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Liberty Lodge Guidelines, Policy and Procedure for the Safe Storage, Administration and 

Documentation of Medicines and Health Matters 

 

 

INTRODUCTION 

Medication can form an important part of a young person’s care. All medication-competent 

staff members are responsible and legally accountable to safely administer medication as 

prescribed, and ensure medication records are completed accurately and contemporaneously 

in accordance with statutory and local policy. 

Regular training is provided for staff to ensure they have the necessary knowledge and skills 

levels required to undertake this responsibility. 

 

Any identified medication errors are taken seriously and investigated accordingly. 

 

GENERAL INFORMATION 

The young people in our care may have a variety of on-going prescribed medicines. The 

majority of these medicines are prescribed by that young person’s Consultant or GP, the 

prescription is then processed and collected or delivered by a pharmacy. A designated staff 

member then books the medications into the unit via the MARS sheet. Any prescribed 

medication must be administered in accordance with the directions from the consultant/G.P. 

which are printed on the MAR sheet. Any unused medicines should be recorded in a “Returns” 

book ready for collection and safe disposal at pharmacy. 

 

NB: Any changes to the dosage of a prescription can only be made through the G.P/Consultant. 

Written confirmation of any changes needs to be sent by post/fax to the home, and has to be in 

place at the G.P.surgery before a new prescription can be ordered. The consultant should 

review any on-going medication regularly, at least every 6 months. 

 

Some of the young people may be prescribed controlled drugs which must be stored and 

administered in accordance with the Misuse of Drugs Act 1971 and the Misuse of Drugs 

Regulations 1985.These drugs will be prescribed by a consultant, and an on-going repeat 

prescription obtained from the G.P. surgery.  

 

It is the responsibility of the member of staff designated at handover to be responsible for 

medication to ensure that all medication is administered as prescribed and the required 
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documentation is accurately completed for the entire shift.  

 

They must make themselves aware at the beginning of each shift who is prescribed medication 

and at what time (frequent medication changes are likely to occur).    

If this staff member needs to delegate another member of staff to administer medication to a 

child/young person for any reason, they must check that the medication was administered as 

prescribed and correctly documented on their return. 

If a young person is away on Home Leave and they are on medication, their MAR sheet and 

Controlled Drugs book, if appropriate, must also be completed each day they are away. 

At the end of the shift, the designated staff member should sign on the daily log sheet to 

confirm that they have checked all administrations and documentation have been completed. 

 

Only staff that have completed medication administration training can administer medication 

to young people. 

 

FILES AND RECORDING 

 

 Each young person will have: 

 A Medication Folder – this will be kept in the medication room in the same lockable 

cupboard as the medication. Its purpose is to hold the paperwork and forms required to 

administrate medication to the child. It will contain: 

- A front cover with the child’s full name, a picture of the child, the child’s date of 

birth and any known allergies. 

- A copy of the child’s Medical Consent Form. 

- The child’s current MAR Sheet(s). There will be a blank one if there is not one in 

current use. 

      -  A Non-Prescribed Medicine Administration Record Sheet. 

-  A copy of the child’s Primary Information Sheet. 

-  Any other paperwork that staff would need to ensure that the child’s medication and 

health needs can be met efficiently i.e. updates on the child’s medication from GP’s and 

Consultants. 

 A Main File Section – this section will be titled Health and will be in the child’s Main File, 

this file will be kept in the office. It will contain: 

- All correspondence regarding the child’s medication and health (copies may be 

taken if relevant for other files i.e. the Medication Folder. 

- Any contracts or agreements put into place with the child i.e. use of razors or 



 

Updated December 2019 3 

 

deodorants. 

- Any assessments, reports, correspondence that relate to health in any way 

- LAC Health assessments 

- Record of any GP, dentist, Optician, hospital appointments 

 

 A Grab Pack – this will consist of a small folder that contains the basic information on a 

child that may be required should they need to be kept in hospital at short notice, in 

custody overnight etc. It will be kept in the staff office in the same draw as the working 

file. It will contain: 

 

 

 

The homes Manager or the senior staff member on duty will ensure that this documentation is 

collated and ready to be taken to the hospital, police station etc as soon as possible once they 

are aware a child will be staying away from Liberty Lodge overnight.  

 

COMPETENCY/TRAINING 

 No member of staff may administer any medication to a young person until they have 

been deemed competent to do so.  Competency can only be achieved by meeting all of 

the following criteria and having a fully completed, signed and dated “Liberty Lodge 

Staff Induction Form” for the Safe Storage and Administration of Medicines”. 

 Staff must have Successfully completed the agreed medication training course. 

 Have a basic understanding of, and know where to find the necessary information about 

any medicines they are administering including its use and any known adverse effects. A 

copy of the Childs BNF and medication side effect and information should be present for 

each child 

 Staff should have demonstrated to a Manager or designated senior member of staff that 

they are competent in the practical administration of medication, this may need to be 

done in a training session if none of the current YP’s are on regular medication. (All 

staff). This is a one-off procedure that does not require re-taking unless as part of 

performance management process. 

 When both manager and staff member feel that he/she is competent and confident to 

carry out administration as per guidelines, each will sign the “Liberty Lodge Staff 

Induction Form” and this will be filed on their records. The staff members name will 

then be added to the medication competency records. (All staff) 

 It is expected that the manager will ensure that medication issues are addressed 
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regularly within team meetings to check confidence and competence of staff team.  

Any concerns should be addressed as a matter of urgency through various systems such 

as performance management, re-training or disciplinary hearings. 

 

AUDITS 

 

The homes manager has overall responsibility for the auditing of the medication in the home, 

this also extends to the fixtures and fittings associated with medication. The manager may 

delegate this responsibility to a staff member, if this happens the staff member needs to be 

medication competent. Audits will happen as follows: 

 End of Shift 

- At the end of each shift the YP’s Medication Folders will be checked to ensure all 

medication administration has been recorded correctly. 

