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6.2 Removed: Out of hours, the on-call pharmacist can remotely provide guidance to a nurse to assess the PODs if required.
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 Executive Summary
This policy outlines the safe and appropriate handling of Patients’ Own Drugs (PODs), which are medications legally owned by the patient and brought into the hospital either from home or as part of discharge medication from another provider. Proper management of PODs is essential to ensure accurate medication reconciliation, prevent treatment disruptions, and promote safe inpatient care.
Key aims of the policy include reducing medication waste, minimizing unnecessary re-dispensing and destruction, and supporting timely discharge. PODs may be used under specific conditions, including when prescribed by ELFT but not on the Trust formulary, or for self-administration in line with the Trust’s Self-Administration of Medicines (SAM) policy.
The policy governs the assessment, handling, and use of PODs to ensure patient safety, continuity of care, and efficient medication management throughout the inpatient stay.
	 
	 
1. Introduction
Patients’ own drugs (PODs) are defined as medicines that are the legal property of the patient; they have been prescribed for, or purchased by the patient.
· PODs usually come from a patient’s own supply from home or as part of the  discharge medication from outside the hospital Trust. 
· PODs are the property of the patient and must not be used or destroyed without consent and must be returned to patient at discharge
· PODs must not be used for any other patient other than the named patient on the label
· It may be appropriate to use PODS if the medication has been prescribed by ELFT but is non-formulary and consequently not normally available.
·  PODs can be used for self-administration as per Trust’s policy ‘Self- administration of medicines (SAM) by inpatients’.  

A policy for handling patients’ own drugs (PODs) is needed to ensure:
· patient medication reconciliations are accurate
· the continuity of patient medication is not disrupted
· patient medications are suitable and safe for use
· safe handling while on an inpatient ward
· wastage is reduced by minimizing
· unnecessary destruction of PODs
· re-dispensing of medicines
· discharge is improved by
· reducing waiting times for discharge medications
· helping patients to understand their current medication regime 
· reducing potential risk of harm (expired drugs, misuse, overdose)

3. Purpose
This policy covers; the assessment, the handling and use of patients’ own medicines brought in by patients or relatives during their stay as an inpatient in hospital.
4. Duties and responsibilities
4.1 It is the responsibility of all staff involved in any aspect of this policy to inform their manager of any variation in practice or inability to follow the processes defined.
4.2 It is the responsibility of the nurses, pharmacists, Medicines Management Technicians (MMT) and accredited pharmacy Assistant Technical Officer (ATO) to follow this policy as part of their ward based service.

5. Management of PODs: on admission
5.1 To enable an accurate patient medication history to be taken, patients/family/carer(s) should be encouraged to bring all their current medicines into hospital, refer to Appendix I.
5.2 Following emergency admissions, all patients must be asked if they have brought in medicines from home. If the patient did not bring any medication, the family/carer(s) should be asked to bring in the patient’s own supply and relevant information (e.g. repeat prescription, recent discharge letter) as soon as possible. 
5.3 Receipt of PODs by nursing staff (RMN) should be documented on the property list at admission and uploaded onto their RIO notes. Documentation should include drug name, strength and quantity.
5.4 The ward based pharmacy team (pharmacists, MMTs) must check and document PODs as part of Medicine Reconciliation. 
5.5 All PODs should be stored securely in the POD cupboard, controlled cupboard and/or medication fridge. 

6. Management of PODs: during a hospital inpatient stay
6.1 PODs will be used routinely and where a suitable POD is not available ward stock will be used and the non-stock will be ordered from pharmacy.
6.2 All PODs should be assessed for suitability for use against the criteria in Appendix II. This can be carried out by nurses, pharmacists, pharmacy technicians or ATO. 
6.3 At the earliest opportunity a Pharmacist, MMT or ATO must assess or reassess the quality of the medicine being used on the ward. Any discrepancy between the directions on the PODs, the instructions on the electronic/paper prescription chart or information from the patient must be brought to the attention of the pharmacist as part of the usual medicines reconciliation process.
6.4 The pharmacy staff will endorse the electronic or paper prescription chart by highlighting “has own medication supply” within the order notes section of the drug entry of the electronic prescription chart or the additional instructions section on the paper chart.
6.5 Additionally, all staff who check PODs will initial and date the PODs stickers if the quality of the PODs are satisfactory.
6.6 PODs assessed suitable for use but need repackaging and labelling should be taken to the site pharmacy for this purpose. These PODs will be returned to the ward as soon as possible, though the patient must NOT be left without any medicines whilst this occurs. 
6.7 Where a POD is to be self-administered by the patient the Trust’s policy for ‘Self- administration of medicines (SAM) by inpatients’ must be followed. 
6.8 If the patient is transferred to another ward any PODs must accompany the patient as per the transfer procedure. 
6.9 Ward storage of PODs
6.9.1 PODs routinely will be stored in a locked cupboard or fridge for fridge items in the treatment room however PODs could also be stored in individual patient lockers to be self-administered as per ‘Self-administration of medicines (SAM) by inpatients’ policy where patient lockers are available.
6.9.2 If PODs are not being used during the inpatient stay they must be stored securely until discharge in the bedside locker where installed or in a locked cupboard in the treatment room.
6.9.3 PODs that are Controlled Drugs (CDs) must be stored in the CD cupboard and entered into the CD Register as per trust policy on handling and storage of CDs. 
7. Management of PODs: on discharge
7.1 If a discharge prescription is generated the pharmacist or MMT should assess suitability of PODs to be used as discharge medication and annotate this on the discharge prescription. If unsuitable for discharge use, the PODs should be destroyed and a new supply made to avoid confusion. If the electronic or paper prescription chart is dealt with on the ward, the Pharmacist or ward based Technician will check the PODs in the bedside locker or treatment room against the electronic discharge prescription chart. The electronic discharge prescription chart will be endorsed according to the trust’s endorsement policy. If everything is present a sticker will be stuck to the bag to say ‘ready for discharge’. If any new drugs need to be added then a sticker will be placed to say ‘waiting for xxxxx’ to be added to bag. The pharmacy department will send the bag back to the appropriate ward when the new items are ready.
7.2 PODs may be used for the discharge medication provided the patient has at least a 2-week supply either at home, (determined by interview with a Pharmacist, Pharmacy Technician, Nurse) or in the hospital. Otherwise, a supply should be made from the hospital pharmacy. If using home supplies, the electronic prescription chart and the discharge summary must be clearly endorsed with “Patient’s own” on the electronic prescription chart.
7.3 If PODs are to be used on discharge, the pharmacy will endorse the electronic discharge prescription chart ‘PODs’.
7.4 On discharge, any medications belonging to the patient that are no longer required should be sent to Pharmacy for destruction. The patient must be informed of this in case of objection.
7.5 If patient lockers are in use, they should be cleared of all medications at the point of discharge.

