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1 Introduction 

1.1 Guidance statement  
 
This role of this policy is to ensure an effective governance framework is in place at this 
organisation to help support and uphold safe systems for the administration, prescribing and 
disposal of all medicines.  
 
The effective management of medicines helps to promotes safe, cost-effective prescribing 
and outlines legal requirements. This also helps to reduce the risk of medicines related 
incidents. This Medicines Management policy is designed to be used in accordance with 
safe, effective practice and requires the action by all individuals within this organisation. 
 

1.2 Status 
 
In line with Equality Act 2010, this organisation has considered how provisions within this 
policy might impact different individuals and groups.  
 
This document and the procedures contained within are not contractually bound therefore 
may be changed, modified, withdrawn and amended at any time, including before the stated 
review date.   

2 Prescription management 

2.1 Prescription security 
 
This organisation will adhere to and complies with the NHS Counter Fraud Authority (NHS 
CFA) guidance on the management and control of prescription forms while meeting the 
expectations detailed in the Care Quality Commission (CQC) GP Mythbuster 23: Security of 
blank prescription forms.  
 
Prescribing for patients in a community setting will often occur via electronic prescribing 
methods however there may be a necessity at times to prescribe on FP10 prescription 
forms. These FP10 forms can be taken (in person) by a patient or authorised personnel to a 
community pharmacy for dispensing. Whilst the use of these prescription forms allow the 
patient/ authorised personnel to choose which pharmacy they obtain their medication from, 
they are a form of controlled stationary. As such FP10 forms must be managed safely, 
securely and effectively. Inappropriate use may impact the CCG financially and be a cause 
of clinical concern 
 
Advice for prescription management: NHS CFA aide-mémoire  
 
This prescription security sub-policy is intended for the following roles/settings: 

• Medical prescribers of medicines (i.e. doctors, nurses, pharmacists and supplemen-

tary prescribers) 

• Pharmacy technicians 

• Practice Manager(s) 

• Staff who manage and administer FP10s 

• Controlled drugs accountable officers (CDAOs) 

https://www.legislation.gov.uk/ukpga/2010/15/contents
https://cfa.nhs.uk/fraud-prevention/fraud-guidance#controlPrescriptionForms
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-23-security-blank-prescription-forms
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-23-security-blank-prescription-forms
https://cfa.nhs.uk/resources/downloads/guidance/Aide-memoire_for_practice_managers.pdf
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• Organisation management 

• Accountable officers in the Integrated Care Board (ICB) 

• Care Quality Commission (CQC) 

• Professional accounting bodies for prescribers 

• Local Counter Fraud Specialists (LCFSs) 

• National Health Service Business Service Authority (NHSBSA) 

 
A template for a prescription log can be found at Annex A.  
 
 
Prescriber’s responsibilities 

1- Will only use the FP10 pads where clinically necessary and will aim to prescribe using 

electronic means where possible 

2- Agree to return any pads they have at the end of the clinic/day for safe and secure 

storage 

3- Agree to sign any individual FP10 pads they receive and return any that they no longer 

require to their manager who then then pass the unsured part or whole prescription 

pad to the NMP lead, directly to the NMP lead or to an authorised member of staff if 

appropriate. 

4- When they leave the practice/ PCN, will ensure any pads in their possession are re-

turned to their manager who will then pass the unused part or whole prescription pads 

to the NMP lead, directly to the NMP lead or to an authorised individual. 

5- Are responsible for the safekeeping of any prescriptions in their possession 

6- Must ensure a record is kept of all prescriptions that they issue and what they write on 

patient’s records 

7- Report any missing prescriptions immediately 

8- Ensure FP10 prescriptions are not left in printers overnight and are securely stored 

9- Are not left in view of public unattended, not left on a desk/ counter which can be easily 

accessed by non-authorised staff members/public 

10- Must not be left in personal vehicles unattended for lengthy periods of time or where 

they may be visible and should ideally be kept on the premises 

11- Adhere to this policy 

12- FP34 – do not print in rooms - suggest an electronic TASK is sent to A3-Pharmacy 

group – who can print LATER and arrange for the initial prescribing individual to sign 

and file accordingly  

Authorised members of staff 
1- Laura Bonanni (Manager) 

2- Lisa Mackin (Manager) 

3- Dilip S. Talwar (Lead Clinical Pharmacist) 

4- Bheema Joshi (Deputy Clinical Pharmacist) 

5- Dr Gowri Sankaran (General Practitioner) 

Line managers of prescribers 
Must inform the Prescribing lead of prescribers under their management who will be leaving 
and those who have left the practice/ PCN. This will allow prescriber’s registers to be kept 
up-to-date, and ensure Prescribing lead is aware of pads that should be returned and/or 
destroyed. - Ensure prescribers have completed all necessary competencies prior to FP10s 
being requested 
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Issuing, ordering and storage 

 
1- Prescription tracker to be kept by recording receipt and distribution of prescriptions 

a. This will be located on TeamNet. Should this service not be available, a paper 

copy will be available in the Pharmacy Office located on the first floor of 

Bridgewater Surgery, in a designated member’s desk: Lead Clinical Pharma-

cist 

2- All staff to be made aware of security requirements and administrative procedures for 

prescription management 

3- Designated non-clinical staff member responsible for ordering, management and re-

cording of prescriptions and maintain all records (for information on designated staff 

member(s), please contact Manager: Laura Bonanni) 

4- Prescriptions pads stored in sequential form so as to ease distribution 

5- Date the delivery/ receipt of delivery 

6- Name(s) and signature(s) of persons receiving stock 

7- Distribution and use:  

a. An entry made in record book by non-clinician responsible for management of 

the procedure 

8- Each clinician has their own section in register to record their form.  

9- Clinical staff not permitted direct access to stored forms 

10- FP10 prescriptions will be stored in a secure and lockable room and housed within a 

lockable cabinet. Access to this will be limited to only the Lead Clinical Pharmacist or 

to Managers 

Ports of contact:  

When a prescriber requires an FP10 or a set of FP10 prescriptions, the following personnel 

should be contacted in the following order:  

1. In the first instance contact should be made with the Lead Clinical Pharmacist to dis-

cuss collection of FP10  

2. In their absence, contact should be made with the Deputy Lead Clinical Pharmacist  

3. In both of their absences, contact should be made with the Practice Manager(s)  

4. In the unlikely event that no personnel is available on a day where a FP10/ set of 

FP10s are required, please email the Lead Clinical Pharmacist for further instruction.  

2.2 Ordering of prescriptions 
 
The FP10 prescriptions for Bridgewater Surgeries are ordered via Primary Care Support 
England (PCSE) by Admin Team Leader, and Lead Pharmacist (as a second-in-line, if 
needed). 
 
Prescription order webpage.  
 
Contact details of PCSE Online: 

- Weblink: https://pcse.england.nhs.uk/services/supplies 

https://secure.pcse.england.nhs.uk/
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- Telephone: 03330142884 
- Email: 03330142884 

2.3 Delivery and storage of prescriptions 
 
Section 4 of the Management and control of prescription forms highlights the process to be 
followed when receiving prescription forms. This process is illustrated in diagrammatic form 
at Annex B. 

2.4  Issuing prescription stock 
 
NHS CFA mandates that General Practices, including Bridgewater Surgeries maintain clear 
and unambiguous records on prescription form stock, distribution and destruction. 
Bridgewater Surgeries will achieve this by ideally recording this on TeamNet using the 
electronic facilities provided by Agilio via the following weblink: 
https://teamnet.clarity.co.uk/e82013/PrescriptionTracker  
 
Alternatively where the electronic prescription tracker cannot be used, the template from 
Annex A will be utilised. Bridgewater Surgeries will make efforts to use electronic records 
where possible and may revert to paper-based records where needed. 

2.5  Security of prescriptions in the community 
 
Prescribers are to adhere to the following guidance: NHS CFA Aide-mémoire for prescribers,  
when travelling in possession of paper-based prescriptions or electronic copies of 
prescriptions to care and nursing homes, on home visits, to other clinic settings/facilities etc. 

2.6 Locums and prescription forms 
 
Bridgewater Surgeries will use the prescription log template stipulated in Section 2.4 to 
record the prescription issued to locums. Unused prescriptions will be returned to the 
nominated individual at the end of the session. 

2.7 Disposal of prescription forms 
 
Aim 

To describe the process for safe destruction of obsolete, unwanted or void FP10 
prescriptions 
 

Scope 
This destruction process is applicable under the following circumstances: 
1- Where a prescriber is no longer under the employment (whether directly or indirectly) 

of Bridgewater Surgeries 

2- Where a prescriber has changed site of employment within the local ICB/ CCG 

3- Where an FP10 has been written in error or contains errors which cannot be 

amended 

4- Where the FP10/ set of FP10 prescribed are no longer required e.g. expired or not 

needed 

 

https://cfa.nhs.uk/resources/downloads/guidance/Management_and_control_of_prescription_forms_v1.0_March_2018.pdf
https://teamnet.clarity.co.uk/e82013/PrescriptionTracker
https://cfa.nhs.uk/resources/downloads/guidance/Aide-memoire_for_prescribers.pdf
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Process  

1- Any destruction of FP10s are to be witnessed by a second member of staff/ suitable 

personnel and recorded on an FP10 destruction form (example listed below). 

2- Record the first and last serial number of each FP10 pad to be destroyed  

3- Sign and record the person witnessing the destruction 

4- Ensure the prescriptions are suitably destroyed e.g. using a cross-shredder, to en-

sure the FP10(s) cannot be used 

5- Dispose of the destroyed material in confidential waste 

6- Witness to sign the form (example of form below) to indicate they are the witness 

7- Prescriptions are not to be put back into storage or taken off site whilst in-tact or legi-

ble 

If a cross-shredder is not available, ensure that the FP10(s) are destroyed by cutting into 
strips/diced using scissors or guillotine or other suitable tools before placing into confidential 
waste. The aim is to ensure the prescription cannot be read, used, amended or filed. 
At least one person (either witness or individual actioning destruction) should be a UK 
registered healthcare professional (e.g. GP, Nurse, Pharmacist etc.). 
 
Further information on safe processes can be found from section 4.23 of NHS CFA 
Management and control of prescription forms document. 
 
Destruction of paper-based prescriptions should be clearly documented electronically where 
possible via https://teamnet.clarity.co.uk/e82013/PrescriptionTracker. If this service is not 
available, this should be recorded on the paper-based record form, which can be found at 
Annex A.1. 

2.8 Reporting prescription form incidents 
Aims 

The describe the process to be followed in the unfortunate event where FP10(s) are missing 

or suspected to have been stolen. 

Scope 

This SOP applies to all members of prescribing and dispensing staff and those who are 

involved with the handling of prescriptions. This does also extend to administrative staff who 

may be involved with patient care. 

Process 

In the unfortunate event that FP10(s) issued to prescribers have been lost or stolen or 

discrepancies in stock identified, this should be reported on discovery without delay to Dilip 

S. Talwar (primary contact) at the earliest opportunity in writing by emailing 

DilipSingh.Talwar@nhs.net or by contacting Laura Bonnani by emailing 

Laura.Bonanni@nhs.net if the primary contact is not available. 

In the unfortunate event that FP10(s) kept in safe storage in the Pharmacy Office have been 

lost or stolen, this should be reported on discovery without delay to Laura Bonnani. 

Care should be taken to first ensure that the discrepancy is not linked with a simple error 

(e.g. incorrect entry of serial numbers or incorrect keeping). If the discrepancy cannot be 

https://cfa.nhs.uk/resources/downloads/guidance/Management_and_control_of_prescription_forms_v1.0_March_2018.pdf
https://teamnet.clarity.co.uk/e82013/PrescriptionTracker
mailto:DilipSingh.Talwar@nhs.net
mailto:laura.bonanni@nhs.net
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resolved in a timely manner, this should be escalated to the primary/secondary contact as 

described. 

When reporting the loss or theft, include as much information as possible. The minimum 

should be recorded: 

• Date and time of loss/theft if known  

• Date and time of reporting loss/theft  

• Place where loss/theft occurred if known 

• Type of prescription stationery  

• Quantity of prescriptions which are missing 

• Serial numbers of the prescriptions missing  

• Name, address, and prescribing identification number (i.e. GMC, NMC, GPhC etc.) of the 
prescriber(s) whose prescriptions are missing  

• Crime or incident report number from the Police 
 
The process for dealing with either the loss or theft of prescription forms is detailed at 
Annex C. Note, this incident response table was sourced from NHS CFA. 

2.9 Prescription form lost by patient 

Should a circumstance arise where a patient is to report they have lost or misplaced a 
prescription, a risk assessment should be undertaken prior to a replacement being issued. 
This will help to gather information pertaining the circumstance to help a responsible clinician 
decide if the reported loss is genuine and not an attempt to commit prescription fraud. If the 
prescription in question contains a controlled drug, then the Controlled Drugs Accountable 
Officer (CDAO) is to be informed to make certain the medication is dispensed to the correct 
patient without incident. 

An example of a risk assessment template can be found at Annex D. 

3 Accountability 

3.1 Clinical staff 
 
All clinicians whom are authorised to prescribe within Bridgewater Surgeries are aware that it 
is the acting clinician who signs for the prescription who will be held accountable should an 
error/ incident occur.  

Prescriptions which are issued following the recommendation of a non-prescribing, i.e., a 
Nurse, Nurse-Associate, Physician Associate, Pharmacist, Pharmacy Technician or allied 
healthcare professional, remain the responsibility of the named, authorised prescriber. 

Clinicians must only prescribe medicines, devices, appliances or dressings when they are 
satisfied that they have sufficient knowledge of the patient’s health, treatment and that they 
are satisfied that the prescription is justified. 

3.2 Guidance 
 
All authorised prescribers at Bridgewater Surgeries are to follow the guidance provided in 
the British National Formulary (BNF) and National Institute for Health and Care Excellence 

https://bnf.nice.org.uk/
https://www.nice.org.uk/guidance
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(NICE) guidance and/or other relevant guidance. Where prescribers have any uncertainty 
regarding any element of prescribing or treatment, they are to seek guidance from suitably 
experienced colleague(s)/ professionals, a pharmacist or a prescribing adviser.  

3.3 Non-medical prescribing 

A range of non-medical healthcare professionals (including but not limited to: Pharmacists 
and Nurses) can prescribe medicines for patients as either independent or supplementary 
prescribers.  

NICE provides detailed guidance on non-medical prescribing. An example: supplementary 
prescribing is a partnership between an independent prescriber (a doctor or a dentist) and a 
supplementary prescriber to implement an agreed clinical management plan for an individual 
patient with that patient’s agreement. 

The NICE provides prescribing guidance for Nurses, Pharmacists, Physiotherapists and 
Paramedics. Additional information can be found in the following: 

• CQC GP Mythbuster 95: Non-medical prescribing 

• Royal Pharmaceutical Society – A Competency Framework for all prescribers 

• Royal College of Nursing – Non-medical prescribers  

Community Pharmacy England (CPE) advises different types of prescribers hold different 

prescribing rights. This guidance explains which profession can prescribe which item. It is 

the responsibility of the Prescribing Lead at Bridgewater Surgeries to ensure that 

independent prescribers have the necessary skills and knowledge to carry out their role 

effectively.  

3.4 Generic prescribing 

Specialist Pharmacy Service (SPS) advises that prescribing medicines by generic name is 
generally preferred. This is because it reduces risk, ensures fluency with medicine supply 
and often offers value for money. At Bridgewater Surgeries, prescribers are to prescribe by a 
medication’s generic name unless circumstances dictate otherwise (e.g. if medication must 
be brand specific i.e. lithium, sodium valproate, some ADHD medications). If a prescriber is 
uncertain, they should seek guidance from this organisation’s Prescribing Lead. 

3.5 Prescribing unlicensed medicines 

The GMC defines unlicensed medicines as medicines that are used outside the terms of 
their UK licence or that have no licence for use in the UK. Unlicensed medicines are 
commonly used in some areas of medicine such as in paediatrics, psychiatry and palliative 
care.  

If a clinician intends to prescribe unlicensed medicines when it is not routine or if there are 
suitably licensed alternatives available, this should be explained to the patient along with the 
reasons for doing so. For detailed information refer to the GMC Prescribing unlicensed 
medicines guidance.  

https://bnf.nice.org.uk/medicines-guidance/non-medical-prescribing/
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-95-non-medical-prescribing
https://www.rpharms.com/resources/frameworks/prescribing-competency-framework/competency-framework#Competency
https://www.rcn.org.uk/get-help/rcn-advice/non-medical-prescribers
https://cpe.org.uk/dispensing-and-supply/prescription-processing/receiving-a-prescription/who-can-prescribe-what/
https://www.sps.nhs.uk/articles/prescribing-by-generic-or-brand-name-in-primary-care/
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices/prescribing-unlicensed-medicines
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices/prescribing-unlicensed-medicines
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices/prescribing-unlicensed-medicines
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3.6 Prescribing covert medication 

Covert administration of medicines should be a last resort. Reasonable efforts must be made 
to give medicines in the normal manner. Alternative methods of administration should also 
be considered. See the CQC Covert administration of medicines guidance for further 
information. For patients with covert administration, a suitable record should be kept in their 
notes e.g. reminder on home page, coded to record, copy of signed covert administration 
form with reasoning clearly detailed. Ideally a combination of the above should be done. 

