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SoR note: The advancement of experienced APs in medicine administration must align with the employer's 

documented policies and procedures for support staff administering medicines and be supplemented by 

appropriate education, training, and competency development in line with professional body standards. 

Controlled document 
This document has been created following the XXX University Healthcare NHS Foundation Trust. It should not be 

altered in any way without the express permission of the author or their representative. 
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development. Users should verify and update the content to align with regulatory requirements and 
adhere to relevant national and local guidance. March 2025 
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KEY POINTS OF THIS PROCEDURAL DOCUMENT: 

 
Patients undergoing CT scans often need to have Intravenous Contrast administered as part 

of their examination and this standard operating procedure sets out the procedure to allow 

Assistant Practitioners to draw up contrast and connect it to the patient in preparation for 

their scan and to administer pre-loaded syringes for hand injections under the supervision of 

a Registered Radiographer. It is also necessary for some patients to have Glycerol Trinitrate 

(GTN) spray administered for Cardiac Scans and Hyoscine Butylbromide for CT Virtual 

Colonoscopy scans and so they will also be included in this standard operating procedure. 

 

 
This procedure sets out the process that allows that to happen safely and ensures that the 

risks to the patient’s well-being are minimised. 
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1. INTRODUCTION 
 

1.1. The Assistant Practitioner (AP) is a non-registered practitioner, who performs 
protocol-limited clinical tasks under the direction and supervision of the registered 
Radiographer who has overall responsibility for the "episode of care" (SOR 2012). 

1.2. Patients undergoing CT scans often need to have Intravenous Contrast 
administered as part of their examination and this standard operating procedure sets 
out the procedure to allow Assistant Practitioners to draw up contrast and connect it 
to the patient in preparation for their scan and to administer pre-loaded syringes for 
hand injections under the supervision of a Registered Radiographer. It is also 
necessary for some patients to have Glycerol Trinitrate (GTN) spray administered 
for Cardiac Scans and Hyoscine Butylbromide for CT Virtual Colonoscopy scans 
and they are also included in this standard operating procedure. 

 
1.3. This Standard Operating Procedure (SOP) relates to the Assistant Practitioners in 

the CT scanning department only. 

1.4. Only Assistant Practitioners (CT) that have received the Trust training in Cannulation 
and have received documented training in the administration of medication training, 
as outlined in the Medicines Policy for Skilled Non-Registered Staff, may perform 
this task. Staff undertaking this procedure must be able to demonstrate continued 
competence as per the organisations policy on assessing and maintaining 
competence. 

 
1.5. The scope of practice in this standard operating procedure is specific to the 

Radiology department only and APs moving area will not be able to fulfil the same 
tasks without additional training and competencies. 

1.6. Assistant Practitioners will have completed approved education, training and 
assessment of competence for the medicines used,including the relevant imaging 
considerations and parameters, the pharmacology, the administration criteria, 
risks and associated complications, the legal authorisation under which they 
work, communication, care and consent of the patient, recognition of 
contraindications, complications, reactions and extravasating, management of 
contraindications, complications, reactions and extravasations 

1.7. At no time will an AP administer a POM without direct supervision of a 
radiographer I.e. a CT trained radiographer is immediately available to provide 
oversight, advice and support 

 
2. PURPOSE 
 

2.1. The Standard Operating Procedure (SOP) has been written to: Enable Assistant 
Practitioners working in the CT department to prepare and administer contrast, 
assist the Patient in administering GTN spray and draw up and administer Hyoscine 
Butylbromide under the supervision of a Registered Radiographer and in 
accordance with the XXXX  University Healthcare NHS Foundation Trust’s 
Medicines Policy for Skilled Not-Registered Staff. 

 
2.2. Implementation of this procedure will ensure that: 

• The person preparing and administering the contrast agent, GTN or Hyoscine 
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Butylbromide is trained and aware of the potential risks to the patient and is able 
to carry out the task competently and effectively. 

• The correct patient is identified for the procedure. 

• All contrast, GTN or Hyoscine Butylbromide is checked, prepared and 
administered safely to the correct patient. 