8. Destruction of PODs
8.1 It may be appropriate to destroy a POD in the following circumstances:
· The medicine has been stopped
· An alternative strength/preparation has been prescribed
· The medicine is assessed as not being suitable for use (e.g. it is out of date) see Appendix II
8.2 Where it is appropriate to destroy a POD the reason should be explained to the patient/family/carer(s). The details of the POD(s) to be destroyed should be written in the appropriate space on the inpatient electronic prescription chart or the patient’s medical records. A Pharmacist, Pharmacy Technician, Nurse or Doctor can carry out this process.
8.3 PODs for destruction must be handled in line with the trust’s policy for destruction of medicines.
8.4 If the patient refuses consent for appropriate destruction of PODs, their wishes should   be respected. These PODs should be returned to the patient and a note made in the patient’s medical records. A Pharmacist, Pharmacy Technician, Nurse, or Doctor can carry out this process.
8.5 If a patient dies in hospital, the PODs will be destroyed. The only exception is when the PODs need to be retained as evidence if a medication incident is being investigated.
8.6 Any unidentifiable PODs sent to pharmacy will be destroyed. Consent will be assumed.
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Appendix I Guide to handling PODs on admission
Patient admitted to ward
Does the patients have their own supply of drugs?



Yes

No




Ask the family/carer to bring in the supply from home. In the interim use ward-stock or obtain from pharmacy





Are the drugs suitable for use? – see appendix II




Yes
Supply from home is unavailable


Own supply used up
Pharmacy to highlight ‘own medication supply’ within the order modify section of the drug on EPMA or paper chart
No

Use ward stock or obtain a supply from pharmacy as soon as            possible
(Out of hours, contact DSN if required)

Appendix II Guide to assessing the suitability of PODs for administration
Are the PODs identifiable?
Identify drug name, strength, formulation
Check original packaging, dispensing label and contents all match 
It is NOT acceptable to just look at the external box (packaging) and/or label








Yes


Have the PODs been stored correctly? Where has this supply come from? (Ask patient)


Yes


No
Check the contents of the container
Tablets – Do they look the same?
Liquids - Is the liquid free from foreign particles? When and where were they dispensed? 
See appendix III







Yes




Have the PODs been dispensed within the manufacturer’s expiry date or that specified below. If already in use, is it being used within the allowed time limit until it needs replacing.


PODs ARE suitable for use
Yes
Do the PODs have a label with all the relevant/correct/expected instructions?
Yes
Contact pharmacy to dispense a new supply or DSN if this is out of hours. Suitable non-formulary items may be re-labelled by pharmacy.

Appendix III. Suitable time limit within which PODs may be used

	Preparations
	Time limit for use

	Oral solid doses (Tablets and Capsules)
	For loose tablet/capsule within 6 months of dispensing. Check foil strip of those in a blister for the expiry

	Oral Liquids
	Within 6 months of dispensing or the manufacturer’s expiry date (whichever is
first)

	Creams, ointments, lotions and other
external preparations
	Tubs: Opened for less than 2 months
Tubes: Manufacturer’s expiry date

	Fridge Items
	Within Manufacturer’s expiry date. Patient MUST be sure item has been correctly refrigerated at all times, if not the DO NOT
USE – contact Pharmacist for advice.

	Eye drops and ointments:
WITH eye infection WITHOUT eye infection
	Opened for less than 1 week or less than 2 weeks

	Nose and Ear drops
	Opened for less than a month
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