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Medication Administration Competency


	Auditor’s Name
	

	Name/Title of Staff Observed
	

	Date and Time
	

	Unit
	



	
GENERAL MEDICATION ADMINISTRATION PROTOCOLS


	TASK

	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Hand hygiene performed 
· prior to handling medications
· after administering medications
· before and after glove use
	
	

	Verify resident
· check ID bracelet
· check room #
· ask resident
· check EMAR
	
	

	Assess before med admin, where applicable
· blood pressure
· pulse
· blood glucose
· oxygen saturation
	
	

	Prepares medications just prior to administration (does not pre-pour)
· Does not touch medications with bare hands
· Measure liquid medications at eye level
	
	

	Check/compare instructions on blister pack/bottles/inhalers/solutions against MAR for accuracy
	
	

	Dates all newly opened medication containers (e.g., liquid, powder, pills, etc)
	
	

	Counts all controlled substances at the beginning and end of each shift with the outgoing and incoming licensed nurse 
	
	

	Ensure narcotic medications are in double-locked drawer

	
	

	GENERAL MEDICATION ADMINISTRATION PROTOCOLS


	TASK

	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Ensure rights of medication administration followed
· Right resident
· Right medication
· Right dose
· Right route
· Right time
· Right documentation
	
	

	Administer medications as ordered
· Before, after, or with food
· “Shake well”
· Do not crush
· “mix” or “roll” insulin suspensions
	
	

	Position resident properly to receive medication
· Upright position
· HOB elevated 30-45° 
	
	

	Inform resident of the medications being administered (e.g., for B/P, diabetes, etc.)
	
	

	Ensure medication was swallowed/administered
· Meds/inhalers not left at bedside (unless care planned)
	
	

	Minimize/Close computer screen when stepping away from medication cart
· Ensure protected health information is not visible to others
	
	

	Lock medication cart before stepping away from cart
· Do not leave medications on top of cart when stepping away
	
	

	Document medication administration/refusals on MAR
	
	

	For unavailable medications:
· Follow protocol to re-order from pharmacy
· Inform physician
· Add to 24-hr report
	
	



*N/A = Not Applicable

	ADMINISTERING MEDICATIONS via FEEDING TUBE

	TASK
	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Position resident properly to receive medication
· elevated 30-45°
	
	

	Check for placement of nasogastric or gastrostomy tube
· Check for residual volume
	
	

	Follow manufacturer’s instructions
· Don’t crush medications with “do not crush” label
	
	

	Flush tube with the required amount of water (per physician’s order) before, during, and after medication administration
	
	

	Administer each medication separately
· Allow to flow through tube by gravity
· Flush tube with water after each medication
	
	

	Clamp tube
	
	

	Restart tube feeding, if applicable
	
	




	OPHTHALMIC MEDICATIONS


	TASK
	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Tilt the resident’s head slightly backward and ask resident to look up
	
	

	Place medication bottle ½ - ¾ inch above eyeball with dominant hand (this position reduces the risk of dropper touching eyeball)
	
	

	For drops: expose lower conjunctiva and instill number of prescribed drops
For ointment: expose lower conjunctiva and squeeze ribbon of ointment along middle third of conjunctiva
	
	

	Instruct resident o close eyelids and move eyes
· Can gently massage closed eyelid for resident who cannot follow directions
	
	

	Remove excess medication with clean tissue
	
	

	Wait 3-5 mins in between administration of each additional eye medication
	
	




	OTIC MEDICATIONS


	TASK
	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Position resident on side, with ear to be treated in the uppermost position
	
	

	Lift pina upward and backward
	
	

	Instill prescribed number of drops, ensuring dropper does not touch ear (prevents contamination)
	
	

	Wait 3-5 mins in between administration of each additional ear medication
	
	




	TRANSDERMAL MEDICATIONS


	TASK
	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Remove previous patch, fold patch in half with sticky side in, discard appropriately
· For narcotic patches, ensure a second nurse is present
	
	

	Before applying new patch, cleanse area (e.g., with soap and water or alcohol pad)
	
	

	Alternate application site (to prevent skin irritation)
	
	

	Label patch with date and initials
	
	




	TOPICAL MEDICATIONS


	TASK
	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Remove previous dressing, if applicable
· Remove gloves and perform hand hygiene
	
	

	Don clean/aseptic gloves, if applicable
	
	

	Cleanse site per physician’s order
	
	

	Squeeze medication onto tongue blade and apply evenly to affected area (s)
	
	

	Apply dressing and secure, if applicable
	
	

	Label and date dressing, if applicable
	
	



	ADMINISTERING INHALERS

	TASK
	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Dry Powder Capsules (Oral Inhalers)

	

	· Assist resident to sitting position
	
	

	· Remove capsule from package and insert into center of chamber of inhalation device
	
	

	· Close the device (this ensures capsule is punctured)
	
	

	· Instruct resident to breathe out, then place lips tightly around mouthpiece
	
	

	· Instruct resident to breathe in slowly and deeply for as long as its comfortable
	
	

	· Upon completion, open mouthpiece and remove and discard capsule
	
	

	· Clean and store device per manufacturer’s instructions
	
	

	
Nebulizers


	· Ensure tubing is connected appropriately
· Attach one end to the compressed air source
· Attach the other end to the nozzle at the side or bottom
· Connect nebulizer chamber to mask 
	
	

	· Place medication in nebulizer chamber
	
	

