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Chapter	35	administering	medications	answers

!Safe	nursing	practice	includes	knowledge	about	medication	actions;	side	effects;	interactions	with	foods,	herbs,	and	other	•medications;	associated	assessment	and	evaluation;	ethical	considerations;	and	legal	aspects	of	medication	therapy.!Medication	management	requires	the	collaborative	efforts	of	many	health	care	team	members,	such	as	the
prescribing	primary	•care	provider	(PCP),	pharmacist,	respiratory	therapist,	and	dietician.!Continuing	education	of	nurses	is	needed	to	ensure	that	standards	of	practice	are	met,	new	or	unfamiliar	medications	are	•administered	properly,	and	medication	administration	technology	is	used	correctly.!Medications	and	Regulations	Drugs	and	medications
•A	drug	is	any	substance	that	positively	or	negatively	alters	physiologic	function.	!◦A	medication	is	a	drug	specifically	administered	for	its	therapeutic	effect	on	physiologic	function.	!◦Medications	can	have	up	to	four	designations:	!‣chemical	name	-	elements	of	the	meds	molecular	structure	!•official	name	-	assigned	by	the	U.S.	Adopted	Names
Council,	usually	the	generic	name	!•generic	name	-	not	capitalized	and	often	contains	a	prefix	or	suffix	that	helps	identify	the	drug	class!•trade	(brand)	name	-	registered	name	assigned	by	the	drug	manufacturer	•Medication	standards	and	regulations	•In	the	U.S.,	official	medication	lists	have	been	reported	in	the	United	States	Pharmacopeia	(USP)
since	1820	and	the	National	◦Formulary	(NF)	since	1898.	!Help	public	safety	by	identifying	medication	properties	that	show	an	appropriate	range	of	quality	and	purity!‣Enforcement	of	medication	legislation	in	the	United	States	is	the	responsibility	of	the	U.S.	Food	and	Drug	Administration	◦(FDA),	which	mandates	that	all	medications	undergo	safety
testing	before	being	released	to	the	public.	Controlled	substances	•Controlled	substances	are	types	of	medications	that	have	◦government-regulated	manufacturing,	prescribing,	and	dispensing	requirements.!If	a	controlled	drug	needs	to	be	wasted	(e.g.,	only	a	partial	◦amount	is	needed	for	the	prescribed	dose),	two	licensed	clinical	staff	members
must	witness	the	appropriate	disposal	of	the	substance	and	document	the	wasting	of	the	drug.	State	and	local	medication	regulations	•The	goal	of	these	regulations	is	to	prevent	adverse	patient	◦outcomes.	!It	is	the	nurse's	responsibility	to	understand	and	follow	the	◦nurse	practice	act	and	policies	of	the	facility	when	administering	any	medication,
particularly	controlled	substances.	Principles	and	Drug	Actions	Pharmacokinetics	-	the	study	of	how	a	medication	enters	the	body,	moves	through	the	body,	and	ultimately	leaves	the	body!•The	therapeutic	effect,	or	intended	effect,	is	the	desired	result	or	action	of	a	medication.	◦Absorption	-	the	passage	of	a	drug	from	the	administration	site	into	the
bloodstream!‣Several	factors	affect	absorption:	route	of	administration,	ability	of	the	drug	to	dissolve	or	become	soluble,	blood	•flow	to	the	administration	site,	body	surface	area,	and	patient	age.!Intravenous	is	quickest,	then	intramuscularly,	subcutaneously,	and	orally	administered	medications	•Distribution	-	the	process	of	delivering	the	med	to
tissues	and	organs	and	ultimately	to	the	specific	site	of	action!‣affected	by	the	chemical	properties	of	the	drug,	the	effectiveness	of	the	cardiac	system,	the	ability	to	pass	•through	tissue	and	organ	membranes,	and	the	extent	to	which	the	drug	binds	to	proteins	or	accumulates	in	fatty	tissue	Metabolism	-	process	by	which	a	drug	is	altered	to	a	less
active	form	to	prepare	for	excretion!‣The	products	of	this	process	are	called	metabolites.	•Excretion	-	removes	the	less	active	drug	or	its	metabolites!‣exit	the	body	through	the	kidneys,	but	some	may	be	excreted	in	feces,	breath,	saliva,	sweat,	and	breast	milk	•Pharmacodynamics	-	process	in	which	a	medication	interacts	with	the	body's	cells	to
produce	a	biologic	response!•Biochemical	response	can	be	systemic,	such	as	the	effects	seen	when	an	administered	pain	medication	affects	the	nervous	◦system	(sedation),	respiratory	system	(change	in	respiratory	rate),	and	gastrointestinal	system	(constipation)!A	drug's	half-life	is	the	expected	time	it	takes	for	the	blood	concentration	to	measure
one-half	of	the	original	drug	dose	due	◦to	drug	metabolism	and	excretion.	!Onset	of	action	is	the	time	the	body	takes	to	respond	to	a	drug	after	administration.!◦affected	by	the	administration	route,	drug	formulation,	and	pharmacokinetic	factors!‣Peak	plasma	level	indicates	the	highest	serum	(blood)	concentration.!◦The	trough	is	the	lowest	serum