3.7 Repeat prescribing 

Prescribers at this organisation are to adhere to the GMC repeat prescribing guidance at all 
times.  

 

4 Prescribing processes and systems 

4.1 Recording prescriptions 
 
All prescriptions where practically feasible should be issued via EPS, using SystmOne. 
Handwritten prescriptions should not routinely be written at Bridgewater Surgeries unless 
circumstances necessitate otherwise e.g. a power failure or operating system failure etc.     

Prescribers must ensure prescribed medication(s) are recorded as acute or repeat 
medication on the clinical system or as an “other” medication if the prescription is currently 
being prescribed by another organisation. It is imperative that accurate records are always 
maintained and prescribers are to follow the GMC Good practice in prescribing and 
managing medicines and devices.  

Clinicians undertaking home visits are to take printed patient summaries with them that 
include details of patient medications and known allergies and such details are to be stored 
in a safe place during transit. Alternatively, if clinicians have access to SystmOne via a 
laptop, this can be used providing adequate safety and confidentiality measures are in place. 
The clinician can use the summary to record notes, particularly details of handwritten 
prescriptions, the information from which can be added to the patient’s healthcare record on 
return to the organisation if no electronic access to SystmOne is available during the visit.  

4.2 Electronic Prescription Service 
 
The Electronic Prescription Service (EPS) enables prescriptions to be sent to Pharmacies in 
England, from this organisation electronically. This can make the prescribing and dispensing 
process more efficient for patients and staff.  

Patients can select their nominated Pharmacy by speaking with Bridgewater Surgeries, 
make requests via the eConsult/ANIMA platform, via the NHS app or by speaking directly 
with their preferred Pharmacy or Appliance Contractor. Pharmacy nominations can be set, 
changed or cancelled as required.     

 

https://www.cqc.org.uk/guidance-providers/adult-social-care/covert-administration-medicines
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices/repeat-prescribing-and-prescribing-with-repeats
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices
https://digital.nhs.uk/services/electronic-prescription-service/prescribers
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4.3 Electronic Repeat Dispensing 
 
Electronic Repeat Dispensing (e-RD) is a process that allows a patient to obtain repeated 
supplies of their medication, medical devices or appliances without the need for the 
prescriber to hand write or sign prescriptions each time. This is designed to allow the patient 
and nominated Pharmacy fluent access to prescriptions where a patient’s treatment is 
deemed to be safe, effective and does not require any known intervention within a set time 
frame, dictated by the “Review date” or after a set number of prescriptions have been 
generated.  
 
e-RD allows the prescriber to authorise and issue a batch of repeat prescriptions until the 
patient needs to be reviewed. The prescriptions are then available for dispensing at the 
specified interval by the patient’s nominated dispenser. 
 
A range of e-RD resources specifically for GP practices is available from the NHS Business 
Services Authority. 

4.4 Urgent requests 

Requests for urgent repeat prescriptions (less than 48 hours) are to be reviewed to ascertain 
if the medication is needed that same day. If deemed to be the case, the request is to be 
processed without delay (where possible). The patient is to be advised to contact their 
nominated Pharmacy to confirm after a set period of time e.g. after 30 – 60minutes etc. To 
confirm their dispensing Pharmacy has received the prescription. For patients who 
repeatedly request urgent repeats, the Practice Manager is to be informed, or if more 
appropriate, the GP who is familiar with the patient. 

4.5 Emergency prescriptions 
 
There are numerous ways for patients to request emergency prescriptions. Usually, the 
patient will contact Bridgewater Surgeries through various methods e.g. walk-in/ telephone 
Reception, ANIMA platform etc. Patients however can also use the 111 online emergency 
prescription service or visit a pharmacy or urgent treatment centre. Additional information is 
available from NHS England – Emergency prescriptions.  

4.6 Private prescriptions 
 
The BMA advises that if a clinician receives a letter from a private consultation advising 
medication be prescribed, then following a review from a suitable clinician, the stated 
therapy may be continued providing: 

1. It is deemed to be a safe and effective form of therapy 
2. The clinician is satisfied the therapy meets the criteria for prescribing under the NHS 

or that the therapy would be similar to that offered under the NHS 
3. The therapy can be prescribed under the NHS under similar circumstances for an 

NHS based patient (this excludes therapy that is deemed under the local 
ICB’s/CCG’s formulary as non-formulary, AMBER, RED, DOUBLE RED, Black-listed 
medications etc. or if a medication is available to purchase over the counter) 

4. The prescriber assumes clinical responsibility for monitoring and prescribing 
5. The relevant clinical notes and particulars (including monitoring requirements) of the 

initial review conducted by the private clinician are readily available for review. If this 
is not available, the patient should be signposted back to the original private clinician 

https://www.england.nhs.uk/digitaltechnology/wp-content/uploads/sites/31/2015/06/electronic-repeat-dispensing-guidance.pdf
https://www.nhsbsa.nhs.uk/pharmacies-gp-practices-and-appliance-contractors/prescribing-and-dispensing/electronic-repeat-dispensing-erd/erd-resources-gp-practices
https://www.nhsbsa.nhs.uk/pharmacies-gp-practices-and-appliance-contractors/prescribing-and-dispensing/electronic-repeat-dispensing-erd/erd-resources-gp-practices
https://www.nhs.uk/nhs-services/prescriptions/emergency-prescriptions/
https://www.bma.org.uk/media/1563/bma-prescribing-in-general-practice-april-2018.pdf
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NHS England provides policy guidance on items which should not routinely be prescribed in 
primary care.  

As the prescribing clinician retains responsibility for the above, it may be necessary to refer/ 
signpost patients who have been in receipt of a private consultation (and now requesting 
therapy following this private consultation) back to the original requestor. This is because the 
initial review would have been made by the private consultant/clinician therefore this clinician 
would likely be in a more appropriate position to act on the recommendation(s) they have 
made. 

If a clinician acting in private capacity has reviewed a patient and prescribed a form of 
therapy (e.g. prescribed a medication on a private prescription), this should not be converted 
to an NHS prescription under normal circumstances. This is because the clinician 
prescribing a medical therapy assumes responsibility for this action. This responsibility 
should not be passed on to an NHS based clinician who has not reviewed the respective 
patient. 

4.7 Prescription requests from dentists 
 
The BMA provides advice in relation to prescriptions received from dentists and patients 
presenting with dental problems.  

As dental practitioners are more suited to reviewing oral/dental conditions and making 

recommendations based on this, it is their responsibility to prescribe therapy required 

following their reviews.  

4.8 Prescriptions issued in another UK nation 
 
Prescriptions issued in one UK nation can be collected in another. Annex E provides detailed 
information on fees and links to additional guidance.  

4.9 Repeat prescriptions 
 
There are several ways patients can request repeat prescriptions from Bridgewater 
Surgeries: 
 

1. Using their NHS account 
2. Using an online service or app e.g. ANIMA platform or NHS app 
3. By submitting the prescription counterfoil in person or by post 
4. Where other means have been exhausted or are not feasible, patients can telephone 

the organisation (last resort) 
 
If using the counterfoil, individual items must be ticked. It should not be assumed the patient 
needs all items. When items are not ticked, the patient is to be contacted where feasible, 
and clarification sought. The responsibility here lies with the requestor i.e. the patient, unless 
the patient suffers with a health condition which renders them unable to do so (e.g. dementia 
or certain disabilities). 
 
 
 

https://www.england.nhs.uk/long-read/items-which-should-not-routinely-be-prescribed-in-primary-care-policy-guidance/
https://www.bma.org.uk/advice-and-support/gp-practices/gp-service-provision/patients-presenting-with-dental-problems
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4.10 Repeat prescription intervals 
 
The BMA advises that prescribers are to provide prescriptions for intervals they feel are 
clinically appropriate. A duration no longer than a twelve-month supply on one prescription 
may be issued at any one time via e-RD, via a ‘batch prescription’ system. 
 

4.11 Repeat prescription quantities 
 
While it is considered good practice to prescribe 28 days’ supply, it may be more suitable, 
cost-effective and/or time-efficient to supply 56 days medication in certain circumstances. 
56-day supplies can be used for patients who: 
 
- Have displayed evidence/ a history of safe and effective care on their therapy 
- Whom are stable on their therapy 
- Whom are deemed to be on non-expensive regimes and on non-complex regimes (to 
ensure if therapy should be changed mid-prescription cycle, the effect of medication waste 
and expenditure is minimised) 
 
(This list is non-exhaustive, and exemptions can be made at the discretion of the prescriber). 
 
28-day prescriptions are to be provided for patients in receipt of prescriptions which are not-
charged for at the point of service (i.e. those with exemptions), including patients who are: 
 

- Under the age of 16 or over the age of 60 
- Maternity exemption 
- Medical exemption 
- Prescription prepayment certificate 
- Ministry of Defence prescription exemption certificate 
- HC2 certificate 
- Income support or income-related employment and support allowance 
- Income-based Jobseeker’s allowance 
- Tax credit exemption certificate 
- Pension credit guarantee credit 
- Universal credit 

 
For some patient cohorts, daily or seven-day prescriptions may be appropriate, particularly 
for clinical and safety reasons, such as those at risk of medication misplacement, medication 
diversion, overuse or those using a monitored dosage system (MDS) device. The decision 
for repeat prescription quantities always rests with the prescriber. This list is non-exhaustive, 
and exemptions can be made at the discretion of the prescriber. 
 

4.12 Requests for repeat prescriptions  
 
Repeat prescriptions may be requested by the following: 

 

• Patients 

• Nominated representatives (carers, family members etc.) 

• District or specialist nurses*  

• Pharmacists*  

• Care home staff* 
 

https://www.bma.org.uk/advice-and-support/gp-practices/prescribing/prescribing-in-general-practice
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* By prior arrangement only   
 
Individuals requesting repeat prescriptions should note that it can take at least 48 hours for a 
repeat request to be processed (excluding weekends and public holidays).  

4.13 Repeat prescription requests for travel 
 
The BMA explains that the NHS will supply medication for patients who are travelling or 
moving abroad for a period of up to three months (maximum) where the prescriber feels this 
is safe to do so and this is under the discretion of the prescriber themselves. Patients 
travelling for more than three months must make their own arrangements to have their 
medication prescribed in the country they are visiting.  
 

4.14 Medication not appropriate for repeat prescribing 
 
The following medications are not considered appropriate for repeat prescribing: 

• Antibiotics, antivirals and antifungals for acute infections  

• Vitamin D (and other supplements, based on the clinical picture of patient) 

• Hypnotics  

• Benzodiazepines 

• Nutritional supplements 

• Oral or topical corticosteroids 

• Antipsychotics (particularly in the elderly) 

• Strong opioids  

Should a prescriber have any doubt about the appropriateness of repeat prescribing, they 
are to contact the Prescribing Lead or a Clinical Pharmacist at Bridgewater Surgeries. 
 
Note: guidance received from the ICB indicates that although Proton Pump Inhibitor (PPI) 
medications are widely prescribed, PPIs should usually only be prescribed short term where 
possible. Guidance received highlights the importance of using PPIs long term only where 
necessary due to long term use increasing the risks of side effects, including (but not limited 
to) malabsorption of nutrients from diet, increased risk of osteoporosis and risk of infections 
such as C. difficile etc. 

4.15 Repeat prescription process 
 
A table depicting the process for requesting and processing repeat prescriptions can be 
found at Annex F.  Clinicians are to make certain that the repeat record is correct, quantities 
are synchronised (to minimise wastage), and review dates are entered. A letter to patients 
regarding synchronisation can be found at Annex G. 
 

4.16 Prescribing in mental health for children and teenagers 
 
It is this organisations' stance that patients who require additional mental health support 
through the use of medication should be routinely assessed. Children in particular can be a 
vulnerable group and often specialist input is required to safely assess their needs, given 
difficulties with expression of emotion and communication. In line with the above, this 

https://www.bma.org.uk/media/1563/bma-prescribing-in-general-practice-april-2018.pdf
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organisation does not routinely take on the responsibility of prescribing medications for 
mental health for children (i.e. patients under the age of 18), and this responsibility is often 
held by the specialist. This is to ensure the patient receives the appropriate care and 
treatment they require and to help minimise errors/discrepancies in treatment. Medications 
including stimulants, hypnotic agents, Selective Serotonin Reuptake Inhibitors (SSRIs) and 
Selective Serotonin Norepinephrine Reuptake Inhibitors (SSNRIs) are included in this policy. 
 
Under certain circumstances a patient's specialist may write to this organisation, requesting 
for a shared care agreement providing the patient's treatment: 

• has been deemed safe 

• has been deemed effective 

• has been used for a period of time (no less than 3 months) in which to allow for a 
feasible review to take place (this list is non-exhaustive) 

 
Under certain circumstances, a patient's GP (under this organisation) may choose to accept 
the responsibility of shared care, with the aim of providing prescriptions with the knowledge 
and expectation that the patient remains under the specialist for routine review. This may 
only be possible if the patient's specialist is acting under their capacity as an NHS clinician.  
 
Shared care cannot be formed if the patient's specialist is: 

• An NHS clinician acting to review the patient in a private capacity (e.g. Private 
healthcare) 

• If the patient's treatment is not deemed to be safe and effective and/or used for a 
period of less than 3 months 

 
This organisation will not routinely prescribe SSRIs, SSNRIs, stimulants or hypnotic agents 
for patients aged under 18years (reasons listed above). Under extenuating circumstances 
and only where the prescriber is confident in their practice to manage symptoms, a 
prescriber may opt to start/monitor therapy in primary care, having first explored all other 
options. This is restricted to exceptional circumstances only (on a case-by-case situation) 
and usually with the oversight of a specialist. 

5 Controlled drugs 

5.1 Classes and schedules 
 
A list of commonly encountered drugs for misuse from The Misuse of Drugs Regulations 
2001 can be accessed via  this hyperlink.  It should be highlighted that the list of drugs is not 
exhaustive.  
 
 
 

5.2 Governance 
 
At Bridgewater Surgeries, there is a nominated person who retains overall responsibility for 
the management of controlled drugs (CDs). This individual with responsibility has an 
annotation in their terms of job description. 

5.3 Requisition of CDs 
 

https://www.legislation.gov.uk/uksi/2001/3998/contents/made
https://www.legislation.gov.uk/uksi/2001/3998/contents/made
https://www.gov.uk/government/publications/controlled-drugs-list--2/list-of-most-commonly-encountered-drugs-currently-controlled-under-the-misuse-of-drugs-legislation
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As detailed in CQC GP Mythbuster 28: Management of controlled drugs, schedule 2 or 3 
CDs are to be ordered using the mandatory FP10CDF CD Requisition Form. Additional 
guidance is available from NHSBSA (and here).   

5.4 Storage of CDs 
 
This organisation will adhere to the storage guidance detailed in CQC GP Mythbuster 28: 
Management of controlled drugs while also adhering to the Misuse of Drugs (Safe Custody) 
Regulations 1973 and NICE guideline: NG46.  
 
The Prescribing Lead holds overall responsibility for the keys/access to the CD cupboard at 
this organisation but may delegate this responsibility to the Practice Manager or another 
authorised individual. The overall accountability lays with the Prescribing Lead individual, 
under their terms of their job description.  

5.5 Out-of-date/unwanted/returned CDs 
 
In the event where any CDs are returned that are out of date, unwanted or returned by 
patients for disposal, they are to be stored for safety in the CD cupboard until they can be 
disposed/destroyed of appropriately. This stock must be kept separate from any in-date 
stock. Annex H details the process of dealing with such CDs.  
 
There must be a clear divide between stock which has been ordered by Bridgewater 
Surgeries and in-working date vs stock which is out of date awaiting destruction/disposal vs 
stock which has been returned by patients/carers for destruction/disposal. 

5.6 Clinicians’ bags 
 
Clinical staff at Bridgewater Surgeries are to adhere to the guidance detailed in CQC GP 
Mythbuster 28: Management of controlled drugs regarding CDs and a clinicians’ 
bag(s)/portable storage. 

5.7 Record keeping 
 
As detailed in Schedule 20 of The Misuse of Drugs Regulations 2001, a Controlled Drug 
Register (CDR) must be held at the premises where the CDs are held. This register should 
not be stored in the CD cupboard. The CDR should be safely stored within a suitable/close 
proximity to the CD cabinet/ CD cupboard. Register requirements and good practice for 
maintenance are detailed in CQC GP Mythbuster 28: Management of controlled drugs.  

5.8 Disposal/ Destruction of CDs 

CDs must be denatured (ampoules opened and tablets crushed) before disposal. A ‘Waste 
Exemption: T28 sort and denature controlled drugs for disposal’ registration is to be 
obtained.  

