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Abstract

Quality problem or issue: A patient survey found significantly fewer patients reported they had self-
administered their medicines while in hospital (20% of 100 patients) than reported that they would like
to (44% of 100). We aimed to make self-administration more easily available to patients who wanted it.
Initial assessment: We conducted a failure, modes and effects analysis, collected baseline data on
four wards and carried out observations.
Choice of solution: Our initial assessment suggested that the main areas we should focus on were
raising patient awareness of self-administration, changing the patient assessment process and creat-
ing a storage solution for medicines being self-administered. We developed new patient information
leaflets and posters and a doctor’s assessment form using Plan–Do–Study–Act cycles. We developed
initial designs for a storage solution.
Implementation: We piloted the new materials on three wards; the fourth withdrew due to staff
shortages.
Evaluation: Following collection of baseline data, we continued to collect weekly data. We found that
the proportion of patients who wished to self-administer who reported that they were able to do so,
significantly increased from 41% (of 155 patients) to 66% (of 118 patients) during the study, despite a
period when the hospital was over capacity.
Lessons learned: Raising and maintaining healthcare professionals’ awareness of self-administration
can greatly increase the proportion of patients who wish to self-administer who actually do so.
Healthcare professionals prefer multi-disciplinary input into the assessment process.
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Quality problem or issue

The importance of involving patients with their medication is increas-
ingly recognised [1], including in enhancing safety [2, 3]. Such involve-
ment can increase satisfaction, improve health outcomes and reduce the

likelihood of avoidable harm [4]. There is evidence for benefits of self-
administration of prescribed medication in the hospital setting.
Systematic reviews suggest some significant improvements in patient
satisfaction, knowledge and compliance, although findings have been
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inconclusive [5, 6]. More recently, it was found that significantly fewer
doses were omitted in patients self-administering in hospital than when
medicines were administered by nurses [7]. The same study also found
that patients not self-administering were more likely to have omissions
of critical medicines with greater potential for harm.

Patient and public input at our organisation, a London teaching
hospital, suggested increasing self-administration as a means of building
relationships between inpatients and healthcare professionals, maintain-
ing patients’ independence and providing a seamless transfer to home.
A patient survey also found that significantly fewer patients reported
that they had self-administered their own medicines while in hospital
(20% of 100 patients) than reported that they would like to have done
(44% of 100 patients, p ≤ 0.001) [8]. This is despite the fact that 76%
of 100 healthcare professionals stated that they would support patients
self-administering medicines in hospital [8].

Further research at our organisation [9] revealed specific barriers to
self-administration of medication, including patients not being aware of
the option of self-administration and the assessment process being per-
ceived by staff and patients to be very arduous. We therefore carried
out a quality improvement (QI) project to overcome those challenges.
Our improvement aim was to increase the proportion of patients who
wished to self-administer who were able to do so. Our improvement
team comprised nursing and pharmacy staff, lay partners and quality
improvement leads. Medical staff were represented in the wider advis-
ory group. The project was approved as a service evaluation within the
hospital organisation and is reported according to Standards for
QUality Improvement Reporting Excellence (SQUIRE) guidelines [10].
It lasted for 1 year.

Initial assessment

First, we conducted a failure modes and effects analysis [11]. We held
two sessions and invited further contributions by e-mail. In total, we
had input from three pharmacists, one medical consultant, one ward
manager, one specialist diabetes nurse and four members of the public.
We sought descriptive rather than quantitative outputs [11]. The main
risks identified were (i) patients without consistent capacity being
allowed to self-administer, leading to missed doses or poor adherence
and (ii) patients who were suitable for self-administration not being
allowed to do so, leading to delayed doses for patients who need medi-
cations at specific times and increased risk of poor administration of
medication after discharge.

Second, we collected baseline data on four study wards comprising
an acute medical ward, an endocrinology and rheumatology ward, a
surgical ward and a private ward. We collected data to inform the fol-
lowing measures:

• Proportion of all patients recorded as self-administering medication.
• Proportion of all patients reporting being aware of the self-

administration option.
• Proportion of patients who wished to self-administer their medica-

tion who reported that they had done so.
• Proportion of patients self-administering medication who had the

correct assessment paperwork completed.
• Proportion of patients reporting that they had self-administered

who were recorded as doing so.

