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1. [bookmark: _Toc232583353]Introduction
1.1. East London NHS Foundation Trust (ELFT) strives to ensure the safety of its service users and to promote a safe and therapeutic environment in which to deliver care. An important part of care is the prescription and administration of medicines, which must be undertaken lawfully at all times. 
1.2. The covert administration of medicine is the process by which medication is administered to a person in a disguised format without their consent and knowledge of that person receiving it. People should not be given medications without their knowledge if they have the mental capacity to make decisions about their treatment and care. Covert administration should only occur if the person has been assessed as lacking capacity, to prevent them missing out on essential treatment. It must be deemed justified and necessary, and all legal requirements must be fulfilled.
1.3. In relation to children, any consideration or use of covert administration constitutes a safeguarding concern and must be escalated immediately through appropriate safeguarding and multidisciplinary pathways, to ensure that the child’s rights, welfare, and safety are rigorously protected. For further safeguarding children guidance, please refer to the Trust Safeguarding Children Policy.
1.4. Covert administration may involve hiding medicines in food or drink but includes any administration of medicine that the person does not know about. This includes applying a patch without their knowledge or administering medicines through a feeding tube.
1.5. For patients with swallowing difficulties, medication can be administered with soft food or in a drink and this would not be considered as covert if the patient is fully aware and has consented to having their medication administered in this way. They must have mental capacity to give valid consent which has been recorded. The patient must be advised by the care staff that their medication has been mixed with food or liquid every time it is administered, and this should be clearly documented.
1.6. This policy provides guidance for staff regarding the covert administration of medicines and explains when and how this can be done within the law.

2. [bookmark: _Toc232583354]Purpose and scope
2.1. The aim of this policy is to:
2.1.1. Ensure that covert administration of medication is appropriately used only in exceptional circumstances; 
2.1.2. Provide guidance on the process for assessing, consulting, documenting, administering and monitoring of covert administration of medication, to ensure it is carried out lawfully;
2.1.3. Ensure that if covert administration happens within any service setting of the Trust, that it has been properly considered and that the practice is transparent and open to public scrutiny and audit;
2.1.4. Ensure that the Trust has a framework for the use of covert administration which complies with legal requirements, and also provides governance structure to protect patients and staff;
2.1.5. Enable the delivery of effective patient care in the service setting, without compromising patient safety, or open to abuse.
2.2. This policy applies to:
2.2.1.  Adults and children admitted to ELFT inpatient settings;
2.2.2.  Adults and children for whom ELFT clinicians prescribe or administer medication.
2.3. This policy also applies to all ELFT registered clinicians and health care professionals administering/prescribing medication for patients residing in care homes, who may be considering use of covert medication administration as part of a treatment plan.
2.4. Note that the scope of this guidance does not cover the administration of medicines in an emergency situation.

3. [bookmark: _Toc232583355]Duties and Responsibilities
3.1. Prescribing Health Care Practitioner (note: this does not need to be an Approved Clinician under the Mental Health Act):
3.1.1. Responsible for undertaking mental capacity assessment when covert administration of medication is being considered and there are doubts to rebut the presumption of capacity;
3.1.2. Must record capacity assessment and any relevant best interest decision using the appropriate forms on electronic patient records (under Mental Health Act & Mental Capacity Act subheading on RiO);
3.1.3. Where the individual is a child or young person, practitioners must also document an assessment of Gillick competence, and ensure that any concerns about the child’s ability to understand, consent, or refuse treatment are considered within safeguarding duties under the Children Act 1989 & 2004, with appropriate escalation where required;
3.1.4. Must consider if the medication administered covertly would be a form of chemical restraint which could lead to the patient being deprived of their liberty (this consideration must be clearly recorded in the best interest decision documentation);
3.1.5. Must complete the Covert Medicines MDT Care Plan (Appendix 1);
3.1.6. Must specify the medications that need to be given by covert administration;
3.1.7. Authorise such practice in writing prior to medications being administered covertly;
3.1.8. [bookmark: _Hlk228461567]Must ensure regular reviews of Covert Medicines MDT Care Plan as agreed. This should usually be at least every 3 months, but can be up to 6 months for patients deemed as unlikely to regain capacity (e.g. with neurodegenerative conditions affecting cognition such as dementia); 
3.1.9. Involve carer/relative/significant other/person with Lasting Power of Attorney or Deputyship for Health and Welfare appointed by the Court of Protection in the decision to give medication covertly. Court appointed Deputies/LPAs are entitled to make the decision on behalf of the patient. Carers/relatives/significant others should be consulted;
3.1.10. Must review the Covert Medicines MDT Care Plan whenever changes are made on the medications.
3.2. Service Pharmacist/Pharmacy Technicians, within their own scope of responsibilities, must:
3.2.1. Provide advice on appropriate and safe ways to administer medication covertly, which involves advice regarding formulation, dispersing or crushing of medication;
3.2.2. Review medication and make appropriate recommendations on concealment of medication in food and drink;
3.2.3. Provide written instructions on how medications can be mixed with foods/liquid drinks and the appropriate food/drinks that can be used;
3.2.4. Must sign the covert medicines care plan form prior to administration of medications covertly;
3.3. Nurses administering medications must:
3.3.1. Ensure medication is only administered covertly where there is a covert medicines care plan in place, and using method advised by the pharmacist;
3.3.2. Ensure any required signatures on the Covert Medicines MDT Care Plan are in place;
3.3.3. Try to offer the medication first openly and only administer covertly when refused by the patient, in line with the Covert Medicines MDT Care Plan;
3.3.4. Ensure that all food/drink in which the doses of the medication were mixed, are finished, by the patient the food is meant for;
3.3.5. Notify the prescriber, pharmacist and the nurse in charge/team lead of any difficulties observed giving the medications covertly so that review can be considered;
3.3.6. To ensure the Covert Medicines MDT Care Plan in use is valid and has not expired.