SPS provides information on the denaturing process which can be used for CDs and safe 
disposal of CD waste. This information can be found here. 

https://www.nhsbsa.nhs.uk/sites/default/files/2017-03/6-1387-Form_FP10CDF_v5_final.pdf
https://www.nhsbsa.nhs.uk/sites/default/files/2017-03/Mandatory_Requisition_Forms_-_Additional_Guidance.pdf
https://www.nhsbsa.nhs.uk/sites/default/files/2017-03/6-1387-Form_FP10CDF_v5_final.pdf
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-28-management-controlled-drugs
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-28-management-controlled-drugs
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwi2xNOi0N_4AhVPdcAKHUp-AzAQFnoECAYQAQ&url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1973%2F798%2Fcontents%2Fmade&usg=AOvVaw0ToGZ7K3Ffhkjn4UT2PuzE
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwi2xNOi0N_4AhVPdcAKHUp-AzAQFnoECAYQAQ&url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1973%2F798%2Fcontents%2Fmade&usg=AOvVaw0ToGZ7K3Ffhkjn4UT2PuzE
https://www.nice.org.uk/guidance/ng46/resources/controlled-drugs-safe-use-and-management-pdf-1837456188613
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-28-management-controlled-drugs
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-28-management-controlled-drugs
https://www.legislation.gov.uk/uksi/2001/3998/regulation/20/made
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-28-management-controlled-drugs
https://www.gov.uk/guidance/waste-exemption-t28-sort-and-denature-controlled-drugs-for-disposal
https://www.gov.uk/guidance/waste-exemption-t28-sort-and-denature-controlled-drugs-for-disposal
https://www.sps.nhs.uk/articles/managing-controlled-drugs-cd-waste/
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Before disposing of any Schedule 2 CDs, the regional Controlled Drug Accountable Officer 
(CDAO) must be contacted as they can provide a list of authorised witnesses to support the 
disposal process. Further information can be found here.  

The Royal Pharmaceutical Society (RPS) also provides guidance on CDs, which can be 
found here. 

Disposal requirements are detailed in the table below.  
 

Disposal requirements for CDs 

 

 

Unwanted, expired, 
or obsolete stock 
(held by the 
practice) 

Is denaturing 
required? 

Witness required? Record of actions 

Yes, for Schedule 2, 
3 and 4 (Part I) 

Yes, for Schedule 2; 
good practice for 
Schedule 3 

Schedule 2 – 
record in the CDR; 
good practice to 
record Schedule 3 

Patient returned 
CDs 

As above No, but it is good 
practice to have the 
disposal witnessed 

Unless the CDs are 
recorded in the 
CDR, there is no 
requirement to 
annotate the 
disposal, but a 
separate record 
should be retained 
for audit purposes 

Once CD(s) have been disposed of, an authorised individual should make an entry detailing 
the destruction in the CDR and this should be countersigned by a second individual (i.e. the 
witness). A CD Destruction Visit Record sheet should be completed by the CDAO or 
authorised witness.  

5.9 Self-assessment 
 
The regional CDAO is required to request periodic self-assessment declarations from the 
organisation regarding its management and use of CDs in line with the Controlled Drugs 
(Supervision of Management and Use) Regulations 2013. This assessment will relate to the 
activities undertaken in the last 12 months and activities to be undertaken in the next 12 
months involving CDs Schedule 2 and 3 only. The regional CDAO will provide the self-
assessment and declaration form.  
 
The CDAO is permitted to enter organisations and inspect records and stocks of CDs and is 
also responsible for arranging periodic inspections of organisations.  

5.10 Prescribing CDs 
 
As detailed in CQC GP Mythbuster 28: Management of Controlled Drugs, Scheduled 2 and 3 
CDs can be sent electronically via the EPS and signed with an Advanced Electronic 
Signature (AES) as well as being handwritten. In this organisation, efforts will first be made 
to send via the EPS method before a hand written prescription is issued. 
 

https://www.cdreporting.co.uk/nhs/contacts/
https://www.rpharms.com/resources/pharmacy-guides/controlled-drugs
https://www.england.nhs.uk/wp-content/uploads/sites/7/2016/02/request-form-controlled-drug-destruction-visit.docx#:~:text=Record%20of%20controlled%20drug%20destruction%20visit&text=Expired%20stock%20must%20be%20stored,until%20it%20has%20been%20destroyed.
https://www.legislation.gov.uk/uksi/2013/373/regulation/11/made
https://www.legislation.gov.uk/uksi/2013/373/regulation/11/made
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-28-management-controlled-drugs
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Prescribers at this organisation, where possible, should limit the quantity of Schedule 2, 3 
and 4 CDs prescribed to a maximum of 30 days’ supply, unless there is a specific reasoning 
for prescribing above this amount. Prescribers must consider the clinical appropriateness of 
such actions and the implications this may have.  
 
CPE provides guidance on CD prescription form validity that conforms to The Human 
Medicines Regulations 2012 and The Misuse of Drugs Regulations 2001.  

5.11 Prescription validity 
 
All Schedule 2, 3 and 4 drugs are only valid for 28 days once a valid prescription has been 
generated, unless the prescriber states a date before which the CD should not be dispensed 
(i.e. post-dated or instalment prescriptions). 

5.12 Private prescriptions  
 
When prescribing Schedule 2 and 3 drugs in a private capacity, this must be written on a 
FP10PCD form or prescribed via the EPS. There may be occasions whereby prescribers 
may need to apply for a private prescriber ID number via NHSBSA before they are able to 
prescribe CDs privately.  
 
Private prescription forms (also informally known as “Pink forms”) can be ordered via PCSE 
stationary here. 

5.13 Collection of CDs 
 
When CDs are collected by the patient or their representative, the respective individual must 
sign for the CDs in the designated box on the reverse of the FP10PCD. For collections of 
Schedule 2 drugs, the dispensing staff member/individual must obtain proof of ID from the 
individual collecting the supply of medication to ensure safe collection/passage of 
medication. The details of the individual collecting the CDs must be entered into the CDR. 

It is also a legal requirement for the dispensing staff member to confirm if the collection was 
made by the patient, patient’s representative of a healthcare professional acting in capacity 
on behalf of the patient. 

5.14 Standard operating procedures (SOPs) 
 
Following the Regulations of Controlled Drugs 2013, this organisation is required to have a 
range of SOPs relating to CDs. This organisation has had direct input from the in-house 
Lead Clinical to determine the content of the SOPs. The CQC recommends the following 
SOPs: 
 

• Obtaining and receiving 

• Storing 

• Prescribing 

• Dispensing and supplying 

• Destruction 

• Transporting 

• Stationery 
 

https://cpe.org.uk/dispensing-and-supply/dispensing-process/dispensing-controlled-drugs/controlled-drug-prescription-forms-and-validity/
https://www.legislation.gov.uk/uksi/2012/1916/regulation/217/made
https://www.legislation.gov.uk/uksi/2012/1916/regulation/217/made
https://www.legislation.gov.uk/uksi/2001/3998/contents/made
https://pcse.england.nhs.uk/services/supplies
https://www.gov.uk/government/publications/information-about-controlled-drugs-regulations
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5.15 Monitoring safe prescribing 
 
In-house clinical audits, Integrated Care Board (ICB) clinical audits and prescribing habits 
are to be reviewed by the Prescribing Lead at this organisation using a range of methods 
and tools, which may or may not include Ardens Templates/searches, Open Prescribing, 
Ardens Manager, tailored searches on SystmOne , or by accessing the Safer Managerment 
of Controlled Drugs Dashboard. This list is not exhaustive.  
 
The Prescribing Lead will also be actively involved in clinical meetings held across this 
organisation on a minimum-once-monthly basis, or will designate an authorised practitioner 
(e.g. Lead Clinical Pharmacist) to attend on their behalf to relay important information 
relating to safe prescribing. The Prescribing Lead will also work within the organisation to 
help train newly registered clinicians or put in provisions to ensure effective and suitable 
training is put in place by an authorised individual (which may or may not include the use of 
an external party). 
 
The Prescribing Lead and/or Lead Clinical Pharmacist will attend quarterly meetings with the 
ICB (or more frequently where suitable) to help identify areas for improvement and areas 
where the organisation is progressing well. Where the Prescribing Lead and/or Lead Clinical 
Pharmacist cannot attend a meeting, they will designate an authorised individual as a 
replacement, with the aim of debriefing with them at a later stage. 
 
Clinicians also have the ability to contact the ICB Pharmacy Medicine Optimisation Team 
(PMOT) for further guidance on safe prescribing. Contact with PMOT is reserved for 
healthcare professionals or clinicians involved in the care of patients to help ensure 
communication lines are used appropriately: hweicbhv.medicinesoptimisationteam@nhs.net  
 

5.16 Fear of flying medication 
 
This organisation understands the distress fear of flying can cause on individuals and 
carers/friends/family of patients. This organisation acts in line with the NHS’ guidance for 
best clinical practice and as such, does not engage in prescribing medications such as 
Diazepam, Lorazepam or Temazepam etc. (list is not exhaustive) for flight related anxiety. 
This is for both clinical and legal reasons: 

1. Diazepam and multiple other anxiolytic agents do not hold a current specific license 
for phobias/situational anxiety e.g. fear of flying 

2. The BNF states that Benzodiazepines should be reserved for short-term use in 
anxiety which is deemed disabling and not for phobias 

3. NHS England and local NHS boards/committees advise against the use of sedatives 
for travel anxiety due to: 

a. Impaired safety during emergencies 
b. Risk of blood clots 
c. Unpredictable or paradoxical side effects such as aggression, agitation, 

disinhibition leading to inappropriate or dangerous behaviour 
 

4. Benzodiazepines are a controlled drug and may be subject to different legal 
restrictions in other countries. Carrying this class of medication may pose legal risks 
complications in other countries. 

5. Being under the influence of certain psychotropic medications without disclosure may 
invalidate travel insurance, which may put individuals at a point of disadvantage 
should they require medical attention whilst abroad 

6. Fear of flying is not covered under the NHS General Medical Services (GMS) 
contract  

https://openprescribing.net/
https://ardens.org.uk/ardens-manager/overview
https://www.nhsbsa.nhs.uk/sites/default/files/2018-08/Accessing%20the%20Safer%20Management%20of%20Controlled%20Drugs%20Dashboard%20v2.pdf
https://www.nhsbsa.nhs.uk/sites/default/files/2018-08/Accessing%20the%20Safer%20Management%20of%20Controlled%20Drugs%20Dashboard%20v2.pdf
mailto:hweicbhv.medicinesoptimisationteam@nhs.net
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Instead, this organisation recommends non-drug and evidence based strategies, which are 
safer and more effective long term. Three fear of flying courses which are currently available 
include: 

• EasyJet: Fearless Flyer 

• British Airways: Flying With Confidence 

• Virgin Atlantic: Flying Without Fear 
 

6 Cytotoxic drugs 

6.1 Risk 
 
Any member of staff may be at risk of exposure if working (usually in close proximity) with a 
patient who is receiving cytotoxic drugs. Risk is particularly relevant for staff who are 
involved in the preparation, administration and/or disposal of cytotoxic drugs. Exposure may 
be through skin contact, absorption, inhalation, ingestion and potentially needle-stick injuries, 
however this list is not exhaustive. 

6.2 NICE guidance 
 
NICE have produced the guidelines which are to be adhered to by all staff at risk of 
exposure at this organisation: 

• Cytotoxic drugs: handling guidelines 

• Cytotoxic drugs: important safety information 

• Safe systems for cytotoxic medicines 

Guidelines can be found here. 

6.3 Risk reduction 
 
The Control of Substances Hazardous to Health (COSHH) Regulations 2002 provides 
information on how cytotoxic drugs must be managed. A COSHH risk assessment must be 
completed for all cytotoxic drugs held by this organisation.  

6.4 Personal Protective Equipment (PPE) 
 
PPE must be worn by all personnel dealing with cytotoxic drugs. This should include (but is 
not always limited to): 

• Apron (disposable preferred) 

• Gloves (disposable preferred) 

• Eye protection (the most suitable being safety glasses where the entire periphery of 
the goggle is in contact with the face) 

• Mask* 

* FFP3 masks should be worn by staff when dealing with spillages of cytotoxic drugs. 

6.5 Dealing with spillages 
 

https://bnf.nice.org.uk/treatment-summaries/cytotoxic-drugs/#cytotoxic-drug-handling-guidelines
https://www.legislation.gov.uk/uksi/2002/2677/regulation/7/made
https://www.hse.gov.uk/coshh/basics/assessment.htm
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Cytotoxic spill kits to be used to manage cytotoxic spillage. Immediate actions to undertake: 

1- Isolate the area and use a suitable method to prevent entry of unauthorised individu-
als 

2- Alert staff without delay. Inform the Practice Manager 
3- Turn off all fans to prevent the spread of cytotoxic material 
4- If the individual involved in spillage has been exposed/contaminated, a separate indi-

vidual should deal with the spillage 
5- Use the cytotoxic spill kit and follow the guidance enclosed 
6- An incident form should be completed if an individual is contaminated 
7- If injury has or is thought to have occurred, the affected individual should seek medi-

cal attention of an appropriate doctor without undue delay 

If concerns persist, further guidance can be sought from PMOT, drug manufacturer or other 
suitable resources. 

6.6 Disposal 
 
Cytotoxic waste material must be disposed of appropriately in containers clearly marked for 
cytotoxic waste. This can include: 

• Bags 

• Bins 

• Sharps Bins 

These are also usually coloured purple. Further information can be found here. 

 

6.7 Monitoring controls 
 
Monitoring takes place periodically to ensure: 

• Staff are competent  

• Knowledge is refreshed in accordance with latest guidelines and requirements for the 
management of cytotoxic drugs 

• Staff who are pregnant/ planning to conceive are aware they should seek advice from 
the local Occupational Health Team due to risks associated with cytotoxic drugs and 
pregnancy 

• To minimise overall risks and to ensure safe contingency plans are in place 

• To create an environment where excellence can thrive 

7 Medication reviews and monitoring 

7.1 Routine medication reviews 
 
 
Medication reviews are carried out periodically. Examples for this can be found below: 
 

• Long term condition reviews (LTCs) - uncomplicated: annually 

• Long term condition reviews (LTCs) – complex needs: 6-12monthly, or sooner 
depending on needs 

https://www.sps.nhs.uk/articles/identifying-types-of-pharmaceutical-waste-and-disposal-containers/
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• Nursing home reviews: 6-12 monthly, or sooner depending on needs 

• DOAC reviews: 6-12 monthly or sooner depending on needs. In circumstances 
where a patient has poor renal function/chronic kidney disease, this may be 
3monthly. 

• Mental health reviews: depending on the needs of the patient but minimum once 
every 12 months 

• Blood pressure reviews: annually, or sooner depending on needs 

• Diabetes (complex needs): 6 monthly, or sooner if required. 

• Diabetes (uncomplicated): annually 
 
In most uncomplicated cases, reviews will be carried out either in person or remotely on an 
annual basis, or sooner if required. In cases where patients have complicated needs, 
reviews may be carried out in 3 monthly or 6 monthly intervals, or sooner depending on 
needs.  
 
Remote reviews can be carried out, providing it is appropriate to do so. The following methos 
may be employed: 

• Video call 

• Telephone 

• SMS 

• Email 

• ANIMA/ online consultation 
 
If the needs of the patient are deemed to be complex or a remote consultation deemed to be 
inappropriate, the individual undertaking the review should put suitable provisions in place to 
ensure a suitable environment is created/maintained to host the medication review. This may 
involve the patient attending for a face-to-face review or for the clinician to attend the 
patient’s care or nursing home for an in-person assessment/review. 

The individual undertaking the review should make suitable arrangements to ensure that: 

• The medication prescribed is appropriate for the patient’s needs 

• The medication continues to provide safe and effective treatment 

• Relevant monitoring and chronic disease reviews have been completed. Where this 
is outstanding, provisions should be put in place to encourage the patient to have this 
completed 

• The most cost-effective medication/treatment has been selected 

• Effort has been made to reduce the instance of known drug interactions where possi-
ble/ the potential for drug interactions has been taken into account and based on the 
clinical picture, a risk assessment has been completed 

• Effort has been made to select a form of treatment where the risk of side effects is 
minimal/none or a risk assessment has been completed and discussed with the pa-
tient/relevant parties where it has been deemed that the intended treatment’s bene-
fits outweigh the risks 

• The concordance of therapy is checked/maintained/encouraged 

• The review is documented in the patient’s medical record appropriately 

• The appropriate read-code/ SNOMED CT code is used  

• The review date is amended 

• If the medications have been issued from the Repeat Medication Template, that both 
the Review Date and number of (prescription) Issues are updated 
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7.2 Failure to attend a review 

Suitable attempts must be made to contact the patient to encourage them to engage in a 
medication/ healthcare review. This should also include the reason(s) as to why the patient 
may not have attended their review and to rearrange the review. All attempted interactions 
are to be recorded on the clinical system. 

Suitable attempts can include (but are not limited to): 

• Telephone calls on preferred contact numbers 

• SMS’ 

• Emails 

• Voicemail 

• Letter to postal address (usually reserved until later stages due to the delay in postal 
letters reaching patients)  

A minimum of two attempts should be made and the patient should be provided with written 
and/or verbal information. Whilst efforts will be made to contact the patient, it must be noted 
that compos mentis patients are an active stakeholder in their own healthcare and do hold a 
responsibility to engage with their healthcare provider(s). 