level	of	the	medication.	◦Side	effects,	adverse	effects,	and	interactions	•Side	effects	are	predictable	but	unwanted	and	sometimes	unavoidable	reactions	to	medications.	(Nausea)!◦Adverse	effects	are	severe,	unintended,	unwanted,	and	often	unpredictable	drug	reactions.	(Allergic	response)!◦Toxic	effects	result	from	a	medication	overdose	or	the
buildup	of	medication	in	the	blood	due	to	impaired	metabolism	and	◦	Open	Resources	for	Nursing	(Open	RN)	The	scope	of	practice	regarding	a	nurse’s	ability	to	legally	dispense	and	administer	medication	is	based	on	each	state’s	Nurse	Practice	Act.	Registered	Nurses	(RNs)	and	Licensed	Practical	Nurses	(LPNs/LVNs)	may	legally	administer
medications	that	are	prescribed	by	a	health	care	provider,	such	as	a	physician,	nurse	practitioner,	or	physician’s	assistant.	Prescriptions	are	“orders,	interventions,	remedies,	or	treatments	ordered	or	directed	by	an	authorized	primary	health	care	provider.”	For	more	information	about	the	state	Nurse	Practice	Act,	visit	the	“Legal/Ethical”	chapter	in
Open	RN	Nursing	Pharmacology.	Types	of	Orders	Prescriptions	are	often	referred	to	as	orders	in	clinical	practice.	There	are	several	types	of	orders,	such	as	routine	orders,	PRN	orders,	standing	orders,	one-time	orders,	STAT	orders,	and	titration	orders.	A	is	a	prescription	that	is	followed	until	another	order	cancels	it.	An	example	of	a	routine	order	is
“Lisinopril	10	mg	PO	daily.”	A	(or	as-needed)	order	is	a	prescription	for	medication	to	be	administered	when	it	is	requested	by,	or	as	needed	by,	the	patient.	PRN	orders	are	typically	administered	based	on	patient	symptoms,	such	as	pain,	nausea,	or	itching.	An	example	of	a	PRN	order	for	pain	medication	is	“Acetaminophen	500	mg	PO	every	4-6	hours
as	needed	for	pain.”	A	is	also	referred	to	in	practice	as	an	“order	set”	or	a	“protocol.”	Standing	orders	are	standardized	prescriptions	for	nurses	to	implement	to	any	patient	in	clearly	defined	circumstances	without	the	need	to	initially	notify	a	provider.	An	example	of	a	standing	order	set/protocol	for	patients	visiting	an	urgent	care	clinic	reporting
chest	pain	is	to	immediately	administer	four	chewable	aspirin,	establish	intravenous	(IV)	access,	and	obtain	an	electrocardiogram	(ECG).	A	is	a	prescription	for	a	medication	to	be	administered	only	once.	An	example	of	a	one-time	order	is	a	prescription	for	an	IV	dose	of	antibiotics	to	be	administered	immediately	prior	to	surgery.	A	is	a	one-time	order
that	is	administered	without	delay	due	to	the	urgency	of	the	circumstances.	An	example	of	a	STAT	order	is	“Benadryl	50	mg	PO	stat”	for	a	patient	having	an	allergic	reaction.	A	order	is	an	order	in	which	the	medication	dose	is	either	progressively	increased	or	decreased	by	the	nurse	in	response	to	the	patient’s	status.	Titration	orders	are	typically
used	for	patients	in	critical	care	as	defined	by	agency	policy.	The	Joint	Commission	requires	titration	orders	to	include	the	medication	name,	medication	route,	initial	rate	of	infusion	(dose/unit	of	time),	incremental	units	to	which	the	rate	or	dose	can	be	increased	or	decreased,	how	often	the	rate	or	dose	can	be	changed,	the	maximum	rate	or	dose	of
infusion,	and	the	objective	clinical	measure	to	be	used	to	guide	changes.	An	example	of	a	titration	order	is	“Norepinephrine	2-12	micrograms/min,	start	at	2	mcg/min	and	titrate	upward	by	1	mcg/min	every	5	minutes	with	continual	blood	pressure	monitoring	until	systolic	blood	pressure	>90	mm	Hg.”	Components	of	a	Medication	Order	According	to
the	Centers	for	Medicare	&	Medicaid	Services,	all	orders	for	the	administration	of	drugs	and	biologicals	must	contain	the	following	information:	Name	of	the	patient	Age	or	date	of	birth	Date	and	time	of	the	order	Drug	name	Dose,	frequency,	and	route	Name/Signature	of	the	prescriber	Weight	of	the	patient	to	facilitate	dose	calculation	when
applicable.	(Note	that	dose	calculations	are	based	on	metric	weight:	kilograms	for	children/adults	or	grams	for	newborns)	Dose	calculation	requirements,	when	applicable	Exact	strength	or	concentration,	when	applicable	Quantity	and/or	duration	of	the	prescription,	when	applicable	Specific	instructions	for	use,	when	applicable	When	reviewing	a
medication	order,	the	nurse	must	ensure	these	components	are	included	in	the	prescription	before	administering	the	medication.	If	a	pertinent	piece	of	information	is	not	included,	the	nurse	must	contact	the	prescribing	provider	to	clarify	and	correct	the	order.	Drug	Name	The	name	of	the	drug	may	be	ordered	by	the	generic	name	or	brand	name.