• Contraindications to the use of contrast agents and other medicines will be 
recognised and acted upon appropriately 

• Risks to the patient’s well-being are minimised 

• Supervision of the task is undertaken by Registered Staff. 
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3. DEFINITIONS 
 

3.1. AP – Assistant Practitioner 
3.2. IR(ME)R – Ionising Radiation (Medical Exposures) Regulations 2024 
3.3.  XXX  University Healthcare NHS Foundation Trust 
3.4. XXDH – XXX District Hospital 
3.5. CT – Computed Tomography 

3.6. EPIC – Electronic Patient Information Computer Software 
3.7. PSD Patient Specific Direction 
3.8. PGD Patient group Direction 

 
4. DUTIES AND RESPONSIBILITIES OF STAFF 
 

4.1 The CT Superintendent Radiographer is responsible for: ensuring that staff are aware 
of this policy and ensuring adherence. They are also responsible for ensuring that all 
related Trust procedures such as Hand washing /Patient Identification/ Venepuncture 
and Cannulation are also observed. 

 
4.2. The Assistant Practitioner is responsible for: ensuring that they work within their 
scope of practice and follow procedure at all times. 

 
5. PROCEDURE 

5.1. Equipment 
• Prescription for all POMs required on the Patients’ record/order on EPIC 

written and signed by a Radiologist or Non-Medical Prescriber. 
• Trays for giving equipment 
• Tourniquet 
• Gloves 
• Sani-cloth – Disposable Disinfectant Wipes 

• Cannula (for CT patients Introcan blue cannula preferable but yellow if difficult 
to cannulate. For angiograms an introcan pink is required, except for Coronary 
Angiograms which require a green cannula. Inpatients may have a Venflon pink 
cannula or blue if difficult to cannulate). 

• Sterile Transparent Cannula Dressing 
• Durapore 
• Appropriate non-injectable bung system extension line primed with 0.9% 

sodium chloride from the pre-filled syringe and primed of air 
• Sharps Bin 
• Load the CT injector pump as directed by the Supervising Registered 

Radiographer (Refer to individual SOP for loading injector pump; Assistant 
Practitioners should have completed documented training of how to load the 
injector pump and be assessed as competent prior to undertaking this role): 

• Contrast agent – Appropriately loaded into pump injector or use pre-loaded 
syringe for hand injection. Check name and expiry date with Supervising 
Registered Radiographer. 

• GTN Spray; Check name and expiry date with Supervising Registered 
Radiographer. 

• Hyoscine Butylbromide; Check name and expiry date with Supervising 
Registered Radiographer. 

• Emergency Drugs 



 

  9 of 28 

 

• Resuscitation Trolley 
• Oxygen 
• Suction 
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5.2. Emergency Equipment 

• The following equipment must be in the examination room and must be 
checked each morning: 

• Oxygen – cylinder in date and in working order if no wall supply available 

• Oxygen – in working order with tubing and mask attached and ready for use 

• Suction - machine in date and in working order if no built-in apparatus 
available 

• Emergency Drugs/anaphylaxis box – all drugs contained within should 
be in date and checked regularly 

• In addition, the Resuscitation Trolleys and Defibrillator in the CT department 
must be checked daily to ensure that they are in correct working order. All 
vital equipment must be present and in date. Oxygen cylinders attached to 
the trolleys must be checked daily to ensure supply. 

• Also, the monthly checks of the resuscitation trolley and anaphylaxis box 
should be done and checklist completed. 

 

5.2.1. Emergency Drugs 
For the treatment of anaphylaxis should include: 

• Adrenaline 1mg/ml (1 in 1000 dilution) for intramuscular administration 

• Salbutamol Inhaler 

5.3. Patient Group Directions (PGDs) and Patient Prescriptions on EPIC 
5.3.1. Assistant Practitioners are not able to work under PGDs as they are not 

registered professionals and the PGD cannot be delegated to them by the 
Radiographer. 

5.3.2. However, under the Medicines Policy for Skilled Not-Registered Staff the 
Assistant Practitioners are able to draw up and administer contrast under the 
PSD or with a prescription from the Medical Practitioner/Radiologist or non- 
medical prescriber. 

5.3.3. With the introduction of EPIC a Consultant (or any prescriber’s) order in EPIC 
is the equivalent of a PSD as it’s an instruction to administer to a specific 
patient. 

5.3.4. This would normally appear on the patient’s Medication Administration 
Record (MAR) on EPIC and can be administered with all of the bar codes 
scanning and safety checks completed. 