7.3 Patients discharged from hospital 
 
NICE guideline [NG5] highlights the need for the sharing of relevant information to relevant 
parties for an individual’s medication, particularly changes to medication, including 
medicines started or stopped, dosage or formulation changes and reasoning for such 
changes. This is to ensure clarity and continuity of care.  
 
Within this organisation, all discharge letters, summaries and clinical letters will be reviewed 
and when needed, an appointment made to reconcile medication/ review the patient with a 
suitable clinician. It is important to note that the patient should not be left without medication, 
and if necessary, the clinician reviewing the discharge information is to issue an acute 
prescription, if suitable to do so.  
 
It must be highlighted that drugs/treatments involving the relevant designation on the local 
formulary may not be prescribed by this organisation following a patient’s discharge 
(reasoning included below): 

• AMBER designation. This must be started by secondary/specialist care, and only 
prescribed in Primary Care following the relevant recommendations within the local 
formulary. If the respective patient is running low on this medication, they should be 
signposted back to their clinic/ hospital to receive a further prescription in instances 
where this drug/treatment cannot be prescribed by this organisation. This is for 
safety. 

• RED designation. If the respective patient is running low on this medication, they 
should be signposted back to their clinic/ hospital to receive a further prescription as 
this medication has been deemed as inappropriate to prescribe within this 
organisation. This recommendation has come directly from the local ICB/ NHS board. 

• DOUBLE RED designation. If the respective patient is running low on this 
medication, they should be signposted back to their specialist clinic to receive a 
further prescription as this medication has been deemed as inappropriate to 
prescribe within this organisation and within routine hospital clinics. This 
recommendation has come directly from the local ICB/ NHS board. 

https://www.nice.org.uk/guidance/ng5/chapter/1-Recommendations#medicines-related-communication-systems-when-patients-move-from-one-care-setting-to-another
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7.4 Awareness of misuse 
 
As highlighted by the GMC during the medication/healthcare reviews, prescribers should be 
aware of the signs of poor concordance to their therapy. This can include examples of 
patients requesting repeat prescriptions earlier or later than expected and irregular intervals 
between prescription issues.  Prescribers should confirm if the patient is taking their 
medication(s) as directed, if therapy is effective and if the patient is tolerating them. Early 
intervention is key. 

Should it be considered that a patient is continually misusing their medication, they will 
receive a letter (Annex I) providing further guidance and reassurance. Should it be deemed 
necessary, the patient will also be issued with a repeat ordering proforma (Annex J) or can 
request medications using the prescription counterfoil or NHS App.  

7.5 High risk drug monitoring 

 
Some medicines require regular monitoring to ensure appropriate dosing and to reduce the 
risk of adverse side effects.  
 
This organisation takes the prescribing of Disease Modifying Anti-Rheumatic Drugs 
(DMARDs) and other high-risk drugs very seriously. Although commonly prescribed and of-
ten highly effective, these drugs have the potential to cause harmful side effects. Some 
drugs can carry the risk of significant toxicity, and they all require close monitoring. 
 
DMARDs and other medicines such as Amiodarone, Lithium and Theophylline etc. have 
monitoring requirements listed in the Summary of Product Characteristics (SPC) and the 
SPS provides further guidance on this. 
 
Prescribers, clinicians and associated administrative staff need to be confident that the 
required monitoring has been performed before generating or issuing/signing the 
prescriptions.   
 
Every time a prescriber signs off a prescription containing a DMARD or other 
medicine needing regular monitoring they need to be certain that the required blood 
tests and other monitoring have been done within an appropriate timescale and that 
the results fall within the safe range. 
 
If these have not been done, or there is any doubt then it might be safer NOT to 
prescribe, and in some cases to REMOVE the medication from the patients repeat list 
until the prescriber is confident that the correct monitoring has been undertaken. 
 
By having a practice monitoring procedure, the prescriber should be confident: 
 
1) that all patients on high-risk drugs that require regular monitoring have been identified 
2) that the correct tests have been carried out at the required frequency. 
3) that there is a regular and ongoing audit process to dynamically identify any patients who 
require monitoring or have not had the appropriate monitoring done and to critically appraise 
and if possible, improve our protocols. 
 
This organisation aims to run a programme-based search every week to ensure safe 
prescribing of patients on high-risk medicines / DMARD as per further details 
contained in Section 17. 
 

https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices/repeat-prescribing-and-prescribing-with-repeats
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The in-house practice-based Pharmacist(s) and Pharmacy Technician(s) and trained 
administrators are involved in reviewing high-risk patients and their monitoring requirements. 
This is often in addition to the involvement of each patient’s Secondary/ Tertiary Care Clinic. 
Our team of practice-based Pharmacist(s) and Pharmacy Technician(s) are also supported 
by a Lead Named GP to ensure the safe and effective prescribing of DMARDs & HIGH-RISK 
DRUGS (HRDs) in Primary Care.  
 
Depending on the HRD in question, tests can include (but are not limited to): 

• Bloods 

• Urine 

• Blood pressure 

• Eye screening 

7.6 Hormone Replacement Therapy (HRT) 

 
Patients who seek HRT must have an initial appointment to review symptoms, 
cardiovascular risk and expectations from treatment. Following initiation, patients must book 
for a medication review to reassess the above. 
  
This organisation will prescribe treatment for eligible patients following guidance from the 
British Menopause Society (BMS). Treatments which deviate from guidance will not typically 
be initiated/ continued by this organisation. Treatments which deviate from guidance should 
only be initiated and continued by specialists for safety, or by prescribers which have a 
special interest in HRT/ menopause with further guidance/ support from the specialist(s).  

7.7 Clinical template(s) and IT support 

 
This organisation employs the use of a comprehensive range of information and links 
embedded in their clinical templates, which can be found within SystmOne. These templates 
include guidance for specific drug monitoring and can also contain weblinks for further 
information. 
 
This organisation has also, where appropriate, activated the use of alert pop-ups and/or the 
use of ‘patient icon alerts’ to highlight those patients who are in receipt of DMARD & HRD 
therapy.  
 
Another safety measure which may can be employed is the process where the most recent 
blood results are displayed below the prescribing directions on the Repeat Template with the 
patient’s ‘Script Notes’. This is an additional safety check which is visible at the point of 
prescribing. Other administrative alerts include the use of Reminders on the patient’s 
homepage and additional information can also be left in the patient’s ‘Script Notes’, which 
can be found on each medication listed under the Repeat Template tab. 

The CQC may use Ardens searches on the clinical system to determine the effectiveness of 
high-risk drug monitoring. CQC GP Mythbuster 12: Accessing medical records and carrying 
out clinical searches provides further detailed information. This organisation will adhere to 
the recommended regular monitoring periods for high-risk drugs as outlined by SPS. This 
guidance also includes the required baseline tests.   

This organisation employs the use of multiple methods to ensure monitoring of high risk 
drugs are completed in a timely manner: 

https://www.ardens.org.uk/cqc/
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-12-accessing-medical-records-during-inspections
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-12-accessing-medical-records-during-inspections
https://www.sps.nhs.uk/home/tools/drug-monitoring/#:~:text=high%20risk%20drug%20monitoring
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• The Care Coordinator team run searches/audits at routine intervals to identify 
patients who will be due to have monitoring 

• When issuing prescriptions, ‘pop-up’ boxes and alerts have been created on the 
clinical operating system to highlight monitoring requirements. This acts as a 
reminder to those involved in the prescribing process to ensure relevant monitoring is 
up to date 

• Long term condition reviews and mid-year medication reviews are also employed to 
help with monitoring/reviewing high risk drugs 

• ECLIPSE/RADAR platform is used to help identify patients who are overdue/have 
missed their drug monitoring (See Section 17 for further information) 

• Patients are educated as to the importance of routine drug monitoring 

• The dose of medications may be amended to highlight the importance of patients 
booking for routine/overdue blood tests/ reviews 

• The quantity of medication prescribed may be reduced to a lower quantity e.g. 4 
weekly, 2 weekly, 7-daily or less, to encourage the patient to engage in drug 
monitoring/ reviews. This method may also be employed to medications which are 
not of high-risk, providing there are clinical grounds for doing so. 

7.8 Failure to attend monitoring 
 
If a patient is not compliant with the monitoring schedule and suitable efforts have been 
made to contact, book and accommodate for essential monitoring and where there is no 
evidence of secondary/tertiary care monitoring, then the agreed protocol is to: 

• Remove the patient’s drug from the patient’s repeat list and to contact/write to the 
patient to inform them of the decision on safety grounds. 

• And/or 

• Reduce the quantity of prescribed medications per prescription 

• And/or 

• Based on safety risks, stop prescribing the respective medication and signpost the 
patient to the relevant care setting for further information/guidance. 

 
The following drugs included are covered by this protocol and this list is not exhaustive: 
 

• Amiodarone 

• Azathioprine 

• Antipsychotics 

• Biologics 

• Denosumab 

• Ciclosporin  

• Corticosteroids 

• Cyclophosphamide  

• Gold injections  

• Hydroxychloroquine  

• Immunosuppressants  

• Leflunomide  

• Lipid regulation 

http://www.arthritisresearchuk.org/arthritis-information/drugs/ciclosporin.aspx
http://www.arthritisresearchuk.org/arthritis-information/drugs/cyclophosphamide.aspx
http://www.arthritisresearchuk.org/arthritis-information/drugs/gold-injections.aspx
http://www.arthritisresearchuk.org/arthritis-information/drugs/hydroxychloroquine.aspx
http://www.arthritisresearchuk.org/arthritis-information/drugs/leflunomide.aspx
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• Lithium 

• Mesalazine 

• Methotrexate  

• Mycophenolate  

• Non-Steroidal Anti-Inflammatory (NSAID) 

• Respiratory  

• Sodium Valporate 

• Sulfasalazine 

• DOACs 

• Warfarin  

7.9 Medicines optimisation 
 
NICE defines medicines optimisation as an individualised/ person-centred approach to 
ensuring the safe and effective use of medicines. This is to help patients obtain the best 
possible outcomes from their therapy. Bridgewater Surgeries will aim to act in line with NICE 
NG5 Medicines optimisation: the safe and effective use of medicines to enable the best 
possible outcomes and NHS England’s medicines optimisation guidance . 

7.10 Medicines Optimisation Reviews 
 
Medicines Optimisation reviews is a mechanism used to help prescribers in their decision-
making processes to deliver: 
- safe prescribing 
- evidence-based prescribing 
- cost-effective prescribing 
 
The Medicines Optimisation dashboard can be accessed to help users to develop plans to 
enhance patient outcome and service delivery using the data available.   
 
This organisation aims to optimise medications: 

- When an individual enrols as a patient in the organisation 
- On an annual basis where long-term conditions exist, requiring treatment prescribed 

by this organisation 
- When a concern arises (either raised by the patient, carer, clinician belonging to this 

organisation, clinician belonging to another organisation in which the patient is co-
registered e.g. hospital clinic etc.) 

- Shortly after a patient is discharged following an admission into hospital for a 
condition which requires a healthcare review in Primary Care 

- 6-12monthly reviews if the patient is a resident in a Care or Nursing home 
- For patients who are at high risk of complications from cardiovascular disease, 

infection and organ-based complications 
- Patients with therapies which are deemed to be ‘high cost’ 
- Where this is recommended by the NHS, party acting on behalf of the NHS or where 

indicated 
 
The list (above) is not exhaustive. 

http://www.arthritisresearchuk.org/arthritis-information/drugs/methotrexate.aspx
http://www.arthritisresearchuk.org/arthritis-information/drugs/mycophenolate.aspx
http://www.arthritisresearchuk.org/arthritis-information/drugs/sulfasalazine.aspx
https://www.nice.org.uk/guidance/ng5/resources/medicines-optimisation-the-safe-and-effective-use-of-medicines-to-enable-the-best-possible-outcomes-pdf-51041805253
https://www.nice.org.uk/guidance/ng5/resources/medicines-optimisation-the-safe-and-effective-use-of-medicines-to-enable-the-best-possible-outcomes-pdf-51041805253
https://www.nice.org.uk/guidance/ng5/resources/medicines-optimisation-the-safe-and-effective-use-of-medicines-to-enable-the-best-possible-outcomes-pdf-51041805253
https://www.nice.org.uk/guidance/ng5/resources/medicines-optimisation-the-safe-and-effective-use-of-medicines-to-enable-the-best-possible-outcomes-pdf-51041805253
https://www.england.nhs.uk/medicines-2/medicines-optimisation/
https://www.england.nhs.uk/medicines-2/medicines-optimisation/
https://www.england.nhs.uk/medicines-2/medicines-optimisation/dashboard/
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8 Shared care 

8.1 Shared care agreements 
 
Shared care agreement (SCA) is a term used to describe a situation where a specialist 
wishes to share a portion of a patient’s care responsibilities (e.g. monitoring or prescribing of 
a patient’s condition) with the patient’s GP. The fundamental principle of sharing care across 
both Primary and Secondary Care is to put the safety of the patient first. Further information 
on this can be found here. 
 
Further guidance from the GMC regarding good practice in recommending/proposing, 
prescribing, providing and managing medicines and devices in shared care can be found 
here. This also contains information for both the referring clinic/ specialist and the receiving 
organisation/ GP.  
 
Although shared care can be requested by Secondary Care, this can only be accepted by 
means of mutual agreement between the patient, the specialist and this organisation/ 
patient’s GP. It is important to note that if this patient’s GP/ this organisation does not accept 
shared care, then a SCA cannot be formed, and the patient is to return back to the specialist 
to continue their treatment. 
 
If a SCA is accepted, the patient should not be discharged by their specialist/ clinic. Under 
the terms of an SCA, both Secondary Care/specialist and the Primary Care organisation will 
each accept joint responsibility for managing the care of a designated patient. It is important 
to note that there is no requirement for a respective patient’s GP to accept shared care 
where they feel they are not able to meet the expectations of shared responsibility. 
 
If a SCA is accepted, this organisation will need to consider several factors in deciding if this 
is both safe and, in the patient’s, best interests. Any request for a SCA will be carefully 
considered on an individualised basis so to ensure this is clinically appropriate for each 
respective patient.  
 
This organisation will only consider accepting SCAs from the following agencies: 

1- NHS based clinics, where the specialist is practicing in their NHS based role at the 
time of requesting shared care and where the patient’s GP belonging to this organi-
sation feels they are capable of meeting the responsibilities and requirements for 
shared care 

2- Private clinics which hold an NHS based contract, under the discretion of the 
patient’s GP, where the patient has been referred under the NHS under the correct 
channel(s). This however is not a route which is routinely used by this practice and 
each situation must be clearly assessed and reviewed on a case-by-case basis. 
 
Note for Right To Chose 
This organisation will not automatically enter into an agreement with clinics under the 
Right To Choose (RTC) pathway, even if a referral has been processed to the 
specified clinic by this organisation. If or when this organisation refers a suitable 
candidate via the RTC pathway, this organisation processes this referral with the 
intention of the specified clinic taking on all responsibility for reviewing, assessing 
and prescribing (where appropriate).  
 
This organisation as of December 2025 will no longer be accepting shared care with 
clinics registered under the Right To Choose pathway. This is because: 

https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/download?cid=1739&checksum=752d25a1f8dbfb2d656bac3094bfb81c
https://www.gmc-uk.org/professional-standards/the-professional-standards/good-practice-in-prescribing-and-managing-medicines-and-devices/shared-care#:~:text=In%20proposing%20a%20shared%20care,management%20of%20the%20patient's%20condition.
https://adhduk.co.uk/right-to-choose/
https://adhduk.co.uk/right-to-choose/
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• This organisation does not have a designated clinician with a special interest in 
ADHD/ASD to help support patients should the Private Clinic (under the RTC 
pathway) be unavailable, unable or unwilling to review patients following the 
formation of a shared care agreement. 

• Patients may encounter issues if transferring from this organisation to a 
new/different organisation (GP surgery) in future if a shared care agreement is 
formed with this organisation. This is because the shared care agreement is an 
agreement specifically between the patient, the GP and the clinic/specialist. If a 
patient should move to a new/different organisation, it is important that their 
therapy remains (where feasible) uninterrupted. This however may be affected as 
the new/different organisation will likely not have a shared care agreement in 
place with the RTC provider. In this instance, it may work in the patient’s benefit 
for them to have their prescriptions issued by the clinic/specialist throughout the 
course of their treatment to ensure continuity of care. 

• Shared care agreements with clinics under the RTC pathway do not use 
standardised NHS templates, which can lead to administrative delays in 
processing shared care. This can lead to delays in treatment. 

• Potential difficulties encountered as a result of processing shared care with RTC 
providers can impact the core responsibilities of healthcare staff and 
administrative staff in this organisation. This can apply strain to the existing 
healthcare services offered in this organisation, which can impact patient care. 