The	generic	name	is	considered	the	safest	method	to	use	and	allows	for	substitution	of	various	brand	medications	by	the	pharmacist.	Dose	The	dosage	of	a	drug	is	prescribed	using	either	the	metric	or	the	household	system.	The	metric	system	is	the	most	commonly	accepted	system	internationally.	Examples	of	standard	dosage	are	5	mL	(milliliters)	or
1	teaspoon.	Standard	abbreviations	of	metric	measurement	are	frequently	used	regarding	the	dosage,	such	as	mg	(milligram),	kg	(kilogram),	mL	(milliliter),	mcg	(microgram),	or	L	(liter).	However,	it	is	considered	safe	practice	to	avoid	other	abbreviations	and	include	the	full	words	in	prescriptions	to	avoid	errors.	In	fact,	several	abbreviations	have
been	deemed	unsafe	by	the	Joint	Commission	and	have	been	put	on	a	“do	not	use”	list.	See	the	hyperlinks	below	to	view	the	Joint	Commission	“Do	Not	Use	List”	and	the	Institute	of	Safe	Medication	Practices	(ISMP)	list	of	abbreviations	to	avoid.	If	a	dosage	is	unclear	or	written	in	a	confusing	manner	in	a	prescription,	it	is	always	best	to	clarify	the
order	with	the	prescribing	provider	before	administering	the	medication.	Frequency	Frequency	in	prescriptions	is	indicated	by	how	many	times	a	day	the	medication	is	to	be	administered	or	how	often	it	is	to	be	administered	in	hours	or	minutes.	Examples	of	frequency	include	verbiage	such	as	once	daily,	twice	daily,	three	times	daily,	four	times	daily,
every	30	minutes,	every	hour,	every	four	hours,	or	every	eight	hours.	Medication	times	are	typically	indicated	using	military	time	(i.e.,	using	a	24-hour	clock).	For	example,	11	p.m.	is	indicated	as	“2300.”	Read	more	about	military	time	in	the	“Math	Calculations”	chapter.	Some	types	of	medications	may	be	ordered	“.”	An	around-the-clock	frequency
order	indicates	they	should	be	administered	at	regular	time	intervals,	such	as	every	six	hours,	to	maintain	consistent	levels	of	the	drug	in	the	patient’s	bloodstream.	For	example,	pain	medications	administered	at	end	of	life	are	often	prescribed	ATC	instead	of	PRN	(as	needed)	to	maintain	optimal	pain	relief.	Route	of	Administration	Common	routes	of
administration	and	standard	abbreviations	include	the	following:	Oral	(PO)	–	the	patient	swallows	a	tablet	or	capsule	Sublingual	(SL)	–	applied	under	the	tongue	Enteral	(NG	or	PEG)	–	administered	via	a	tube	directly	into	the	GI	tract	Rectal	(PR)	–	administered	via	rectal	suppository	Inhalation	(INH)	–	the	patient	breathes	in	medication	from	an	inhaler
Intramuscular	(IM)	–	administered	via	an	injection	into	a	muscle	Subcutaneous	–	administered	via	injection	into	the	fat	tissue	beneath	the	skin	(Note	that	“subcutaneous”	is	on	ISMP’s	recommended	list	of	abbreviations	to	avoid	due	to	common	errors.)	Transdermal	(TD)	–	administered	by	applying	a	patch	on	the	skin	For	more	information	about	routes
of	administration	and	considerations	regarding	absorption,	visit	the	“Kinetics	and	Dynamics”	chapter	in	Open	RN	Nursing	Pharmacology.	Provider	Name/Signature	Signature	of	the	prescribing	provider	is	required	on	the	order	and	can	be	electronic	or	handwritten.	Verbal	orders	from	a	prescriber	are	not	recommended,	but	may	be	permitted	in	some
agencies	for	urgent	situations.	Verbal	orders	require	the	nurse	to	“repeat	back”	the	order	to	the	prescriber	for	confirmation.	Rights	of	Medication	Administration	Each	year	in	the	United	States,	7,000	to	9,000	people	die	as	a	result	of	a	medication	error.	Hundreds	of	thousands	of	other	patients	experience	adverse	reactions	or	other	complications
related	to	a	medication.	The	total	cost	of	caring	for	patients	with	medication-associated	errors	exceeds	$40	billion	each	year.	In	addition	to	the	monetary	cost,	patients	experience	psychological	and	physical	pain	and	suffering	as	a	result	of	medication	errors.	Nurses	play	a	vital	role	in	reducing	the	number	of	medication	errors	that	occur	by	verifying
several	rights	of	medication.	The	Centers	for	Medicare	&	Medicaid	Services	requires	nurses	to	verify	specific	information	prior	to	the	administration	of	medication	to	avoid	errors,	referred	to	as	verifying	the	rights	of	medication	administration.	These	rights	of	medication	administration	are	the	vital	last	safety	check	by	nurses	to	prevent	errors	in	the
chain	of	medication	administration	that	includes	the	prescribing	provider,	the	pharmacist,	the	nurse,	and	the	patient.	It	is	important	to	remember	that	if	a	medication	error	occurs	resulting	in	harm	to	a	patient,	a	nurse	can	be	held	liable	even	if	“just	following	orders.”	It	is	absolutely	vital	for	nurses	to	use	critical	thinking	and	clinical	judgment	to
