· appropriate poly-pharmacy and problematic polypharmacy

(HIQA 2016, 3.4.7) 

3.8
The Clinical Nurse Manager shall schedule medication reviews for the resident.  The residents’ medication review shall be completed at a minimum every three months and shall include input from the resident, GP, Nurse and Pharmacist. 

3.9
The medication review shall be documented and maintained as a hardcopy in the residents file.
3.91
Medication that is required to be dispensed outside of the routine 3 monthly prescription shall be done by O’Donnells pharmacy on receipt of a GMS prescription from the prescribing Doctor fulfilling the appropriate documentation criteria.


On receipt of this O’Donnell’s pharmacy will dispense the medication with a MARS sheet containing a printed sticker for the medication dispensed. This sticker will state the residents name, the name of the medication prescribed the dose and frequency for administration. 

4.0
Telephone Orders
4.1
Telephone orders for medications shall only be accepted from a GP in an emergency situation, where there is an immediate unplanned resident need.  (ABA 2007)  Such an order shall not be considered an acceptable substitute for routine medication management. (ABA 2007)
4.2
The nurse accepting a telephone order shall record details of the order on the Telephone Order Form which shall then be stored in the residents file.  

This shall include: 

· the date and time the order was received
· the medication name, dose and time of administration 

· the prescriber’s (GP’s) full name 
· the justification and rational for accepting a telephone medication order (ABA 2007)
· signature of the second nurse who witnessed the telephone prescription order

· follow up actions required 

· the nurse’s signature 
4.3
The GP shall send a fax confirming the medication to St. Attracta’s Residence as soon as the telephone confirmation has been given. This fax will be attached to the residents current prescription kardex for reference by the nurse when administering prior to receiving a copy of the prescription from O’Donnells pharmacy and subsequent update of the prescription kardex by the GP.  
4.4
The GP shall provide a written prescription to O’ Donnells pharmacy service within 72 hours (Medicinal Products (Prescription and Control of Supply Regulations), 2003)
4.5
O’ Donnell’s Pharmacy Service shall deliver the medication along with a copy of the prescription until the GP writes the medication on the residents Prescription sheet. 
5.0
Monthly Ordering of Medications 
5.1
St. Attracta’s Residence shall use a pharmacist who is an approved supplier for the provision of all medications. On a 3 monthly basis, the CNM shall review the residents’ medications with the GP (this may be via fax) and a 3monhtly prescription and order for O’ Donnells Pharmacy Service shall be prepared by the GP and sent directly to O’Donnells pharmacy.

5.2
O’ Donnell’s Pharmacy Service shall review the medication system on the second last Thursday of every month. The pharmacist shall review the residents Prescription sheet and the Medication Administration Record with the CNM to identify any changes to the resident’s prescription kardex by the GP in the previous month. 
5.3
One week prior to the commencement of a new cycle of medication O’ Donnells Pharmacy shall deliver the medications, and medication administration records to St. Attracta’s Residence. 

5.4
The medications shall be delivered in sealed boxes and placed immediately into a secure locked cupboard in a locked store room until they are ready to be checked by the CNM.
6.0
Warfarin  

6.1
All residents receiving Warfarin therapy shall have a Warfarin prescription sheet and a GP warfarin directive in their Medication Administration Record. 

6.2
Where the resident is due to have their International Normalised Ratio (INR) taken. The residents blood sample shall be taken on the identified day.  

6.3
The nurse shall obtain the results of the INR from the laboratory at Mayo General hospital on the day of or the day after the blood draw. The nurse shall complete a resident PT/INR blood results form and fax to the GP. This form states the results received from the lab along with the current warfarin dose the resident is prescribed. The GP will complete the warfarin directive section of the form and sign  and fax back to the nursing home. Warfarin will be administered in line with the directive and a copy of the warfarin prescription signed by the GP. The directive and the prescription will be held in the residents prescription kardex and warfarin administered by the nurse against this documentation. The GP shall send a prescription into O’Donnells pharmacy for the Warfarin dose being prescribed.

6.4
The nurse will confirm with the GP the next date for the INR to be checked. 

6.5
The nurse signs against the administered dose on the MARS sheet.
7.0 
Storage of Medications

7.1
All medicinal products shall be stored in the appropriate environment as indicated on the label or packaging of the product or as advised by the pharmacist. 

7.2
All medicinal products shall be stored securely in the locked storage unit (e.g. drugs trolley or drawers) (with the exception of those medicinal products which are recommended to be stored elsewhere e.g. refrigerator).  The trolley shall remain locked at all times and secured to a wall by heavy metal chain when not in use. (ABA 2007)
7.3
Medicinal products requiring refrigeration to ensure stability shall be stored in a fridge which is: 

· Not used for any other purpose
· Accessible and reliable 
· Capable of being secured (ABA 2007)
The temperature of this fridge shall be checked and recorded daily to ensure that it is between 2 and 8 degrees Celsius.  Where it falls outside this range it shall be reported to the Clinical Nurse Manager for investigation and the appropriate repair service contacted to rectify.
7.4
Scheduled controlled drugs shall be locked in a separate cupboard from other medicinal products to ensure further security.   

7.5
Laxatives, emollients, linctus, inhalers and nebulisers shall be stored within a locked cupboard when not in use. 
7.6
Nutritional supplements which have been prescribed for residents shall be stored in a locked cupboard when not in use.

7.7
A system of stock-rotation shall be implemented where medications are not in the bio dose system of administration, where the medications are used on a ‘first-in, first-out’ basis, to avoid accumulation of old stock.  
7.8
Inventory of medications stock levels shall be conducted on a monthly basis by Clinical Nurse manager by checking: 

· Name and dose of medication, 

· Quantity of medication 

· Expiry date

Details of the inventory of medications shall be recorded.  Any discrepancies noted shall be reported to the Director of Nursing. 
8.0
Disposal of Medications 
8.1
Medications that are no longer required, or which are past their expiry date, shall be returned to O’ Donnells Pharmacy Service for disposal every 6 weeks. 
8.2
All medications returned to O’ Donnells Pharmacy Service shall be recorded by the Clinical Nurse Manager/staff nurse and this record shall be stored at St. Attracta’s Residence. O’Donnells pharmacy will take responsibility for the disposal of any medication returned to them. 
8.3
In the event of a resident’s death, the staff nurses shall check if a post-mortem is to occur.  Where a post-mortem is to occur, all medications shall be stored securely until after it has been conducted and St. Attracta’s Residence is given permission to dispose of the medications.  After this time they shall be sent to the pharmacist for disposal.  
8.4
 Medication that is declined by the resident during daily administration or medication that is contaminated and not fit for consumption will be disposed of in a dupes box ( purple top secure box) which will be collected by SRCL when full during the clinical waste collection. The DUPES box will be stored in a locked cupboard at all times.
8.5
Butrans patches that have been removed from the resident prior to a new one being applied must be cut into 4 pieces (in half & half again) and disposed of into the purple topped yellow box in the treatment room.
9.0 
Medication related incidents 

9.1
All medication related incidents, (including near misses), and suspected adverse reactions are recorded, reported and analysed within an open culture of reporting. The lessons learnt are used to improve each resident’s safety and to prevent reoccurrence. HIQA (2016) 3.4.8 

9.2
All staff shall be educated on the importance of reporting any medication incidents. Incidents include wrong resident, wrong medicine, wrong dose/strength/duplication, wrong time, omissions, wrong route, and errors in packaging. 
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