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1. Purpose 

This document sets out best practice and guidance for the administration of parenterally (intravenous, 

intramuscular and subcutaneously) administered medicine. 

The majority of patients being treated within Lindsey Lodge Hospice In-Patient Unit, and less 

commonly in the Well Being Centre, will receive medicines using one of the parenteral route.  

Parenteral medicines, particularly those being given intravenously, carry a higher risk of complication 

(National Patient Safety Alert (NPSA) 20 (2018).  It is essential that medicines given by those routes 

are used in a safe effective way which minimizes the risks to both patients and staff.  It is in recognition 

of this increased risk that this document has been produced. 

This part of the Medicines Code describes best practice and current guidance for use of medicines by 

the parenteral routes and must be used in conjunction with other sections of the Medicines Code and 

also companion documents to this policy as detailed below: 

 Policy and procedure for the Management of Extravasation (from Peripheral cannulas) (2019) 

 Procedure for the Administration of Injectable Medicines (2019) 

 Scope/Policy for the insertion and maintenance of peripheral Venous Cannulas (including 

workbook and assessment documentation) (2019) 

 Scope/policy for venipuncture and collection of blood samples including blood cultures 

(including workbook and assessment documentation) (2019) 

 Care of Central Venous Access Devices (NLaG) (2013) 

 Antimicrobial Advice for Lindsey Lodge Hospice (2019) 

 Guidelines for the prevention and management of infection in adult neutropenic patients, Hull 

and East Yorkshire Hospitals NHS Trust (DCM250) (2017) 

To enable the Code to be an up to date reference it is available on the ‘L’ drive via Lindsey Lodge 

Hospice intranet.  Injectable drug monographs guidance on the administration of individual agents, 

Medusa, are available on the Rainbar on Lindsey Lodge computers. 

 An injectable medicine code is a key resource for developing safe systems of practice and ensuring 

effective risk management.  However, as with any risk management system, it is essential that there 

is widespread consultation and dissemination of the information it contains as it is the people involved 

who make it work. 

The accompanying documents, Procedure for the Administration of Injectable Medicines (2019) and 

Policy for the Care of Central Venous Access Devices (NLaG) identify minimum standards and best 

practice in the administration of medicines by the following routes:- 

 Intravenous (IV) through a peripheral line (continuous or bolus) 

 Intravenous (IV) through a central line (continuous or bolus) 

 Intramuscular (IM) 

 Subcutaneously (SC) 

These routes, particularly intravenous administration, should be restricted to situations where 

alternative methods of administration are unsuitable.  The use of these routes is only justified where 

there is clear advantage in terms of clinical efficacy or safety and when weighing up benefits, burdens 

and risks of each route of administration. 
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2. Intravenous Administration via peripheral cannula or central line 

Typically, it is the veins of the hands and lower arms which are accessed for peripheral cannula 

insertion. The term ‘intravenous administration’ covers all occasions where a medicine is administered 

by this route and includes the total range of procedures and medicines which may be involved. A 

Central Venous Access Devise (CVAD) should not be inserted specifically for a patient to receive 

intravenous therapies at the Hospice but if the patient has already had a CVAD fitted then this may be 

used as per the policy by registered practitioners who are conversant in their use.  This means that 

the policy not only covers bolus injection and intermittent or continuous infusion but also practices 

such as flushing of a cannula with sodium chloride 0.9%, the replacement of an infusion bag and any 

other examples of intravenous administration. 

