
  
Oxfordshire 

Clinical Commissioning Group 

 

Date produced: May 2011; Reviewed April 2013; Date for Review: May 2015 
Good Practice Guidance documents are believed to accurately reflect the literature at the 
time of writing. However, users should always consult the literature and take account of 
new developments because these may affect this guidance 

1 

Good Practice Guidance D: Medicine administration 
records (MAR) in Care Homes  

Adapted from the CQC Professional Advice: Medicine administration records 
(MAR) in care homes and domiciliary care – QMP Document No 124-08 which 

has now been withdrawn. 

 

Key Points 
 

 Care home staff who give medicines must have a chart that details:  
 which medicines are prescribed for the resident 
 when they must be given 
 what the dose is  
 any special information, such as giving the medicines with food. 

 

 The medicines chart should be signed when they are given as individual 
doses or full packs if the person self-administers.  

 

 It is also important to keep a record when prescribed medicine has not 
been given, if codes are used these should be explained on the 
medicines chart and not be the same as staff initials. 

 

 Administration of controlled drugs should be recorded on the person’s 
medicines chart as well as the record in the controlled drug (CD) 
register.   

 

 Ideally medicines chart should be printed but if a handwritten medicines 
chart is the only option, there must be a robust system to ensure it is 
correct before it is used. 

 

 The medicines chart must be kept up-to-date which may mean 
changing the MAR chart by hand.  Care homes should have a robust 
system to check the source and accuracy of any such changes. 
 

 Medicines cannot be prescribed on a medicines chart as they are only a 
record of what has been administered; any medicines prescribed have 
to be on a prescription forms. 

 

 
 

 
 
 
 



  
Oxfordshire 

Clinical Commissioning Group 

 

Date produced: May 2011; Reviewed April 2013; Date for Review: May 2015 
Good Practice Guidance documents are believed to accurately reflect the literature at the 
time of writing. However, users should always consult the literature and take account of 
new developments because these may affect this guidance 

2 

 
What do the regulations say? 
The Care Quality Commission document: Guidelines about compliance; 
essential standards of quality and safety  gives guidance on what providers 
should do to comply with regulations of the Health and Social Care Act 2008. 
It states that providers should have effective procedures for medicines 
handling including arrangements for recording when medicines are given.   
 
This should include: 

 what is received 

 what is currently prescribed (including those self-administering 
medicines) 

 what is given by care home staff 

 what is disposed of 
 
 
Why is the MAR chart so important? 
Care home staff who give medicines must have a chart that details: 

 which medicines are prescribed for the resident 

 when they must be given 

 what the dose is 

 any special information, such as giving the medicines with food. 
 

This information is included in the NHS prescription that the pharmacist or 
dispensing doctor keeps when the medicine is dispensed. The care home 
must have a record of medicines currently prescribed for that person. These 
should be signed when they are given as individual doses or full packs if the 
person self-administers.  
 
It is also important to keep a record when prescribed medicine has not been 
given. Letter ‘codes’ are often used to record when medicines have not been 
given and the reason why. The MAR must explain what the codes mean and 
these must not be the same as staff signatures or initials. 
 
The information on the MAR will be supplemented by the resident’s care plan.  
The care plan will include personal preferences, including ethnic issues such 
as should the care home member of staff who gives the medicines be the 
same sex as the person. 
 
The MAR can be a very useful tool for the care home to use to keep track of 
medicines that are not ordered every month but only taken occasionally. The 
care home may use the MAR to record tablets carried over onto a new chart. 
 
The MAR can be used to record when non-prescribed medicines are given, 
for example a homely remedy.  Further information is available in the 
Oxfordshire CCG guideline ‘The use of homely remedies in care homes (with 
and without nursing). 

http://www.cqc.org.uk/_db/_documents/Essential_standards_of_quality_and_safety_March_2010_FINAL.pdf
http://www.cqc.org.uk/_db/_documents/Essential_standards_of_quality_and_safety_March_2010_FINAL.pdf
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Administration of controlled drugs should be recorded on the person’s MAR 
chart as well as the record in the controlled drug (CD) register.  Further 
guidance on controlled drugs is available in the ‘Good Practice Guidance C: 
The safe management of controlled drugs in Care Homes’. 
 