- Blisters or packs/bottles will be checked to ensure all medication has been 

dispensed correctly and the amount of medication left is correct. 

- Any medication that is not blistered i.e. still in its original packaging will be checked 

to ensure the correct amounts are left. 

   -  The Controlled Drugs Log is to be checked to ensure the amount of tablets recorded    

in the balance column tallies with the actual amount left in the cabinet. 

   -  The Paracetamol Stock Control Sheet will be checked against the actual amount of     

tablets left.  

   -  Any mistakes or discrepancies are to be reported to the manager on a File Note. If          

the mistake or discrepancy is regarding controlled drugs the On Call Manager is to be 

informed immediately.  

 

 End of Month 

i). All fixtures and fittings will be audited using the Liberty Lodge Audit Form. 

ii). All individual YP medication folders will audited using the Liberty Lodge Audit Form. 

 

 Further Checks and monitoring 

i). The manager or deputy manager will carry out random checks on all areas of the 

medication system, this must include the Controlled Drugs Log, Paracetamol Stock Control 

Sheet, the cleanliness of the dispensing area and the fixture and fittings, the quality of the 

recording. The manager will also review the medication procedures and audit through reg 

45 monitoring. The independent visitor may also review this during reg 44 visits. 

 

RISK FACTORS 
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When administering medicines it is important that you are focused and able to concentrate 

fully on this task alone. As with other aspects of your role, there are always potential risk 

factors involved, the consequence of which could result in you making an error. Whenever 

possible, please be aware of and act on minimising any risk factor prior to administering 

medicines. Potential risk factors include: 

 

Environmental: 

1) Other staff in the same room making it difficult for you to concentrate - POLITELY ASK THEM 

TO LEAVE THE ROOM. If you are signing out and administrating controlled medication, then 

there must be two adults present. 

2).Young people presenting difficult and/or challenging behaviour in the vicinity of the 

medication room, making it difficult for you to concentrate, or necessitating your assistance in 

supporting the young people and/or other staff – if this is the case the safety of the young 

person must always come first, and in these circumstances it is acceptable for medications to 

be a few minutes late if you are unable to hand over the task to another staff member. 

 

Storage: 

1). Not able to access the medication cabinets – always ensure you are aware of the location of 

the keys required to access medication storage areas and cabinets.  

2). Insufficient medication available – this should never happen. If you use an additional tablet 

due to damaged/dropped medicines, spill any liquid medication or a pot/tube of cream 

becomes contaminated, replacement medication will then need to be ordered. 

3). Damaged blister packs/tubes of cream, etc – please be advised by the unit manager before 

proceeding with your administration 

4). Incorrect storage temperatures – If your medication fridge is not working correctly, or the 

room temperature in your medication room is too hot, please inform the manager, they will 

take action to ensure this can be rectified as soon as possible. It may be that opening a window 

or turning down the radiator in that room is sufficient! 

 

Errors/balance discrepancies: 

1). Documentation errors from the previous shift – identify on the appropriate document that 

an error has occurred. Record on and inform the unit manager as soon as possible. 

2). Blister packs that do not correspond to the MAR sheet (too many/too few tablets) contact 

the unit manager straight away BEFORE administering any further medication from that pack. 

3). Incorrect stock balance of stock paracetamol/throat lozenges. Identify on the appropriate 

document that the balance is incorrect. Record on an Incident Report and inform the unit 

manager as soon as possible.  
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Medication knowledge: 

1). All staff should read the “Patient Information Leaflet’’, “BNF” or ‘’The British Medical 

Association New Guide to Medicines and Drugs’’, prior to administering any medication for the 

first time in order to be aware of the uses, any potential side-effects, cautions and 

contraindications. 

 

RECEIVING AND DISPOSING OF MEDICATION 

 

 All medication that comes into Liberty Lodge must be accounted for and booked in.  

 For all prescribed medication i.e. that medication that will be recorded on a MAR Sheet: 

i). The medication should be booked in at the earliest possible opportunity, and 

therefore the receiving of medication should be planned in advance to ensure there are 

staff available who will be able to prioritise this. The staff member booking in the 

medication must be medication competent. 

ii). The date it was received needs to be annotated on the MAR Sheet in the box titled 

‘recd’ 

iii). The quantity of medication needs to be annotated on the MAR Sheet in the box 

titled ‘quant’. As an example this should relate to the number of tablets received i.e ’28 

tablets’ rather than the number of boxes i.e ‘1 box’. If the medication received is an 

ointment or bottle of liquid the quantity should read ‘1 tub’ or ‘1 tube’ or ‘1 bottle’. 

iv). The staff member booking the medication in should initial the MAR Sheet in the box 

titled ‘by’. 

 All controlled drugs also need to be booked in in the YP’s Controlled Drugs Register, this 

needs to be done by two staff. One of these staff is to be medication competent. 

N.B. Staff must book medication in immediately. As an example, if medication is 

received on a Wednesday and the new MAR Sheet starts on the following Friday the 

medication must be booked in on the existing MAR Sheet. All the medication is then 

‘carried forward’ onto the new MAR Sheet when it becomes active on the Friday.  

 For medication that is bought over the counter i.e. that medication that is classed as a 

‘homely remedy’ and has been discussed with a Pharmacist or medical practitioner. 

 All medication that needs to be disposed of needs to be booked out and accounted for. 

The staff member booking the medication out needs to be medication competent. 

 Both prescribed medication and over the counter medicines should be booked out in 

the Returned Medicines Book. This book is provided by Boots the Chemist and needs to 
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be completed by two staff members, one of whom needs to be medication competent. 

 Any prescribed medication i.e. those medicines that have been recorded on a MAR 

Sheet also need to be booked out on the MAR Sheet. 

i). The date it was booked out and left the unit needs to be annotated on the MAR Sheet 

in the box titled ‘returned:destroyed’. 

ii). The quantity of medication being booked out needs to be annotated on the MAR 

Sheet in the box titled ‘quant’. 

iii). The staff member booking the medication out should initial the MAR Sheet in the 

box titled ‘by’. 