Advantages of the Intravenous route 

 The medicine reaches the systemic circulation with a minimum of delay.  This is important in 

acute situations where speed of response is essential 

 Large quantities of fluid can be given over a long period of time by means of constant infusion 

Disadvantages of the Intravenous route 

 Once injected there is no recall and reversal may be difficult and often impossible 

 Too rapid an injection may cause severe adverse effects 

 Anaphylactic and other hypersensitivity reactions may be severe 

 Danger of embolism from particulate matter, or air that may inadvertently be introduced by 

this route 

 Extravasation of some medicines may cause tissue damage 

 Hypotonic or hypertonic solutions may cause agglutination of red blood cells; hypertonic 

solutions may cause thrombophlebitis, result in serious damage if extravasation occurs, and 

may be responsible for other life threatening complications 

 Infection by microbial contaminants if strict aseptic techniques are not adopted or from micro-

organisms colonizing upon the vascular access device 

 Requires a peripheral cannula; insertion could be difficult and traumatic for the patient 

Considerations within Palliative Care and End of Life Care 

There are benefits, burdens and risks to the majority of therapies in healthcare.  The prescribing of an 

Intravenous infusion is regarded in law as a medical treatment and should be treated in the same way 

as any other medical intervention (GMC, Treatment and care towards the end of life, 2010). 

Discussions regarding the prescribing of IV infusions should occur between the patient (if they have 

the mental capacity) and those close to them, to explain that if IV infusions could provide some overall 

benefit in terms of symptom relief, or to prolong the patients’ life they would be prescribed. If, the 

administration of such infusions would not provide any clinical benefit and may prolong the dying 

process they should not be prescribed. ‘It is uncertain if giving clinically assisted hydration will prolong 

life or extend the dying period and it is also uncertain if not giving clinically assisted hydration will 

hasten death’ (NICE) 2010. If there is a difference of opinion between prescriber and patient, or those 

close to them, then a second opinion should be sought from a medical practitioner not already 

involved with the patient but has a specialist knowledge of palliative care.  
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At Lindsey Lodge Hospice it is envisaged that no patient who is being cared for within the ‘Care in the 

Last Days of Life’ pathway will receive intravenous fluids; subcutaneous fluids could be administered 

if necessary as they carry less risk of complications such as pulmonary oedema.  Sensitive discussions 

should occur between medical staff, the patient and those close to them. Any patient who’s condition 

is deteriorating, with no reversible causes of that deterioration, and are exhibiting symptoms of dying 

and  approaching last 2 to 3 days of life and receiving IV fluids should be ‘monitored at least every 12 

hours for changes in the symptoms or signs of dehydration, and for any benefit or harm’ (NICE) 2010. 

The prescribing of intravenous infusions containing electrolytes, which require monitoring with blood 

results should not be prescribed at LLH and the patient may be better served by transfer to secondary 

care. 

Intravenous Infusions should be prescribed on a Lindsey Lodge Hospice Intravenous Infusion 

prescription sheet. 

 If a patient, who is currently receiving a course of chemotherapy, exhibit any signs of 

infection at any time then the ‘Guidelines for the prevention and management of infection 

in adult neutropenic patient (DCM250) NLaG policy (2017) pathway should be followed. 

Other patients who have indicators of infection may be offered IV antibiotics at LLH, if it is decided 

that the patient would benefit more by having intravenous therapy rather than via the oral route, the 

antibiotic required is not available in an oral form or the oral route is not available due to vomiting for 

example, and that the patient is not for transfer to a secondary care setting. Before intravenous 

antibiotics are commenced there should be a discussion regarding the benefits, burdens and risks of 

commencing intravenous antibiotics, there should be specified review dates and course end points.  If 

the patient shows signs of clinical deterioration despite the administration of intravenous antibiotics 

should be critically reviewed. 

Other therapies, such as Bisphosphonates, may be prescribed and administered within the prescriber 

and the healthcare professional who is administering the Infusions’ competence. 

3. Administration by Intramuscular Injection 

Intramuscular injection is administration of a medication into one of the larger muscles in the body 

located in the upper arm, thigh or upper buttock. Intramuscular injection is a less effective method of 

parenteral administration than the intravenous route.  This is because there is a slower onset of action 

due to the time taken for the medicine to reach the circulation, and because the proportion of 

medicine that is absorbed is unreliable and often incomplete.  For some agents this will be a 

disadvantage e.g. antibiotics, but for others these characteristics are advantageous e.g. depot 

injections, vaccines.  The intramuscular route may be the only option for medicines that cannot be 

formulated for intravenous administration. 