 
5.4. Cannulation Process 

• Cannulate patient in accordance to the Trust Policy for 
Cannulation. 

 
5.5. Patients with cannula’s in situ 

• Cannula must be flushed with prefilled 10mls Sodium Chloride 0.9% to 
ensure correct position 

• If no flow back then the cannula must be flushed by a second person, 
regardless of how well the cannula is working 

• If any doubt after the second person has checked the cannula then the 
patient should be re-cannulated or have a trial injection with Sodium Chloride 
0.9% via the high pressure injector; this should be directed by the 
supervising radiographer. 
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• Once happy with the position of the cannula complete the information on the 
back of the contrast questionnaire about the cannula 

 
5.6. Method for Administering Contrast Media 

• Work in line with the trust policy for the Preparation of injectables.  

• The type of contrast media to be used will be indicated on the appropriate 
scan protocol in the CT Protocol Folder and will be documented on the 
patients CRIS appointment details. This should match the prescribed 
medicines on EPIC. 

• If there is no specific protocol, prescription or PSD then the Assistant 
Practitioner should not draw up or administer contrast under any 
circumstances. 

• The contrast agent should only be administered by the Assistant Practitioner 
according to the PSD. 

• Make sure the appropriate Contrast Administration Form is filled in correctly 
and that the box is ticked for Contrast administered according to PSD. 

• Introduce yourself to the patient by name and professional title. 

• Check patient identity (three forms of identification, ID policy) and clinical 
details. 

• Explain the procedure to the patient and gain written consent. 

• Using the Contrast Administration Form check the patient has no 
contraindications to contrast administration and obtain their signature. If the 
patient has allergies, other contraindications or questions discuss with the 
Supervising Radiographer before cannulation. 

• Ensure that the emergency drugs are in date and present in the room (see 
Sections 5 & 6 above). 

• Draw up the contrast agent to be given into syringes or the CT Injector pump 
as required (See separate SOP Loading the CT injector pump; Assistant 
Practitioners should have completed documented training of how to load the 
injector pump and be assessed as competent prior to undertaking this role) 

• Use aseptic non-touch technique when preparing and administering 
injectable medicines. 

• Check the batch number and expiry date of a pre-loaded Saline (Sodium 
Chloride 0.9%) syringe and place the syringe on the giving tray 

• Ask the Supervising Radiographer to check the date and batch number of the 
contrast agent which has been drawn up and pre-loaded Sodium Chloride 
0.9%. Two members of appropriately trained staff including a radiographer 
must remain in the immediate vicinity whilst the contrast is administered in 
case of any adverse reaction. 

• The batch numbers and expiry dates of both contrast and Sodium Chloride 
0.9% must be recorded the contrast details are automatically sent to PACs by 
the injector and so recorded and stored in PACS; the supervising 
radiographer must sign the contrast form as the second signatory confirming 
that this has been checked and recorded. 

• Both staff should sign the back of the contrast form (injector and witness) 
which will then be scanned onto the patient’s attendance episode on CRIS. 

 
5.7. Giving the injection. 

• Connect the syringe containing the contrast agent to the patient – for CT this 
is using the Patient Line 
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• For injections using the pump injector, please refer to the Radiology SOP for 
loading the CT Injector Pump and connecting it to the patient. 
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• Inject contrast according to scan protocols 

• A test injection of sodium chloride 0.9% is used from the Centargo multi- 
patient injector which is observed. If a SMART protocol, observation of 
contrast injection no longer required 

• In the event of any adverse reaction - STOP THE INJECTION. Do not 
remove the cannula. Seek assistance of the Radiologist or ED doctor 
immediately. Commence emergency care, Implement anaphylaxis / 
resuscitation procedure if necessary. 

5.8. Following the procedure 

• Remove the cannula after the defined time for the contrast media used 

• Dispose of the cannula according to the waste/sharps policy. 

• Apply dry swab to injection site and apply direct pressure for 2-3 minutes. 

• Check for signs of inflammation, swelling and bleeding. Record Visual 
Infusion Phlebitis (VIP) score 

• If inflammation and extravasation is suspected then report to the Supervising 
Radiographer who will follow the radiology departmental Extravasation 
Procedure and the XXX NHS Trust guidelines on extravasation Further 
advice can be sought from the Radiologist. 