 All controlled drugs also need to be booked out in the YP’s Controlled Drugs Register, 

this needs to be done by two staff. One of these staff needs to be medication 

competent.  

 

STORAGE 

 All medication must be stored in a locked cabinet including creams, lotions and 

ointments. This includes any medicines the young person is self-administering. Insulin 

and other medications which require refrigeration must be kept in a lockedfridge.  

 Under no circumstances should any medication be kept out of a safe or fridge, either 

in the unit medication room or in a young person’s bedroom.  

 The keys to the storage area and fridge must be kept in a locked key cabinet. Under no 

circumstances must young people or any unauthorised person have access to the unit 

medication cabinet/fridge.  

 Do not keep anything other than medicines and water in the medication fridges. 

 The room temperature where medications are stored should not be above 25
0c

, and 

medication fridge temperatures should be 2 – 8
0c

. Room thermometers are situated in 

the home in the allocated room for medicine administration. Each medication fridge has 

a temperature gauge.  

 Temperatures are checked at each 4-weekly medication audit. 

 Controlled drugs are kept in a separate locked safe. This safe is within a locked cabinet 

in the storage area.   

 Date all ointments, lotions, creams and liquid medication with the date opened. The 

blister packs will need to be dated with their start date. P.R.N medicine blister packs 
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need a “do not use after” date recorded. 

 All tablets once in blister packs have a lifespan of only two months.  

 Unless otherwise directed the general guidance for expiry dates for topical medications 

are: 

 Jars – discard one month after opening 

 Tubes – discard three months after opening 

 Eye drops and eye ointment – discard four weeks after opening. 

 Liquids that are secondary dispensed – discard two months after the          

 date of opening  

 Store all tubes of cream and any un-blistered tablets in their original box,          

and keep liquid bottles clean. 

 Please keep all your unit medication cabinets and fridges clean and tidy. After 

administering medicines, please leave the area as you would wish to find it. 

. 

DOCUMENTATION – Prescribed drugs 

 All prescribed medication must be administered in accordance with the directions from 

the consultant/G.P, which is printed on a MAR sheet. (Medication Administration 

Record). When active, they are filed in the young person’s individual medication folder. 

At the end of the 4 weekly medication cycle, the MAR sheets are audited then filed in 

the units MAR sheet folder. 

 All the required information for administration is on the front of these sheets, with a 

section on the reverse side for explanations of any errors, changes, administrations 

when going out, refusals etc. Please take time to check the details of any changes to the 

prescriptions before administering, especially if you have been away on holiday, or you 

have not administered a particular medication before. 

 Only Prescribed drugs can be administered on a MAR sheet.  

 It is a legal requirement that a MAR sheet be signed immediately after the medication 

has been administered. 

 Check carefully that you write your initials in the administration box for the medication, 

time and date that you have actually administered. 

 Each young person who has controlled drugs prescribed will have their own Controlled 

Drugs book, each drug being recorded on a separate page. 

 Liberty Lodge uses the controlled drugs books as a stock control book for the total 
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amount of that drug, for that young person, stored in the cabinet at that time. 

 The book should be kept with the young person’s individual medication folder in the 

medicine cabinet. 

 Whenever there is stock in the cabinet, a daily record must be made in this book, 

whether medicines are administered or not. 

 Both documents should always be completed in black ink. Under no circumstances 

must pencil be used. Do not scribble out entries either on a MAR sheet or in a 

Controlled drugs book. A mistake should have a diagonal line drawn through it and then 

be initialled by the staff member correcting the mistake. 

 There should be no blank spaces from previous days on the MAR sheet or in the C.D. 

book. 

 MAR sheets and Controlled Drugs books are legal documents, and should be kept for a 

minimum of 8 yrs for adults and 25 yrs for children/young people. 

 

PREPARATION 

 You must be medication competent to administer medications.  

 Ensure you are fully aware of Liberty Lodge’s current guidelines on the administration 

and documentation of medicines, and your responsibility to adhere to it. 

 Check the young person is available to receive their medication. 

 Wash your hands or use the antibacterial gel provided. 

 Ask people to leave the office/medication room if they are likely to distract you as they 

are a potential risk factor. 

 Ensure you have the following equipment ready before you start the procedure: 

o Clean medication pots for liquid medicines, and correctly labelled medication 

administration bottles, stating the person’s name and the prescribed time for 

tablets 

o Enough cups of water 

o A black pen 

o Tissues 

o The young person’s current MAR sheet, controlled drugs book, correct internal 

documents. 

 Rewards (if appropriate) 
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ADMINISTRATION PROCESS – Standard prescribed drugs 

 TAKE YOUR TIME AND CONCENTRATE 

 Administer to ONE young person at a time 

 Follow the Five Rights - Check the information on the MAR Sheet carefully:  

 

 Right person 

 Right medication 

 Right time and date 

 Right dose 

 Right route 

 

 Check if there are any specific requirements before the medication is given,i.e. with 

food, on an empty stomach. 

 Check that the pharmacy label on the blister pack, bottle, tube or pack reads the same 

information as the MAR Sheet.  If there are any discrepancies or uncertainties, seek 

advice prior to administration (i.e. pharmacist, GP, unit manager). 

 Without touching the medication, dispense the tablet / capsule for the correct day of 

the correct week from the blister pack, into a plastic administration cup or bottle. 

Shake bottles of liquid medication before pouring, and measure accurately using a 

marked 5ml spoon, syringe or clear plastic medicine pot. 

 Before leaving the room, ensure all medication is returned to the correct medication 

cabinet and all cabinets are locked. You are responsible for the medication and it must 

not be left out unattended. 

 Give the medication to the right young person, observing carefully and always offering 

them a drink of water. Encourage the young person to drink a full tumbler of water to 

prevent oesophagitis from any irritant effect that some medicines can have, and to 

increase the likelihood that the tablet/capsule has been swallowed. 