Advantages of the Intramuscular route 

 Easily accessible sites of administration and require no specialist equipment to administer the 

medicines 

 Route of choice for slow releasing injections 

Disadvantages of the Intramuscular route 

 May cause pain and be traumatic for the patient 

 Should not be used in patients with increased bleeding risk 
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 Limited injection volume, not more than 2 to 5mls per injection in adults 

 Slow onset of action and incomplete or unreliable absorption of the medicine 

 Limited range of medicines suitable due to irritancy and potential for local reactions 

Considerations within Palliative Care and End of Life Care 

Many patients who are admitted to or attend Lindsey Lodge Hospice ae emaciated or have a low BMI.  

Due to disease processes some patients have a lack of mobility and fatigue or other factors which 

make exercise difficult. For this category of patients receiving an intramuscular injection would be 

painful and the medication may not be absorbed if the muscles of common insertion sites have 

atrophied due to inactivity.  It may also be difficult to find a suitable injection site for those individuals 

with oedema. 

4. Administration by Subcutaneous injection 

Suitable sites for injection are the lateral aspects of the upper arms and thighs and the abdomen in 

the umbilical region.  The subcutaneous route of administration is used for medicines which require a 

slower rate of absorption that achieved intravenously. It has the benefit of being a less painful site for 

injection and is suitable for administration of larger volume solutions by continuous infusion.  It is the 

favoured route for the administration of certain medicines e.g. maintenance insulin therapy, symptom 

management in palliative care. 

Advantages of the subcutaneous route 

 Compared to IV administration it is technically easier to perform SC injections or site cannula 

for SC infusions (via a syringe driver) 

 Requires little or no specialist equipment.  Equipment for subcutaneous infusion is often more 

compact and easier to carry 

 Relatively pain free compared to intramuscular injection 

 Relatively easier to train patients’ or their carer’s to give injections 

 Possible to infuse medicines/fluids via this route, reducing the need for repeated SC injections 

or IV access 

Disadvantages of the Subcutaneous Route 

 Slow onset of action and incomplete or unreliable absorption of medicine 

 Limited range of medicines suitable due to irritancy and potential for local reactions 

Considerations within Palliative Care and End of Life Care 

In palliative care the subcutaneous route is widely used when the oral route is no longer appropriate 

(e.g. concerns regarding swallow and risk of aspiration), not available (e.g. vomiting) or where there 

are concerns regarding the absorption of medicines taken orally.  However, in specialist palliative care 

the treatment of many symptoms involves the use of medicines for unlicensed indications or by 

unlicensed routes, and some medicines given by the subcutaneous route belong to this category.  Up 

to one quarter of all prescriptions in palliative care come under this category (Palliative Care 

Formulary, version 6, (2018).  A leaflet entitled ‘The Use of Drugs Beyond License’ produced by The 

Pain Society and Association for Palliative Medicine (2012) and is available for patients in both the 

Well Being Unit and In Patient Unit.  To facilitate transparency a copy of the ‘Using Licensed Medicines 

for Unlicensed Purposes Policy’ (2018) is available both on the ‘L’ drive on the intranet but also on 

Lindsey Lodge Hospice Web page for dissemination into the wider community. 
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5. References 

This document applies to all Lindsey Lodge health care practitioners involved in the prescribing, 

administration, supply, and supervision of parenteral medicines.  These same practitioners are 

expected to familiarize themselves with this document and other relevant local and national policies. 