• If bleeding continues, apply pressure for a further 2-3 mins 

• Once the bleeding has stopped secure the swab with Durapore. Remember 
to check that the patient is not allergic to this. 

• Ensure all waste is disposed of in the correct provided containers and all 
sharps bin lids are left half closed. 

• Provide the CT patient with post contrast leaflet, ‘Information sheet for 
patients who have had an intravenous injection of contrast medium’. 

• Ask the patient to remain in the department for 30 minutes and in the hospital 
for a further 30 minutes in case of delayed reaction. 

• Patient cannot drive for 1 hour following an injection of contrast 

5.9. Method for administering GTN spray. 

• The GTN spray will be indicated as necessary or that the patient is suitable 
for GTN spray on the referral letter or request form from the cardiologist. 

• If there is no specific protocol or prescription then the Assistant 
Practitioner should not administer GTN spray under any circumstances. 

• The GTN spray should only be administered by the Assistant Practitioner 
according to the prescription on EPIC. 

• Introduce yourself to the patient by name and professional title. 

• Check patient identity (three forms of identification, ID policy) and clinical 
details. 

• Explain the procedure to the patient and gain written consent. 

• Check that the patient has no contraindications to GTN spray and has been 
using it prescribed by the Cardiologist. If the patient has allergies, other 
contraindications or questions discuss with the Supervising Radiographer. 

• Ensure that the emergency drugs are in date and present in the room (see 
Sections 5 & 6 above). 

• Ask the Supervising Radiographer to check the name, date and batch 
number of the GTN spray. 

• If the Cardiologist is in attendance in the scanner and has agreed that the 
GTN spray should be administered then one or two sprays as directed by the 



 

  14 of 28 

 

cardiologist should be given to the patient whilst on the CT scanner bed prior 
to the procedure starting. 
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• The patient should be observed for adverse reactions during this time. 

• The batch numbers and expiry dates of the GTN spray must be recorded on 
the patient’s attendance episode on CRIS and bar codes scanned into the 
Patient’s MAR on EPIC. 

 
5.10. Method for administering Hyoscine Butylbromide 

• Work in line with the trust policy for The preparation and administration of 
injectable pharmaseuticals. 

• Hyoscine Butylbromide will be indicated on the appropriate scan protocol in 
the CT Protocol Folder and will be documented on the patients CRIS 
appointment details. 

• If there is no PSD or prescription then the Assistant Practitioner 
should not administer Hyoscine Butylbromide under any 
circumstances. 

• The Hyoscine Butylbromide should only be administered by the Assistant 
Practitioner according to the prescription. 

• Introduce yourself to the patient by name and professional title. 

• Check patient identity (three forms of identification, ID policy) and clinical 
details. 

• Explain the procedure to the patient and gain written consent. 

• Using the Hyoscine Butylbromide (Buscopan) Checklist check the patient has 
no contraindications to Hyoscine Butylbromide administration and obtain their 
signature. If the patient has allergies, other contraindications or questions 
discuss with the Supervising Radiographer before cannulation. 

• Ensure that the emergency drugs are in date and present in the room (see 
Sections 5 & 6 above). 

• Ask the Supervising Radiographer to check the name, date and batch 
number of the Hyoscine Butylbromide. 

• Draw up the 1ml vial of Hyoscine Butylbromide into a 1ml syringe, ensuring 
all air has been expelled from the syringe. 

• This may then be administered as per the prescription under the direction of  
the Supervising Radiographer via the patient’s cannula. 

• The patient’s cannula should be flushed with a pre-loaded 10ml syringe of 
0.9% Sodium Chloride following administration of the Hyoscine Butylbromide. 

• The patient should be observed for adverse reactions during this time. 

• The batch numbers and expiry dates of the Hyoscine Butylbromide must be 
recorded on the Hyoscine Butylbromide checklist and signed by both the AP 
(as injector) and Radiographer (as witness); this should then be scanned onto 
the patient’s attendance episode on CRIS. 

• Patient should be reminded that Hyoscine Butylbromide can blur the vision 
and so they should not drive for 1hour after the procedure, as indicated on 
the Hyoscine Butylbromide checklist that they have read, completed and 
signed. 

