M4 Appendix 10 SAM

M4 Appendix 10 SAM


SELF ADMINISTRATION OF MEDICATION

 RISK ASSESSMENT 

Name of individual being assessed:      
D.O.B:      
Address:      


Service provider:      
Multi disciplinary risk assessment completed by:                    

     
Date of assessment:      
Dates of review: 
	
	
	
	
	
	
	
	


Value Statement

Service Users must be encouraged to and supported in maximising personal control in administrating their own medication.

The opportunity for an individual to self administer medication should be risk assessed and agreed within a multidisciplinary setting involving medical professionals e.g. GP, Consultant, Community Nurse, Pharmacist, Social Worker, Service Manager, the person themselves and should be determined prior to admission.

Before self administration begins the individual must have undergone a risk assessment and taken part in an awareness programme aimed at:

(i) Making the individual understand the effects of his/her medication.

(ii) Emphasising the importance of taking medication correctly.

(iii) Emphasising the importance of storing medication safely.

(iv) Identifying any problems the individual may encounter. 

The individual’s ability concerning self-administration of medication should be monitored, reviewed and recorded on a regular basis in the care plan with clear guidance that identifies any special requirements and the appropriate level of support to enable an individual to exercise maximum control.

Consent from the individual regarding self- administer must be recorded on the care plan.

The care plan should also contain consent from the individual agreeing to guidelines for the safe and secure storage of medication.  

Stage 1: Identifying factors that may affect the person’s ability to safely dispense their medication.                            
	
	YES
	NO
	COMMENTS / ADDITIONAL INFORMATION

	Does the person have problems with confusion or memory which could limit or affect their ability to dispense medication? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Does the person have physical disabilities which could limit or affect their ability to dispense medication?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Does the person have any visual impairment that may limit or affect their ability to safely dispense correct medication?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Does the person have learning disabilities which could limit or affect their ability to dispense correct medication? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Does the person have mental health issues that may affect their ability to dispense correct medication?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Stage 2. Identifying current practice concerning administration of medication.

	
	YES
	NO
	COMMENTS/ADDITIONAL INFORMATION

	Does the person already take medication? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	What medication does the person take, please describe in comments section name, dose, times of day taken, and route of administration? 
	

	What type(s) of container is medication dispensed from?
	

	Who currently takes responsibility for administering medication? 
	

	Who currently takes responsibility for ordering and returning?
	


Stage 3: Identifying the individuals level of understanding concerning their medication 

	
	YES
	NO
	COMMENTS /ADDITIONAL INFORMATION

	Does the person have the ability to read the information on the dispensing container concerning?
 (i) Name of drug

 (ii) Dose of drug

 (iii) Times drug should be      

        taken.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Does the person have any understanding of what their medication is prescribed for?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Does the person have any understanding of side effects in relation to their medication?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Does the person have any understanding of what might happen if their medication is not taken as prescribed? 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Can the person distinguish between the different types of medication prescribed to them?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Is the person able to provide safe/secure storage for their medication?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Stage 4. Identifying Non Compliance concerning Self Administration 

	What signs and symptoms would be evident if medication were not being administered as prescribed?
(See Patient Information Leaflet for further detail).
	     


	What would be the risk to self/others if medication were not being taken as prescribed? 
	     

	What level of monitoring from staff is required in the self-administration of medication process?
	     

	How will success/compliance be monitored by staff?

	     


Stage 5. Identifying Medication to be included in the self-medication process. 

	Name of Drug
	Dose
	Times of Day to be administered
	Is the Medication a prescribed medication?
YES/NO
	Route of Administration 


	Agreed Level of Monitoring

(Maximum of 21 days
if applicable)

	     
	     
	     
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	     
	     

	     
	     
	     
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	     
	     

	     
	     
	     
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	     
	     

	     
	     
	     
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	     
	     

	     
	     
	     
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	     
	     

	     
	     
	     
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	     
	     

	     
	     
	     
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	     
	     

	     
	     
	     
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	     
	     


	Who is responsible for re-ordering and returning medication?


	     


On completion of the risk assessment, a multi disciplinary decision must be made regarding the service user’s suitability to participate successfully in a self-administration programme. A decision regarding suitability for the should be reached through analysis of information contained within this risk assessment.  

All those involved in the multi disciplinary assessment must sign and date the agreement. This document should be stored in the care plan or with the MAR charts (if partly administering).  Each review date must be added to page 1 of this assessment and a full meeting arranged (if needed).   An urgent review should be called for any service user whose health and well-being changes.

MULTI AGENCY RECORD OF AGREEMENT CONCERNING SERVICE USER SUITABILITY IN PARTICIPATING IN SELF MEDICATION PROGRAMME 

Service user name: 






D.O.B: 
Service user address:

Service provider: 

Following multi disciplinary assessment the above named service user has been assessed as being (please delete) SUITABLE / NOT SUITABLE for the self-medication programme.

	NAME
	ROLE
	DATE OF SIGNING
	SIGNATURE

	     
	
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


This document must be retained on the service users care plan and a new one completed each time a full review is held.      
	Date
	06/07/12
	05/01/17
	
	
	
	
	Issue date 

01/02/04 P&P

	Amendment
	1
	2
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	06/07/12
	05/01/17
	
	
	
	
	Issue date 

01/02/04 P&P

	Amendment
	1
	2
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