 It is a legal requirement that the MAR sheet be signed immediately following 

administration. Under NO circumstances sign the sheet until you have witnessed 

medication has actually been administered(i.e. swallowed, applied or inhaled). 

Failure to sign the MAR sheet constitutes an error. 

 Throw the medication cup away 

 Continue onto the next young person’s medication (if applicable.) 
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 When all medicines have been administered, double check that the MAR sheets have 

been signed correctly. 

 Return all equipment, i.e. bottles, pots, etc, clean and dry, to the correct medication 

cabinet, and the keys to the medication key safe.  

 Ensure you leave the room tidy, putting all documentation away ready for the next 

administration time. Please leave the room for others as you would wish to find it 

yourself. 

 

ADMINISTRATION PROCESS – Controlled Drugs 

 Controlled drugs must be stored in a locked safe within a locked cabinet, separate from 

other drugs.   

 Whilst the same general administration process applies, there are additional 

procedures which must be followed in relation to Controlled Drugs as follows: 

 

 

 Two staff are required to be present throughout the entire process of administering 

and recording controlled drugs.  The administering staff MUST be medication 

competent, the witness staff need not be (but it is preferable).  Both must be staff 

members of Liberty Lodge. 

 Every young person’s prescribed controlled drugs will have a MAR sheet and their own 

controlled drugs book for the documentation of administrations. 

 Before administration the two staff members must count the tablets in the pack and 

ensure the total corresponds with the recorded balance in the controlled drugs book. 

N.B Remember your controlled drugs book record is a stock balance of how many of 

those tablets are in the cabinet for that young person at any one time. There may be 

additional tablets enveloped for return to pharmacy included in the balance. Any 

discrepancies must be reported to the unit manager/deputy manager immediately. 

 Providing the balance is correct, the medication can be dispensed out of the blister 

pack into the correctly named and timed bottle. It must then be signed out of the 

controlled drugs book, adjusting the balance. The administrator should sign the “given 

by” box, and the witness signs the “witnessed by” box. N.B. If the medication is refused 

and needs to be enveloped for safe disposal at pharmacy, it must be recorded back into 

the controlled drugs book, and the envelope kept in the controlled drugs safe. 

 The two staff members must then be present whilst the medication is being 
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administered to the young person. 

 Once the medication has been successfully administered, the two staff members must 

sign the MAR sheet. Both signatures should be in the one administration box for that 

time and day, the administrator signing first, and the witness signing below. 

 Any discrepancies in stock balance or documentation of controlled drugs must be 

reported to the unit manager/deputy manager immediately. 

 

ADMINISTRATION PROCESS – Topical and invasive drugs 

 When administering other medications, i.e. eye drops, ear drops, creams and ointments, 

the same general administration procedure applies. All topical and invasive medications 

must be dated when received, and when opened. 

 Wear disposable gloves when applying creams, ointments and eye-drops.  Creams and 

ointments must be applied sparingly unless otherwise directed.  It may be necessary 

to clean the area first to remove residue of the previous application using disposable 

wipes. Read the patient information leaflet prior to applying any topical preparation.  

If instructions are unclear obtain advice from the GP or pharmacist. 

 When a young person is prescribed eye drops/ointment they are frequently given two 

tubes/containers; one for each eye to prevent cross infection.  Clearly mark which is 

for the right eye and which is for the left and ensure this is followed for the duration of 

the treatment. Tilt the head backwards, gently pull down the lower eyelid.  Put the 

correct number of drops inside the lower lid or squeeze half an inch of ointment inside 

the lower lid without touching the eye.  Close the eyes and wipe away any excess with 

a clean tissue. 

 For ear drops, tilt the head to bring the ear uppermost.  Gently pull the earlobe 

backwards to open up the ear canal.  Put the correct number of drops into the ear.  

Do not push the dropper into the ear.  Encourage the person to remain in the same 

position for a couple of minutes to allow the medication to drain into the ear.  Repeat 

with the other ear if necessary.  

 For nose drops, tilt the head backwards and put the correct number of drops into each 

nostril.  Encourage the person to remain in the same position for a couple of minutes 

to allow the medication to drain into the nasal canal. 

 The use of inhalers relies on the person being able to use them properly themselves.  

It may be necessary to use a compliance aid (spacer) and/or if the individual is unable 

to inhale deeply enough for the medication to be of any benefit.  If someone is 

experiencing difficulty in using inhalers then advice will be sought from the Asthma 
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Specialist nurse at the G.P. surgery. Ensure the mouthpieces on inhalers are kept clean.  

Shake the inhaler before it is given and ensure the person has the correct number of 

pumps.  If it is a steroidal inhaler encourage the person to rinse their mouth out after 

use.   

 Any routine injections and vaccinations will be given by a local practice nurse.   

 If a person is prescribed adrenalin which is given as an injection for the treatment of 

anaphylactic shock, or emergency medicines for Epilepsy, then staff will be trained in its 

use and will receive refreshers as appropriate.  

 

 

ADMINISTRATION - Short courses of prescribed drugs 

 From time to time a young person may also have a short course of prescribed 

medication i.e. for illness or injury. This will usually be antibiotics, analgesics, topical 

creams, eye or ear drops. 

 Ensure you clarify with the doctor, practice nurse or pharmacist the details for 

administration i.e. before or after food, the number of days, the number of times a day 

and the specific times prescribed to be administered. 

 It is the responsibility of the member of staff accompanying the young person to that 

appointment to ensure the prescribed medicine is obtained from pharmacy, (whenever 

possible please use Boots the chemist, Ipswich, where a printed MAR sheet will be 

provided).  

 The medication should then be booked into the unit using the MAR sheet. If you were 

unable to obtain a printed MAR sheet, the medication should be either booked onto 

the young person’s current MAR sheet, or a blank MAR sheet if that young person 

doesn’t have on-going medications/ their current MAR sheet is full.  

 A second and preferably senior staff member should check that you have booked the 

medicines in correctly, and counter sign the MAR sheet to confirm. Please monitor the 

effectiveness of the medicine and review as required. 

