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Foreword
One in every six hospital beds is occupied by someone with diabetes and around 40% 
of them will be insulin dependent. There has been much policy guidance over recent 
years stating that patients should be offered self administration of insulin, where 
appropriate, and patients are keen to stay in control of their diabetes whilst in hospital. 
However, this guidance has not translated into routine practice on our wards and 
patients experience harm while under our care.

National Diabetes Inpatient Audits have 
shown that approximately 40% of patients 
on insulin experience at least one medication 
error during their stay. In addition, 7.7% 
of people admitted to hospital experience 
a hypoglycaemic event, and people with 
diabetes are 5% more likely to die in hospital 
than those without diabetes.

We have shown that self administration of 
insulin can reduce these errors and support 
patient self-care, provided it is properly 
implemented, that patients are properly 
assessed and supported and that the trust  
has good processes in place. Therefore, it is 
vital that trusts now consider how they will  
put these processes in place.

This implementation guide has been 
developed as a result of learning gained from 
trusts working on self administration of insulin. 
Its aim is to help trusts through the process 
of setting up safe and robust arrangements 
for routine self administration of insulin and 
ultimately to keep our patients safer when they 
are under our care.

Dr Partha Kar

Consultant Diabetologist Queen Alexandra 
Hospital Portsmouth

Associate National Clinical Director for 
Diabetes for NHS England
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Aims of the Guide
Part 1:  
To help trusts understand the rationale for self administration of insulin

Part 2:  
To provide step by step guidance on how to implement and measure patient 
self administration of insulin throughout a hospital 

•  To reduce the risk of medication errors 

•  To improve safety for patients 

•  To improve the experience for patients with insulin dependent diabetes

Wessex data is used throughout this guide and is taken from Hospital Episode 
Statistics (HES) and the National Diabetes Inpatient Audit (NADIA). This data 
is all publicly and locally available and it is suggested that it is replaced with 
your own local data
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Patient 
story

Rationale
In 2010, the National Diabetes Inpatient Audit 
(NaDIA) reported that people with diabetes 
experienced substantially longer hospital stays, 
poor glucose control, frequent medication  
errors and insufficient contact with the diabetes 
specialist team.

The NICE quality standards for Diabetes states that people with 
diabetes admitted to hospital are cared for by appropriately 
trained staff, provided with access to a specialist diabetes team, 
and given the choice of self-monitoring and managing their  
own insulin.

However implementation of these recommendations is challenging 
and complex.

People with diabetes experience prolonged stays in 
hospital. This results in about 384,030 (Sep 14 – Sep 
15 HES) bed days per year in the Acute Secondary 
Care Trusts in Wessex.

One in seven hospital beds is occupied by someone who has 
diabetes. In some hospitals, it is as many as 30%.

A study has shown a 5% increase in deaths for patients with 
diabetes in hospital compared to those without diabetes.

www.Diabetes.org
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There was resistance 
from nursing and some 
medical staff to giving  
me control; but some 

were happy to.  Why is it 
ok with some staff and 

not with others? 

Tom, 
has type 1 diabetes – 

for 47 years. 

He was interviewed 
during a 5 month 
admission in 2015

I  frequently 
encountered staff who 

didn’t understand 
diabetes and tried to 

control what was 
happening in a rigid 

way. 

Staff either interfere or 
leave me to get on with it,  

so there is no consistency of 
support when I do need it.

I was very  frustrated and 
demoralised at the lack of 

recognition of my 
knowledge about, and skill 
in managing, MY diabetes

I felt I had to prove 
I am  right in my judgement 
of what is happening to me 

to be believed. I have at 
times become quite unwell 
with a Hypo, as I don’t think  

staff  judge the clinical 
symptoms alongside the 

blood sugar readings. 

Staff take their breaks at 
mealtimes, so my  meal 
arrives but there are no 

nurses available to get my 
insulin.  My meal goes cold 
while  I am waiting to get 

my insulin.

I have worse control in 
hospital than at home. 

The hospital didn’t have 
the 5mm needles that I 

use at home.  A different 
length needle affects  my 
blood sugar control and I 

have to adapt  my 
injection technique. 