 

These include the most recent versions of the following: 

 Royal Pharmaceutical Society and RCN, Professional Guidance on the Administration of 

Medicines in  Healthcare Settings (2019) 

 NMC Code: Standards of Professional Standards and behavior for nurses midwives and nursing 

associates (2018) 

 General Medical Council – Good Medical Practice (2013) 

 NPSA alert 20: Promoting Safe Use of Injectables  

 LLH Policy for Administration of Injectable Medicines (2019) 

 LLH Policy for the Insertion and Maintenance of Peripheral Venous Catheters (2019) 

 Sharps injury and body fluid exposure management policy and procedure (LLH) 2019 

 

These include the most recent versions of the following: 

 General Medical Council – Treatment and Care Towards the End of Life (2010) 

 General Medical Council – Good Medical Practice (2013) 

 NPSA alert 20: Promoting Safe Use of Injectables 

 LLH Policy for Administration of Injectable Medicines (2019) 

 LLH Policy for the Insertion and Maintenance of Peripheral Venous Catheters (2019) 

 LLH Anaphylaxis policy (2019) 

 Northern Lincolnshire and Goole Hospitals NHS Foundation Trust Policy for the Insertion and 

Maintenance of Central Venous Catheters (2014) 

 National Institute for Clinical Excellence, Care of dying adults in the last days of life (2015) 

 Northern Lincolnshire and Goole Hospitals NHS Foundation Trust The Medicines Code, Part 6 

of 6 Injectable Medicines (2018) 

 Northern Lincolnshire and Goole Hospitals NHS Foundation Trust, Care in the Last Days of Life 

– Guidance for Professionals, Principles for Care and Management of those approaching last 

days of life (2019) 

 Institute for Public Policy Research End of Life Care in England (2018) 

 NHS education England A Guide to Symptom Management in Palliative Care Version 6 (2016) 

 

This addendum has been written to encompass, as much as possible, evidence based practice, 

recommendations of expert bodies, accepted practice both locally, and within UK Trusts and 

Hospices.  It is recognized that healthcare practice constantly evolves due to the introduction of 

new and innovative techniques, the review of existing practices in light of new evidence, and as 

the skill mix and responsibilities of different staff groups change. 
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6. Professional Responsibilities 

Any practitioner who administers a medicine to a patient is accountable for their actions or omissions 

Nursing and Midwifery Council, Standards of Professional Standards and behavior for nurses’ 

midwives and nursing associates (2018) and Good Medical Practice, General Medical Council (2006).  

Practitioners must exercise their professional judgement and apply their knowledge and skills every 

time they administer a medicine.  Before administering any medicine, practitioners must know the 

therapeutic uses of the medicine to be administered, its normal dosage, side effects, precautions, 

contra-indications and drug interactions. 

Practitioners must always work within their own Codes of Professional Practice and Lindsey Lodge 

Hospice Medicines Code.  Practitioners must only administer medication parenterally under the 

direction of a valid prescription or Patient Group Direction and must use Lindsey Lodge Hospice 

documentation systems to document administration, and any other record keeping required.  

 

Equality Act (2010) 

Lindsey lodge Hospice is committed to promoting a pro-active and inclusive approach to equality 

which supports and encourages and inclusive culture which values diversity. 

Lindsey Lodge Hospice is committed to building a workforce which is valued and whose diversity 

reflects the community it serves, allowing Lindsey Lodge Hospice to deliver the best possible 

healthcare to the community.  In doing so, Lindsey Lodge Hospice will enable all staff to achieve their 

full potential in an environment characterised by dignity and mutual respect. 

Lindsey Lodge Hospice aims to design and provide services, implement policies and make decisions 

that meet the diverse needs of our patients and their carers the general population we serve and our 

workforce, ensuring none are placed at a disadvantage. 

Lindsey Lodge therefore strives to ensure that in both employment and service provision no individual 

is discriminated against or treated less favourably by reason of age, disability, gender, pregnancy or 

maternity, marital status or civil partnership, race, religion or belief, sexual orientation or transgender 

(Equality Act 2010). 
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