 To administer,follow the administration process for standard prescribed drugs. 

 

ADMINISTRATION PROCESS- P.R.N. medicines 

 Prescription (prescribed) Requiring Need medicines - medications that have been 

prescribed for a young person for specified situations, i.e., a short term course of pain 

relief following an injury or illness, a reliever inhaler for asthma when a young person 

gets wheezy or tight chested and breathing has become difficult, or sometimes for life 
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threatening situations, i.e., emergency medicines for Epilepsy or severe Anaphylactic 

reactions.  

 Any emergency medication should have a written drawn up protocol from the young 

person’s consultant as to how and when to administer. 

 P.R.N. medicines are not required all the time, and there are some differences in 

documentation procedures which must be followed in relation to P.R.N. drugs as 

follows: 

 For a short term course of P.R.N medication - there will be specific times identified on 

the MAR sheet when the medicine is to be offered. If a young person does not need the 

medication at that time you should record an “N” code in the administration box on the 

front of the MAR sheet for that time. If however, it is required, you should sign the 

administration box for that time. 

 For reliever inhalers or emergency P.R.N. medication - it is rare that they will be 

required, but if they are, it could be at any time throughout the day. When they are 

required, please record a “G” code in the administration box on the front of the MAR 

sheet for the time nearest to when they were administered, and on the reverse of the 

MAR sheet record the reason why it was administered, i.e. “following prolonged 

epileptic seizure”, “following difficulty in breathing”, etc, “medication administered at, 

for example, 10.30am”. In the results column you then record “administered” and sign 

in the signature box. When these medications are not required, you record an “N” code 

on the front of the MAR sheet. 

 N.B:Staff working with young people who have severe Epilepsy or severe allergy will 

have to attend separate training session’s specific to these conditions, and given 

guidance on the administration of the emergency medicines. 

 The only time you use the “N” code is when documenting P.R.N. medicines. 

 

REFUSED MEDICATION 

 Every young person has the right to refuse their medication. Any refusal must be 

documented on both the front and back of the MAR Sheet. In the event of a refused 

controlled drug, it must also be identified in the young person’s controlled drugs book. 

 If the medication is refused prior to it being removed from the blister, the code‘’A’’ 
should be recorded on the front of the MAR Sheet in the correct administration box.On 

the reverse of the MAR sheet, you should record all the details of the medication; name, 

dose, time, etc, and identify “offered but refused”. “Not taken” should then be recorded 

in the results column, and your initials in the signature box. (Please offer the medicine 



 

Updated December 2019 15 

 

up to three times before recording as refused.) 

 A red/orange dot should be placed on the blister pack/s window/s identifying that the 

medication was refused. 

 If the medication has been removed from the blister and is in the administration bottle 

when it is refused, after having been offered at least three times, the code“E’’ should be 

recorded on the front of the MAR Sheet.  If you return the medication to the cabinet 

with the intention of offering again in 10 minutes, it must be in the correctly named and 

timed bottle, and should be you administering it. N.B. In the case of a controlled drug, 

you must sign it back into the cabinet via the controlled drugs book, then out again 

when you re-offer it. 

 If it is again refused and you know the young person will not take it, seal the refused 

medication in a small brown envelope, write the person’s name, name and dose of the 

medication, the date and time refused, your name and signature, and place in the box 

labeled for Return to Pharmacy in the medication cabinet. 

 If the young person agrees to take it after two or three times of offering, then record 

the medication details on the reverse of the MAR sheet, and record “ offered 

twice/three times” and in the results column write “taken”. 

 If they adamantly refuse the medicine, then record on the reverse of the MAR sheet as 

for the code “A” procedure but also record that the medication has been “enveloped for 

safe disposal at pharmacy”. 

 If there are any concerns for the effects of the missed dose the G.P. and/or the 

prescribing doctor must be contacted for advice. 

 N.B: Young people who habitually refuse their medication should be referred back to 

their G.P/Consultant as applicable for review of the medication in question.The 

G.P./Consultant may give verbal advice to discontinue the medicine over the telephone. 

If this is the case, then written confirmation must be received from them and filed. Staff 

should record an Incident form re the conversation, and also record this on the reverse 

of the MAR sheet. The medication can then be discontinued on the front of the MAR 

sheet too. 

 

 

GOING OUT - MEDICATION TAKEN OFF SITE TO BE ADMINISTERED AT THE PRESCRIBED TIME 

If a young person is prescribed medication to be taken at a time they are on an activity, the 

following procedure should be followed: 



 

Updated December 2019 16 

 

 The member of staff taking the young person out must be medication competent in 

order to administer the medicine. They should place the medication into a brown bottle, 

with the young person’s name, name and details of the medicine, and the time it needs 

to be administered clearly recorded on the front. 

 On the front of the MAR sheet, record the code “G” in the administration box for the 

correct administration time that you will be out. 

 Document on the reverse of the MAR sheet the date, the actual time medication was 

taken off site, the name of the medication and the dose and your initials. Record “taken 

out on school activity” or similar. 

 On your return, record in the results column on the reverse of the MAR Sheet that the 

medication was ‘administered as prescribed’. Note the time and your initials. 

 If the medication was refused or not taken for any reason, document this on the reverse 

of the MAR sheet in the result column, write your initials and follow the procedure for ‘a 

refused’ or ‘missed dose’, with a brief explanation. This may also require an Incident 

Report. 

 If a young person is prescribed medication to be given at a time they are regularly out 

on an activity this should be discussed with the prescribing doctor to see if the 

prescribed administration time can be altered. 

 N.B: You should not take out any young person who needs medication during the time 

you’re out if you are not medication competent. 

 

DROPPED/DAMAGED MEDICATION 

If medication is dropped it becomes at risk of being contaminated. If medication is damaged it 

becomes a risk due to the active ingredients being damaged/contaminated, and the full benefit 

of the medicine cannot be guaranteed. 