•   

•   

•   
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Prevalence
2013 National Inpatient Diabetes Audit indicates that around 40% of patients are treated with insulin whilst in 
hospital and a similar percentage experienced at least one diabetes medication error with a dramatic increase in the 
risk of severe hypoglycaemia

Potential burdens

*HES – Hospital Episode Statistics.  Records that contain details of all admissions, outpatient appointments and A&E 
attendances across all NHS trusts in England

Provider	Trust	Name	
Sept	2014-	Sept	2015	

HES	-	Admissions	-	All	pa=ents	
coded	with	Insulin-dependent	

diabetes	mellitus	
40%	error	

DORSET	COUNTY	HOSPITAL	NHS	FOUNDATION	TRUST	 1,999	 800	

UNIVERSITY	HOSPITAL	SOUTHAMPTON	NHS	FOUNDATION	TRUST	 1,594	 638	
PORTSMOUTH	HOSPITALS	NHS	TRUST	 1,467	 587	

THE	ROYAL	BOURNEMOUTH	AND	CHRISTCHURCH	HOSPITALS	
NHS	FOUNDATION	TRUST	 1,314	 526	

HAMPSHIRE	HOSPITALS	NHS	FOUNDATION	TRUST	 1,296	 518	
POOLE	HOSPITAL	NHS	FOUNDATION	TRUST	 878	 351	
ISLE	OF	WIGHT	NHS	TRUST	 276	 110	
SALISBURY	NHS	FOUNDATION	TRUST	 130	 52	
DORSET	HEALTHCARE	UNIVERSITY	NHS	FOUNDATION	TRUST	 90	 36	
TOTAL	 9,096	 3638	

Patient  
admitted to 

hospital 

Patient  
admitted to 

hospital

Patient  
admitted to 

hospital

Patient does not 
receive insulin at 
the correct time 

Patient  
becomes  
deskilled

Nurse picks  
wrong insulin  
from fridge

Insulin  
removed

Insulin  
removed

Insulin  
removed

Patient suffers 
a hypo or hyper 
glycaemic event

Loses  
confidence to  
self manage

Patient  
receives wrong  
insulin or dose

At risk  
on discharge 

and may need 
additional 

community 
support

Slower to 
discharge

Excess Bed Days 
+/- harm



National priorities
NICE: Guidance (NICE QS6) recommends trusts put systems in place to 
enable hospital inpatients to self administer insulin where feasible and safe,  
as required by NPSA/2011/PSA003

National Diabetes Inpatient Audit: Focus on standards of care in hospital; 
annual comparative data

Medicines Optimisation Principles: Patient centred approach; Understand 
patient experience; Evidence based; Safe; Part of routine practice, Improve 
outcomes and measure

Medicines Safety: (Patient Safety) Reduction in Errors

Patient Experience: Choice and empowerment

CQC: Inspection of quality and safety standards

NHS Outcomes Framework: Measurable reduction in variation in 
management and care for people with diabetes

Prevalence
Hypoglycaemia occurs in 7.7% of admissions (Turchin et al 2009)
Nationally 61% of 15,000 insulin errors identified in a 2009 study were related to administration (NPSA/2011/PSA003)

Wessex Results: National Diabetes Inpatient Audits 2012, 2013 and 2015
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2015	 England	 Poole	
Dorset	
County	 RHCH	 BNHH	 UHS	 Salisbury	 RBCH	 QA	 IOW	

Diabetes	MedicaEon	errors	 38.1	 46.9	 23.3	 11.4	 24.2	 39.2	 44.4	 11.4	 38.3	 25	
PrescripEon	 22	 38.8	 16.3	 4.5	 16.7	 21.7	 44.4	 4.5	 21.5	 25	
Management	 23.9	 10.2	 9.3	 9.1	 15.2	 22.5	 0	 9.1	 29.9	 0	
Insulin	either	 22.6	 24.5	 9.3	 2.3	 16.7	 23.3	 30.6	 2.3	 29	 25	

2013	 England	 Poole	
D o r s e t	
County	

HHFT	(merger	RHCH	&	
BNHH)	 UHS	 Salisbury	 RBCH	 QA	 IOW	

Diabetes	MedicaEon	errors	 37.00	 63.4	 30.00	 21.00	 28.1	 23.4	 17.5	 14.7	 60.9	
PrescripEon	 22.00	 56.1	 30.00	 14.00	 12.5	 14.9	 5	 21.8	 47.8	
Management	 22.00	 26.8	 10.00	 10.00	 19.8	 8.5	 12.5	 8	 39.1	
Insulin	either	 21.00	 29.3	 23.20	 21.00	 16.7	 10.6	 12.5	 6.7	 47.8	