ensure	each	medication	is	safe	for	each	specific	patient	before	administering	it.	The	consequences	of	liability	resulting	from	a	medication	error	can	range	from	being	charged	with	negligence	in	a	court	of	law,	to	losing	one’s	job,	to	losing	one’s	nursing	license.	The	six	rights	of	medication	administration	must	be	verified	by	the	nurse	at	least	three	times
before	administering	a	medication	to	a	patient.	These	six	rights	include	the	following:	Right	Patient	Right	Drug	Right	Dose	Right	Time	Right	Route	Right	Documentation	Recent	literature	indicates	that	up	to	ten	rights	should	be	completed	as	part	of	a	safe	medication	administration	process.	These	additional	rights	include	Right	History	and
Assessment,	Right	Drug	Interactions,	Right	to	Refuse,	and	Right	Education	and	Information.	Information	for	each	of	these	rights	is	further	described	below.,	Right	Patient	Acceptable	patient	identifiers	include,	but	are	not	limited	to,	the	patient’s	full	name,	an	identification	number	assigned	by	the	hospital,	or	date	of	birth.	A	patient’s	room	number
must	never	be	used	as	an	identifier	because	a	patient	may	change	rooms.	Identifiers	must	be	confirmed	by	the	patient	wristband,	patient	identification	card,	patient	statement	(when	possible),	or	other	means	outlined	in	the	agency	policy	such	as	a	patient	picture	included	on	the	MAR.	The	nurse	must	confirm	the	patient’s	identification	matches	the
medication	administration	record	(MAR)	and	medication	label	prior	to	administration	to	ensure	that	the	medication	is	being	given	to	the	correct	patient.	See	Figure	15.1	for	an	illustration	of	the	nurse	verifying	the	patient’s	identify	by	scanning	their	identification	band	and	asking	for	their	date	of	birth.	See	Figure	15.2	for	a	close-up	image	of	a	patient
identification	wristband.	Figure	15.1	Patient	Identification	by	Scanning	Armband	Figure	15.2	Patient	Identification	Band	If	barcode	scanning	is	used	in	an	agency,	this	scanning	is	not	intended	to	take	the	place	of	confirming	two	patient	identifiers,	but	is	intended	to	add	another	layer	of	safety	to	the	medication	administration	process.	The	National
Patient	Safety	Goals	established	by	the	Joint	Commission	state	that	whenever	administering	patient	medications,	at	least	two	patient	identifiers	should	be	used.	Right	Drug	During	this	step,	the	nurse	ensures	the	medication	to	be	administered	to	the	patient	matches	the	order	or	Medication	Administration	Record	(MAR)	and	that	the	patient	does	not
have	a	documented	allergy	to	it.	The	Medication	Administration	Record	(MAR),	or	,	an	electronic	medical	record,	is	a	specific	type	of	documentation	found	in	a	patient’s	chart.	See	Figure	15.3	for	an	image	of	a	MAR	and	its	components.	Beware	of	look-alike	and	sound-alike	medication	names,	as	well	as	high-alert	medications	that	bear	a	heightened
risk	of	causing	significant	patient	harm	if	they	are	used	in	error.	The	nurse	should	also	be	aware	of	what	medication	can	be	crushed	and	those	that	cannot	be	crushed.	Read	more	information	about	these	concerns	using	the	hyperlinks	below.	Figure	15.3	Medication	Administration	Record	Right	Dose	During	this	step,	the	nurse	ensures	the	dosage	of
the	medication	matches	the	prescribed	dose,	verifies	the	correct	dosage	range	for	the	age	and	medical	status	of	the	patient,	and	also	confirms	that	the	prescription	itself	does	not	reflect	an	unsafe	dosage	level	(i.e.,	a	dose	that	is	too	high	or	too	low).	For	example,	medication	errors	commonly	occur	in	children,	who	typically	receive	a	lower	dose	of
medication	than	an	adult.	Medication	errors	also	commonly	occur	in	older	patients	who	have	existing	kidney	or	liver	disease	and	are	unable	to	metabolize	or	excrete	typical	doses	of	medications.	Right	Time	and	Frequency	During	this	step,	the	nurse	verifies	adherence	to	the	prescribed	frequency	and	scheduled	time	of	administration	of	the
medication.	This	step	is	especially	important	when	PRN	medications	are	administered	because	it	is	up	to	the	nurse	to	verify	the	time	of	the	previous	dose	and	compare	it	to	the	ordered	frequency.	Medications	should	be	administered	on	time	whenever	possible.	However,	when	multiple	patients	are	scheduled	to	receive	multiple	medications	at	the	same
time,	this	goal	of	timeliness	can	be	challenging.	Most	facilities	have	a	policy	that	medications	can	be	given	within	a	range	of	30	minutes	before	or	30	minutes	after	the	medication	is	scheduled.	For	example,	a	medication	ordered	for	0800	could	be	administered	anytime	between	0730	and	0830.	However,	some	medications	must	be	given	at	their
specific	ordered	time	due	to	pharmacokinetics	of	the	drug.	For	example,	if	an	antibiotic	is	scheduled	every	eight	hours,	this	time	frame	must	be	upheld	to	maintain	effective	bioavailability	of	the	drug,	but	a	medication	scheduled	daily	has	more	flexibility	with	time	of	actual	administration.	Right	Route	During	this	step,	the	nurse	ensures	the	route	of