 In either case, the medicine cannot be administered, and should be sealed in a small 

brown envelope with the person’s name, the name and dose of the medication, the 

prescribed time and the date, with your name and signature.  Place in the box in the 

medication cabinet labelled“ Damaged - Returns Medication”. 

 Give the last dose of medication in the blister pack as prescribed. (Usually Thursday 

week 4 tablet if blistered). 

 On the front of the MAR sheet record a “G” code, then on the reverse complete all 

details of the medicine; name, dose, time, etc, and record “Tablet from Thursday week 4 

administered due to original dose being damaged. See incident report””. Record 
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“Taken” in the results column. 

 Inform the unit manager so he/she can contact the G.P. to request a replacement dose. 

 Complete an Incident report form.   

 Do not pick up damaged/ broken tablets from the floor without wearing gloves, using a 

paper tissue or the like. You may be allergic to an ingredient in the medication that you 

aren’t aware of. 

 If part of a liquid medication has been spilt, ensure this is thoroughly cleaned up. Please 

wear gloves for this task. 

 N.B: If, and ONLY if the tablet is dissolving or so damaged that it cannot be enveloped 

for disposal, you may dispose of it by flushing it down the STAFF toilet. Under NO 

circumstances use the young people’s bathroom facilities for this purpose. Do clean 

the toilet thereafter with a suitable product and flush again, to clear any excess residue. 

 

FOUND MEDICATIONS 

 Any found medication is to be sealed into a small brown envelope. Do wear gloves to 

pick up the tablet, or use a tissue. You may be allergic to an ingredient in the medicine. 

Write the date and time found, where it was found and by whom.  Give a description 

i.e. round, white, scored tablet. Place in the box in the medication cabinet in the units 

“returns” medicines box. 

 Complete an Incident report form. Ensure the unit manager is informed. 

 

MEDICATION ERRORS AND DISCREPANCIES 

 Administering medication as prescribed in accordance with procedure is an expected 

requirement. Of course it is recognised that errors can happen and it is vital that a staff 

member should be open and honest should they make an error with someone’s 

medication, in order that the young person can receive the appropriate care and 

attention. 

 We have a legal responsibility and duty of care to ensure ALL medicines are 

administered as prescribed, and the required documentation completed accurately. This 

applies equally to any prescribed and non-prescribed topical, oral and inhaled 

medicines. 

 It is extremely important therefore that when medication is, for whatever reason, not 

administered as prescribed, this is clearly documented, the appropriate people are 

informed, medical advice is sought as necessary and the action taken is accurately 

recorded. 
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Medication errors/discrepancies include: 

Medication not signed for: 

 For any previous dose of medication not signed to confirm given as prescribed,  enter 

the code ‘’G’’ on the front of the MAR Sheet and on the reverse of the sheet record the 

relevant information, i.e. date and time noted, date and time of dose not signed for, 

write that the blister was empty and your initials. Inform your unit manager/deputy 

manager. 

 Complete an Incident report form.  

 

Medication not given as prescribed: 

 For any previous dose of medication still in the blister pack without any explanation 

documented on the MAR Sheet, enter the code “G’’ on the front of the MAR Sheet. 

Record your findings on the reverse of the MAR sheet, i.e. write the name and the dose 

of medication, the date and time it was prescribed to be given, the date and time noted 

and your initials.  Place a sticky red/orange dot with the letter ‘’G’’ written on it onto 

the blister containing the medication you have identified not to have been given as 

prescribed. 

 Inform the unit manager/deputy manager as soon as possible so that appropriate action 

may be taken or further medical advice sought as necessary.   

 Complete an Incident report form.   

 If you are certain that that particular dose was missed, document this on the reverse of 

the MAR Sheet, i.e. ‘’confirmed as missed in error’’ or “Unable to be given due to young 

person having consumed alcohol”, “young person absconded and not returned when 

medication due”, etc, and write your initials. 

 Obtain advice from the G.P. or pharmacist regarding the missed dose.  Establish if it 

would be advisable to administer the missed dose late or whether the next dose should 

be given earlier than the usual prescribed time. 

 Complete an incident report and include the above information in the report, stating the 

name of the doctor or pharmacist giving the advice. 

 

Medication signed for but still in the blister pack: 

 If a dose of medication is signed for as having been administered but found to still be in 

the blister pack, DO NOT presume it was signed for in error, and has not been given. 
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 Write the code‘’G’’ on the front of the MAR Sheet below the signature in question, 

avoiding a space that would refer to a different identified timed dose. 

 Record the details as observed on the reverse of the MAR Sheet i.e. date and time 

noted; date, time, name and dose of medication still in blister; confirm that the ‘’MAR 

Sheet was signed but medication still in blister’’. 

 Inform the unit manager/deputy manager immediately so they can investigate to 

confirm with absolute certainty, with the member of staff noted to have signed the MAR 

Sheet directly, that an error was made in signing and there was no medication actually 

administered. 

 Complete an Incident report form.  

 

Other medication errors include: 

 

 Signing the MAR sheet in the incorrect administration box, or using the incorrect codes 

on the MAR sheet as this could show that a medication was not taken when in fact it 

was, or vice versa. 

 Failure to complete any necessary details on the reverse of the MAR sheet as required, 

i.e., when going out, refused medications, medication changes directed from the 

prescriber. 

 Failure to complete the C.D. book when administering controlled drugs. 

 Failure to check the stock balance of a young person’s controlled drugs while they are 

away; (if there are stock in the cabinet). 

 Failure to complete any internal medication document as required. 

 If a member of staff makes an error they will have an opportunity to discuss this with 

their line manager in order to identify what went wrong and how to prevent it 

happening again. A note of this meeting and any follow-up action for staff will be 

documented on a file note and kept in their personal file. 

 If a member of staff makes persistent errors, formal action will need to be taken which 

may include suspension from carrying out the medication procedure until retraining has 

been carried out. This will either be attending the Boots or in-house course again, or 

training on a 1:1 basis as deemed appropriate. The decision may also be made to invoke 

the disciplinary procedure. 

