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Concealment of drugs in food and beverages in nursing
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Abstract
Objective To examine the practice of concealing
drugs in patients’ foodstuff in nursing homes.
Design Structured interview study with data collected
by structured interview.
Setting All five health regions in Norway.
Participants Professional carers of 1362 patients in
160 regular nursing home units and 564 patients in
90 special care units for people with dementia.
Main outcome measures Frequency of concealment
of drugs; who decided to conceal the drugs; how this
practice was documented in the patients’ records; and
what types of drugs were given this way.
Results 11% of the patients in regular nursing home
units and 17% of the patients in special care units for
people with dementia received drugs mixed in their
food or beverages at least once during seven days. In
95% of cases, drugs were routinely mixed in the food
or beverages. The practice was documented in
patients’ records in 40% (96/241) of cases. The covert
administration of drugs was more often documented
when the physician took the decision to hide the
drugs in the patient’s foodstuff (57%; 27/47) than
when the person who made the decision was
unknown or not recorded (23%; 7/30). Patients who
got drugs covertly more often received antiepileptics,
antipsychotics, and anxiolytics compared with patients
who were given their drugs openly.
Conclusions The covert administration of drugs is
common in Norwegian nursing homes. Routines for
such practice are arbitrary, and the practice is poorly
documented in the patients’ records.

Introduction
Several studies have described the use of drugs, includ-
ing psychotropic agents, in the care of elderly people.1–5

In situations in which psychotropic drugs are
prescribed to sedate and control patients, the practice
is often called “chemical restraint.”6–8 Although the use
of psychotropic drugs has been said to erode an elderly
person’s autonomy and decision making skills by
means of sedation,8 covert administration of drugs has
been little studied. We found only a few scientific
papers that report the practice of covert administra-
tion. Treloar et al reported that 71% of residential,
nursing, and inpatient units in southeast England at
least sometimes administered drugs covertly in food

and beverages.9 However, the paper did not report how
many residents received drugs in this way. This paper
caused some debate in Britain about the ethical aspects
of covert administration.10–12 An earlier Norwegian
questionnaire study reported that 46% of the wards
offering residential care for elderly patients sometimes
hid drugs in the patients’ food or beverages.13

In Norway the municipalities are responsible for
nursing home care. No legislation allows that drugs
can be concealed in the patients’ food. The aim of this
study was to describe the characteristics of patients and
wards relating to the practice of mixing drugs in
patients’ food or beverages, to explore the reasons for
such a practice, to find out who decided that such an
action should be taken, and to examine how this prac-
tice was documented in the patients’ records.

Methods
We carried out structured interviews with the
professional carers of a random sample of 1501
patients in regular nursing homes in 54 municipalities,
from all five health regions in Norway. Of these
patients, 1057 lived in 142 regular units and 444 lived
in 79 special care units for people with dementia. We
also included 425 patients from five teaching nursing
homes, of whom 305 lived in 18 regular units and 120
lived in 11 special care units. This gave a total of 1926
patients. For each patient, we assessed degree of
dementia, performance in the activities of daily living,
and behavioural disturbance. We recorded ward
characteristics such as size, staffing, and type of ward.

Covert administration of drugs
If any drugs had been concealed in the food or bever-
ages during the previous seven days without the
patient’s knowledge or consent, we recorded it. If the
interviewee stated that the patient had received covert
drugs, we recorded whose decision it was to give them
this way, the reason for the concealment, and whether
the drugs were covert in food or beverages every time
the patient received drugs (as a routine) or only in
exceptional cases. We also asked whether covert
administration was documented in the patient’s
records. We recorded the drugs given and grouped
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them according to the Anatomical Therapeutic
Chemical Classification (ATC-code).

Patients’ and ward characteristics
We used a standardised interview, including rating
scales, to ask the professional carer about the patient’s
function. We then calculated degree of cognitive
impairment, function in activities of daily living, and
behavioural disturbances. See bmj.com for descrip-
tions of the rating scales used.

We defined wards with up to 12 beds as small and
those with more than 12 beds as large. We calculated
ward staffing ratios and grouped wards into those
above and below the median staffing ratio.