Using a patient survey administered by a member of the project team, we
collected data on each of these measures for 12 weeks to establish a base-
line. We visited each ward weekly and for all patients deemed well enough

we asked about their knowledge of the option of self-administration,
whether they would like to self-administer their own medicines in
hospital and whether they were currently doing so, using 5-point
Likert scales. We also collected point prevalence data on the propor-
tion of patients recorded as self-administering and the proportion
self-administering who had the correct paperwork completed at
each ward visit (see Appendix 1 for data collection tool). We plotted
the results using statistical process control P-charts [12].

Across the 12 weeks, we found that a mean of

• 7% of 900 patients were recorded as self-administering medication,
• 37% of 329 patients reported being aware of the self-administration

option,
• 41% of 115 patients who wished to self-administer reported self-

administering any of their medicines,
• 31% of 55 patients who reported self-administering were recorded

as such on the electronic prescribing system.

No self-administering patients had the correct assessment paperwork
completed.

Third, we carried out observations on a ward specialising in endo-
crinology and rheumatology. We observed two doctor’s ward rounds, a
nurses’ drug administration round and a pharmacists’ visit to the ward.

We produced process maps of the self-administration process
according to both the hospital self-administration policy and the actual
self-administration process that we observed (Figs 1 and 2) and found
many discrepancies between them. According to the self-administration
policy, all patients should be assessed for eligibility for self-administra-
tion; however, in practice, only a small of number of patients were con-
sidered, usually on patients’ own initiation. The policy also specified
that patients should be formally assessed by nursing staff prior to self-
administration, but in practice we found that nurses either carried out
no assessment or had informal discussions with medical or pharmacy
staff. Finally, according to the policy, patients who were self-
administering should have been provided with a key or access code for
their bedside medicines locker but in practice no patients were provided
with these. Either patients kept their medication unlocked by their bed-
side or nurses opened the cabinet during the medication round and
allowed the patient to take out their medicine to administer.

Choice of solution

Initial findings suggested that three of the key areas to work on were
patient awareness of the self-administration option, the assessment pro-
cess and storage of medicines for self-administration. We attended a QI
day at the hospital organisation to take each of these forward. The pro-
ject team met with members of the public, healthcare professionals and
designers to work collaboratively to create solutions. Participants visited
hospital wards and discussed potential solutions which were then devel-
oped and tested using a series of Plan–Do–Study–Act (PDSA) cycles
[13]. A process map for a new self-administration process was devel-
oped to reflect these changes (Fig. 3).

Patient awareness of the self-administration option
There was previously a patient information leaflet available in the hos-
pital self-administration policy. However, it was concluded that this
needed to be less wordy and more attractive to patients. At the QI day,
participants discussed essential information that patients would need
and drafted wording for the leaflet to reflect this. A designer provided
initial ideas for making it look more attractive.
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In addition, participants at the QI day suggested development of a
poster to be put up on wards to alert patients to the option of self-
administration; wording for this was also drafted.

Following the QI day, these materials were developed over four
PDSA cycles; these included input from patients on one ward, a

designer, the project’s patient and clinical engagement group, and the
communications team at the hospital organisation. The final posters
and leaflets were then printed and tested with patients on the study
wards. Feedback was positive; minor final alterations were made in
response (see Appendices 2 and 3 for final leaflets and posters).

Figure 1 Process map of the self-administration process as outlined in the self-administration policy.
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Development of a doctor’s assessment form
A senior doctor at the QI day reported that, in his experience, nurses did
not want to take the responsibility for assessing patients for self-
administration and that where he had suggested self-administration for

specific patients the nurses had asked him to sign to indicate that he was
happy for the patient to self-administer. This led to a discussion about
whether doctors should be responsible for assessment rather than nurses.
A nurse expressed the view that nurses should also be involved as they

Figure 2 Process map of the most common self-administration processes observed.
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potentially spent more time with patients. From these discussions, the
idea of a joint assessment process was developed, whereby a doctor
would conduct an initial assessment and a nurse would then check that
there were no issues that made patients unsuitable for self-administration.