• Delays with RTC clinics reviewing patients (after forming shared care), can 
increase the workload on clinicians and administrative personnel in this 
organisation. This can lead to time being taken away from other essential 
services. 

 

If a SCA is accepted, this must be in-line with the requirements stipulated by the local 
NHS and must include a minimum of the following: 

 

• Patient identifiable information/ patient’s details 

• Relevant date for SCA 
 

• The frequency of which the patient will be reviewed within the specialist clinic, which 
must be at least annually 

• If routine monitoring is requested, then both the specialist and the GP/ this 
organisation are to agree upon suitable threshold(s) for any results and criteria for 
referring patient back to the specialist for a review sooner should a clinical concern 
arise 

• Contact details: specialist, the GP and any other relevant clinician involved in the 
SCA 

• A date and signature from the Specialist 

• Details of any medication or therapy, including licence (as any prescribed medication 
must be on the approved list), name of medication, dose, formulation, route, admin-
istration, treatment duration, potential adverse effects, relevant cautionary infor-
mation and contraindications, information pertaining any relevant drug interactions, 
self-referral criteria etc. 

 
 
Gender Identity Clinic (GIC)  
 
The Northamptonshire Gender Identity Clinic (NGIC) is one of the 7 specialist GICs which 
operate within England.  The NGIC is involved in undertaking assessments and providing 
recommendations and support throughout treatment, transition and reassignment of gender. 

https://www.nhft.nhs.uk/gic/
https://www.nhft.nhs.uk/gic/
https://www.nhft.nhs.uk/gic/


 
 

 35 

Patients may have access to both NHS and private based GICs, however GPs currently only 
have access to referring patients via the NHS route to an NHS based GIC. 
 
GICs typically involve multi-disciplinary administrative and clinical teams, including psycholo-
gists, psychiatrists, endocrinologists alongside other clinicians to help provide comprehen-
sive holistic, biological and medical treatment where needed. Patients under the care of a 
GIC may have complex requirements therefore clinical specialists within this field are the 
best placed individuals to offer tailored treatments. These clinical specialists are likely to hold 
a comprehensive understanding of specialist medications/ devices or routine medica-
tions/devices used for specialist indications. As such, these clinicians are often best placed 
to prescribe therapy based on their medical expertise. This specialist therapy falls out of the 
bounds of routine medical prescribing in Primary Care. As such, patients are encouraged to 
engage with routine monitoring and reviews with their GIC. 
 
The clinical expertise found in a GIC is not common amongst GPs or prescribers in Primary 
Care. As such, clinicians in Primary Care may not be in a suitable position to accept shared 
care with a GIC. This is because the clinical responsibility for prescribing specialist medica-
tions/ devices or routine medications for specialist indications may fall out of the scope of a 
GP’s practice. Within this organisation there is no GP/ prescriber with a clinical speciality in 
gender reassignment, and as such cannot take responsibility for prescribing or monitoring 
patients in Primary Care. In line with the above, this organisation cannot fulfil the terms of a 
SCA with a GIC for the purpose of gender reassignment and as such, cannot accept shared 
care. To ensure safe practice, patients will be signposted to their GIC to receive the treat-
ment recommended by their specialist clinic.  
 
In exceptional circumstances, patients who have already been established on a form of sta-
ble and effective treatment and who have a prior agreement with their GP to continue pre-
scribing certain medications, may continue to receive these prescriptions on a short term ba-
sis until their care can be repatriated back to their clinic. 
 
At present, the local NHS ICB does not have a direct and clear shared care policy with GICs 
however the ICB may consider their own services in gender identity care in future (no earlier 
than 2026). 
 
 
Requests received from Private Clinics/ Private Care 
 
It is important to highlight that specialists who works in NHS based roles can also practice  
separately in a private capacity/ clinic, and recommendations or requests from their private 
based work will not necessarily be accepted by this organisation. This is because: 

• The recommendations made in a private capacity may not be in line with what is rec-
ommended under the NHS 

• The recommendations made in a private capacity may not be available under the 
NHS 

• If a patient can no longer access private healthcare/contact their private clinician, this 
may place them in a position of difficulty, which may also place them at clinical risk. 
This in turn can affect their care and/or the relationship and/or responsibility of their 
NHS based GP/ this organisation. 

 
The BMA highlight the importance of noting that patients may pay for additional private 
healthcare while continuing to receive care from the NHS. To ensure that there is no risk of 
the NHS subsidising the cost of a patient’s private care, it should be made clear whether an 
individual procedure is being privately funded or NHS funded. Private care and NHS care 
should be kept separate and documented as clearly possible. The patient should bear the 

https://www.bma.org.uk/advice-and-support/gp-practices/managing-workload/general-practice-responsibility-in-responding-to-private-healthcare
https://www.bma.org.uk/advice-and-support/gp-practices/managing-workload/general-practice-responsibility-in-responding-to-private-healthcare
https://www.bma.org.uk/advice-and-support/gp-practices/managing-workload/general-practice-responsibility-in-responding-to-private-healthcare
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entire cost of any private services they seek/obtain. NHS resources should never be used to 
subsidise the use of a patient’s private care. The arrangements put in place to deliver 
additional private care should be designed to ensure a clear separation of accountability, 
funding, legal status and liability between NHS care and any private care that a patient 
receives. 
 
 

8.2 Decision making considerations 
 
In the Hertfordshire and West Essex ICB (HWEICB), guidance titled A frequently asked 
questions document - NHS Shared care and specialist guided prescribing service 
specification, provides information to help prescribers consider factors in decision making 
when reviewing requests. It is important to note that transfer of clinical responsibility to 
primary care should only be considered where the person’s clinical condition is stable or 
predictable.  Upon receipt of a request for shared care, the following processes should be 
considered in support of any decision making: 
 

Decision making aid 

Questions Yes / No / Comment 

1 Is the medication/ treatment being requested 
one which falls in line with what can be of-
fered in Primary Care NHS? 

 

2 Is there evidence to suggest that the respec-
tive patient has been trialled on the therapy 
for a suitable period of time, at a stabilised 
dose, and displayed no adverse effects? 

 

3 Has the specialist sought an official agree-
ment of the patient’s usual GP before trans-
ferring any care or  
prescribing? 
 

 

4 Does this organisation have the capable 
means of accepting shared care if this pa-
tient’s usual GP is not in practice (i.e. as the 
agreement is usually between patient, spe-
cialist and usual GP, is there another GP/clini-
cian who has the ability to continue treatment 
in the absence of the GP which has agreed to 
sharing care? This is important in hehlping to 
avoid uneccessary breaks in treatment) 
 

 

5 Does the requesting organisation and this 
organisation feel that the prescribing and 
awareness of all the side effects and 
complications fall within the scope of this 
organisation’s capabilities/ the patient’s usual 
GP’s professional competence  

 

6 Are there adequate resources and training 
available to managing safe systems for the 
monitoring and prescribing of this 

 

https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/shared-care-decision-making-advice-and-guidance/shared-care-for-medicines-and-nhs-shared-care-and-specialist-guided-prescribing-service-specificatio/
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/shared-care-decision-making-advice-and-guidance/shared-care-for-medicines-and-nhs-shared-care-and-specialist-guided-prescribing-service-specificatio/
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/shared-care-decision-making-advice-and-guidance/shared-care-for-medicines-and-nhs-shared-care-and-specialist-guided-prescribing-service-specificatio/
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/shared-care-decision-making-advice-and-guidance/shared-care-for-medicines-and-nhs-shared-care-and-specialist-guided-prescribing-service-specificatio/
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/shared-care-decision-making-advice-and-guidance/shared-care-for-medicines-and-nhs-shared-care-and-specialist-guided-prescribing-service-specificatio/
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/shared-care-decision-making-advice-and-guidance/shared-care-for-medicines-and-nhs-shared-care-and-specialist-guided-prescribing-service-specificatio/
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medication/therapy in this organisation prior to 
care being transferred? 
 
This includes whether this organisation has 
the capacity to accept further workload, as 
this may impact safe systems. 
 

7 If this organisation is receiving a request on 
from an NHS provider, are they locally com-
missioned or  
approved by the ICB and working in line with 
UK best practice and local prescribing  
guidelines/shared care protocols? 
 

 

8 If this organisation receives a request from a  
private provider, is the organisation satisfied 
that the provider has demonstrated that it is  
appropriately accredited, practicing in line with 
UK best practice and will prescribe and  
monitor patients in line with locally agreed 
pathways apply? (e.g. for ADHD, has the pa-
tient been referred via the Right To Choose 
pathway to an authorised private provider 
which holds an NHS based contract?) 
 

 

9 How would this organisation manage pre-
scribing or monitoring if, for whatever reason, 
a patient is unable to  
continue to follow up with a private provider? 
 

 

 
Should the answer to all these questions be satisfactory or positive, then this organisation 
may be in a position where they can potentially approve the request for sharing care, 
providing the criteria above are met. If one or more of these considerations are not met, then 
it would seem sensible to decline the transfer. In this instance, the specialist who is 
requesting the sharing/transfer of care should bear responsibility for prescribing and 
monitoring. 
 

8.3 Shared care responsibilities 
 
 
HWEICB have provided guidance on principles for shared care, which also helps to detail  
general responsibilities. Patients who live with long-term conditions/ multimorbidities may 
require more than one medication as part of their treatment plan. Clinicians should consider 
the whole needs of the patient and care should be taken when providing treatment. If 
patients are without treatment for prolonged period of time (which is assessed on a case-by-
case basis), treatment safety and efficacy will need to be reassessed and as such, shared 
care cannot be continued. Patients will need to be reassessed by the specialist. 
 
 
Below are guideline responsibilities when entering into a SCA: 
 

• Specialist’s responsibilities: 

https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/download?cid=1739&checksum=752d25a1f8dbfb2d656bac3094bfb81c
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1. To assess the patient and provide a diagnosis (if appropriate).  

 
2. To conduct any required baseline investigations and initial monitoring. 

 
 

3. To safely prescribe in line with the patient’s needs and prescription 
requirements. To also assess for any contraindications, cautions and 
interactions. Where appropriate, to provide advice to the GP practice on the 
management of adverse effects. 

 
4. To use a shared decision-making approach and discuss the benefits and risks 

of the treatment to the patient and/or carer. To discuss the implications of either 
choice. To confirm the patient and/or their carer is provided the information 
needed to understand the treatment strategy and to inform that treatment may 
be stopped if they do not attend for monitoring and treatment review. 

 
5. To obtain and document consent. 

 
6. To provide the appropriate information as required. 

 
7. To initiate and review treatment until optimised, as outlined in the SCA. To en-

sure that the patient has sufficient medication or a prescription available, to 
maintain their treatment for suitable period of time e.g. 4 weeks. 

 
8. Once treatment has been optimiseda request for shared care, via the means of 

an authorised document is to be sent to this organisation/ patient’s usual GP 
detailing all relevant information including diagnosis, treatment: current and 
ongoing dose, relevant test results, any review dates and monitoring 
requirements. 

 
9. To conduct the required monitoring/ investigations and communicate the results 

to the GP practice. 
 

10. To prescribe a sufficient quantity of medication to enable the transfer of 
care/prescribing to primary care, to ensure patient is not left without treatment 
due to unforeseen circumstances/ delays. 

 
 

11. To determine the duration of treatment and the frequency of review(s). The 
review(s) should be at least annually with the appropriate clinical monitoring. 

 
12. Following each review, a communication should be sent to this organisation/ 

patient’s usual GP to whether treatment should be continued, confirm the 
ongoing dose and whether the ongoing monitoring outlined in the SCA 
continues to remain appropriate 

 
13. If appropriate: to trial discontinuation of therapy, and dosage changes should be 

managed by the specialist with the GP practice being informed to ensure that 
there is no mismanagement or miscommunication 

 
14. If appropriate: to reassume prescribing responsibilities should the patient wish to 

become pregnant 
 

• This organisation’s/ GP’s responsibilities: 
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1. If accepting SCA, this organisation will aim to respond to the request from the spe-

cialist/ clinic in writing. This organisation will aim to prescribe ongoing treatment (as 
appropriate) as detailed in the specialists request, providing this falls in line with both 
the local formulary and NHS England guidance tilted Responsibility for prescribing 
between Primary & Secondary/Tertiary Care 
 

2. To prescribe the stated therapy in line with the SCA and prescription requirements. 
To assess for any contraindications, cautions and interactions. To manage adverse 
effects and discuss with specialist team when required 

 
3. To conduct routine reviews as appropriate. The review should include the clinical 

monitoring regime as detailed in the SCA 
 

4. To intervene and stop medication and make an urgent referral for appropriate care if 
information comes to light suggesting serious/life threatening complication(s) are 
suspected 

 
5. To refer the management back to the specialist if the patient becomes or plans to 

become pregnant or is/plans to breastfeed 
 

6. To stop prescribing any treatment as advised by the specialist 
 

• Patient’s responsibilities (which may be assisted with by an authorised carer): 
 

1. To take medication only as prescribed. To avoid abrupt withdrawal of the 
medication unless advised by either GP or specialist. To report any adverse 
effects or symptoms to the GP. 

 
2. To attend routine monitoring and reviews when due, as stipulated by the SCA or 

as advised by this organisation. To keep contact details up to date with both 
prescribers (this organisation and specialist clinic). To be aware that medicines 
may be stopped if they do not attend monitoring and reviews/appointments. 

 
3. Over the counter (OTC) medications and supplements should be discussed with 

both Pharmacist and GP/primary care prescriber before administering 
 

4. To be aware that some medications may have the potential to affect cognitive 
and kinetic function and may be subject to drug driving laws. Patients therefore 
must ensure their ability to drive or operate heavy machinery is not impaired 
before conducting such activities. If uncertain, patients are to discuss this with a 
clinician and/or guidance should obtain further information from the patient 
information leaflet within the medication packaging. If this information is not 
contained within the medication packaging, patients can speak with their 
dispensing Pharmacy to obtain further information or can use the following 
website to search for this: https://www.medicines.org.uk/emc#gref  

 
5. Patients who have been prescribed a controlled drug and are in receipt of this 

are responsible for safe and secure storage 
 

6. If a medication is required to switch, this should be managed by the specialist/ 
clinic. If sufficient information avaialble for this to occur safely in Primary Care, 
this organisation may help to make this switch however if this organisation/ 
usual GP feels this is beyond their normal scope of practice, this responsibility is 

https://www.england.nhs.uk/wp-content/uploads/2018/03/responsibility-prescribing-between-primary-secondary-care-v2.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/03/responsibility-prescribing-between-primary-secondary-care-v2.pdf
https://www.medicines.org.uk/emc#gref
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to be repatriated back to the specialist clinic. Reasons for a medication switch 
could include, but are not limited to: 

▪ Clinical reasons 
▪ Medication unavailable  

 
7. Patients with childbearing potential should take a pregnancy test if they have 

reason to believe they could be pregnant. If patients undergoing treatment 
become pregnant or are planning a pregnancy in the near future (i.e. next 12 
months), they should inform the specialist or GP immediately. 

 
8. Patients must not share, sell or divert their medication to or with anyone else 

 
9. The patient must follow their specialist’s advice in relation with avoiding alcohol, 

recreational drugs and listed substances. 
 
Further NHS guidance can be found: Responsibility for prescribing between Primary & Sec-
ondary/Tertiary Care  
 

8.4 Shared care protocols 
 
Shared Care Protocols (SCP) are clinically focussed and help to provide the information 
required to support the safe and effective sharing of care for specified medicines/therapies. 
This includes licensed indications and established off-label uses.  
 
NHS England have produced guidance titled: Shared Care Protocols, which provides greater 
detail and pre-agreed SCPs. Whilst standardised templates help to improve reduce 
duplication and inequity of access thereby helping to improve patient safety, there is no legal 
obligation for SCPs. There is however a clinical responsibility to ensure safe and effective 
practice, which must be maintained. It is therefore in the best interest of the patient, clinic 
and GP/ this organisation to ensure safety protocols are in place, and information on this can 
be found in shared care protocols. 
 
Further guidance can be sought from the Medicine Management team within HWEICB. 
 

9 Medication shortages 

9.1 Stock shortages 
 
NHS England have produced A guide to managing medicines supply and shortages. This 
resource can be used for guidance. The Specialist Pharmacy Service (SPS) can be 
consulted for guidance on medication switches during shortages and provide a tool to help 
with such instances.  
 
Stock shortage notifications may also be received from the Medicines & Healthcare products 
Regulatory Agency (MHRA)  and from the Central Alerting System. 