Statistics
For the descriptive statistics we used SPSS version
12.02. We constructed a multilevel model for the
regression analysis by using MLwiN version 2.0.14

Results
Drugs were given covertly to 94 (17%; 95% confidence
interval 14% to 20%) patients in special care units and
to 149 (11%; 9% to 13%) of the patients in regular
units. The 1873 patients who used drugs received a
mean of 5.1 (range 1-20; SD 2.6) different drugs.
Patients who received drugs openly used significantly
more drugs (mean 5.2; SD 2.6) than did those who got
the drugs covertly in food or beverages (mean 4.4; SD
2.2; P value for difference < 0.001). For 95% (226; 4
missing) of the patients, drugs were routinely mixed in
food and beverages. Patients who got drugs covertly
more often received antiepileptics, antipsychotics, and
anxiolytics (see bmj.com).

Table 1 shows who decided that drugs should be
given covertly and how often the practice was
documented. In 54% (119) of the cases, non-
compliance was the reason given for administering
drugs covertly. Non-compliance means that the patient
has refused to take drug or has spat it out. The next
most common reason was a problem with swallowing
(28%; 62), followed by “to perform the necessary treat-
ment” (10%; 22). We lack data on reason for the
disguise of drugs in 22 cases.

To find possible explanatory factors for the practice
of hiding drugs in patients’ food or beverages we did a
bivariate logistic regression analysis using patient and
ward characteristics as independent variables (table 2).
We then entered the variables stepwise into a multiple
logistic regression model, entering the variables with

lowest P values first. Only variables that showed a
significant adjusted odds ratio or had a significant
influence on the other variables were kept in the
model. As shown in table 2, patient characteristics such
as degree of dementia, aggression, and low function in
activities of daily living were the strongest explanatory
factors for covert administration. Furthermore,
patients in special care units had a higher risk of being
given drugs covertly. The risk was lower for patients liv-
ing in teaching nursing homes or in wards with a rela-
tively high staff:patient ratio.

Discussion
This is the first study to report the frequency of covert
drug administration in nursing homes at the level of the
patient. The low rate of documentation of the covert
administration of drugs makes the practice difficult to
discover and indicates that it might be under-reported
when studies are done with the patients’ records as the
source for data collection. When the physician who pre-
scribed the drugs also took the decision that drugs
should be mixed in food or beverages, the documenta-
tion rate was higher than when someone else took that
decision. This may indicate that cases in which the deci-
sion is taken for medical reasons are more likely to be
documented and that the “worst” cases, in which no
medical reason exists, are hidden from inspection.
Treloar et al reported similar results.9 They found that
the doctor was involved in the decision to give drugs
covertly in 10 out of 34 homes, and in only 11 homes
had the practice of covert administration been
documented. The paper concluded that even if, as most
of the carers and some of the authorities believe, covert
administration can be justified, the poor recording and
secrecy surrounding the practice in institutions are a
cause for concern. We wholeheartedly agree.

Type of ward
Table 2 shows that teaching nursing homes and a high
staffing ratio are associated with the lower use of the
practice of mixing drugs in the patients’ food or
beverages. The reason is probably that teaching nursing
homes offer educational programmes to the staff in
order to improve the quality of care. Wards with a higher
staff ratio may also have the opportunity (time) to run
educational programmes for the staff. We had expected
that fewer patients in special care units than in regular

Table 1 People who made decision to conceal drugs in food or
beverages and proportion of cases documented in records.
Values are numbers (percentages)

Cases
decided

Cases with some documentation
in patient’s record

Manager 2 (0.8) 1 (50)

Physician 47 (19.5) 27 (57)

Nurse in charge 152 (63.1) 57 (38)

LPN/auxiliary 3 (1.2) 1 (33)

Relevant carer 7 (2.9) 2 (29)

Don’t know or not recorded 30 (12.4) 7 (23)

Total 241 (100)* 96 (40)

LPN=licensed practical nurse.
*Information about decision and documentation of covertness of medication
missing for two patients.

