Moonlight Homecare Ltd – Medicine Management Policy
Policy Title: Medicine Management Policy
Date of Implementation: 13/06/2025
Review Date: 13/06/2026
Applies to: All care staff, team leaders, managers, and coordinators involved in supporting service users with medicines.
1. Policy Statement
Moonlight Homecare is committed to supporting service users in the safe and effective use of medication. This policy outlines how medicines should be handled, administered, recorded, and reviewed in accordance with:
· NICE guideline NG67 – Managing medicines for adults receiving social care in the community
· CQC key lines of enquiry (KLOEs)
· The Human Medicines Regulations 2012
· The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014
2. Purpose
To ensure:
· The safe handling, storage, administration, and disposal of medicines
· Staff are trained and competent
· The rights, dignity, and preferences of service users are respected
· Legal and regulatory compliance

3. Scope
This policy applies to:
· Prompting, assisting with, or administering medication in domiciliary care settings.
· All forms of medicine, including oral, topical, inhalers, patches, and controlled drugs.

4. Roles and Responsibilities
· Registered Manager: Overall responsibility for medicines safety, audits, training, and compliance.
· Care Coordinators: Ensure MAR charts are in place and up to date, and respond to incidents.
· Care Staff: Must follow the care plan, MAR chart, and complete required training before handling medication.
· Service Users: Encouraged to self-administer where appropriate, unless a risk has been identified.

5. Levels of Support
1. Self-Administration: Encouraged where safe; risk assessment must be completed.
2. Prompting: Verbal reminders only – no handling of medication.
3. Assisting: Helping service user to open packaging, pour water, etc.
4. Administering: Physically giving the medicine; must be recorded on MAR chart.
Staff must only provide support at the level authorised in the care plan and after risk assessment.

6. Medicines Administration Record (MAR)
· A MAR chart must be used for all service users requiring assistance or administration.
· Each entry must include:
· Date and time of administration
· Name of the medicine and dosage
· Signature of the staff member
· Reason for any omissions (e.g., refused, unavailable)
· Errors or changes must never be overwritten. Use a single line and initial.

7. Staff Training and Competency
· All staff administering medication must complete medication awareness training.
· Annual refresher training and competency assessments must be completed.
· Only trained and signed-off staff are permitted to administer medication.

8. Ordering, Storage, and Disposal
· Service users/families are primarily responsible for ordering medicines.
· Staff should check expiry dates and ensure medicines are stored safely (as per label), ideally in a locked cupboard.
· Expired, discontinued, or unused medicines should be returned to a pharmacy with the service user's or family’s consent.
· Controlled drugs must be recorded in a dedicated log.

9. Covert Administration
· Covert administration (e.g., hiding medicine in food) is only permitted with:
· A best interest decision made under the Mental Capacity Act 2005
· Agreement from the GP, pharmacist, and care team
· A clear care plan and MAR chart instruction
· It must be reviewed regularly and documented appropriately.

10. Refusal and Missed Doses
· If a service user refuses medication:
· Do not force or coerce
· Record on MAR chart and notify the office
· Inform GP or pharmacist if refusal continues
· For missed doses (e.g., no meds in home), report immediately to the office and record accurately.

11. Homely Remedies
· May only be given if:
· Authorised in the care plan
· GP or pharmacist has confirmed compatibility
· Recorded on a separate homely remedy log

12. Medication Errors
Any of the following must be treated as a medication error:
· Wrong medicine, wrong dose, wrong time, wrong person, wrong route
· Missed doses or failure to document
Action steps:
1. Report immediately to the office and manager.
2. Contact GP or NHS 111 if needed.
3. Complete an incident form.
4. Notify next of kin (where appropriate).
5. Investigate and learn from the error.

13. Controlled Drugs (CDs)
· Must be stored securely in a locked, tamper-proof container.
· CD administration must be recorded on both the MAR chart and CD log.
· Two staff should witness administration, where possible.

14. Record Keeping and Audits
· All MAR charts must be:
· Kept safely
· Audited monthly by the care coordinator or manager
· Reviewed for patterns of refusal, omissions, or side effects
· Medication support plans should be reviewed at least every 6 months or after changes.

15. Consent and Mental Capacity
· Assume capacity unless assessed otherwise.
· Consent must be obtained for medication support.
· Where the service user lacks capacity, apply the principles of the Mental Capacity Act, and record best interest decisions clearly.

16. Monitoring Side Effects
· Staff should be trained to observe and report side effects or reactions.
· Report unusual symptoms to the office and GP promptly.
· Record observations in the care notes and escalate as needed.

17. Policy Review
This policy will be reviewed annually or:
· Following a significant medicine-related incident
· When guidance or legislation changes
· After CQC inspection or audit findings

18. References
· NICE NG67 (Managing medicines in the community)
· CQC Regulation 12 (Safe care and treatment)
· Mental Capacity Act 2005
· Human Medicines Regulations 2012
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