4. [bookmark: _Toc232583356]Legal justification for covert administration of medicines
4.1. If a patient has the capacity to refuse medical treatment then this decision must be respected, and covert administration of medication would be unlawful, unless provided in line with the provisions of the Mental Health Act 1983 (MHA 1983). 

4.2. Mental Health Act 1983
4.2.1. The covert administration of medication can only be given to an MHA detained patient under the powers contained in either s.63 (in the 3 month period of treatment without consent) or s.58 (SOAD certificate – form T3). Sections 58 and 63 of the MHA 1983 do not apply to patients held under s.4, s.5(2), s.5(4), s.17A, s.35, s.135, s.136 of the MHA 1983.
4.2.2. Although it would be lawful to administer medication provided under either s.63 or s.58 forcibly (if that is clinically appropriate), the Responsible Clinician (RC) might consider that the alternative of administering the medication covertly would be less invasive of the patient’s physical integrity. 
4.2.3. Before treatment is administered covertly, the RC should consider: 
(a) why it is not “practicable” to seek the patient’s consent (Code of Practice para.24.41), and 
(b) whether, for the purposes of art.8(2) of the European Convention on Human Rights, the giving of covert medication is a proportionate response to the aim of improving the patient’s health or reducing the risk posed by the patient (Code of Practice para.24.43). 
The fact that the RC has considered these issues should be recorded in the patient’s notes.
4.2.4. It is suggested that the RC discusses the appropriateness of the covert administration of the medication with the SOAD, and that the SOAD be invited to agree to such action and to confirm this on Form T3. While it is the case that a certificate granted under s.58 can authorise the covert administration of medication to a patient who is mentally capable of “understanding the nature, purpose and likely effects” of the treatment but is objecting to it, the patient will obviously be aware that the treatment is likely to be given to him at some time in the future.
4.2.5. The fact that medication is being administered covertly is also likely to be disclosed to the patient on an application or a reference to the tribunal being made, in the interest of fairness as the patient might not be able to effectively challenge their detention without knowing they are covertly medicated.