The QI day participants drafted a ‘tick-box’ initial assessment form for
the doctors to complete. They also suggested that this be incorporated
into the electronic prescribing system recently implemented in the hos-
pital, rather than being a separate paper-based process.

Figure 3 Process map of the new proposed self-administration process.
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Following the QI day, the assessment was developed over two
PDSA cycles. The project lead discussed the doctors’ assessment
with a medical consultant working on one of the study wards, who
was strongly in favour of this approach and suggested an alteration
to the form to allow for change in patients’ ability to self-administer
during a hospital admission. The assessment was, therefore, revised
and taken to the project team who suggested one further amend-
ment which was made.

Storage of medicines for self-administration
A furniture designer produced some designs for medicines cabinets that
would be more accessible to patients self-administering than the current
cabinets. These generated much interest but it was not possible to
develop these further within the time and resources available.

Implementation

Patient leaflets and posters
The new leaflets and posters were implemented on three of the four
study wards. The fourth declined to implement any interventions due to
staff shortages. The project lead met with senior nurses on the other
three wards to discuss implementation. All agreed to display the new
leaflets and posters. A lay partner then visited the ward with the project
lead to check the positioning of the leaflets and posters and made some
suggestions to increase the numbers of posters and places where leaflets
were displayed, which were then implemented.

Doctors’ assessment form
The project lead had several meetings with the hospital electronic pre-
scribing team to discuss incorporation of the doctors’ assessment form
into the electronic system. It was concluded that the only way to test
this on a small number of wards, rather than organisation-wide, was
for each doctor to set the assessment up on their individual profile. One

registrar set this up and piloted the form; he reported it to be straight-
forward to use. We put posters in the doctors’ offices on the study
wards inviting other doctors to pilot the form but no further piloting
took place. The potential possibility of pharmacists piloting the form
was also suggested at the project’s patient and clinical engagement
group meeting. However, ward pharmacists did not feel that they had
capacity to incorporate this into their practice.

Evaluation

We carried out both quantitative and qualitative data collection and
analysis.

For quantitative analysis, we continued collecting weekly data
and plotting it on P-charts using the same metrics as for baseline
data. We collected data for 43 weeks in total, including the baseline,
to evaluate whether the series of interventions (with the final
changes implemented at week 37) had an effect. We analysed the
data using standard statistical process control rules [13] to identify
significant changes in the data.

We found that the proportion of patients who wished to self-
administer who reported that they were able to do so significantly
increased from 41% of 115 patients to 66% of 118 patients during the
study, from baseline (Fig. 4) despite the hospital being over capacity at
one period during the study. There was also a small but significant
increase in patients being recorded as self-administering.

We found that following the QI day, which was attended by three
nurses who worked on one of the study wards, the number of patients
with the correct paperwork dramatically increased for a short space of
time but this was not sustained (Fig. 5).

There was no significant change in patients’ awareness of the self-
administration option. The proportion of patients who reported self-
administering medicines and were recorded as doing so on the electronic
prescribing system did not change and remained highly variable through-
out the project.

Figure 4 Proportion of patients who wished to self-administer their medication who reported that they had done so (data collected May 2016–March 2017).
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Some patients made informal comments when completing ques-
tionnaires, after the leaflets and posters had been implemented,
reporting that they were self-administering their medicines as a
result of seeing the posters.

We carried out qualitative semi-structured interviews with four doc-
tors, four nurses, four pharmacy staff and four therapists from the study
wards. We had originally planned to carry out interviews with patients
but as we had already evaluated the leaflets and posters with patients
during the development process, our lay partners suggested that we
focussed instead on healthcare professionals’ views. During the inter-
views, we asked healthcare professionals about their experiences of the
QI project (reported in this section) and their views on self-administration
and suggestions for the future (reported in next section below).
Interviews were audio recorded, transcribed verbatim and analysed the-
matically following interviewees’ consent.

Due to rotations and staffing changes, a number of interviewees
had not been on the relevant ward for the duration of the project,
which meant that they were unable to comment on any changes
noticed to self-administration during the project. Those who had
been on the wards longer did not identify any major changes during
the year. However, many reported that they were aware of the QI
project and had seen the patient leaflets and posters or the posters in
the doctors’ office.