 

9.2 Patient safety concerns with stock shortages 
 

https://www.england.nhs.uk/wp-content/uploads/2018/03/responsibility-prescribing-between-primary-secondary-care-v2.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/03/responsibility-prescribing-between-primary-secondary-care-v2.pdf
https://www.england.nhs.uk/publication/shared-care-protocols/
https://www.hertsandwestessex.ics.nhs.uk/our-work/medicines-optimisation-and-pharmacy/
https://www.england.nhs.uk/long-read/a-guide-to-the-systems-and-processes-for-managing-medicines-supply-issues-in-england/
https://www.sps.nhs.uk/home/tools/
https://www.bing.com/ck/a?!&&p=609b398ca60c6ee4455b58de9483d79d63a5731adbf626dae73c2348a646f71bJmltdHM9MTc1OTE5MDQwMA&ptn=3&ver=2&hsh=4&fclid=283bbb73-6d36-6865-0b61-a89d6c2369f3&psq=mhra+drug+alerts&u=a1aHR0cHM6Ly93d3cuZ292LnVrL2RydWctZGV2aWNlLWFsZXJ0cw
https://www.bing.com/ck/a?!&&p=609b398ca60c6ee4455b58de9483d79d63a5731adbf626dae73c2348a646f71bJmltdHM9MTc1OTE5MDQwMA&ptn=3&ver=2&hsh=4&fclid=283bbb73-6d36-6865-0b61-a89d6c2369f3&psq=mhra+drug+alerts&u=a1aHR0cHM6Ly93d3cuZ292LnVrL2RydWctZGV2aWNlLWFsZXJ0cw
https://www.cas.mhra.gov.uk/Home.aspx
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If stock shortages and/or supply issues become a patient safety concern, then this 
organisation can gather further guidance where needed from HWEICB. 
 
Should there be any notification from the National Patient Safety Alert (NPSA) regarding 
patient safety concerns surrounding stock shortages, this can be managed in line with 
guidance produced by the National Patient Safety Alerting Committee (NaPSAC) and 
HWEICB.  

10 Adverse reactions 

10.1 Reporting process 
 
If a patient has an adverse reaction to a drug, this should be reported using the MHRA 
‘yellow card’ scheme. If appropriate, a significant event should be raised using the 
appropriate toolkit. Relevant entry should be made into SystmOne/ the patient’s medical 
notes to highlight the event for safety. 
 
 

11 Emergency medicines 

11.1 Guidance 
 
Guidance for the availability of emergency medicines in this organisation and for healthcare 
professionals conducting home visits can be found: GP Mythbuster 9: Emergency medicines 
for GP practices.  
 
This organisation and the CQC would expect to see evidence of an appropriately 
documented risk assessment. This is to help identify a list of medications/ substances which 
are not suitable for this organisation to stock, and this should be reviewed periodically or 
when necessary. 
 
For additional guidance, see the BMA’s handbook for Safe working guidance: a handbook 
for general practice in England   

12 Audit 

12.1 Prescribing audit 
 
A prescribing audit is a quality improvement process which can help to provide insight into 
the prescribing habits of an organisation. This can help to identify areas for improvement in 
prescribing practices, promote adherence to local and national guidelines and help to 
enhance patient care and safety.  
 
The local PMOT provides valuable insight into the prescribing habits of organisations in 
HWEICB. This organisation is to review the data produced and provided by PMOT to help 
enhance patient outcomes. This organisation is also committed to reviewing information and 
safety alerts from the MHRA, NPSA, CQC and information broadcast from medical channels 
(e.g. BMA and RPS) etc. This organisation also frequently reviews its own prescribing habits 

https://www.england.nhs.uk/patient-safety/patient-safety-insight/patient-safety-alerts/#national-patient-safety-alerts
https://yellowcard.mhra.gov.uk/
https://yellowcard.mhra.gov.uk/
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-9-emergency-medicines-gp-practices
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-9-emergency-medicines-gp-practices
https://practiceindex.co.uk/gp/forum/resources/risk-assessment-toolkit.1464/
https://www.bma.org.uk/media/4zcfjsnw/bma-gp-safe-working-guidance-handbook-england.pdf
https://www.bma.org.uk/media/4zcfjsnw/bma-gp-safe-working-guidance-handbook-england.pdf
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and conducts audits on a frequent basis (usually weekly or monthly) to help ensure 
adherence to local and national guidance. 
 
 

13 Cold chain management 

13.1 Overview 
 
‘Cold chain’ is a term used to describe the temperature conditions in which certain products 
need to be kept cold during storage and distribution. Maintenance of the cold chain ensures 
that medications, substances and specific products are transported and stored according to 
the manufacturer’s recommendations (e.g. between +2° to + 8°C) and protected from sun-
light, and designated items are transferred to a fridge promptly after delivery, until used for 
the purpose of administration. The Green Book Chapter 3 details the process for ensuring 
the cold chain. 

13.2 Receipt of cold chain products 
 
Refer to Annex K for the process of receiving cold chain products. 

13.3 Storage of cold chain products 
 
All cold chain products must be stored as detailed in the Green Book Chapter 3.  To optimise 
efficiency, the following best practice principles should be adhered to: 

• Maintain an average fridge temperature of 5°C 
 

• Separate vaccine types within the fridge for ease of identification 
 

• Use labels on the exterior of the fridge to show the location of the vaccine type and 
expiry date 

 

• Stock rotation must be effective; items with the shortest expiry date should be placed 
at the front to be used first  

13.4 Refrigerator specifics 
 
The fridge space designated for vaccines should have the sole purpose of only storing 
vaccines. It should be clearly labelled and not be used for the storage of any other products.  
In particular, the fridge should:  

1. Be clearly identified  

 

2. Be subject to regular appliance testing. Further information can be found in the 
Health, Safety and Risk Management Handbook and via the CQC guidance named 
Vaccine storage and fridges in GP practices 

 
3. Have a functioning locking mechanism or be stored in a locked room 

 

4. Be kept clean, appropriately accessible and kept in a tidy manner 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/223753/Green_Book_Chapter_3_v3_0W.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/223753/Green_Book_Chapter_3_v3_0W.pdf
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-17-vaccine-storage-fridges-gp-practices
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5. Have an external minimum ↔ maximum thermometer in place as well an integrated 
thermometer 

 
6. Undergo a routine auditable service, as suitable 

7. If the appliance contains an ice box, this should be routinely allowed to defrost in a 
controlled service, cleaned appropriately and details of this service recorded appro-
priately for auditing purposes 
 

8. Have access to and use an uninterrupted electricity supply (e.g. switchless socket or 
a socket clearly labelled to the effect of ‘vaccine fridge do not turn off’) 

13.5 Temperature monitoring 

The temperature of fridge(s) should be recorded at least once daily, usually in the morning. 
The four-stage process is detailed below: 

1. Read: read and record the thermometer’s minimum, maximum and current 
temperature at the same time each day, minimum once a day, usually in the morning 
 

2. Record: make a record of the temperatures (usually digitally, however if this facility is 
not available, ensure this is recorded on the standardised Fridge Temperature re-
cording sheet for auditable purposes) 
 
 

3. Reset: Ensure you reset the thermometer on these occasions: 
a. after each reading 
b. if the fridge appliance has been used frequently, it is likely there will be fre-

quent temperature fluctuations therefore ensure this is reset once tempera-
tures have stabilised  

 
4. React: the individual involved in recording the temperature of the appliance should 

document appropriately if the temperature falls outside +2° to +8°C limit and should 
consult the Lead for Nursing team for further action. If the Lead for Nursing is not 
available, the Prescribing Lead, Practice Manager and/or Lead Clinical Pharmacist 
can be contacted for advice. 

Where available, a second thermometer independent of the integrated thermometer (in the 
vaccine fridge) should be used to cross-check the temperature accuracy, particularly if there 
are concerns surrounding electricity supply issues to the fridge/ power interruption or 
frequent appliance activity/usage, where cold chain may be affected.  

Temperatures can be recorded electronically and where further advice/training is required, 
please consult the Lead for Nursing or Prescribing Lead. In the absence or where unable to 
record electronically, the template found in Annex L may be used. Additional guidance can 
be found here: CQC GP Mythbuster 17: Vaccine storage and fridges in GP practices. 

13.6 Cold chain breach 

Actionable guidance has been produced by the UK Health Security Agency on Responding 
to errors in vaccine storage, handling and administration particularly in the event of a cold 
chain breach or compromised storage/fridge/appliance.  

https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-17-vaccine-storage-fridges-gp-practices
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1088780/UKHSA-vaccine-incident-guidance-6-july-2022.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1088780/UKHSA-vaccine-incident-guidance-6-july-2022.pdf


 
 

 44 

13.7 Promoting best practice 
Public Health England have produced a visual summary guide to help highlight good 
practice when ordering or storing vaccines, which can be viewed here. 

13.8 Audit 

A template for a cold chain audit can be found at Annex M.  

14 Storage of medicines 

14.1 Temperature requirement 
 
Medicines within this organisation should be stored in an area where temperature is within 
limits specified (10°c - 25°c). This can be achieved using an air conditioning unit if needed to 
ensure medications remain stable.  
 
Additional guidance produced by the RPS can be found in Professional guidance on the safe 
and secure handling of medicines. 

14.2 Temperature monitoring 
 
The temperature within the storage area is to be monitored as follows: 
 

1. The thermometer is to be checked daily (usually morning). Readings should be 
taken for the minimum, maximum and current temperatures. The thermometer is to 
then be reset 

 
2. Should the temperature need to be altered, the conditioning unit regulator should be 

changed to reach the temperature desired 
 

3. The temperature should be re-checked approximately 30-60minutes later if the 
temperature has been altered, to ensure the desired temperature has been met. If 
not met, periodic monitoring should be undertaken. If concerns arise, the Lead for 
Nursing or Prescribing Lead or Practice Manager should be consulted. 

 
4. Appropriate auditing entries should be made. See Annex N for a template. All 

remedial action undertaken should be appropriately logged. 
 

5. All relevant check/ auditing forms should be kept in line with the Organisation’s 
policy (minimum 12 months) for auditing purposes. 

 

6. In the event the ambient temperature is nearing the maximum allowance of 25°c, 
action should be undertaken to cool the area. One method could be the use of fans 
or ventilating devices, increasing the output of air conditioning and/or 
opening/closing windows and/or doors. Following such actions, the temperature 
should be monitored periodically until the desired temperature has been reached. 

 

7. Should temperature(s) exceed 25°c, the nominated individual should be informed 
promptly to review the situation and stock and to implement remedial actions as 
necessary. All such events and actions undertaken should be recorded in a timely 
manner via the template (above) or electronically. 
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/671373/Cold_chain_vaccine_fridge_control_poster.pdf
https://www.rpharms.com/recognition/setting-professional-standards/safe-and-secure-handling-of-medicines/professional-guidance-on-the-safe-and-secure-handling-of-medicines
https://www.rpharms.com/recognition/setting-professional-standards/safe-and-secure-handling-of-medicines/professional-guidance-on-the-safe-and-secure-handling-of-medicines
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15 Storage of medical gasses 

15.1 Overview 
 
This organisation follows guidance relating to the storage of medical gasses in line with that 
produced by the SPS. Guidance can be found here.  Storage of Medical Gases 004 policy 
shared on Teamnet. 
 

16 Central Alerting System (CAS) 

16.1 Overview 
 
It is the responsibility of all staff within this organisation to take the necessary actions in 
relation to CAS alerts. The CAS Lead is responsible for the timely identification and 
dissemination of all alerts within this organisation. It also their responsibility to ensure that 
relevant actions are taken within a timely manner however the CAS Lead, where 
appropriate, may allow for a designated competent member of staff or team to arrange for 
such responsibilities to be carried out (e.g. the in-house Pharmacy Team). 

16.2 Alert types 
 
The following alerts are available on the CAS: 
 

● Chief Medical Officer (CMO) (alerts) 
● Department of Health and Social Care Supply Disruption (alerts) 
● Medicines and Healthcare products Regulatory Agency (MHRA) (alerts) 
● Medical Device Alerts (MDA) and Drug (alerts) 
● NHS Improvement Patient Safety Alerts (PSA) and Estates (alerts) 
 

 
The CAS is an internet-based system used to disseminate patient safety alerts, important 
public health messages and other critical safety information and guidance. This organisation 
is one of many intended audiences, alongside other healthcare organisations providing NHS 
services and other independent providers of health and social care etc. 

16.3 Responding to CAS alerts 
 
This organisation is committed to upholding and improving patient safety and experience. 
One way in which this organisation upholds this is via timely identification, recording, 
processing and dissemination of CAS alerts. 
 
Safety alerts are in essence, a notification to help avoid or prevent avoidable or unexpected 
harm or injury to one of more of the following parties, and/or to help prevent fraud: 

• Patient(s) 

• Carer(s) 

• Healthcare provider(s) 

• Visitor(s) 

• Wider public  
 
The flow chart at Annex O details the process for actioning all alerts at this organisation. 

https://www.sps.nhs.uk/wp-content/uploads/2021/01/guidance-on-the-security-and-storage-of-medical-gas-cylinders.pdf
https://www.cas.mhra.gov.uk/Home.aspx
https://www.cas.mhra.gov.uk/Home.aspx
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16.4 CQC expectations 
 
The expectations of the CQC regarding patient safety alerts can be found in GP Mythbuster 
91: Patient safety alerts. It is good practice for auditing purposes to retain a log of: 

• Date of release of alert(s) 

• Details of actions taken 

• Date of when actions were undertaken 

• Details/date(s) of any further recommendation(s) 

• Any further relevant information 
All alerts can be recorded using the data log entry detailed in Annex O or via the TeamNet 
Safety Alert system.  
 

16.5 Searching for alerts 
 

• CAS alerts can be found and searched for using this hyperlink. 
 

• Gov.uk Alerts recalls and safety information for medicines and medical devices can 
be found and searched for using this hyperlink.  

16.6 The Yellow Card Scheme 
 
Within this organisation, staff have a duty of care towards patients. As part of this duty, staff 
are involved in reporting any relevant adverse reactions to medicines and adverse incidents 
relating to medical devices via the Yellow Card Scheme.  
 
The Yellow Card Scheme allows the MHRA to monitor and quantify the safety data received 
from all healthcare products in the UK, to help audit and review their safety. This is to ensure 
they are acceptably safe for patients’/users/ care providers.  
 
This system is also available via he Yellow Card App 

16.7 Reporting estates defects and failures 
 
Healthcare providers under the NHS should report any defects or failures involving the 
infrastructure, engineering plant and/or non-medical devices to the Department of Health. 
Defects and/or failures can be reported online via the following link. In addition, defects or 
failures within this organisation must be reported to the Practice Manager and an entry into 
the Defect Log must be made or documented, as directed by the Practice Manager.  
 

17 ECLIPSE safety alerting system 

17.1 Overview 
 
ECLIPSE/RADAR500 is a medication based risk stratification tool used by clinicians within 
this organisation to help identify patients who may potentially be at risk of harm from their 
prescribed medication. Only medications coded/ detailed in the respective patient’s clinical 
notes  may be identified by this tool.  
 
 

https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-91-patient-safety-alerts
https://www.cqc.org.uk/guidance-providers/gps/gp-mythbusters/gp-mythbuster-91-patient-safety-alerts
https://www.cas.mhra.gov.uk/SearchAlerts.aspx
https://www.cas.mhra.gov.uk/SearchAlerts.aspx
https://www.gov.uk/drug-device-alerts
https://yellowcard.mhra.gov.uk/
https://www.gov.uk/drug-safety-update/yellow-card-app-download-the-updated-app-to-receive-the-latest-mhra-safety-news-and-report-suspected-side-effects-including-in-pregnancy
https://efm.digital.nhs.uk/
https://www.hweclinicalguidance.nhs.uk/prescribing-guidance/eclipse/
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ECLIPSE is a secure and accredited tool, hosted on a ISO27001 server, where 2-factor 
authentication is required in order to gain access. This involves entering a log in username 
and password followed by a specific one-time passcode which is sent to the user via a pre-
agreed route electronic route. ECLIPSE has been associated with significant reductions in 
emergency admissions and A&E attendances by helping Primary Care become aware of 
potential clinical risks, to allow them to take precautionary measures (where needed).    

17.2 Why is this organisation using ECLIPSE? 
 

 
This organisation is committed to upholding and improving patient safety standards. By 
identifying and managing safety alerts on a weekly/ bi-weekly basis, this organisation can 
help to improve medicine-related-systems and processes to help ensure safer prescribing 
and monitoring for patients. This form of active alert monitoring also helps to support clinical 
audits and CQC inspections. 

17.3 Who reviews or manages these alerts? 
 
The Data Quality Lead in the organisation will run the required programme(s) needed to  
help implement this system. ECLIPSE refreshes all relevant RADAR500 alerts usually on 
Sundays, based on the latest automated extraction of data. Relevant clinicians (listed below) 
may be involved in the auditing, handling of information or processing of data: 

1. Pharmacists 
2. Pharmacy Technicians 
3. Data Quality Lead 
4. Lead for Prescribing 
5. Practice Manager(s) 
6. Caldicott Guardian 
7. Doctors 
8. Nurses 
9. Health Care Assistants 
10. Physician Associates 
11. Care Coordinator team 
12. Social Prescribing team 
13. Staff involved in the direct/indirect care of patients 

 
See Annex P for details on the ECLIPSE/RADAR500 protocol.  

18 Medicine reconciliation Protocol 

18.1 Overview 
 
Medicine reconciliation is the process of accurately compiling an up-to-date list of an 
individual’s current medications, doses, prescribing quantities, formulations and directions for 
use. NICE recommends the sharing of relevant information when individuals move from one 
care setting to another. Examples could include, but are not limited to: 

- Transferring from one GP surgery to another 
- Discharged from a hospital to a care or nursing home 
- Arrival of an individual from abroad etc. 