administration	is	appropriate	for	the	specific	medication	and	also	for	the	patient.	Many	medications	can	potentially	be	administered	via	multiple	routes,	whereas	other	medications	can	only	be	given	safely	via	one	route.	Nurses	must	administer	medications	via	the	route	indicated	in	the	order.	If	a	nurse	discovers	an	error	in	the	order	or	believes	the
route	is	unsafe	for	a	particular	patient,	the	route	must	be	clarified	with	the	prescribing	provider	before	administration.	For	example,	a	patient	may	have	a	PEG	tube	in	place,	but	the	nurse	notices	the	medication	order	indicates	the	route	of	administration	as	PO.	If	the	nurse	believes	this	medication	should	be	administered	via	the	PEG	tube	and	the
route	indicated	in	the	order	is	an	error,	the	prescribing	provider	must	be	notified	and	the	order	must	be	revised	indicating	via	PEG	tube	before	the	medication	is	administered.	Right	Documentation	After	administering	medication,	it	is	important	to	immediately	document	the	administration	to	avoid	potential	errors	from	an	unintended	repeat	dose.	In
addition	to	checking	the	basic	rights	of	medication	administration	and	documenting	the	administration,	it	is	also	important	for	nurses	to	verify	the	following	information	to	prevent	medication	errors.	Right	History	and	Assessment	The	nurse	should	be	aware	of	the	patient’s	allergies,	as	well	as	any	history	of	any	drug	interactions.	Additionally,	nurses
collect	appropriate	assessment	data	regarding	the	patient’s	history,	current	status,	and	recent	lab	results	to	identify	any	contraindications	for	the	patients	to	receive	the	prescribed	medication.	Right	Drug	Interactions	The	patient’s	history	should	be	reviewed	for	any	potential	interactions	with	medications	previously	given	or	with	the	patient’s	diet.	It
is	also	important	to	verify	the	medication’s	expiration	date	before	administration.	Right	Education	and	Information	Information	should	be	provided	to	the	patient	about	the	medication,	including	the	expected	therapeutic	effects,	as	well	as	the	potential	adverse	effects.	The	patient	should	be	encouraged	to	report	suspected	side	effects	to	the	nurse
and/or	prescribing	provider.	If	the	patient	is	a	minor,	the	parent	may	also	have	a	right	to	know	about	the	medication	in	many	states,	depending	upon	the	circumstances.	Right	of	Refusal	After	providing	education	about	the	medication,	the	patient	has	the	right	to	refuse	to	take	medication	in	accordance	with	the	Nurses	Code	of	Ethics	and	respect	for
individual	patient	autonomy.	If	a	patient	refuses	to	take	the	medication	after	proper	education	has	been	performed,	the	event	should	be	documented	in	the	patient	chart	and	the	prescribing	provider	notified.	Medication	Dispensing	Medications	are	dispensed	for	patients	in	a	variety	of	methods.	During	inpatient	care,	unit	dose	packaging	is	a	common
method	for	dispensing	medications.	See	Figure	15.4	for	an	image	of	unit	dose	packaging.	Figure	15.4	Unit	Dose	Packaging	Unit	dose	dispensing	is	typically	used	in	association	with	a	medication	dispensing	system,	sometimes	referred	to	in	practice	with	brand	names	such	as	“Pyxis”	or	“Omnicell.”	Medication	dispensing	systems	help	keep	medications
secure	by	requiring	a	user	sign-in	and	password.	They	also	reduce	medication	errors	by	only	allowing	medications	prescribed	for	a	specific	patient	to	be	removed	unless	additional	actions	are	taken.	However,	it	is	important	to	remember	that	medication	errors	can	still	occur	when	using	a	medication	dispensing	system	if	the	incorrect	medication	is
erroneously	stocked	in	a	compartment.	See	Figure	15.5	for	an	image	of	a	medication	dispensing	system.	Figure	15.5	Medication	Dispensing	System	Bar	codes	are	often	incorporated	with	unit	dose	medication	dispensing	as	an	additional	layer	of	safety	to	prevent	medication	errors.	Each	patient	and	medication	is	identified	with	a	unique	bar	code.	The
nurse	scans	the	patient’s	identification	wristband	with	a	bedside	portable	device	and	then	scans	each	medication	to	be	administered.	The	portable	device	will	display	error	messages	if	an	incorrect	medication	is	scanned	or	if	medication	is	scanned	at	an	incorrect	time.	It	is	vital	for	nurses	to	stop	and	investigate	the	medication	administration	process
when	an	error	is	received.	The	scanning	device	is	typically	linked	to	an	electronic	MAR	and	the	medication	administered	is	documented	immediately	in	the	patient’s	chart.	In	long-term	care	agencies,	weekly	blister	cards	may	be	used	that	contain	a	specific	patient’s	medications	for	each	day	of	the	week.	See	Figure	15.6	for	an	image	of	a	blister	pack.