Lessons learned

Raising healthcare professionals’ awareness
Our project suggests that raising healthcare professionals’ awareness of
self-administration can greatly increase the proportion of patients who
wish to self-administer who are actually able to do so. We found that it
can be difficult to change processes on specific wards during a fixed
time period. However, from the point when we began increasing our
presence on the ward and having discussions with healthcare professionals

about self-administration, we saw a significant and substantial increase
in the proportion of patients who wished to self-administer who actu-
ally did so. It was difficult to assess the effect of the leaflets and posters
aimed at patients due to the hospital being over capacity at the time
they were implemented. However, interview data and informal discus-
sions with patients suggested that leaflets and posters raised both
healthcare professionals’ and patients’ awareness of self-administration,
although quantitative data did not show a significant increase in patient
awareness.

However, our findings also suggest that in order to sustain
improvement, awareness needs to be a continuous rather than a one-
off process. The improvements seen following the QI day, a one-off
event, were not sustained. In contrast, those seen following more con-
tinuous awareness-raising on the study wards were sustained. In order
to sustain improvement following the project, suggestions from health-
care professionals included incorporating training on self-administration
into staff induction and education updates at the hospital organisa-
tion. Another recommendation was to make the self-administration
assessment and process maps more accessible. These are currently
incorporated into a lengthy policy document and healthcare profes-
sionals would prefer these to be available as separate documents.
Many healthcare professionals, particularly doctors, junior nurses
and therapists, indicated that they knew very little of the policy and
that increasing training and making the key components more access-
ible would be helpful. We are working on embedding these recom-
mendations at our hospital.

Multi-disciplinary assessment process
Our findings suggested that rather than self-administration assessment
being solely nurses’ responsibility, it should be multi-disciplinary. The
majority of healthcare professionals interviewed were of the view that
their profession could contribute to advising on patients’ suitability for

Figure 5 Proportion of patients self-administering who had the correct paperwork completed (data collected May 2016–March 2017).
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self-administration but few were comfortable with their profession tak-
ing sole responsibility. All four doctors interviewed were willing, at least
in theory, to take responsibility for carrying out initial assessment of
patients for self-administration with others then having further input. A
senior doctor was of the opinion that a potential barrier to this
approach would be doctors generally having a low compliance rate
with completing proformas. We were unable to facilitate doctors pilot-
ing self-administration assessments on our study wards on a larger scale
during the study. However, we suspect that if the assessment could be
better integrated into current electronic prescribing workflow in a more
user friendly way, completion may increase and we are working on this
within our organisation. Healthcare professionals were of the view that
they did not have the time for an additional process but that most of
the information required would be gathered as part of their current
workflow and that it was a question of prompting them at the correct
times to consider self-administration. Ideally, an automated process
could be created where the electronic system draws together informa-
tion from different records and identifies patients who may be suitable
for self-administration. We are in discussion with our electronic pre-
scribing software providers.

Storage of medicines
Lack of an appropriate storage solution remained a barrier throughout
the project. Either medicines were not being stored in accord with the
hospital policy or patients were restricted to only being able to fully
self-administer a restricted number of medicines. There is a need to
develop a self-administration storage solution that can be accessed and
opened by patients from their hospital bed. We are now working on
this collaboratively with another organisation.

Identifying patients as self-administering
We found that it was important for all healthcare professionals to
know a patient was self-administering in order to keep this under
review and ensure patients were informed of any changes to medica-
tion. To facilitate this, suitable systems need to be integrated into both
policy and practice. Suggestions from interviewees were for both elec-
tronic and manual solutions; an example of the latter was to use col-
oured magnets on whiteboards.

While there is little published QI literature regarding self-administration,
our findings build on previous research [9] that identified fragmenta-
tion of knowledge about medicines between healthcare professionals
as well as barriers to self-administration. They are also corroborated
by informal discussions we have had with other organisations that
have carried out self-administration projects, which suggested that
maintaining awareness though having a dedicated project lead and
overcoming storage barriers [14] are key to success.

