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Policy and Procedure: Safe Medication Handling and Administration

	Nursing Policy and Procedure 
	Subject: Safe Medication Handling and Administration

	Approved By: 

	

	Effective:  
	Revised: 10/2/2024; 2/26/2025



POLICY
It is the policy of this facility to handle, store, and administer medications in accordance with best practice standards established by State and Federal regulations, and national guidelines. 

BACKGROUND
Adverse drug events (ADE) can have major effects on nursing home residents. The prevention of ADEs is based on adherence to established standards of medication administration practices with a specific focus on the use of high-risk medications.
PROCEDURES
Medication Administration
1. Hand hygiene will be performed prior to handling any medication, in between administration via different routes, and after medication administration. 
2. Prior to entering the room, the nurse will knock on the door to introduce self and let resident know they will be administering medications.
3. The nurse will verify the resident’s identity by using at least two of the following: name band, date of birth, asking the resident, electronic record. 
4. Vital signs assessments will be done prior to medication administration where applicable. 
5. Medications will be prepared/drawn up in a clean area (e.g., away from sinks and not in the resident’s room). 
6. Refrigerators used for medication storage will not contain any other items and will be maintained at an appropriate temperature (36° - 41°F). 
7. The nurse will verify medication name, dosage, and label compared to physician order or medication administration record (MAR).
8. The nurse will ensure the rights of medication administration are followed: right resident, right medication, right dosage, right route, right time, right documentation. 
a. Documentation includes signing the MAR for medication acceptance or refusal. 
b. The primary physician/NP will be informed of:
i. any refusal of high-risk medications (e.g. anticoagulants, insulin, opioids, or medications requiring bloodwork – dilantin, lithium, digoxin, etc.).
ii. refusals of medications not considered to be high-risk when the resident frequently refuses medication (e.g., Tylenol, Colace, etc.)
· Example, resident refuses medication 3 consecutive days during a 7-day period, or a PRN medication has not been used within a 14-day period) 
c. *Facility to determine facility-specific protocol for informing physician/NP of refusal of medications
9. Sites for injections and transdermal patches will be rotated to minimize skin irritation. 
10. When medications are to be crushed:
a. ensure there is a physician’s order for same
b. ensure that drugs with a “do not crush” label are not crushed. Ask for alternatives from the pharmacist and inform the primary physician. 
c. Crush each medication individually and place in individual medicine cups in appropriate medium (e.g. apple sauce for meds taken orally, mixed with water for meds administered via g-tube)
i. May use sandwich technique (applesauce-med-applesauce-med…) for up to 3 medications that are to be given by mouth. 
11. During medication administration, offer adequate fluids.
a. Ensure prescribed amount is offered to residents with fluid restrictions. 
b. Ensure fluid consistency matches dietary orders: thin, nectar, honey.
12. Ensure medications are completely swallowed before leaving the resident. 
a. Medications should not be left at the bedside unless resident has an order for medication self-administration. 
13. When a medication is unavailable for administration:
a. Inform RN Supervisor
b. Inform primary physician/NP/PA and follow any instructions given; follow-up as needed.
c. Obtain medication from emergency stock supply and administer, if available
d. Re-order/refill medication from pharmacy
e. Add to 24-hour report.
14. Medications will not be left unattended on medication cart and carts will be locked when not within view of the nurse. 
15. Controlled substances must always be secured in double-locked drawers/cabinets when not in use. 
16. Medication bottles/containers will be dated when first opened. Expiration dates will be checked regularly, and expired medications will be discarded appropriately. 
17. Resident’s protected health information (PHI) will be secured (e.g., minimize screen, close computer screen, cover all papers with PHI). 




Point of Care Devices and Injection Safety
1. Shared point of care devices are to be cleaned and disinfected before and after each use with an EPA-approved List D disinfectant wipe. (List D: EPA’s Registered Antimicrobial Products Effective Against Human HIV-1 and Hepatitis B Virus | US EPA)
2. Point of care devices that are not shared are to be stored in a zip lock bag and labeled with the resident’s name and room number in order to prevent cross-contamination while the device is not in use. 
3. Only a single set of supplies (e.g., lancets, test strips, etc.) may be taken into the resident’s room. Any additional supplies that are taken into the resident’s rooms and has not been used must be discarded appropriately. 
4. All lancets, finger stick devices, and injection equipment are to be disposed of in an approved sharps container at point of use.
5. Insulin pens are not shared. Insulin pens are assigned to one person. 
6. Supplies are not to be carried in pockets of clothing.
7. Injection Safety:
a. All needles and syringes are used only one time.
b. Only a clean needle and clean syringe may be used to enter a medication vial.
c. Bags or bottles of intravenous solution may only be used for one resident.



Medication Errors and Drug Reactions
1. All medication errors and drug reactions must be promptly reported to the Director of Nursing, attending physician, pharmacy consultant, resident and/or resident representative.
2. A detailed account of the occurrence will be documented in the resident’s medical record. The documentation will include:
a. Time and date of the occurrence.
b. Name, strength, and dosage of medication administered.
c. Resident’s reaction to the medication.
d. Condition of the resident.
e. Any treatment administered.
f. Date and time the physician was notified, and instruction/orders given.
3. The resident will be closely monitored and any change in the resident’s conditions will be immediately reported to the attending physician and the Director of Nursing.  
4. The unit nurse will add the occurrence to the 24-hour report. 
5. The RN Supervisor is responsible for completing an incident report and submitting a copy to the Director of Nursing.



Acceptance of Medications on Admission
1. Medications (e.g., drugs, sedatives, narcotics, medicated lotions, ointments, etc.) brought by or with the resident upon admission to the facility may not be used after admission unless the contents of the container have been examined and positively identified by the pharmacy/pharmacist or the resident’s attending physician.
2. Medications transferred with a resident from another licensed healthcare facility may be accepted provided such medications are properly identified by the pharmacist or attending physician.
3. Medications not accepted by the facility must be returned to the resident/resident’s representative or destroyed in accordance with the facility’s established procedures.
4. The RNS/Charge Nurse is responsible for documenting the results of the facility’s decision to accept or reject medications brought by the resident upon admission.


Medication Reconciliation
· Refer to specific policy


Discontinued Medications
1. When a physician discontinues a medication, the nurse receiving the order will remove the medication from the medication administration record (MAR), document the medication discontinuation in the nurses’ notes, and add to the 24-hour report. 
2. The licensed nurse receiving the order to discontinue a medication will notify the dispensing pharmacy of the order (done automatically when medication is discontinued from E-MAR)
3. Discontinued medications are destroyed or returned to the dispensing pharmacy in accordance with facility policies.
4. If a medication is placed on hold, the licensed nurse receiving the physician’s order will place the medication on hold on the MAR for the required days medication(s) to be held, document the number of days medication to be held in the nurses’ notes, update the appropriate care plan(s), and add to the 24-hour report. 
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