Figure	15.6	Blister	Pack	of	Medications	Agencies	using	blister	cards	or	pill	bags	typically	store	medications	in	a	locked	medication	cart	to	keep	them	secure.	Supplies	used	to	administer	medications	are	also	stored	on	the	cart.	The	MAR	is	available	in	printed	format	or	electronically	with	a	laptop	computer.	See	Figure	15.7	for	an	image	of	a	medication
cart.	Figure	15.7	Medication	Cart	Process	of	Medication	Administration	No	matter	what	method	of	medication	storage	and	dispensing	is	used	in	a	facility,	the	nurse	must	continue	to	verify	the	rights	of	medication	administration	to	perform	an	accurate	and	safe	medication	pass.	Using	a	medication	dispensing	system	or	bar	coding	does	not	substitute
for	verifying	the	rights,	but	are	used	to	add	an	additional	layer	of	safety	to	medication	administration.	Nurses	can	also	avoid	medication	errors	by	creating	a	habitual	process	of	performing	medication	checks	when	administering	medication.	The	rights	of	medication	administration	should	be	done	in	the	following	order:	Perform	the	first	check	as	the
unit	dose	package,	blister	pack,	or	pill	bag	is	removed	from	the	dispensing	machine	or	medication	cart.	Also,	check	the	expiration	date	of	the	medication.	A	second	check	should	be	performed	after	the	medication	is	removed	from	the	dispensing	machine	or	medication	cart.	This	step	should	be	performed	prior	to	pouring	or	removing	from	a	multidose
container.	Note:	Some	high-alert	medications,	such	as	insulin,	require	a	second	nurse	to	perform	a	medication	check	at	this	step	due	to	potentially	life-threatening	adverse	effects	that	can	occur	if	an	error	is	made.	The	third	check	should	be	performed	immediately	before	administering	the	medication	to	the	patient	at	the	bedside	or	when	replacing	the
multidose	container	back	into	the	drawer.	See	Figure	15.8	for	an	image	of	a	nurse	comparing	medication	information	on	the	medication	packet	to	information	on	the	patient’s	MAR.	Figure	15.8	Comparing	Medication	Information	to	the	MAR	When	performing	these	three	checks,	the	nurse	should	ensure	this	is	the	right	medication,	right	patient,	right
dosage,	right	route,	and	right	time.		See	Figure	15.9	for	an	image	of	the	nurse	performing	patient	identification	prior	to	administering	the	medication.	The	sixth	right,	correct	documentation,	should	be	done	immediately	after	the	medication	is	administered	to	the	patient	to	avoid	an	error	from	another	nurse	inadvertently	administering	the	dose	a
second	time.		These	six	rights	completed	three	times	have	greatly	reduced	medication	errors.	As	discussed	earlier,	other	rights	to	consider	during	this	process	are	as	follows:	Is	the	patient	receiving	this	medication	for	the	right	reason?	Have	the	right	assessments	been	performed	prior	to	giving	the	medication?	Has	the	patient	also	received	the	right
education	regarding	the	medications?	Is	the	patient	exhibiting	the	right	response	to	the	medication?	Is	the	patient	refusing	to	take	the	medication?	Patients	have	the	right	to	refuse	medication.	The	patient’s	refusal	and	any	education	or	explanation	provided	related	to	the	attempt	to	administer	the	medication	should	be	documented	by	the	nurse	and
the	prescribing	provider	should	be	notified.	Listen	to	the	patient	if	they	verbalize	any	concerns	about	medications.	Explore	their	concerns,	verify	the	order,	and/or	discuss	their	concerns	with	the	prescribing	provider	before	administering	the	medication	to	avoid	a	potential	medication	error.	If	a	pill	falls	on	the	floor,	it	is	contaminated	and	should	not	be
administered.	Dispose	the	medication	according	to	agency	policy.	Be	aware	of	absorption	considerations	of	the	medications	you	are	administering.	For	example,	certain	medications	such	as	levothyroxine	should	be	administered	on	an	empty	stomach	because	food	and	other	medications	will	affect	its	absorption.	Nurses	are	often	the	first	to	notice	when
a	patient	has	difficulty	swallowing.	If	you	notice	a	patient	coughs	immediately	after	swallowing	water	or	has	a	“gurgling”	sound	to	their	voice,	do	not	administer	any	medications,	food,	or	fluid	until	you	have	reported	your	concerns	to	the	heath	care	provider.	A	swallow	evaluation	may	be	needed	and	the	route	of	medication	may	need	to	be	changed
from	oral	to	another	route	to	avoid	aspiration.	If	your	patient	has	a	nothing	by	mouth	(NPO)	order,	verify	if	this	includes	all	medications.	This	information	may	be	included	on	the	MAR	or	the	orders,	and	if	not,	verify	this	information	with	the	provider.	Some	medications,	such	as	diabetes	medication,	may	be	given	with	a	sip	of	water	in	some	situations
where	the	patient	has	NPO	status.	If	the	route	of	administration	is	not	accurately	listed	on	the	MAR,	contact	the	prescribing	provider	before	administering	the	medication.	For	example,	a	patient	may	have	a	PEG	tube	but	the	medication	is	erroneously	listed	as	“PO”	on	the	order.	Figure	15.9	Identifying	the	Patient	Prior	to	Medication	Administration
For	more	information	regarding	classes	of	medications,	administration	considerations,	and	adverse	effects	to	monitor,	visit	Open	RN	Nursing	Pharmacology.	For	information	about	specific	medications,	visit	DailyMed,	a	current,	evidence-based	medication	reference.	Special	Considerations	for	Administering	Controlled	Substances	Controlled