 
Medicine reconciliation should be completed wherever possible, at the earliest opportunity and 
should include a comprehensive overview of any medications, herbal supplements, inhalers, 
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medical devices and/or products used to affect an individual’s health, where feasible. This is 
to provide healthcare staff within this organisation (and where feasible, other organisations) a 
better understanding of a patient’s healthcare needs. 

18.2 Who can carry out a medicine reconciliation 
 
Competent and trained staff should carry out the reconciliation, and such members could 
include but are not limited to: 

1. Doctors 
2. Nurses 
3. Pharmacists 
4. Pharmacy Technicians 
5. Physician associates 

18.3 When a medicine reconciliation should occur 

 
Medicines should be reconciled whenever there has been a change to an individual’s 
treatment under these three main circumstances, however there may be other instances 
where this is needed, based on clinical judgement: 

- When an individual is transferred from one clinical setting to another or a place of 
residence 

- When treatment/therapy has changed e.g. dose, formulation, strength, frequency of 
administration etc. 

- Before the first dose is administered  

18.4 Record keeping  
 
Record keeping should include the following at a minimum: 

1. Details of person reconciling (title, job role, name) 
 

2. Date and time of medicine reconciliation 
 

3. Source(s) of information used to complete reconciliation 
 

 
Further information and requirements can be found on the CQC’s website here, which this 
organisation complies with. See Annex Q for information on the Medicines 
Reconciliation Protocol. 
 

19 Patient Specific Direction 

 

19.1 Introduction 
 
Patient Specific Direction (SPD) is where an instruction is written by and signed by a 
prescribed, for medicines to be supplied and/or administered to a named individual, after the 
prescriber has assess the named individual. Further information and guidance has been 
produced by the SPS and can be found here.   
 

https://www.cqc.org.uk/guidance-providers/adult-social-care/medicines-reconciliation-how-check-you-have-right-medicines
https://www.sps.nhs.uk/articles/patient-specific-directions-psd/
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In this organisation, members belonging to the following teams act to support the prescriber 
with implementing a PSD by helping to identify, contact, monitor, and engage with the patient 
alongside with making relevant entries/codes in the patient’s record: 

• Other prescribers 

• Data Quality Lead 

• Care Coordinator  

• Reception 

• Physician Associates 

• Admin 

• Pharmacist(s) & Pharmacy Technicians 

• Nurse(s) 

• Nurse Associate(s) 

• Healthcare Assistant (HCA) 
 
Only competent members belonging to the following teams can act to administer care/therapy 
to patients under the PSD: 

• Other prescribers 

• Healthcare Assistant 

• Nurses(s) 

• Physician Associate(s) 

• Pharmacist(s) 
 

19.2 Requirements 
 
The following requirements must be met and recorded into the patient’s medical record at the 
earliest opportunity: 
 
Medication 

• Name 

• Formulation 

• Strength 

• Frequency (where applicable) 

• Route of administration 

• Date of treatment / number of doses (where applicable). If multiple doses are required, 
the start date of treatment should be noted with a noted indication as to the treatment 
end date (where applicable) 

• Confirmation of acceptance/ signature of Prescriber/ digital acknowledgment of 
Prescriber 

• Expiration date 

19.3 Vaccination(s) 
 
Prior to administration of any vaccine by a suitable clinician to a patient, the respective 
clinician must obtain a signed authorisation (such as, patient list signed by GP or 
independent prescriber) to administer the vaccine and complete the vaccination record sheet 
that details the patient’s name, date of birth, vaccine given, dose, batch number and expiry. 
This is a legal requirement under the Medicines Act (1968). Where the respective clinician is 
unsure about any aspect he/she must refer to a clinician for advice before administering the 
vaccine. 
 
Example: 
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Patient Specific Directive (PSD)  
Administration of Intramuscular Influenza (seasonal) vaccine by trained HCAs employed by 
this organisation, to be completed in advance of vaccination: 
 
Clinic date and time………………………………………………………………………………… 
 
Patient Name / DOB………………………………………………………………………………… 
 
Vaccine name and dose……………………………………………………………………………… 
 
Batch number and expiry date………………………………………………………………………  
 
GP signature…………………………………………………………………………………..………. 
 
HCA signature…………………………………………………………………………………………. 

19.4 Vitamin B 
 
Prior to administration of any Vitamin B injectables by a suitable clinician to a patient, the 
respective clinician must obtain a signed authorisation (such as, patient list signed by GP or 
independent prescriber) to administer the vaccine and complete the vaccination record sheet 
that details the patient’s name, date of birth, vaccine given, dose, batch number and expiry. 
This is a legal requirement under the Medicines Act (1968). Where the respective clinician is 
unsure about any aspect he/she must refer to a clinician for advice before administering the 
vaccine. 
 

19.5 Further information 
 
Following our December 2019 CQC visit and to avoid any confusion, this organisation will 
complete individual PSDs for each patient and not attach them to a list to avoid paperwork 
becoming separated. Each PSD will be signed in advance by the responsible clinician and 
scanned into their patient record once the vaccine has been given. 
 

19.6 HCAs and PGDs 
 
 
HCAs cannot and should not vaccinate or administer immunisations on the basis of PGDs; 
PGDs are only to be used by qualified healthcare professionals. Within general practice, 
HCAs are required to work in situations where constant close supervision is not always 
possible. This means that HCAs need to be able to share the responsibility for working 
safely and correctly. 

Education, training and assessment will help to provide the confidence to do this 
successfully. Employing GP partners are vicariously liable for the acts and omissions of the 
HCA. All HCAs should have adequate indemnity arrangements in place for the task they 
undertake. It is essential that practices inform MPS of tasks that the HCA is undertaking to 
ensure that adequate indemnity arrangements are in place. 
 
Administration of Denusomab and other biological agents are approved per individual patient 
including dose, method of delivery, frequency for 1 year, the date of review is specified on 
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the Ardens template and saved on SystmOne. The clinician administering the drug ensures 
that the PSD is in date and notifies the usual GP to review and extend. 

20 Care homes, Nursing homes and residential homes 

 
Patients residing in care homes, nursing homes and residential homes are subject to the 
same requirements as regular patients enrolled within this organisation to ensure equity in 
healthcare and in line with the NHS’ policy. Certain safeguards may be put into place to 
ensure the safety of patients where needed/necessary. In such instances, this should be 
reviewed on a case-by-case basis. 
 
Nursing homes are subject to the NHS’ guidance and where necessary, should also follow a 
suitable Homely Remedies Policy. Further information has been produced by the CQC and 
can be viewed here.  
 
This organisation looks to work with relevant care bodies to implement the Homely 
Remedies and Self-Care ‘good practice guidance’ which has been produced by HWEICB, for 
use in the local NHS catchment area. This guidance can be accessed here.  

21 How to request medications 

 
To help improve patient care and minimise medicine wastage, patients/carers will be 
required to request their own medication(s) directly with Bridgewater Surgeries (not with their 
nominated pharmacy). This will allow patient/carers to identify which medications are 
essential for their healthcare and help pharmacy teams optimise their workload.  
 
The following groups of patients may be exempt: 
 

• Housebound with no feasible means to request their own medication 

• Living in a care, nursing or residential home 

• Mental disability 

• Vulnerable individual who may be at risk 

• Individuals using multi-compartment medication aids/ dosette boxes 

• Under prior agreement from patient’s doctor 
 
Requests for medications for patients without exemptions can only be made using the 
following means: 
 

• Using prescription counterfoil/ request slip 

• Using the prescription request slip located by Reception 

• Online using patient access/ web portal/ NHS app 

• ANIMA platform 

• Post 

• Email (from patients in exceptional circumstances) 
 
Requesting medications via telephone is not recommended. 
 
 
See Annex R for a visual summary to see how this organisation processes prescription 
requests once received 

https://www.cqc.org.uk/guidance-providers/adult-social-care/over-counter-medicines-homely-remedies
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/download?cid=489&checksum=854d9fca60b4bd07f9bb215d59ef5561
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Annex A – Paper prescription log template  

 

 

Name of Practice:   STORAGE AREA:  

Date of 
receipt/ 
issue 

Transaction 
type i.e. 
receipt/issue 

Prescriber 
name & code 

Form type e.g. 
FP10 SS,  
FP10 NC 
FP10 PN 

QTY 

Serial numbers 
Received/issued 
by: sign & print  

Witness 
(Sign & 
print) 

From To 
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Annex A.1 – Paper prescription destruction template  

 

PRACTICE NAME: 

Date  
 

Prescriber 
name and 
code 

Reason and method of 
destruction 

QTY 
Serial numbers  Sign & print 

name 

Witness 
(Sign & 
print) 

From To  
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Annex B – Delivery and storage process  

 
 

 
. 

1
• Expected delivery of prescription forms 

2
• Two individuals are nominated to receive the delivery

3

• Nominated individuals inspect and confirm the delivery invoice vs received in the presence of the 
delivery driver

4
• Nominated individuals are to transfer to allocated controlled stationary cupboard.

5

• Nominated individuals are to check the serial numbers on the prescirption against the delivery 
note. Bar codes can be scanned fo expidite this process if feasible.

6

• Any or all discrepancies are to be annotated on the delivery invoice, queried with the delivery 
driver and supplier and relevant annotations made by Bridgewater Surgeries

7

• As a minimum, the  prescription forms (FP10s) are to be kept in the designated locked cabinet 
within a lockable room/facility, where access can be restricted to both staff and other individuals.
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Annex C – Incident response table  

 

Nature of incident Who should be contacted? 

If prescription forms are lost through 
negligence or by accident. 

Notify the designated person with 
overall responsibility for prescription 
forms at the organisation, the CDAO 
and police as required. Report the 
matter using the organisation’s 
incident reporting system. 

 

An alert/warning may be circulated 
locally and/or regionally. If fraud is 
suspected, details of the incident must 
be reported to the NHS CFA. 

If prescription forms are stolen. Contact the police and report the 
matter using the organisation’s 
incident reporting system. Notify the 
CDAO and those responsible for 
security.  

 

An alert/warning may be circulated 
locally and/or regionally. If fraud is 
suspected, details of the incident must 
be reported to the NHS CFA. 

If it is suspected that a presented 
prescription form is forged or 
counterfeit. 

Check with the prescriber then, if 
appropriate, notify the CDAO, police 
and report to the NHS CFA via the 
NHS Fraud & Corruption Reporting 
Line 0800 02840 60 or online.  

If it is suspected that prescription forms 
are being misused. 

Check with the prescriber then, if 
appropriate, notify the CDAO, police 
and report to the NHS CFA via the 
NHS Fraud & Corruption Reporting 
Line 0800 02840 60 or online. 

 
Information in this table was sourced from NHS CFA. 
 
 
 
 
 
 
 
 
 

https://cfa.nhs.uk/reportfraud
https://cfa.nhs.uk/reportfraud
https://cfa.nhs.uk/resources/downloads/guidance/Management_and_control_of_prescription_forms_v1.0_March_2018.pdf
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REPORTING FORM FOR THE LOSS OR SUSPECTED THEFT OF PRESCRIPTIONS  

(ADAPTED FROM NHS PROTECT GUIDANCE) 

Practice:   Date reported   

Contact name (print)   Contact phone number:   

Contact address:    

Date & time of 

theft/loss 
  If date/time is not known, tick here  

Name of the person 

reporting the theft loss 

(if different from 

above) 

  Telephone number:   

Full details of the loss: 

Include the following information:  

• date and time loss/theft first 
reported 

• place where loss/theft occurred 

• type of prescription stationery  

• quantity of prescriptions 
lost/stolen 

• additional items stolen e.g. 
hand stamps  

  

Details of prescription form(s) lost or stolen 

Name(s) of 

prescribers 
  Personal code(s) or 

identification number(s) 
  

Address (as 

it would 

appear on 

the script) 

  

Serial 

numbers 

lost or 

stolen 

From                     

To                     

Details of 

type of form 

stolen 

i.e. FP10SS (printer forms) or FP10NC (hand-held pads) 

Reporting 

Has this incident been 

reported to the police 

Yes No Crime number   
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Name and police station 

of investigating officer 
  

Does this incident involve 

any prescriptions for 

controlled drugs?  

Yes  No If this incident 

involves controlled 

drugs, has the CDAO 

been informed?  

  

Name 

(PRINT) 
  Position   

Signed   Dated   
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Annex D – Risk assessment template  

Risk assessment title Prescription loss Date of assessment DD/MM/YYYY 

Assessment conducted by  Date of next review DD/MM/YYYY 

Contributors  Risk reference XX/XX 

 

What are the 
potential 
hazards? 

 

Who is at risk of 
being harmed and 
how?  

 

What are you already doing 
to control the risks? 

R
is

k
 r

a
ti
n

g
 

 

Additional control measures required To be implemented: by 
who, by when? 

R
e
s
id

u
a
l 

ri
s
k
 

Patient states 
they have lost 
their 
prescription 

Patients or 
members of the 
public should 
they use 
medication which 
has not been 
prescribed for 
them but 
acquired using a 
lost prescription. 

The organisation 
maintains a record of any 
claims of lost prescriptions 
by patients. 
 
Discuss circumstances of 
the loss with the patient. 
 
Check with local 
pharmacies to see if 
prescription has been 
dispensed.   
 
If the lost prescription form 
is for a CD, then the 
CDAO is to be informed to 
enable additional control 
measures to be 
implemented. 
 

6 To carry out spot checks to ensure 
staff understand the actions to be 
taken in the event of a patient 
losing a prescription. 
 
Provide refresher training to staff 
on an as required basis. 

Prescribing Lead – 
ongoing 
 
 
 
Prescribing Lead/ 
Pharmacists – 
ongoing 

6 
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Likelihood 

1 

Rare 

2 

Unlikely 

3 

Possible 

4 

Likely 

5 

Almost certain 

C
o

n
s

e
q

u
e

n
c

e
 

5 

Catastrophic 

5 

Moderate 

10 

High 

15 

Extreme 

20 

Extreme 

25 

Extreme 

4 

Major 

4 

Moderate 

8 

High 

12 

High 

16 

Extreme 

20 

Extreme 

3 

Moderate 

3 

Low 

6 

Moderate 

9 

High 

12 

High 

15 

Extreme 

2 

Minor 

2 

Low 

4 

Moderate 

6 

Moderate 

8 

High 

10 

High 

1 

Negligible 

1 

Low 

2 

Low 

3 

Low 

4 

Moderate 

6 

Moderate 
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Annex E – Prescriptions issued in another nation  

Detailed information regarding prescriptions issued in another UK nation.  

a. England 

The table below shows when charges will be incurred should a Scottish, Welsh or Northern 
Irish prescription be presented in England. 

Origin of prescription Charges 

Scotland 
 

Collect prescription charges according to English rules unless 
the patient qualifies for exemption 

Wales Collect prescription charges according to English rules 
unless the patient presents a Welsh prescription charge 
entitlement card 
 

Northern Ireland 

 

No prescription charge 

b. Scotland 

Patients who live in England but are registered with a GP practice in Scotland will not be 
charged for a prescription(s) presented for dispensing in Scotland. They will not require any 
entitlement card as they will have been issued with the Scottish prescription form (GP10). 

If a patient presents a Scottish prescription for dispensing at a pharmacy in England, they 
will be required to pay the English charge unless they fall within one of the exemption 
categories listed in the equivalent English regulations.  

Any Scottish prescription form presented for dispensing in Wales or Northern Ireland will be 
charged the rate in force at the time. Currently this is no charge. 

Patients presenting prescriptions written in England will be charged at the English rate per 
item. The only exceptions are for entitlement card holders or those who qualify for 
exemption.  

Patients presenting a prescription(s) written in Wales or Northern Ireland for dispensing in 
Scotland will not be charged under current arrangements. 

c. Wales 

NHS prescriptions are free of charge if the patient has: 
 

• A GP who works for NHS Wales, and; 

• The prescription is dispensed by a pharmacy that is employed by NHS Wales 
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If the patient lives in England and has a GP in Wales, they can get prescriptions free of 
charge if the prescription is dispensed by a pharmacy employed by NHS Wales. If the 
patient chooses to have their prescription dispensed in England, they will have to qualify for 
free prescriptions under the English criteria. 
 
If the patient lives in Wales and has a GP in England, they may still be able to get 
prescriptions free of charge by having an exemption card.  Further information is available 
on the NHS Wales Help with Health Costs website.  
 
Patients can apply for exemption cards to the following address: 
 

NHS Prescription Card Exemption 
NHS Wales Shared Services Partnership 
Cwmbran House 
Mamhilad Park Estate 
Mamhilad 
PONTYPOOL 
NP4 0YP 

 
If the patient has an NHS prescription dispensed in England, they will be charged at the rate 
set by the DHSC in England. 
 
If the patient has been referred by their local Health Board to a hospital in England and is 
given an English prescription, they will have to pay the current rate set by the DHSC even if 
they take it to a Welsh pharmacy. However, provided the patient is a Welsh resident, they 
may claim this fee back from the NHS Wales Shared Services Partnership if they have proof 
of payment. 
 