 Ensure you are familiar with the disciplinary policy and procedures.  
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DOCUMENTATION – Non – prescribed drugs 

All other medicines have different internal documentation for their administration. The Internal 

medication documents we use are: 

 Home leave sheet 

 Organised holidays sheet 

 Paracetamol stock control sheet 

 Throat Lozenge and linctus stock control sheet 

 Non-prescribed medication sheet 

As with MAR sheets and Controlled drugs books, the rules for black ink and no “scribbled out” 

entries apply to all our internal documents. 

 

HOME LEAVE DOCUMENTATION 

 When a young person goes for home leave, a stay in hospital, or a stay in police custody, 

it is important that their required medication goes with them. A home leave form is 

used in all three mentioned examples, as the responsibility for the medication is being 

transferred to someone outside of Liberty Lodge. 

 The approved method for transferring medication is for the whole blister pack to be 

taken as this removes the risk of an error being made by removing medication from the 

container (i.e. the blister pack) the pharmacist has dispensed the medication into. We 

are neither qualified nor licensed to dispense the medicine into separate containers for 

periods such as home leave, and would therefore be personally totally accountable for 

the effects of any errors.  

 If, for an individual young person taking the whole blister pack is not assessed to be safe 

practice, then for “planned” home visits, alternative arrangements should be made with 

the pharmacy and GP if possible, to have the required amounts of prescribed 

medication appropriately dispensed into weekend leave blister packs.  

 When booking out medicines for home leave, two members of Liberty Lodge staff, one 

of whom is deemed medication competent must be involved in the process, even if they 

do not include controlled drugs. Both staff must count the amounts of each medication 

going out from the unit and record it on the home leave sheet and on the reverse of the 

MAR sheet, signing both documents.  

 If the medicines include Controlled Drugs, staff need to remember to book the tablets 

out from the controlled drugs book for that young person.  

 While the young person is away, please store the home leave sheet in that young 
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person’s individual medication folder. (The police/hospital staff may want a copy for 

their records. Do get any copies signed as well as the original.) 

 On their return, the amount of returned medication should be counted and recorded 

then signed for on the home leave sheet, by two staff members.  

 If the amount returned is correct, identify this on the MAR sheet by putting a code “G” 

below the last “D” code identifying home leave period, and record on the reverse 

“medication balance correct on return from home leave”. 

 If the amount returned identifies that not all the medication has been administered 

whilst away, a “G” code should be written below the last “D” code identifying home 

leave period, and an entry on the reverse of the MAR sheet should be made recording 

the difference in balance for each medications discrepancy. 

 Complete an Incident report and inform the unit manager/deputy manager. 

 N.B: Do not send tablets in a brown envelope/ brown medicine pot to the hospital or 

police station. If the medication isn’t in the original blister pack/bottle etc, they cannot 

administer it. 

 Ensure you always have sufficient medication supplies for the entire home leave period. 

In the event of any unplanned home leave, exclusion from school, contact the G.P and 

Boots MDS team as soon as possible to order and additional required medicines. 

 

ORGANISED HOLIDAYS 

 There is a separate form especially for booking out the medications for organised 

holidays. Although similar to the home leave sheet, the responsibility for the medicines 

stays with the homes staff as opposed to an outside agency. 

 Two staff members should count and book out the required medicines onto the form. 

The amount must also be recorded on the reverse of the MAR sheet on the day the 

young person goes on holiday. The senior staff member of the holiday group should 

then sign the form after agreeing that the amount recorded is correct. 

 The form is filed in the young person’s individual medication folder for the duration of 

the holiday. 

 The original MAR sheet MUST remain at the young person’s unit. For the purposes of 

signing administrations whilst away, the staff must use a photocopy of the current 

sheet. 

 On return from holiday, the medicines should be booked back into the unit on the 
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school holidays sheet and on the reverse of the MAR sheet. Any discrepancies in balance 

should be noted on the back of the MAR sheet, and on an Incident Form. 

 The senior staff member on the school holiday must take responsibility for the 

medicines, and ensure they are safely stored, administered and documented whilst 

away. 

 

NON-PRESCRIBED MEDICATIONS 

Any of Liberty Lodges medication competent staff members may administer only 3 medicines 

without prior consultation with a doctor, nurse, pharmacist, etc: 

 

Paracetamol  Honey & Lemon Linctus  Throat Lozenges 

 

NOTHING ELSE AT ALL! 

 

ADMINISTRATION OF PARACETAMOL FOR MILD TO MODERATE PAIN 

 Paracetamol is a potentially very dangerous drug, and considering we are able to 

administer it without any direction from a qualified medical practitioner, all 

administrations and documentation relating to the administrations MUST be 

communicated and recorded accurately. 

 Paracetamol may be administered for mild to moderate pain i.e. headaches, cold 

symptoms and menstrual pain, using the young person’s individual non – prescribed 

medication sheet, kept in their individual medication folder. 

 

 

Guidelines on Dosage 

 Under 12 years:   1 x 500mg paracetamol only, no less than 4 hours apart and no 

more than 4 tablets in 24 hours. (Pediatric dose). 

 

 Over 12 years:   can be 2 x 500mg paracetamol, no less than 4 hours apart. 

 If a young person is deemed to be over 12 years, but his/her body size and weight is 

small for their age, then it is recommended that only a pediatric dose is given initially. 

 

 If a young person is under 12 years, but their body size and weight is in excess of their 

years, you CANNOT administer the adult dose. 

 If a young person requests paracetamol for pain relief, try to obtain as much 
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information as possible as to the exact site, intensity and duration of the pain. 

 Before administering, consider whether or not they actually need to take paracetamol – 

there may be a number or reasons why they are making the request, not eaten or had a 

drink and are dehydrated/blood sugar is low, anxious about their impending review the 

next day (for example), just recommending to sit quietly for 20 minutes, having some 

talking time, may be enough.  