substances,	also	called	Scheduled	Medications,	are	kept	in	a	locked	system	and	accounted	for	using	a	checks	and	balance	system.	Removal	of	a	controlled	substance	from	a	medication	dispensing	system	must	be	verified	and	documented	by	a	second	nurse	witness.	Removal	of	a	controlled	substance	from	a	medication	cart	needs	to	be	documented	on
an	additional	controlled	substance	record	with	the	patient’s	name,	the	actual	amount	of	substance	given,	the	time	it	was	given,	associated	pre-assessment	data,	and	the	name	of	the	nurse	administering	the	controlled	substance.	Controlled	substances	stored	in	locked	areas	of	medication	carts	must	also	be	counted	at	every	shift	change	by	two	nurses
and	then	compared	to	the	controlled	substance	administration	record.	If	the	count	does	not	match	the	documentation	record,	the	discrepancy	must	be	reported	immediately	according	to	agency	policy.	Additionally,	if	a	partial	dose	of	a	controlled	substance	is	administered,	the	remainder	of	the	substance	must	be	discarded	in	front	of	another	nurse
witness	to	document	the	event.	This	process	is	called	“wasting.”	Follow	agency	policy	regarding	wasting	of	controlled	substances.	These	additional	safety	measures	help	to	prevent	drug	diversion,	the	use	of	a	prescription	medication	for	other	than	its	intended	purpose.	For	more	information	about	scheduled	medications,	drug	diversion,	and	substance
abuse	in	health	care	personnel,	visit	the	“Legal/Ethical”	chapter	in	Open	RN	Nursing	Pharmacology.	Oral	Medication	Administration	Most	medications	are	administered	orally	because	it	is	the	most	convenient	and	least	invasive	route	for	the	patient.	Medication	given	orally	has	a	slower	onset,	typically	about	30-60	minutes.	Prior	to	oral	administration
of	medications,	ensure	the	patient	has	no	contraindications	to	receiving	oral	medication,	is	able	to	swallow,	and	is	not	on	gastric	suction.	If	the	patient	has	difficulty	swallowing	(),	tablets	are	typically	crushed	and	placed	in	a	substance	like	applesauce	or	pudding	for	easier	swallowing	(based	on	the	patient’s	prescribed	diet).	However,	it	is	important	to
verify	that	a	tablet	may	be	crushed	by	consulting	a	drug	reference	or	a	pharmacist.	For	example,	medications	such	as	enteric-coated	tablets,	capsules,	and	sustained-release	or	long-acting	drugs	should	never	be	crushed	because	doing	so	will	affect	the	intended	action	of	the	medication.	In	this	event,	the	provider	must	be	contacted	for	a	change	in
route.	Position	the	patient	receiving	oral	medication	in	an	upright	position	to	decrease	the	risk	of	aspiration.	Patients	should	remain	in	this	position	for	30	minutes	after	medication	administration,	if	possible.	If	a	patient	is	unable	to	sit,	assist	them	into	a	side-lying	position.	See	Figure	15.10	for	an	image	of	a	nurse	positioning	the	patient	in	an	upright
position	prior	to	medication	administration.	Offer	a	glass	of	water	or	other	oral	fluid	(that	is	not	contraindicated	with	the	medication)	to	ease	swallowing	and	improve	absorption	and	dissolution	of	the	medication,	taking	any	fluid	restrictions	into	account.	Remain	with	the	patient	until	all	medication	has	been	swallowed	before	documenting	to	verify	the
medication	has	been	administered.	If	any	post-assessments	are	required,	follow	up	in	the	appropriate	time	frame.	For	example,	when	administering	oral	pain	medication,	follow	up	approximately	30	minutes	to	an	hour	after	medication	is	given	to	ensure	effective	pain	relief.	If	medication	is	given	sublingual	(under	the	tongue)	or	buccal	(between	the
cheek	and	gum)	the	mouth	should	be	moist.	Offering	the	patient	a	drink	of	water	prior	to	giving	the	medication	can	help	with	absorption.	Instruct	the	patient	to	allow	the	medication	to	completely	dissolve,	and	reinforce	the	importance	of	not	swallowing	or	chewing	the	medication.	Liquid	medications	are	available	in	multidose	vials	or	single-dose
containers.	It	may	be	necessary	to	shake	liquid	medications	if	they	are	suspensions	prior	to	pouring.	Make	sure	the	label	is	clearly	written	and	easy	to	read.	When	pouring	a	liquid	medication,	it	is	ideal	to	place	the	label	in	the	palm	of	your	hand	so	if	any	liquid	medication	runs	down	the	outside	of	the	bottle	it	does	not	blur	the	writing	and	make	the
label	unidentifiable.	When	pouring	liquid	medication,	read	the	dose	at	eye	level	measuring	at	the	meniscus	of	the	poured	fluid.	Always	follow	specific	agency	policy	and	procedure	when	administering	oral	medications.	Figure	15.10	Placing	the	Patient	in	an	Upright	Position	Prior	to	Medication	Administration	Rectal	Medication	Administration	Drugs
administered	rectally	have	a	faster	action	than	the	oral	route	and	a	higher	bioavailability,	meaning	a	higher	amount	of	effective	drug	in	the	bloodstream	because	it	has	not	been	influenced	by	upper	gastrointestinal	tract	digestive	processes.	Rectal	administration	also	reduces	side	effects	of	some	drugs,	such	as	gastric	irritation,	nausea,	and	vomiting.