4.3. Adults who lack the mental capacity to consent to or refuse treatment may need to be treated in their best interest, pursuant to provisions of the Mental Capacity Act 2005 (MCA 2005).
4.4. Administration of covert medication, pursuant to MCA 2005, must be done in line with ELFT Mental Capacity Act Policy.
4.5. To administer medication to a person without their consent (where they have capacity to make an informed decision) is a civil wrong and constitutes trespass to the person. It has also been decreed by courts as constituting an infringement of the European Convention on Human Rights (ECHR) under article 8 (Right to respect for private and family life) and article 5 (Right to liberty and security). It is therefore vitally important for this process to be justified and subject to proper scrutiny.
4.6. In the situation when the person refuses to accept medication prescribed by the clinician, covert administration exists as a final option. Every effort should be made to work with the person to encourage them to accept essential medication. This includes reviewing medication regimes to stop any that are considered non-essential, and changing medicines and/or formulations to options which are more acceptable to the person.
4.7. If the clinician responsible for prescribing medication, following a period of refusal of the medication being administered, considers that there is a likelihood that the person may lack mental capacity to make an informed decision to refuse the medication, the clinician must complete the mental capacity assessment and clearly document this using designated form on the electronic patient record (e.g. Rio). 
4.8. Where the individual is a child or young person, practitioners must also document an assessment of Gillick competence, ensuring that any concerns about the child’s ability to understand, consent to, or refuse treatment are considered within statutory safeguarding duties under the Children Act. In circumstances where a child is not Gillick competent, practitioners must clearly record parental or carer consent in line with legal parental responsibility, ensuring that any disputes, limitations, or safeguarding concerns relating to parental consent are escalated through appropriate safeguarding and multidisciplinary pathways.
4.9. Whilst assessing the mental capacity of the patient, the clinician needs to consider factors which might impact on person’s refusal to accept medication, such as: 
4.9.1. long established reluctance to engage with medical treatment that precedes the loss of capacity, 
4.9.2. disengagement from medical treatment because of personality and behavioural problems associated with dementia,
4.9.3. a reluctance to accept medication because of difficulty swallowing tablets, or 
4.9.4. if the cognitive impairment is severe, refusal of medication because of an inability to recognise what is being offered, or what is expected.
4.10. Practitioners must also consider whether the patient has additional needs, including developmental needs, communication difficulties, learning disabilities, neurodevelopmental conditions, or language barriers, and must ensure the use of accessible formats, interpreters, or specialist communication support such as advocacy to facilitate meaningful understanding and participation in decision‑making.
4.11. If the assessing clinician concludes that the person lacks mental capacity to make an informed decision to refuse the medication, and all additional needs have been considered, a best interest decision needs to be made on whether to give medication covertly.
4.12. Clinicians should remain aware that covert administration is not always the best solution to encourage patients to take medication, even where they lack capacity. Some patients can taste medication in food and/or are aware of texture changes, and concerns around food and fluid intake can arise as a result.
4.13. The decision needs to be made by the prescriber with a multidisciplinary team of healthcare professionals at a best interests meeting. Where the person is detained under the MHA 1983, the decision should include the approved clinician responsible for their psychiatric care.
4.14. The best interests meeting should also include a representative who can communicate the views and interests of the person, which could be a family member, friend, carer, or Independent Mental Capacity Advocate (IMCA). Any person with Health and Welfare Lasting Power of Attorney or Personal Welfare Deputyship should be at the meeting.
4.15. Clear records must be kept of the decision and who was involved in decision-making.
4.16. If the situation is urgent, it is acceptable for a less formal discussion to occur between care staff, prescriber and family/advocate to make an urgent decision. However a formal meeting should be arranged as soon as possible.
4.17. When making the best interests decision, the meeting should consider that covert administration is only likely to be necessary when:
4.17.1. It is the option least restrictive of the person’s rights and freedom of action;
4.17.2. The person is actively refusing to take their medicines;
4.17.3. The benefits to the person outweigh the risks;
4.17.4. The medicine is necessary for the person’s health and wellbeing.
4.18. The best interests meeting should ascertain whether the patient has made an Advance Decision refusing a particular medication or treatment, which can be used to guide decision-making.
4.19. The best interest decision must consider if the medication is a sedative and is used a chemical restraint, as this could lead to the care plan amounting to person being deprived of their liberty (DoL). If this is the case, consideration must be given to which statutory framework will be relied upon to authorise the DoL: either the Deprivation of Liberty Safeguards (DoLS) framework (urgent/standard authorisation) or the MHA.
4.20. In a situation where the person with LPA/deputyship, the family/carer, or IMCA disagrees with the recommendations of the clinician in relation to the covert use of medication, and the clinical team consider this to be in the best interest of the patient, the clinician must seek advice from ELFT Mental Capacity Lead (elft.mentalcapacity@nhs.net).  This also applies if there is strong and clear objection from the person themselves. Consideration would need to be given if any proceedings in respect of this decision ought to be brought before the Court of Protection.
4.21. Where the patient is a child or young person, any dispute or concern regarding covert administration must be treated as a safeguarding matter in line with statutory duties under the Children Act 1989 & 2004, with immediate escalation to safeguarding pathways to ensure that the child’s welfare, rights, and safety remain paramount.
4.22. It is important for the clinician to consider the following, as per guidance formulated by the courts through their jurisprudence:
4.22.1. The nature of the proposed course of action (i.e. administration of covert medication);
4.22.2. The position of the family and their wish for this matter to be considered by the court;
4.22.3. The potential impact of this course of action on the relationship the person might have with the clinical team involved in the covert medication decision;
4.22.4. Person’s relationship with the family due to their involvement with the clinical team responsible for that decision.
4.23. Additionally, the clinical team should consult ELFT’s Mental Capacity Lead in cases where:
4.23.1. the decision is balanced, or
4.23.2. there is a difference of opinions among medical staff and/or pharmacists, or
4.23.3. there is a potential conflict of interest on the part of those involved in the decision-making. 
4.24. When a person has been deprived of their liberty, authorised under the DOLS framework, the use of covert medication must be clearly identified within their care plan. If a standard authorisation of DOLS is granted for a period longer than six months, there should be a clear provision for regular reviews of the use of covert medication, involving family/significant others and relevant healthcare professionals.
4.25. The Trust must notify the supervisory body of changes to the covert medication regime, including changes to the nature, strength or dosage of medications being administered covertly, which were part of the consideration under the DOLS assessment. In addition, changes should always trigger a review of the authorisation.
4.26. Furthermore, if the person is deprived of their liberty in the community setting and the care plan envisages use of covert medication, this needs to be clearly outlined in the application to the Court of Protection.
4.27. When implementing the care plan involving use of covert medication, where the carers/family strongly objects to their use, the professionals need to consider if there is any risk of those people obstructing the care plan and potentially disclosing to the patient that they have been covertly medicated. In such cases, practitioners need to approach the ELFT Mental Capacity Lead via e-mail (elft.mentalcapacity@nhs.net) for a case discussion to be arranged.