Responsibility for providing MAR charts rests with the care home. The 
pharmacist or dispensing doctor are not responsible for providing these. 
 
 
Can the care home ask the GP to sign the MAR charts? 
A GP does not have to sign any documents produced by a care home for 
medicine administration. The NHS contract for general medical services 
(GMS) does not require this.  There are exceptions for example if a care home 
has a private contract with a GP for medical services that exceed GMS and 
this is included within the contract.  
 
There are some occasions when it would be appropriate to ask the GP to sign 
the MAR chart, for example when the doctor visits and changes the dose of a 
prescribed medicine. 
  
 
Do care homes have to use printed MAR charts? 
Poor records are a potential cause of preventable medication errors.  Printed 
MAR charts are not essential but they are recommended as they are better 
than handwritten charts as there is less risk of error due to: 

 clerical error - incorrectly transcribing the details from another document 

 handwriting that is difficult to read and can be misunderstood.  
 
Example 1 
The change of insulin dose for a resident was communicated verbally to staff 
and then hand written onto the MAR. The instruction was to give 4 units of 
insulin at night. The nurse who took the message wrote ‘4 i.u.’ on the chart 
(i.u. is an abbreviation for international units), but another nurse misread the 
dose and gave 41 units of insulin.  
Refer to the National Patient Safety Agency alerts on insulin and the ‘Good 
Practice Guidance 1:  Use of insulin in Care Homes’ for further information.  
 
However, if a handwritten MAR is the only available option, there must be a 
robust system to check that the MAR is correct before it is used. 
 
Printed MAR charts are usually supplied from the pharmacy or dispensing 
doctors practice when medicines are packaged in monitored dosage systems 
such as Manrex, Venalink and Nomad. This is a complimentary service that 
the supplier is paying for. Care homes cannot insist on having printed charts 
and there may be a charge to the care home for supplying printed MAR 
charts. 
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Are there known problems associated with printed MAR charts? 
Yes, there are problems that the care home needs to be alert to: 

 The chart is correct at the time it is printed and supplied.  However the 
dose of a medicine may change at some point.  When this happens, the 
care home must keep the chart up to date. 

 New prescriptions can be issued at any time in the monthly cycle. This 
may result in the person having several MAR charts in a file, and some 
may start on different dates.  

 Medicines that are prescribed for ‘as required’ use may not be needed 
every month. If the MAR only has a list of medicines that have been 
requested and prescribed that month, it may not list the ‘as required’ 
medicines previously supplied for that person.   

 The MAR should be supplemented by information that clearly describes 
the circumstances when ‘as required’ medicine may safely be given. 

 The MAR may include a medicine that has not been supplied. The care 
home must check whether the prescriber has stopped the medicine and 
if so cross it off the chart, date and sign. If the treatment is to continue, 
the care home must check why there is no supply.   

 
 
Can anyone write on the printed MAR? 
Anyone can change the MAR chart, but the care home should have a system 
to check the source and accuracy of the changes.  A cross reference to the 
daily notes is recommended. 
 
When a resident’s medication is altered, care home staff are responsible for 
amending the MAR: 

 cancel the original direction 

 write the new directions legibly and in ink on a new line of the MAR 

 write the name of the doctor or other prescriber who gave the new 
instructions 

 date the entry, print your name and sign that you have written on the 
MAR chart  

 where possible, get a second accredited member of staff to print 
their name and sign that they have checked the entry 

 ensure that handwriting is clear and can be read easily 

 take extra care when writing strengths and doses to make sure they 
cannot be misunderstood – see Example 1 above 

 The dosage ‘as directed’ is not appropriate and should be clarified 
with the GP or pharmacist. 