2012	England	 Poole	
Dorset	
County	 RHCH		 BNHH									 UHS	 Salisbury	 RBCH	 QA	 IOW	

Diabetes	MedicaEon	errors	 40.00	 51.9	 39.40	 11.10	 36.00	 38	 26.3	 27.9	 42.9	 37.5	
PrescripEon	 24.40	 42.3	 33.3	 7.4	 4.00	 22.2	 15.8	 14	 22.2	 33.3	
Management	 24.40	 28.8	 12.1	 3.7	 36.00	 21.3	 13.2	 14	 33.3	 25	
Insulin	either	 22.00	 36.5	 18.2	 7	 36.00	 20.4	 18.4	 16.3	 28.6	 20.8	



What are the benefits 
to the patients, trust 
and commissioners?
Benefits to patients

•   Improving outcomes for patients

•   Treating people with dignity and respect which should lead to an 
enhanced patient experience

•   Maintaining normal routines for meals and insulins

Benefits to the trust

•   More effective use of resources

•   Meeting national guidelines (NICE quality standards)

•   Improving medicines safety

•   Reduction of waste medicines

Benefits to commissioners

•   Possibly shorter length of stay

•   Patients remain empowered to self manage on discharge

What is the current 
situation?
How many diabetes patients per year come through the hospital?

Get HES data? Ask the business team?

Who has the responsibility for ensuring this quality standard is met?

Ask the governance team? Ask the diabetes team?

Is there already a self administration of insulin policy in place?

How many errors with insulin are reported within your trust?

Ask the risk and diabetes teams

How much insulin is wasted – left in fridges when patient leaves the 
ward?

Pharmacy technicians may be able to measure this

Are some wards more successful than others?

An observational audit might help identify current practice

Do some wards have a higher prevalence of this type of patient?
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Outcome measures
Ratio:  
Number of patients that have self administered v number of patients admitted 
with diabetes (Consider by ward breakdown/league table) 

Length of Stay:  
Has there been a reduction in length of stay of patients admitted with diabetes? 

Medication Safety:  
Has there been a change in the number of reported incidences related to 
medication errors, e.g. delayed/missed doses; wrong insulin; wrong dose; 
reductions in reported hypoglycaemic events during inpatient stay? (incident 
reporting system e.g. Datix) 

Patient experience:  
Survey for patients that self administer

Wellbeing and Wealth

Part 2

Implementing  
the change
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Step 1: Project management
Project manager: A dedicated project manager with time to undertake this 
work is vital. It is too big a project to do as well as the day job

They should be someone with knowledge of the organisational process and key 
people in order to make the change happen

Steering group: A steering group made up of stakeholders (see Step 2) is 
needed to provide governance and direction for the project. Decision making 
and engagement in the change is improved with multi-departmental and 
multidisciplinary engagement

Project documentation: Use trust project documentation to frame the project, 
timescales, resources, reporting and responsibilities

A Practical  
Approach
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Step 7
Implementation and review

Step 6
Training and knowledge 
management

Step 5
Screening and assessment

Step 4
Step by step on the ward

Step 3
Clinical governance

Step 2
Stakeholder engagement

Step 1
Project management



Step 3: Clinical governance requirements
Trust policies 
Check whether there are local policies, if not 
they will need to be developed

“Self administration of insulin for adults”

“Storage of insulin for patient self 
administration”

Understand local risk assessment of storage 
(Example Appendix 4)

Trust guidelines 
Nurses roles and responsibilities in patient 
self administration of insulin

Education 
Nurses: Accountability and responsibility  
for patients self administration
(NMC Code 2015 and Standards for Medicines 

Management 2010 www.nmc.org.uk)

Challenging patient understanding and use 
of insulin

Step 2: Stakeholder engagement
Who are the stakeholders? 

When starting the process it is 

important to get support from  

some key stakeholders.

These may include:

•  Trust Board

•  Pharmacy

•  Diabetes team

•  Senior Nurses

•  Policy Teams

•  Governance and Safety Team

•  Patient Experience lead

•  Quality Improvement lead

•   Patient and patient support groups 
(nationally or locally) and may be useful 
now and at a later stage when the service 
is operational.