5.11. Infection Control 

• Procedure should observe sterile precautions 

• Avoid contaminating needles and equipment when drawing up contrast 

• Wash hands before and after patient contact 

• Keep all cuts and grazes covered 

• Keep nails short and clean 
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• Use gloves 
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5.12. Complications 

• Intra-arterial injections. 

• Reaction to contrast, GTN spray or Hyoscine Butylbromide. 

• Extravasation. 

• Needle-stick injury. 

• In an attempt to reduce the risk of complications observe the injection site 
during the injection where possible and observe the patient for signs of 
reaction, e.g. rash, itching, sneezing, shortness of breath etc. 

 
5.13. Needle-stick Injuries 

5.13.1. For needle-stick injuries follow hospital protocol for Management of 
Inoculation Injuries but typically; 

• Allow the area to bleed if relevant. Do not suck or squeeze the affected area 

• Wash the affected area with soap and running water or rinse the area with 
copious amounts of water whichever is most appropriate. 

• Cover affected area with waterproof plaster, if appropriate. 

• Report the incident to the person in charge (Senior Radiographer / Ward 
sister / Doctor) at the time 

• Contact Occupational Health to report the inoculation injury, for northern 
services this should be done via email and advice will be given; contact:  
Occupational health. 

• Complete an incident report (Datix) within the remaining period of the shift in 
which the injury occurs 

• In high risk patients, arrangements should be made for blood samples from 
the donor and recipient to be taken immediately 

 
5.14. Safety considerations when administering contrast and medication 

5.14.1. It is a Trust requirement that all medications and contrast must be checked by 
a registered healthcare professional according to current competencies. 

 
5.14.2. It is essential that the second checker understands their role and has the 

necessary experience and competence to detect any problem, challenge and 
intervene as necessary. If this is not the case, the second checker may decline 
to carry out the task of second checking, stating their reasons. 

5.14.3. When completing the second check, it is best practice for the second checker 
to begin the process by assuming that an error has been made and then carry 
out sufficient checks to ensure that no error exists. 

5.14.4. Trust requirements for a second check are as follows: 
● Controlled drugs, according to and following the Trust Controlled Drugs Policy 
and Standard Operating Procedure. 
● Injectable medicines, according to and following the Trust Injectable Medicines 
Policy and Standard Operating Procedure. 
● Administration of medicines to in-patients who are under 18 years of age. 

 
5.14.5. Medicines prepared but subsequently not administered to a patient must be 

disposed of correctly. Medicines must not be returned to the container from 
which they were removed. 

https://www.northdevonhealth.nhs.uk/2019/05/management-inoculation-injuries-policy/
https://www.northdevonhealth.nhs.uk/2019/05/management-inoculation-injuries-policy/
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5.14.6. Administration of medication via Patient Prescription on EPIC or Patient 
Specific Direction (PSD) must be undertaken in accordance with and following 
the specific prescription instructions or relevant PSD. 

 
5.14.7. All medicines to be administered via the injectable route must be drawn 

directly from their original ampoule or container into syringes, and then either 
administered immediately or, if they are not for immediate use, the syringe is 
labelled by the person who prepared them and checked before later use. Only 
one unlabelled medicine must be handled at one time to avoid the potential for 
confusion / medication error. 

5.14.8. The implications of administering the wrong medication or contrast to a 
patient should be rigorously understood and all staff must adhere to the 
Trust policies for administration of medicines and injectable medicines. 

 
5.15. Incident Reporting 

In the event of an incident or near miss involving medication or contrast, immediate 
action must be taken to prevent or minimise the impact on the patient, acting in the 
patient’s best interest where necessary. 
Any incident occurring during administration must be reported according to xxx Trust 
incident reporting procedure and the Trust SOP for medicines incidents is followed. 

 
6. ARCHIVING ARRANGEMENTS 

6.1. The original of this policy will remain with the author. An electronic copy will be 
maintained on the Trust Intranet Hub. Archived electronic copies will be stored on 
the Trust's “archived policies” shared drive and will be held indefinitely. 

 
6.2. This document will be stored electronically on the radiology G:drive here and 

maintained on Q-Pulse 

6.3. Archived electronic copies will be stored in the obsolete documentation/archive 
folder here. 

 
6.4. All paper copies past the review date will be destroyed with only the electronic 

obsolete copy available (as above). 