	· Secure the mask to cover nose and mouth
	
	

	· Turn on device
	
	

	· Instruct resident to take deep breaths and exhale slowly
	
	

	· Upon completion (when all medication is used and no mist is seen), remove mask and turn off device
	
	

	· Clean chamber and mask (per facility protocol) and store in dated/labeled zip lock bag. 
· E.g., rinse with sterile water and air dry
	
	




	 ADMINISTERING INJECTIONS


	TASK
	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Prepare injection in a clean area 
	
	

	Multi-dose vials:
· Store in a centralized location (do not take to resident’s room)
· Opened vials to be dated and discarded within 28 days unless otherwise specified by manufacturer
· Unopened vials to be discarded per manufacturer’s expiration date
	
	

	Prior to accessing vial rubber septum (whether unopened or previously accessed) must be disinfected with alcohol pad prior to accessing
	
	

	Withdrawing medication from a vial
· Remove vial cap and cleanse with alcohol pad
· Tighten needle to syringe and remove needle guard
· Pull back on plunger to fill syringe with an amount of air equal to amount of solution to be withdrawn
· Insert needle into upright vial and inject air, keeping needle bevel above surface of medication. 
· Invert vial and pull plunger to extract desire amount of medication
· Expel any air bubbles from syringe by tapping the side of syringe sharply with your finger below the air bubble
· Turn vial upright and remove needle
· Replace needle guard using scoop method

	
	

	Insulin pens 
· For single-resident use only
· Must be clearly labeled with resident’s name and other identifiers (e.g., DOB)
· Store in a manner to prevent cross-contamination and maintain integrity of insulin
· Store new (unopened) pens in the refrigerator
· Store opened pens at room temp 

Using the Insulin Pen
· Remove cap on insulin pen
· Clean rubber seal at top of insulin pen with alcohol wipe
· Remove protective tab on pin needle and attach needly to pen
· Perform safety check to ensure there is no air in the system: dial dose indicator to 2 units, remove the outer needle cap and save for later, remove inner needle cap and discard, push on the injector button and watch the end of the needle to make sure you see some insulin come out
· Dial the prescribed dose
· Administer insulin using technique for subcutaneous injections
· Place protection cap over needle, remove from pen, discard in sharps

	
	

	Administer injection via appropriate site
· Intradermal
· Grasp area to pull skin taut
· Hold syringe almost parallel to skin, insert needle at 10-15° angle with bevel facing up, about 1/8 inch. DO NOT ASPIRATE.
· Inject medication slowly, observing for a wheal (blister) formation and blanching at site (indicates that medication was injected into dermis)
· Withdraw needle at same angle inserted and activate safety feature, discard in sharps
· Pat area gently with dry gauze but DO NOT MASSAGE

· Subcutaneous
· Select fatty site
· Use thumb and forefinger and gently grasp loose area (pinch and inch)
· Hold syringe like a dart between the thumb and forefinger
· Insert needle at a 45-90° angle
· Continue to hold needle and aspirate by pulling back on plunger with thumb and dominant hand. If no blood appears, administer injection.
·  If blood appears, withdraw needle, activate safety feature and discard, prepare new injection (rationale: blood indicates needle has entered a blood vessel)
· Inject medication slowly; wait 10 secs then withdraw needle quickly and activate safety feature, discard in sharps
· Intramuscular
· Spread skin taut between thumb and forefinger
· Insert needle at a 90° angle to the muscle, using a quick, darting motion
· Pull back on plunger, if no blood appears, administer injection.
· Inject medication slowly
· Withdraw needly quickly, and massage area with antimicrobial swab
· Activate needle safety feature and discard in sharps
	
	

	Rotate injection sites
	
	

	Sharps containers are puncture-resistant, readily accessible, and not more than 2/3 full
	
	

	Fingerstick devices (e.g., lancets) are for single use only
	
	

	Glucometer to be disinfected after each use per manufacturer’s instructions
	
	




	[bookmark: _Hlk178689353]RECTAL SUPPOSITORY ADMINISTRATION


	TASK
	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Gather necessary equipment
	
	

	Place resident in left side-lying position
	
	

	Apply lubricant to tip of suppository
	
	

	Don clen gloves and insert suppository about 1 ½ inches into the rectum beyond the anal sphincter
	
	

	Encourage resident to remain in lying position for ~ 15 minutes to allow medication to absorb
	
	

	Remove gloves and perform hand hygiene
	
	




	INTRAVENOUS MEDICATION ADMINISTRATION


	TASK
	COMPLETION
(YES, NO, N/A)
	RECOMMENDATIONS/COMMENTS

	Perform hand hygiene
	
	

	Gather necessary supplies (IV tubing, IV fluid/medication, alcohol prep pad
	
	

	Inspect IV fluid/medication bag to tears or leaks, discoloration, cloudiness, or particulate matter
	
	

	Hang the IV bag on the IV pole; ensure labeled with date, time and initials
	
	

	Prime IV tubing, remove any bubbles; clamp
	
	

	Clean IV catheter access port with alcohol prep pad; rub in circular motion for ~15 secs
	
	

	Flush IV catheter with normal saline using needleless system
	
	

	Connect IV tubing to IV catheter, adjust rate, unclamp and let medication infuse as ordered.
	
	

	Upon completion, disconnect IV tubing and clamp, flush IV catheter line with normal saline as ordered, and cap catheter access port. 
	
	

	Perform hand hygiene
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