Table 2 Explanatory variables for use of covert administration of drugs

Characteristics
Univariate analysis:
odds ratio (95% CI)

Multivariate analysis, all patients*:
adjusted odds ratio (95% CI)

Ward (n=250)

Type of ward, SCU v RU 1.60 (1.08 to 2.38) 1.83 (1.16 to 2.89)

Sample, TNH v RS 0.57 (0.32 to 1.00) 0.42 (0.23 to 0.76)

Proportion of unskilled carers, high v low 1.03 (0.69 to 1.53) NS

Size of ward, large v small 0.76 (0.51 to 1.12) NS

Staffing ratio, high v low 0.76 (0.50 to 1.16) 0.55 (0.35 to 0.84)

Patients (n=1873)

CDR score, 2-3 v 0-1 8.59 (5.00 to 14.76) 4.18 (2.31 to 7.57)

ADL, low level of function v high 6.59 (4.32 to 10.04) 4.31 (2.78 to 6.69)

Aggression, yes v no 4.88 (3.62 to 6.59) 3.15 (2.27 to 4.36)

Non-aggressive agitation, yes v no 1.29 (0.97 to 1.72) NS

Age, ≥80 v <80 years 0.95 (0.69 to 1.30) NS

ADL=activities of daily living; CDR=clinical dementia rating scale; NS=not significant; RS=random sample;
RU=regular unit; SCU=special care unit for people with dementia; TNH=teaching nursing home.
*Only variables with significant adjusted odds ratios were included in the model.
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units would have been subjected to covert administra-
tion, because the staff in a special care unit are usually
more highly trained and aware of the patients’ needs, but
the reverse was true. The most likely explanation is that
the proportion of patients with a severe degree of
dementia and behavioural problems is extremely high
in special care units. Hiding the sedative drugs in food
and beverages may in many cases be the only way of
administering the drugs, because of the non-
cooperation of patients who may lack the capacity to
understand and give consent to drug treatment.

Who takes the decision?
We are concerned that the physician responsible for
medical treatment in nursing homes is not involved in
all cases in which it is decided to give drugs covertly. We
believe that such involvement would reduce the
frequency of the practice, or at least that the practice
would be better documented. A Swedish study showed
that the quality assurance of drug administration was
positively associated with the quality of the communi-
cation between the physician and the nurses, and was
higher in nursing homes where discussions about drug
treatment took place in the multidisciplinary team.15

Nygaard et al have reported that in nursing homes
with a full time physician the use of antipsychotic drugs
is lower than in nursing homes where a physician

works part time.16 Even though these two studies did
not include covert administration, the importance of
an interested physician, cooperating with other health
personnel in the nursing home to reduce the use of
covert administration, might be substantial.

Conclusion
The practice of mixing drugs in patients’ food and bev-
erages is common in Norwegian nursing homes but is
poorly documented in the patients’ records. The proce-
dure for the decision to hide drugs seems to be arbitrary.
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What is already known on this topic

The practice of covert drug administration in food
and beverages is well known in residential and
nursing homes, but no prevalence rates exist

No information is available on which patients are
particularly subjected to covert administration or
on the procedures for documenting the practice

What this study adds

In Norway, 11% of patients in regular nursing home
units and 17% of patients in special care units for
dementia were covertly administered drugs at least
once, and in 95% the practice was routine

Patients with severe cognitive impairment, reduced
function in activities of daily living, or aggressive
behaviour were more often subjected to covert
administration

The practice of covert drug administration was
poorly documented in the patients’ records

What’s the point

Points, points? I am running to time and thinking, “Can I get
some points in this consultation?” After all, in the new world of
general practice where points make prizes, dealing with the
problem is no longer enough. The new UK GP contract has
changed the interaction with patients by quantifying (and
rewarding) certain clinical activities, particularly data
collection.

My eyes quickly scan the prevention screen of the
computer and see that we have no smoking status on this man.

By this stage he has put his coat back on and is nearly at the
door.

“Do you smoke?” I ask quickly.
He looks a bit puzzled and fumbles for his cigarettes: “Yes. Do

you want one?”
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