7. PROCESS FOR MONITORING COMPLIANCE WITH AND EFFECTIVENESS OF THE 
STANDARD OPERATING PROCEDURE/ GUIDELINE 
7.1. To evidence compliance with this policy, the following elements will be monitored: 

 

 
What areas need to be 

monitored? 

 
How will this be 

evidenced? 

 
Where will this be reported and 

by whom? 

Local compliance with 
policy 

Internal Audit CT Staff reporting audit and 
incidents to Radiology 
Management Group 

Monitoring of incidents Minutes of 
meetings 

Monitored via Specialty 
Governance Group 
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Positive assurance of 
compliance 

Minutes of 
Meetings 

Monitored by Radiology 
Management Group 
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• Medicines Policy for Skilled Non-Registered Staff.  

 

• Medicines Policy  

 

• Controlled Drugs Policy  

 

• Controlled Drugs SOP 
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216580/dh_124374.pdf
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http://www.nrls.np/
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• Administration of Medicines Standard Operating Procedure  

 

• Injectable Medicines Policy  

 

• Standard Operating Procedure for Medication Incidents (Managing and 
supporting staff following a medication incident)  

 

• Identification of Patients in Radiology  

 

• Peripheral Intravenous Cannulation 

• Infection Control Policy 

 

• Inoculation policy

https://royaldevonstaff.nhs.uk/download.cfm?doc=docm93jijm4n2397.pdf&ver=2882
http://www.northdevonhealth.nhs.uk/2014/08/standard-infection-control-precautions-policy/
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APPENDIX A: CT CONTRAST CHECKLIST 
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APPENDIX B: CT CARDIAC CONTRAST CHECKLIST 
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APPENDIX C: HYOSCINE BUTYLBROMIBE (BUSCOPAN) CHECKLIST 
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APPENDIX D: LIST OF MEDICATIONS PERMITTED TO BE ADMINISTERED BY APS 
WORKING IN THE CT SCANNER 
 

 

List of medications permitted to be administered by APs working on the CT Scanner 

Approved medications Permitted routes of 
administration 

Doses 

Iohexol Solution (as Omnipaque ®) IV and /or oral As per scanning protocol and 
prescribed on EPIC or PSD 

Iodixanol Solution (eg Visipaque®) IV As per scanning protocol and 
prescribed on EPIC or PSD 

Hyocine Butylbromide IV As prescribed 

GTN spray Sublingual As prescribed 

Sodium Chloride 0.9% IV As per protocol 
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APPENDIX E: COMMUNICATION PLAN 
 

 

 
The following action plan will be enacted once the document has gone live. 

 

Staff groups that need to have 
knowledge of the guideline/SOP 

Divisional Directors / General Managers 
Radiology management Group 
All Staff working in the CT scanner 

The key changes if a revised 
document 

Reviewed, updated to new Trust format, further 
amendments made to scope of practice following 
consultation to accommodate change of practices 
in the CT department and the addition of EPIC 
and its use negating PSDs; no changes to the 
medications however doses added to the table in 
Appendix D. 

The key objectives To ensure that: 

• The person preparing and administering 
the contrast agent, GTN or Hyoscine 
Butylbromide is trained and aware of the 
potential risks to the patient and is able to 
carry out the task competently and 
effectively. 

• The correct patient is identified for the 
procedure. 

• All contrast, GTN or Hyoscine 
Butylbromide is checked, prepared and 
administered safely to the correct patient. 

• Contraindications to the use of contrast 
agents and other medicines will be 
recognised and acted upon appropriately 

• Risks to the patient’s well-being are 
minimised 

• Supervision of the task is undertaken by 
Registered Staff. 

How new staff will be made aware of 
the procedure/guideline and manager 
action 

Cascade by email from manager, induction 
process, team meetings, radiology newsletters, 
notification from Q-pulse 
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Specific Issues to be raised with staff Staff should be made aware of this policy. 

Training available to staff Support and advice is available from the CT 
Superintendent and the Radiology Governance 
Lead. 
Training sessions 
Competencies 

Any other requirements N/A 

Issues following Equality Impact 
Assessment (if any) 

N/A 

Location of hard / electronic copy of 
the document etc. 

Policy is on the Trust Intranet – Northern 
Services 
This document will be stored electronically on the 
radiology G:drive and maintained on Q-Pulse 

 