Further reading can be found in the NHS E document titled England/Wales Cross Border 
FAQs. 

d. Northern Ireland 

Prescriptions written at a GP practice are dispensed free of charge in Northern Ireland, 
therefore pharmacists in Northern Ireland will not charge patients from England, Scotland or 
Wales as detailed here. 

If the patient takes a Northern Ireland issued prescription to a pharmacy in England, 
Scotland or Wales, the pharmacist will not charge for dispensing this. 

Further information on UK prescription charges can be found at the NHSBSA document 
here. 

 

 

 

https://gov.wales/low-income-scheme-help-nhs-health-costs
https://www.england.nhs.uk/ourwork/part-rel/x-border-health/xb-faq/#q13
https://www.england.nhs.uk/ourwork/part-rel/x-border-health/xb-faq/#q13
https://www.nidirect.gov.uk/articles/help-health-costs#:~:text=All%20prescriptions%20dispensed%20in%20Northern,as%20everyone%20is%20automatically%20entitled.
https://faq.nhsbsa.nhs.uk/knowledgebase/article/KA-03679/en-us
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Annex F – Repeat Prescription Process  

Step 1 Request received 

• Confirm patients’ details (name, address, date of birth and NHS 
number if available) 

• Check request is an authorised repeat medication, the drug 
name, strength, dose and form are identical to the repeat list 

• Check the repeat medication Review Date or maximum number 
of Issues have not been exceeded or issue number has not b 

If there are no issues, go to Step 3. 

Step 2 Refer to relevant prescriber if any of the following issues are 
identified: 

• The number of repeat issues has been met/ exceeded 

• Requests received earlier or later than expected (may indicate 
poor compliance by the patient, incorrect or unauthorised 
request) 

• A repeat has not been requested for a period of 6 months, or a 
shorter interval if relating to hypoglycaemic and hypotensive 
therapies (except for seasonal medications) 

• No repeat date has been set 

Step 3 Request for prescription accepted: 

• Generate the relevant prescription and forward to nominated 
prescriber for signature who will: 

o Ensure correct prescription is issued for the correct 
prescription 

o Correct dose is prescribed 
o Appropriate direction(s) listed 
o Review patient’s notes on record, medicine usage/history 

and effects 
 

• Prescriber returns the FP10 prescription to the designated area 
for collection OR EPS is generated (the latter being preferred) 

Step 4 Prescription collection 

• Staff confirm details of person collecting prescription (if this is an 
FP10). Staff cross-reference information on the prescription with 
the person collecting and document on SystmOne under 
Prescription History who has collected the FP10. 

• Prescription passed to patient or their representative 

 

Notes. 
 
1. Prescriptions not collected after 28 days are to be discussed with the prescribing clinician 
ascertain if a concern needs to be raised with the patient/ carer or Care Coordinator Team. 
The designated clinician will be responsible for updating the patient’s medical record using 
the appropriate SNMOED CT code/ contact the patient or carer. The prescription form is 
then to be destroyed/shredded.  
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2. Patients under 16 years of age are not permitted to collect prescriptions unless prior 
arrangements have been made between Bridgewater Surgeries and the parents or guardian 
of the patient, and a suitable reason must be logged for this. 
 

Annex G – Synchronisation letter template  

 
Dear [insert name of patient], 
 
The aim of medication synchronisation is to order all your repeat medication at the same 
time each month rather than multiple requests throughout the month. Synchronising saves 
time for you, your GP and pharmacy staff. 
 
To initiate the synchronisation of your medication, when you next need to request an item on 
repeat, count all the tablets you have and annotate the table accordingly. Your GP will issue 
a “one-off” prescription of the tablets you need to synchronise all your medication to within a 
day or two.   
 
Please complete the table below and submit it with your next repeat prescription. 
 
"------------------------------------------------------------------------------------------------------------- 
 

Patient 
name 

 
 

NHS number  

Date of 
birth 

 
 

Address and 
contact de-
tails 

 

 

Medication name 
and formulation 

Strength Dose Quantity remaining 
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Annex H – Receiving unwanted or returned CDs  

 
The following process is to be adhered to when receiving unwanted, out of date or returned 
CDs.  
 

 
 
 
 
 
 

1
• Patient (or their representative) returns the CDs

2
• Record the patient’s details, batch number and quantity of drug returned. The 

name of the person returning the CDs should be entered in the register

3
• Labels should not be removed from the packs until the time of destruction

4
• Bag the returned drugs, clearly marking they are for destruction

5
• Store in CD cupboard, separate from CD stock, until time of destruction

6
• Do not enter patient unwanted CDs into the CDR

7
• Arrange for disposal

8
• Record disposal as per Section 5.8
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Annex I – Monitoring letter template  

Dear [insert patient name & NHS number], 
 
You recently had an appointment [date] at [insert organisation name] for [reason for 
appointment] with [insert clinician].  
 
During the consultation, the clinician reviewed your [what was reviewed] and your 
concordance with the medication/ therapy. Your current clinical condition(s) were also 
reviewed. As a result of [insert reasons here], [insert clinician] has, with your best 
interests at in mind, requested that all your repeat prescription requests are monitored for a 
period of [weeks or months].   
 
The following actions are now recommended: 
 

• You will request repeat prescriptions in accordance with the medication record 

• Repeats Medications may only be ordered as per the order date stated on the record 

• You attend the practice and hand in your requests for medications or request for this 
electronically via the NHS App 

• Any requests falling outside the order record are to be discussed with [insert clini-
cian] 

• Attendance at regular medication review meetings is necessary. The next meeting is 
scheduled for [insert next medication time & review date] 

 
To ensure continuity of care, please continue to book appointments with [insert name of 
clinician]. Should you wish to discuss this further, please contact the practice and book an 
appointment with your clinician.   
 
It is essential that you comply with the conditions detailed above, which focus on providing 
you with an optimal level of care. Please sign and return the enclosed copy of this letter as 
soon as possible. 
 
Yours sincerely,  
 
[Insert name of clinician] 
 
I, …………………………………………………………., agree to comply with the conditions 
detailed above. 
 
 
Signed………………………………………………… 
 
 
Dated…………………………………………………. 
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Annex J – Repeat medication ordering pro forma  

 

Patient name  

Date of birth  

Address  

GP  

 
This pro forma is to be submitted alongside every repeat prescription and will be returned 
upon collection of your prescription. The order date shown below is the earliest date that you 
may submit your request. Should you need to discuss this, please book an appointment with 
the GP named above. 
 

Medica-
tion 

Strength and form Direction Quan-
tity is-
sued 

Next 
order 
date 

Is-
sued 

by 

Date 
authorised 
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Annex K – Receiving cold chain products  

The diagram below illustrates the process for receiving cold chain products.  
 

 
 
 
* Update to include the following: 

• Vaccine/product type and brand 

• Quantity received 

• Batch number and expiry date 

• Date and time of receipt

1
• Delivery arrives alongside delivery note/ invoice

2
• Items should be examined for damages and/or leaks

3

• Items received should be checked against the delivery note/ invoice for 
confirmation of name, quantity, type, brand (if applicable) and any relevant 
particulars to ensure this is in line with what is expected to be received

4
• Revelant individual is to sign for the products only when satisfied it meets the 

standards expected and return delivery note to driver

5
• Relevant individual should place the products in an appropriate fridge

6
• Ensure fridge is securely closed and temperature checked to ensure 

conformity to temperature standards

7 • Follow protocol to update the clinical/auditing system  to reflect delivery*
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Annex L – Fridge temperature monitoring record (paper based copy) 

[Name and address of organisation]            [insert Month / Year]     [Fridge reference  & location] 

Date 

(dd/mm/yyyy) 

Time 

(24hr 
clock) 

Current    
Temperature 

(°C) 

Minimum 
Temperature 

(°C) 

Maximum 
Temperature 

(°C) 

Name Signature 

Sign initials 
of name to 

confirm reset 
completed 

Comments 
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Annex M – Cold chain audit template  
 

Criteria Audit result Required actions Target 
date 

Date 
complete 

Policy and procedure Yes  No N/A    

Does the practice have an up-to-date cold chain policy (reviewed 
within the last two years) that is accessible to all staff? 
 

      

Have all staff handling vaccines, from receipt to administration, 
been trained to follow policies to ensure cold chain compliance? 
 

      

Are there at least two trained people responsible for the ordering, 
receipt, and care of vaccines? 

      

Storage and stock control       

Are vaccine stocks monitored prior to ordering       

Is there more than four weeks’ supply of vaccine in the 
refrigerator? 

      

Are the expiry dates of vaccines monitored and close to expiry 
stock clearly labelled? 

      

Is stock rotation carried out to ensure shortest expiry dates are 
used first? 

      

Is not more than 66% of the internal volume of the fridge filled? 
 

      

Are items stored away from the back and sides of the fridge and 
the freezer compartment if it has one? 
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Receipt of vaccines       

Are vaccines checked against the order for discrepancies and 
leakage or damage before signing for them?  
 

      

Is there a procedure for recording the date and time at which 
vaccine types, brands, quantities, batch numbers and expiry 
dates were received? 

      

Are vaccines refrigerated immediately on receipt?       

Refrigerator       

Is the refrigerator of adequate size to correctly store the volume 
of vaccines required? 

      

Is the refrigerator dedicated to pharmaceutical products only? 
 

      

Is anything other than vaccines stored in the refrigerator? 
 

      

Is the refrigerator either both lockable and locked or in a locked 
room? 
 

      

Is the electricity supply safe, e.g., switchless plugs or cautionary 
notices in place to prevent accidental unplugging? 
 

      

Are there contingency arrangements in place in the event of a 
refrigerator failure or power cut including back up facilities? 
 

      

Are there records of regular servicing, defrosting, and cleaning as 
per the manufacturer’s recommendations? 
 
 
 

      

Temperature monitoring       
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Is there a named person and deputy responsible for monitoring 
the fridge? 
 

      

Are procedures in place for at least daily recording of 
temperatures? 
 

      

Is an appropriate recording form used? 
 

      

Are the minimum, maximum and actual temperatures in the 
refrigerator monitored and recorded and acted upon if required? 
 

      

Is the four R’s process followed? 
 

      

Are thermometers calibrated and serviced annually? 
 

      

 
Date of audit:  

Name of person completing audit: 

Role of person completing audit: 

If there are required actions, is there a plan in place to complete: Yes or No* 

Date actions completed: 

Signature: 

Print name: 

* Delete as applicable  
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Annex N – Storage temperature monitoring record (paper based copy) 

[Name and address of organisation]           [insert Month / Year]      [Fridge reference  & location] 
           

Date 

(dd/mm/yyyy) 

Time 

(24hr 
clock) 

Current    
Temperature 

(°C) 

Minimum 
Temperature 

(°C) 

Maximum 
Temperature 

(°C) 

Name Signature 

Sign initials 
of name to 

confirm reset 
completed 

Comments 
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22 Annex O – Alert processing flow chart  

As of February 2026, CAS & Safety alerts will primarily be processed via Agilio TeamNet. This organisation may revert to 

using the previous method listed below if any concerns arise with the Aglio method.

 

1

•Find spreadsheet and appropriate folder by: G Drive > Medicines Management > MHRA

Here you will find EXCEL spreadsheet to input data. By going into each individual folder, you
will be able to save the alerts

2

Visit MHRA Central Alerting System website (CAS): 
https://www.cas.mhra.gov.uk/Home.aspx

Review latest broadcast alerts

3

•On the Excel spreadsheet > Select appropriate year

Look at the last alert documented on Excel and find this on the MHRA website 

4

•Review the alert. Save the alert attachment in the correct folder: 

G Drive > Medicines Management > MHRA> Year > Month

5
•Complete the columns in the Excel sheet

6

•Once the MHRA CAS Alerts are reviewed, follow same process for MHRA drug alerts:

https://www.gov.uk/drug-device-alerts

7
•Spreadsheet should then be completed and saved 

8

This information now needs to be circulated to the administrative/ clinical/ dispensary/ 
management team(s) as necessary and log into clarity (team net)

9
• On the right-hand side click on the plus sign. See icon:

10

Select Audit and then Complete the fields 

•Title:  MHRA/CAS alert Month Year 

11

•People involved: Filter the roles and find all clinical members – click on Add then ok 

•Reason for audit: Ongoing

•Criteria or criterion to be measured: Nil

12

Standard(s) set: Preparation and planning: Nil 

Preparation and planning: Nil 

There is the option to add file: attach the MHRA Excel spreadsheet to this 

13

•Click save with options  > tick the tell people about this item > save with selected options > 
select email a link to this item >select people by role (add all the clinical staff) > add any 
important points to the space > send notification  

•Once the MHRA CAS Alerts are reviewed, follow same process for MHRA drug alerts:

•https://www.gov.uk/drug-device-alerts
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Annex P – ECLIPSE safety alerting system  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Visit: secure.nhspathways.org 

Sign in using your email address and 
password 

Send the one time verification code to your 
email/ telephone number and once 
received, use this code to access the website 
and then click on ECLIPSE LIVE. 
 
You can then select which alert type to 
access 

ECLIPSE RADAR 500 
(RED Alerts) 

Diabetes ECLIPSE RADAR 500 
(AMBER Alerts) 

You should come across two sections: 

• Admission Avoidance Alerts 

• Monitoring Alerts 
The way in which both of these are 
processed on SystmOne is similar 

Click on “v” on the right hand side to view 

the patient reference 

Click on the   i  icon to view the patient’s 

reference number (this should open a new 
tab). 

Locate the NHS number and copy this into 
the search function in SystmOne to identify 
which patient this ECLIPSE alert refers to 
(see below: Reference 1) 
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Reference 1: Indicates where to locate NHS number on ECLIPSE LIVE alerts 
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Locate patient, open their medical record 
and confirm the age of the patient on the 
medical record with that on ECLIPSE (this 
acts as a second check). There may also be 
a pop-up box which appears in the bottom 
right hand corner of the screen when 
loading the patient’s medical record- this 
can also be used as the second check 

Check the alert: 
- If the alert is regarding blood test 

anomalies, check to see if recent 
bloods have been conducted  

- If the alert is regarding blood tests 
which are overdue, check to see if 
these have been booked 

- If the alert is regarding a blood test, 
confirm if this patient receives tests 
elsewhere i.e. secondary/ tertiary 
care 

- If the alert is regarding a monitor-
ing issue, check the patient’s medi-
cal history to see if this has been 
actioned 
 

To confirm the above it may be helpful to: 
- Confirm if any new blood tests are 

on ICE 
- Confirm if any new blood forms 

have been created on ICE and the 
patient is awaiting a blood test 

- Confirm if this ECLIPSE alert is al-
ready being actioned (see homep-
age to confirm if there is a task out-
standing) 

- Confirm if a similar ECLIPSE Alert 
has been completed within the past 
12 months as this may give further 
insight towards future actions 
needed (and avoids duplication) 

- Read through New Journal / com-
munications (i.e. hospital letters) to 
confirm if there is a current plan in 
place which may relate to the cur-
rent ECLIPSE Alert  

 
 
 
 
 
 
 

Start: send ECLPSE Alert to GP 
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- Contact the patient for further in-
formation 

 
All these actions will help to build a 
clearer picture as to the future actions 
to take. 

With the information obtained above, 
create a new task and: 

- Select usual GP as the receiver (or 
their buddy if the usual GP is on an-
nual leave) 

- Change the due date to appropriate 
date i.e. 3-5 days in the future 

- Change the Task Header from Mis-
cellaneous to Eclipse Red/ Eclipse 
Amber 

- Change the colourless flag to 
RED/AMBER 

- Use the pre-set as detailed (see pic-
ture) 

- Copy the information from the 
Alert into the main body of the task 

 
- Include any supplementary infor-

mation you have found which you 
may think help the recipient 

 
 

- Send task to intended recipient 
(most of the time this will be the 
usual GP) 
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Identify patient: using ECLIPSE Alerts, copy 
the NHS number correlating to the alert 
into SystmOne to identify the patient 

End: upload comments from GP back to ECLIPSE platform to  
 

Click ‘’Review’’ and select an 

appropriate action using your clinical 
judgement.  
 
Enter any notes if appropriate into the 

‘’Notes’’ section.  Uusing your clinical 

judgement, exclude this alert from ECLIPSE 
alerts for a certain period of time. This will 
prevent this safety alert re-appearing 
during the selected time frame 
 

Then click ‘’Review Patient’’ to 

complete the alert (see below Reference 2) 

Lastly, locate the original task on SystmOne 
correlating to this ECLIPSE alert and update 
the task to reflect that the alert has been 
actioned for X-amount of months i.e. 3 
months. 
 
This last step is to ensure accountability and 
transparency. It is also important for CQC 
and good record keeping. 
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Reference 2: Text box on RADAR 500 (ECLIPSE Alerts) displaying review section for clinical 
alerts 
 
 
 

Annex Q – Medicine reconciliation protocol  
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Annex R – Prescription Process Check 

 