In summary, we were able to increase self-administration for patients
who wanted it on selected wards in one hospital organisation. To sus-
tain and spread this improvement further, further changes to hospital

procedures are needed. For further improvement to take place, the
development of a storage solution for self-administration is also
likely to be required.
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Appendix 1

Self-administration of medicines at St. Mary’s Hospital quality improvement project (SAMQI)
We are carrying out a project to improve our systems for patients keeping and administering their own medicines in hospital if they would like to and are able to. We are
interested in your views and experiences. The following questions should take <2min to complete. There are no right or wrong answers, please choose the option which
reflects your experiences.

Self-administration is when patients keep and administer their own medicines rather than nurses getting the medicines ready and bringing them to the patient.

Patient questionnaire

Yes No Uncertain

1. I am taking or being given medicines (other than through a drip) while in hospital.
If No go to question 7

□ □ □

2. I know that some patients are able to keep and administer their own medicines in this hospital. □ □ □
3. I have seen a leaflet about self-administration during this stay in hospital. □ □ □
4. I have kept and administered my own medicines during this stay in hospital.

If No go to question 6
□ □ □

5. The nurses know that I keep and administer my own medicines during this stay in hospital. □ □ □
6. I would like to keep and administer my own medicines during this stay in hospital if I am able to. □ □ □
7. I have kept and administered my own medication during previous visits to hospital. □ □ □

Name of Hospital: ...................................................................

Other data to be collected
Is form for self-administration fully completed? Yes/No
Is signed off form for self-administration filed in the patients’ notes? Yes/No
Is patient recorded as self-administering on Cerner or paper drug chart? Yes/No (further details to be confirmed)
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Appendix 2

Why might I want to keep and

administer my medicines in

hospital?

Keeping and administering your medicines,

rather than being given them by a nurse,

helps you to:

• be active in your own care

• take your medication when you

need to
• be better prepared for going home

Are there any medicines I can’t

keep and administer myself in

hospital?

You can keep and administer most 

medicines yourself but there are some 

exceptions. Medicines that need to be 

given through a drip may need to be given 

to you by healthcare professionals.

If I want to keep and administer 

my medicines in hospital how 

will that work?

The team will talk to you. Together you will

decide if keeping and administering your 

own medicines is possible, and which ones

you do want to self-administer.

We will give you a

secure space to store

your medicines. We will 

also supply any additional

medicines you may 

need.

The team will check on your condition 

while you are in hospital. If, for any reason 

or at any point of your stay you are not 

able to keep and administer your

medicines the nurse will administer them to 

you instead.

Who can help me if I have any

questions?

You can speak to any member of the team.

They will be able to help if you have any 

queries or miss a dose of your medicine. 

If you change your mind and would prefer 

a nurse to take charge of your medicines 

just tell us.

Please contact us

If you have any further questions or 

concerns regarding your medicines, please 

ring the medicines information helpline at 

the pharmacy department:

Monday to Friday

09.00 to 17.00 (except bank holidays)

call: 020 3311 1703
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How do I make a comment

about my visit?

We aim to provide the best possible

service and staff will be happy to answer

any of the questions you may have. If you

have any suggestions or comments

about your visit, please either speak to a

member of staff or contact the patient

advice and liaison service (PALS) on

020 3313 0088 (Charing Cross,

Hammersmith and Queen Charlotte’s &

Chelsea hospitals), or 020 3312 7777 (St

Mary’s and Western Eye hospitals). You 

can also email PALS at

pals@imperial.nhs.uk. The PALS team will

listen to your concerns, suggestions or

queries and is often able to help solve

problems on your behalf.

Alternatively, you may wish to express

your concerns in writing to:

Complaints department

Fourth floor

Salton House

St Mary’s Hospital

Praed Street

London W2 1NY

Alternative formats

This leaflet can be provided on request in

large print, as a sound recording, in Braille,

or in alternative languages. 

Please contact the communications team

on 020 3312 5592.

Wi-fi

We have a free and premium wi-fi service

at each of our five hospitals. Look for

WiFiSPARK_FREE or

WiFiSPARK_PREMIUM

Keeping and

administering

your medicines

in hospital

Centre of medication safety and service

quality

Published: Nov 2016

Review date: Nov 2019

Reference no: 2715

© Imperial College Healthcare NHS Trust
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Appendix 3

Ask if you would like to

keep and administer
any of your medicines
instead of a nurse giving them
to you.
© Imperial College Healthcare NHS Trust
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