 
When writing on a MAR chart care home staff wherever possible should 
ensure they do this where they won’t be interrupted to minimise the risk of 
errors. 
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If the GP issues a new written prescription there should be a new MAR, 
however a new prescription is not always necessary.  
 
Example 2 
Mr Brown has been taking 2 furosemide tablets (40mg) each morning. At the 
medication review the GP decides that this can be reduced to one tablet each 
morning. Mr Brown has a good supply of furosemide 40mg and so the doctor 
will not write a new prescription. The doctor will record the change at the 
surgery so that when Mr Brown asks for a repeat prescription the new dose 
will be prescribed.  
 
The care home may need a new prescription for Mr Brown, for example if two 
tablets are packed together in an MDS and there is no way of just giving one 
tablet. If two tablets are packed together in an MDS and there is not a way of 
just giving one tablet then this CANNOT be returned to the pharmacy/practice 
with a request to repackage the item – community pharmacies and dispensing 
doctors are not able to do this. A new prescription will need to be supplied. It 
is important to consider the number of tablets needed until the end of the 
month and whether the prescription for the next month’s supply has already 
been issued. 
 
 
MAR charts used in care homes look similar to ‘prescription’ charts used in 
hospitals but they are not equivalent to the prescription chart. The MAR is only 
a record of what care home staff administer to people who are at the care 
home and belongs to the care home. It is not a chart for prescribing 
medicines; any medicines prescribed have to be on a prescription form. 
 
 
Things to consider: 
MAR charts form an essential element in determining whether residents in 
care homes have been given medicines as the prescriber instructed.  

 Is the resident’s name clearly identified? 

 Is the print or handwriting legible and in ink? 

 Are handwritten entries cross-referenced to daily notes? 

 Does the chart show the date including the year? 

 Does the chart look ‘used’, an indication that it was completed at 
each medication administration? 

 Are there gaps in the records?  If so, these need to be investigated 
further. 

 Can the reader identify exactly what has been given on specified 
dates, for example when the dose is one or two tablets?   

 Is there sufficient information to enable care home staff to give ‘as 
required’ medicine safely? 

 Is there a guide to the codes used to explain why medicine has not 
been given? 
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 Are the records valid, for example are the number of signatures 
recorded for the administration of an antibiotic such as amoxicillin 
consistent with the quantity supplied. 

 Can records for controlled drugs be cross referenced in both the 
MAR chart and CD register?  

Further information 
 

 Further information on managing medicines in care homes is available 
in Outcome 9 of the CQC Essential Standards of Quality and Safety 
 

 Further information on The handling of medicines in Social Care’ can 
also be found on the Royal Pharmaceutical Society website: 
www.rpharms.com 

 

 The Nursing and Midwifery Council (NMC) provides guidance and 
advice on a number of topics which is available on their website; 
www.nmc-uk.org   

 

 The National Patient Safety Agency also contains safety alerts related 
to medicines; http://npsa.nhs.uk/ 

 

 Oxfordshire PCT Guidelines for Appropriate Prescribing of ‘Homely and 
Household Remedies’ for Service Users resident in either Care Homes 
or Care Homes with Nursing – hard copy only from NHS Oxfordshire. 

 
The above links are made available solely to indicate their potential 
usefulness to users.  The user must use their own judgment to determine the 
accuracy and relevance of the information they contain. 
 
Oxfordshire CHUMS Working Group & Medicines Management Team  

 

http://www.cqc.org.uk/_db/_documents/Essential_standards_of_quality_and_safety_March_2010_FINAL.pdf
http://www.rpharms.com/social-care-settings-pdfs/the-handling-of-medicines-in-social-care.pdf
http://www.rpharms.com/
http://www.nmc-uk.org/Nurses-and-midwives/Advice-by-topic/A/
http://www.nmc-uk.org/
http://npsa.nhs.uk/