 Prior to giving any paracetamol check the young person’s MAR Sheet or 

“Non-prescribed Medication Sheet’’ carefully to see when paracetamol was last given.  

A minimum of 4 hours must have passed between doses. 

 Read the patient advice leaflet for clarification as to the recommended dose, maximum 

number of doses advised in 24 hours and any known possible side effects or 

contra-indications with their other on-going prescribed drugs. 

 Check the expiry date on the box prior to administration. 

 If paracetamol has been prescribed by the doctor on a P.R.N/as required basis, you 

dispense the prescription tablets, and record the administration,signing on the front of 

the MAR Sheet. Clearly document the exact time and dose administered, the reason and 

your initials on the reverse of the MAR Sheet.Do not use the internal paperwork or the 

stock tablets. 

 If the young person has not been prescribed P.R.N. paracetamol by the doctor then the 

“Non-prescribed Medication Sheet’’ must be completed, and stock tablets administered. 

 N.B:Please remember to check and complete the Paracetamol stock control chart 

before you administer the tablets to adjust your unit stock balance in the cabinet. 

 Record on the young person’s daily record sheet that they have had some stock 

paracetamol, and communicate it verbally at handover periods, identifying the time of 

the last dose. 

 After a suitable period for the medicine to take effect, you must go and check how the 

young person is feeling, and note in the “effects” column on the reverse of the MAR 

Sheet, or on the non –prescribed medication sheet, as applicable, to monitor the effect 

of the tablets. Note the time and initial clearly. 

 If the paracetamol is ineffective seek advice from the G.P (or out of hours system). 

 If symptoms persist for more than 24 hours or the pain becomes worse, seek advice 

from the G.P.  Cold symptoms and someone’s usual level of menstrual pain may last 

longer than 24 hours, medical advice may be sought if symptoms become severe or the 
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paracetamol is ineffective. 

 If you purchase paracetamol, add to the total on the monitoring chart, note the date 

and initial.  

Honey and lemon linctus / antiseptic throat lozenges: 

 For a slight sore throat, honey and lemon/blackcurrant antiseptic throat lozenges, or for 

a tickly cough honey and lemon cough linctus may be given for their soothing effects. 

 Read the patient advice leaflet for clarification as to the recommended dose, maximum 

number of doses advised in 24 hours and any known possible side effects or 

contra-indications with their other on-going prescribed drugs. 

 Check the expiry date on the box/bottle prior to administration. 

 Both medications must be recorded on the young person’s individual non-prescribed 

medication sheet, and as with paracetamol, the effects column must be completed after 

a suitable period for the medicine to take effect to monitor the effect. 

 N.B: With the lintcus and throat lozenges, please remember to check and complete 

the Stock Control Chart before you administer the tablets to adjust your unit stock 

balance in the cabinet. 

 

Any other medication must be prescribed by a Doctor. 

 

Morning after pill 

 

 Due to the complexities of administering the morning after pill i.e. dosage, side effects 

and other conditions that may be affected it is not appropriate for the home to hold a 

stock of this type of medication. 

 Staff should discuss the issue with the YP as soon as possible and try to ascertain when 

sexual contact took place as this has a bearing on the effectiveness of the pill. 

 Arrangements then need to be made asap to get the YP to see a medical practitioner 

such as a pharmacist, or if necessary a Doctor to seek further advice and the pill 

prescribed if necessary. 

 Staff should consider the possibility of discussing other related issues with the YP if 

necessary, such as conducting a pregnancy test, the dangers of unprotected sex etc.  

. 

YOUNG PEOPLE SELF MEDICATING 

 Self-Medicating is an important step forward for young people aiming towards more 
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independence, and a necessary life skill for those who are moving on to independent 

living when they leave Liberty Lodge. It must however be individually risk assessed, as 

not all our young people are sufficiently responsible or have the necessary skills to 

manage medicine administration without support.  

 It must first be risk assessed and the rationale clearly documented, a copy of which will 

be kept in the young person’s medication section of their Main File and reviewed 

monthly. As part of the risk assessment the young person should have a basic 

knowledge of the medicines he/she is taking, with a patient information leaflet outlining 

details of what the medicine is for, how to take it, any side effects, and what to do in the 

event of a missed dose/overdose. 

 Parental/local authority consent must be documented, if appropriate, and a contract 

with the young person signed by them and registered manager put in place. Copies of 

this should be kept in the young person’s medication folder and a copy given to them. 

 The young person should start with a trial period of 2 - 4 weeks where he/she has to 

come and ask for their medicines at the correct dosage time. The success of this stage is 

documented and dependent on when the young person moves on to stage 2.   

 At stage 2 they will have their own locked medication safe in their room, which is 

secured to the wall and used only for the storage of medicines. This safe will have a 

code for opening and a key in the event of battery failure. Another key will be kept in 

the staff office. Again, for a period of approximately 4 weeks, they will self-administer 

and record this on a photocopy of their MAR sheet. The staff will check this with them 

on a weekly basis. A record should be made on their original MAR sheet that they are 

self-medicating. 

 Once both the young person and the unit staff and manager feel that they are confident 

and competent to self-administer, the young person no longer needs to continue 

keeping a copied MAR sheet, but staff must continue to identify on the original that the 

young person is self-medicating by recording the code “F” in the daily administration 

boxes. 

 Staff need to check the young person’s medication cabinet on a weekly basis, with the 

young person present, to monitor compliance with therapy. Please record these checks 

on the reverse of the MAR sheet. 

 The young person has the right, at any time to come off self-administering if either 

he/she or the manager of their unit deems, for any reason, it is not suitable in meeting 

their current needs. 
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MISCALLANEOUS 

 Any aspect regarding the safe storage, control and administration and documentation of 

medication which staff are unclear about must be discussed with the unit 

manager/senior staff member, prior to administering any medication.  

 

 

 

 

 

 

 

 

 

  

         Please sign to confirm you have read this medication procedure. 

 

NAME DATE SIGN 
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