5. [bookmark: _Toc133405640][bookmark: _Toc420898352][bookmark: _Toc134077084][bookmark: _Toc232583357]Covert administration of medication to children and young people
5.1. This section should be read in line with the Trust’s:
· Mental Capacity Act Policy;
· Mental Health Law Supplementary Policy;
· Consent to Treatment Policy;
· Safeguarding Children Policy.
These policies contain details of related assessments of mental capacity of young people aged 16 and 17, and Gillick competence of children under the age of 16. 
5.2. The principles of administration of covert medication are very similar as those pertinent to adults, however the guiding principle is the welfare of the child, pursuant to Children Act 1989 & 2004.
5.3. In situations when the prescribing clinician considers use of covert medication, when the child/young person is not subject to compulsory treatment under provisions of MHA 1983, they need to consider if the use of proposed medication could cause the care plan to amount to the child/young person being deprived of their liberty (e.g. if the medication is to sedate or otherwise control the person’s behaviour). In case of any doubt, the clinician must seek advice from ELFT Mental Capacity Lead (elft.mentalcapacity@nhs.net) to explore the appropriate legal framework, which would need to be implemented.
5.4. Where the patient is a child or young person, consideration of covert administration must also be viewed through the lens of statutory safeguarding responsibilities under the Children Act, with any concerns about coercion, restriction of liberty, or potential harm requiring immediate escalation through safeguarding pathways to ensure the child’s welfare, rights, and safety remain paramount. The ELFT Safeguarding Team can be contacted for advice and guidance.

6. [bookmark: _Toc134631833][bookmark: _Toc232583358]Process for covert administration of medicines
6.1. Once the decision has been made that covert administration is in the person’s best interests, the Covert Medicines MDT Care Plan (appendix 1) should be completed and kept in the patient’s clinical notes. This must be completed before any covert administration is undertaken.
6.2. It includes:
6.2.1. A prescriber’s review of the person’s medicines to rationalise therapy where possible. Only those medicines considered essential should be given covertly;
6.2.2. A pharmacist’s advice on whether the medicine can be given covertly and how to do so safely;
6.2.3. The number of times/occasions medications should be offered to the person before they are covertly administered. This should be agreed by the MDT on a case by case basis;
6.2.4. The review date of the need to continue covert medication.
6.3. The Covert Medicines MDT Care Plan should be reviewed when a medicine is changed, or if the person regains capacity to make decisions about their medicines. It should also be reviewed at regular intervals even if there are no apparent changes.
6.4. If a patient usually accepts medication openly but requires covert administration on some occasions, document the reason why they required covert administration on electronic patient record (e.g. patient was more confused and unsettled today). A Covert Medicines MDT Care Plan must still be in place to cover occasional covert use.
6.5. Advice on method of administration must be documented on the Covert Medicines MDT Care Plan in agreement with the pharmacist. It must also be added to the person’s medicines administration chart.
6.6. Covert administration may involve altering medication, for example crushing tablets or adding medicines to food or drink. This is usually an unlicensed (off-label) activity. Use of medicines off-label affects the prescriber’s professional and legal responsibility, and GMC guidance should be borne in mind.