Other considerations:

•  CCG

•  CQC

•  Patient experience

•  Friends and Family

•  Diabetes UK

•  Community Diabetes Teams

•  Care Homes

17 | Self Administration of Insulin in Hospital 18 | A guide to support trusts through the implementation process 



Step 3: Clinical governance requirements 2
Prescribing

•   Agreeing how insulin is prescribed and self administration 
recorded is key to success and safety

•   Review your current procedures:  
Is it paper or E-prescribing? It is possible to introduce safely with 
both paper and E-prescribing systems. It may be necessary to 
have insulin prescription charts and other medicines recorded  
via E-prescribing systems 

Good practice:

•   Developing Order Sets for Insulin, especially relevant for patients 
on insulin pumps (Kings College Hospital London)

•   Include Ratios e.g. 1 unit /10g carbohydrate in the prescription (See 
Dafne Programme)

•   Talk to your Pharmacist IT lead and Medicines safety officer to 
develop a safe system for your trust

•   Be aware that patients eat less and differently in hospital

Step 4:  
Step by step  
on the ward
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Step 6
Preparation for discharge – facilitate 
self administration where possible 

Step 5
Review every drug round or if 
condition changes

Step 4
Supply equipment – storage 
sharps etc. 

Step 3
Check injection technique, 
provide education if required 

Step 2
Contract patient /nurse responsibilities, 
provide written information

Step 1
On admission  patient is risk assessed 
for self administration and decision 
documented



Step 5: Assessment  
and screening
•   Agree local standards but patients should have initial assessment 

to assess their current ability to self administer (example in 
appendix 1) and then at least a daily documented review  
(example in appendix 2)

•   Agree contract with patient (example in appendix 3)

•   Local risk assessment documentation needs to be agreed and 
ratified and kept on wards 

•   Agree a ward lead

Step 6: Training and  
knowledge management
•   Ward lead to ensure that the ward is using the documentation 

correctly

•   Ward lead to summarise any issues that have arisen due to self 
administering of insulin in an issues log (see appendix 5)

•   Ward lead to ensure a short monthly update on any changes/
shortages/incidence/new insulins

•   Ward lead to ensure anyone needing further education about 
diabetes management receives it
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Wellbeing and WealthStep 7: Implementation and review
Project manager: 

1.   Identify primary ward for roll out

2.  Discuss rationale and present 
documentation

3.  Ensure documentation is available  
on ward

4. Walk through process with ward staff

5.  Follow up with ward 1 week later and 
again fortnightly. Address any issues. 
Follow up monthly with ward lead

Roll out to ward 2 and follow above

6.  Review at 3 months and capture number 
of patients that have self administered

7.  Look at any issues that may have occurred 
and ensure that any learning is factored 
into further training

8. Review data and outcome measures

9.  Capture success stories to share across 
other wards

10.  Review again at 6 and 12 months 
Repeat audits

Appendices:    
These are examples of 
documents to support 
implementation
•   Algorythm

•   Sample daily risk assessment tool

•   Patient contract

•   Insulin storage considerations

•   Issues log

•   Insulin prescribing and administration aid

•   Frequently asked questions
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Appendix 1 
Algorithm

Appendix 2 
Insulin  
Storage Risk 
Assessment

 
ASSESSING ADULT PATIENTS FOR SELF ADMINISTRATION OF INSULIN WHILST IN HOSPITAL 

For use by Nursing and pharmacy staff in conjunction with UHS patient self administration of medicines policy 

 

               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
                

               
               
               
               
               
               
               
               
               
               
               
               
               
                

Does patient consent to self administration of insulin?  

Does patient self administer insulin at home? 

YES 

NOT SUITABLE FOR SELF 
ADMINISTRATION 

Does the patient appear confused or drowsy?  

Is the patient NBM?                                                                                                                                   
Is the patient immediately post op?                                                                                                
Is the patient at risk of self harm or have unresolved 
drug abuse issues?  

Is the patient able to measure own blood glucose levels?                                                                   
Do they know their targets?                                                                                                              
Do they know where to dispose of sharps?                                                                                       
Can they justify the insulin dose given?                                                                           
Can they recognise and treat hypos appropriately?  

Can patient attach needle to insulin pen and dial up 
correct dose?  

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

NO 

YES 

Does patient have access to a sharps container at their 
bedside?  

YES 

NO 

SUITABLE FOR LEVEL 1 
SELF ADMINISTRATION 

SUITABLE FOR LEVEL 2 
SELF ADMINISTRATION 

LEVEL 0 Nurse: Administer insulin and monitor blood glucose levels 
Patient: Not suitable for self administration 

LEVEL 1 Nurse: Inform patient how much insulin to take, dial dose, attach needle and monitor blood glucose levels  
Patient: Self administer insulin 

LEVEL 2 Nurse: Monitor blood glucose levels  
Patient: Selects dose of insulin and self administer insulin 

 

 

 
ASSESSING ADULT PATIENTS FOR SELF ADMINISTRATION OF INSULIN WHILST IN HOSPITAL 

For use by Nursing and pharmacy staff in conjunction with UHS patient self administration of medicines policy 

 

               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
                

               
               
               
               
               
               
               
               
               
               
               
               
               
                

Does patient consent to self administration of insulin?  

Does patient self administer insulin at home? 

YES 

NOT SUITABLE FOR SELF 
ADMINISTRATION 

Does the patient appear confused or drowsy?  

Is the patient NBM?                                                                                                                                   
Is the patient immediately post op?                                                                                                
Is the patient at risk of self harm or have unresolved 
drug abuse issues?  

Is the patient able to measure own blood glucose levels?                                                                   
Do they know their targets?                                                                                                              
Do they know where to dispose of sharps?                                                                                       
Can they justify the insulin dose given?                                                                           
Can they recognise and treat hypos appropriately?  

Can patient attach needle to insulin pen and dial up 
correct dose?  

NO 

YES 

NO 

YES 

NO 

YES 

NO 

YES 

NO 

NO 

YES 

Does patient have access to a sharps container at their 
bedside?  

YES 

NO 

SUITABLE FOR LEVEL 1 
SELF ADMINISTRATION 

SUITABLE FOR LEVEL 2 
SELF ADMINISTRATION 

LEVEL 0 Nurse: Administer insulin and monitor blood glucose levels 
Patient: Not suitable for self administration 

LEVEL 1 Nurse: Inform patient how much insulin to take, dial dose, attach needle and monitor blood glucose levels  
Patient: Self administer insulin 

LEVEL 2 Nurse: Monitor blood glucose levels  
Patient: Selects dose of insulin and self administer insulin 
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Appendix 3 
Sample Daily 
Risk Assessment 
Tool: Page 2

Appendix 3 
Sample Daily 
Risk Assessment 
Tool: Page 1
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Appendix 4 
Patient contract/
checklist: Page 2

Appendix 4 
Patient contract/
checklist: Page 1



Diabetic Therapies: Prescribing & Administration Aid	 	 	
	TYPE	&	BRAND	 WHEN	TO	PRESCRIBE/ADMINISTRER	 ONSET/PEAK	ACTION/DURATION	OF	ACTION	 PRODUCT	DETAILS	TO	AID	IDENTIFICATION	

Rapid	Acting	
HumALOG	
NovoRAPID	
Apidra	

Give	JUST	BEFORE	or	JUST	
AFTER	a	meal.		
Normally	given	3	times	a	day	with	meals.	
	

	

	

Short	Acting	(Soluble)	
HumULIN	S	
Actrapid	
InsUMAN	RAPID	

Give	15-30	minutes	BEFORE	a	
meal.	

	

                          

Intermediate	
HumULIN	I	
InsulATARD	
InsUMAN	BASAL	

Give	ONCE	or	TWICE	daily.	
Times	should	be	in	line	with	patient	
history	&	advice	of	healthcare	team.	

	

	

Long	acting	
Lantus	(Glargine)	
Levemir	(Detemir)	
Tresiba	(Degludec)	

Give	ONCE	or	TWICE	daily.	
Times	should	be	in	line	with	patient	
history	&	advice	of	healthcare	team.	
	

	

	
Mixture	
HumULIN	M3	
InsUMAN	COMB	15	
InsUMAN	COMB	25	
InsUMAN	COMB	50	

Give	30	minutes	BEFORE	a	
meal.	Normally	given	twice	a	day	
before	breakfast	&	evening	meal.	

	 Insuman	COMB	15	
3ml	cartridge	
Insuman	COMB	25	
5ml	vial	
3ml	cartridge	
Solostar	prefilled	pen	
Insuman	COMB	50	
3ml	cartridge	

	

Mixture	(Faster	onset)	
HumALOG	Mix25	
HumALOG	Mix50	
NovoMIX	30	

Give	JUST	BEFORE	or	JUST	
AFTER	a	meal.	
Normally	given	twice	a	day	before	
breakfast	&	evening	meal.	
Can	be	given	with	each	meal.	