Giving medication in food or drink
6.7. Medicines can only be administered in food or drink when this manner of medicines administration has been endorsed by a pharmacist on the medicines administration chart.
6.8. It is important to ensure that giving medication in food does not compromise the person’s nutrition or affect the properties of the medicines.
6.9. Administer medicines at the end or after a meal except where the properties of the medicines dictate otherwise.
6.10. When necessary the medicines must be mixed with a small amount of food or liquid rather that in a whole drink or portion of food.
6.11. Generally medicines should be administered one at a time, unless the pharmacist has been consulted and given agreement to administer medicines together. 
6.12. Persons receiving medicines administered in food or drink must be supervised until the medicine has been consumed.
6.13. Food or drink containing medication should never be left unattended, to ensure no other service users have access to it.

7. [bookmark: _Toc232583359]Professional Conduct
7.1. All practitioners must reflect on the treatment aims of disguising medicine and be absolutely confident that they are acting in the best interests of the service user. The treatment must be considered necessary in order to save life, prevent deterioration in health, or ensure an improvement in the service user’s physical or mental health status.
7.2. Registered nurses involved in covert administration of medicines must be fully aware of the aims, intent and implications of such treatment.
7.3. The Royal College of Psychiatrists have stated that where patients are unable to consent or refuse treatment, they echo the view of the Law Commission that treatment should be made available according to the patient’s best interests and in the least restrictive fashion, which may require administration of medicines in food without the patient’s awareness. Full statement: link.
[bookmark: _Toc232583360]8. Monitoring
[bookmark: _Hlk228463186][bookmark: _Hlk228463287]8.1	The presence and accuracy of Covert Medicines MDT Care Plans will be audited 3 times per year as part of the Clinical Use of Medicines audit within the overall Trust audit programme. Results and actions are collated on InPhase and reported through directorate leadership groups (e.g. Directorate Management Team/Quality Assurance Group meetings).
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Appendix 1            Covert Medicines MDT Care Plan 


Nursing Care Plan – to be completed and filed in patient’s notes.

	Patient’s Name: ………………………………
	RiO Number: .………….……

	Date: ………………
	



	Summary of problems encountered:






	What other medication options have been considered, e.g. different route?






	In what way are the medicines (to be given covertly) essential and in the patient’s best interests? Have the provisions of the Mental Health Act 1983 been considered?
Please list the drugs to be given covertly.










Continued overleaf
	What is the method agreed for administering each medicine? Please list.




	How often should an attempt be made to administer medication openly (i.e. without using covert administration):

_________ attempt(s) per medication round/day/week/month (circle as appropriate)




The decision to covertly administer medication has been discussed and agreed with:
	Prescribing 
Clinician
Signature
	
	Date:

	Named Nurse
Signature
	
	Date:

	Pharmacist
Signature
	
	Date: 

	Discussed with
next of
Kin/Advocate?
Signature
	
	Date:

	Ward / Unit
	

	Review date:
Should usually be at least every 3 months (can be up to 6 months for patients deemed as unlikely to regain capacity e.g. with neurodegenerative conditions affecting cognition such as dementia)



	Were all parties in support of the decision?    YES/NO
If no, please list names and their objections / concerns




[bookmark: _Toc232583363]
Appendix 2            Procedure for Covert Administration – Flowchart Summary
Yes
Establish why the patient does not want to take medication e.g. difficulty swallowing tablets
Give medication as normal
Note: patient consenting to medication administered in food or drink does not constitute covert administration.
Reason established and resolved
Unable to resolve
Is medication essential?
DO NOT GIVE
Is there a viable alternative?
No
Use alternative
Yes
Does the patient have mental capacity?
No
DO NOT GIVE
Yes
Is there a Lasting Power of Attorney (LPA) for Health and Welfare?
No
Seek advice from Mental Capacity Lead
Yes
Does attorney agree with giving covert medication?
Consider Advance Directives
No
Is there agreement at a Best Interest Meeting?
No
Yes
No
Seek pharmacy advice – safe to give covertly?
No
Yes
Seek alternative preparation
Give medication covertly. Document and review regularly
Yes
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