	

	

	

Onset:	10-20mins	
Peak:	1-3hrs	
Duration:	2-5hrs	

Onset:	30	mins	
Peak:	2-4	hrs	
Duration:	up	to	8	hrs	

Onset:	10-20mins	
Peak:	1-4	hrs	
Duration:	up	to	
24hrs	

Onset:	30mins	
Peak:	2-8	hrs	
Duration:	14-20hrs	

Onset:	1-2hrs	
Peak:	4-12hrs	
Duration:	up	to	24hrs	

Onset:	1-2	hrs	
Duration:	up	to	
24hrs	

Insuman	Rapid	
3ml	Cartridge	

Apidra	
10ml	vial	
3ml	cartridge	
Solostar	
prefilled	pen	

	&	3ml	cartridge	

Insuman	Basal	
5ml	vial	
3ml	cartridge	
Solostar	
prefilled	pen	

Tresiba	
3ml	cartridge	
prefilled	pen	
100units/mL	
prefilled	pen	
200units/mL	

&	Kwikpen	

Humalog	 Mix	
50	
3ml	cartridge	
Kwikpen	

Kwikpen	

NB.	Humalog	Kwikpen	available	in	100units	&	200	units	

Lantus	
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Appendix 5 
Issues Log 

Appendix 6 
Insulin 
prescribing and 
administration 
aid



Appendix 7: Frequently Asked Questions
1. Prescribing is a problem, we don’t 
have e-prescribing: Many trusts have 
a paper insulin chart, and there are links 
to good examples at: http://www.bjd-
abcd.com/index.php/bjd/article/
viewFile/87/188

2. We are worried that a patient with 
dementia will get hold of insulin if 
we let patients keep it. Discussing and 
agreeing storage rules with patients is 
vital. Develop a consent form that includes 
storage rules, ask the patient to sign and 
give them a copy. If they don't comply,  
self administration will have to stop.  

Also it is highly unlikely that a patient with 
dementia will be able to manage to attach 
a needle, dial up a dose and administer to 
themselves or someone else.

2a. but what if the patient with 
dementia picks the pen up and 
throws it? Pens are quite robust, but if the 
cartridge breaks  a new one will need to 
be inserted and the broken one disposed 
of safely. This should not be a barrier to self 
administration.

3. Patients don’t have good practice, 
but want to self administer. Refer to 
the diabetes team for education as soon 
as possible.  Also use the risk assessment 
documentation to demonstrate to them why 
they are not suitable for self administration 
at that time. 

4. We can’t give patient POD locker 
keys as they lose them: This should  
not be a reason for not implementing 
SAI: you need to develop a system for 
distribution and collection of POD keys  
for self administration. 

4a. But all the ward POD lockers are 
opened by the same key.   Then another 
system of  safe storage has to be agreed as 
part of the implementation process.  Speak 
to your Medicines Safety Officer.

We have found 50 – 60% of patients using 
insulin  have it sitting on their bed tables 
or lockers with no risk assessments – so far 
with no incidents of malicious misuse. 

5. I can’t let patients administer their 
own medicines as I am accountable as 
a nurse. The principle of self-medication in 
hospital is endorsed by regulatory bodies 
(NMC, RGN, GMC, CQC), The NMC says: 
"Whilst the registrant has a duty of care 
towards all patients, the registrant is not 
liable if a patient makes a mistake self 
administering as long as the assessment was 
completed as the local policy describes and 
appropriate actions were taken to prevent 
reoccurrence of the incident” The Nursing 
and Midwifery Council (NMC) Standards for 
Medicines Management 2007. 

So, you can let patients administer their own 
medicine, but you must make sure that they 
are properly assessed and supported and 
everything is documented.

6. Regulators such as CQC stop us 
doing self administration: This is not 
true. The CQC supports SAFE patient self 
care. We asked the pharmacy advisor who 
said: Key is being able to demonstrate that 
the organisation has identified the risks and 
put in place systems to mitigate the risks 
whilst promoting independence and better 
care. Where it is being done well we have 
seen clear risk assessments, policies, SOPs, 
care plans, and there is secure patient 
access storage. 

Where it is not being done well, the 
common themes are; 

•   No formal risk assessment around how the 
insulin is to be self administered 

•   No arrangements in place for the safe 
storage of the insulin 

•   No reference on the chart to the fact that 
the person is administering his or her own 
insulin

•   Lack of clinical supervision of the self-
administration

•   No recording or incorrect recording of the 
administration on the drug chart
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