Rectal	medications	may	also	be	prescribed	for	their	local	effects	in	the	gastrointestinal	system	(e.g.,	laxatives)	or	their	systemic	effects	(e.g.,	analgesics	when	oral	route	is	contraindicated).	Rectal	medications	are	contraindicated	after	rectal	or	bowel	surgery,	with	rectal	bleeding	or	prolapse,	and	with	low	platelet	counts.	Rectal	medications	are	often
formulated	as	suppositories.	Suppositories	are	small,	cone-shaped	objects	that	melt	inside	the	body	and	release	medication.	When	administering	rectal	suppositories,	the	patient	should	be	placed	on	their	left	side	in	the	Sims	position.	See	Figure	15.11	for	an	image	of	patient	positioning	during	rectal	medication	administration.	The	suppository	and
gloved	index	finger	placing	the	suppository	should	be	lubricated	for	ease	of	placement.	Suppositories	are	conical	and	should	be	placed	into	the	rectum	rounded	side	first.	The	suppository	should	be	inserted	past	the	sphincter	along	the	wall	of	the	rectum.	After	placement,	the	patient	should	remain	on	their	side	while	the	medication	takes	effect.	This
time	period	is	specific	to	each	medication,	but	typically	is	at	least	5	minutes.	Make	sure	to	avoid	placing	the	suppository	into	stool.	It	is	also	important	to	monitor	for	a	vasovagal	response	when	placing	medications	rectally.	A	vasovagal	response	can	occur	when	the	vagus	nerve	is	stimulated,	causing	the	patient’s	blood	pressure	and	heart	rate	to	drop,
and	creating	symptoms	of	dizziness	and	perspiration.	Sometimes	the	patient	can	faint	or	even	have	a	seizure.	Patients	with	a	history	of	cardiac	arrhythmias	should	not	be	administered	rectal	suppositories	due	to	the	potential	for	a	vasovagal	response.	Always	follow	agency	policy	and	procedure	when	administering	rectal	medications.,	Figure	15.11
Administering	a	Rectal	Suppository	Another	type	of	rectal	medication	is	an	enema.	An	enema	is	the	administration	of	a	substance	in	liquid	form	into	the	rectum.		Many	enemas	are	formulated	in	disposable	plastic	containers.	Warming	the	solution	to	body	temperature	prior	to	administration	may	be	beneficial	because	cold	solution	can	cause	cramping.
It	is	also	helpful	to	encourage	the	patient	to	empty	their	bladder	prior	to	administration	to	reduce	feelings	of	discomfort.	Place	an	incontinence	pad	under	the	patient	and	position	them	on	their	left	side	in	the	Sims	position.	Lubricate	the	nozzle	of	the	container	and	expel	air.	Insert	the	lubricated	nozzle	into	the	rectum	slowly	and	gently	expel	the
contents	into	the	rectum.	Ask	the	patient	to	retain	the	enema	based	on	manufacturer’s	recommendations.	Enteral	Tube	Medication	Administration	Medication	is	administered	via	an	enteral	tube	when	the	patient	is	unable	to	orally	swallow	medication.	Medications	given	through	an	enteral	feeding	tube	(nasogastric,	nasointestinal,	percutaneous
endoscopic	gastrostomy	{PEG},	or	jejunostomy	{J}	tube)	should	be	in	liquid	form	whenever	possible	to	avoid	clogging	the	tube.	If	a	liquid	form	is	not	available,	medications	that	are	safe	to	crush	should	be	crushed	finely	and	dissolved	in	water	to	keep	the	tube	from	becoming	clogged.	If	a	medication	is	not	safe	to	crush,	the	prescribing	provider	should
be	notified	and	a	prescription	for	alternative	medication	obtained.	Capsules	should	be	opened	and	emptied	into	liquid	as	indicated	prior	to	administration,	and	liquids	should	be	administered	at	room	temperature.	Keep	in	mind	that	some	capsules	are	time-released	and	should	not	be	opened.	In	this	case,	contact	the	provider	for	a	change	in	order.,	As
always,	follow	agency	policy	for	this	medication	administration	procedure.	Position	the	patient	to	at	least	30	degrees	and	in	high	Fowler’s	position	when	feasible.	If	gastric	suctioning	is	in	place,	turn	off	the	suctioning.	See	Figure	15.12	for	an	image	of	a	nurse	positioning	the	patient	prior	to	administration	of	medications	via	a	PEG	tube.	Follow	the	tube
to	the	point	of	entry	into	the	patient	to	ensure	you	are	accessing	the	correct	tube.,	Prior	to	medication	administration,	verify	tube	placement.	Placement	is	initially	verified	immediately	after	the	tube	is	placed	with	an	X-ray,	and	the	nurse	should	verify	these	results.	Additionally,	bedside	placement	is	verified	by	the	nurse	before	every	medication	pass.
There	are	multiple	evidence-based	methods	used	to	check	placement.	One	method	includes	aspirating	tube	contents	with	a	60-mL	syringe	and	observing	the	fluid.	Fasting	gastric	secretions	appear	grassy-green,	brown,	or	clear	and	colorless,	whereas	secretions	from	a	tube	that	has	perforated	the	pleural	space	typically	have	a	pale	yellow	serous
appearance.	A	second	method	used	to	verify	placement	is	to	measure	the	pH	of	aspirate	from	the	tube.	Fasting	gastric	pH	is	usually	5	or	less,	even	in	patients	receiving	gastric	acid	inhibitors.	Fluid	aspirated	from	a	tube	in	the	pleural	space	typically	has	a	pH	of	7	or	higher.,	Note	that	installation	of	air	into	the	tube	while	listening	over	the	stomach
with	a	stethoscope	is	no	longer	considered	a	safe	method	to	check	tube	placement	according	to	evidence-based	practices.	After	tube	placement	is	checked,	a	clean	60-mL	syringe	is	used	to	flush	the	tube	with	a	minimum	of	15	mL	of	water	(5-10	mL	for	children)	before	administering	the	medication.	Follow	agency	policy	regarding	flushing	amount.
Liquid	medication,	or	appropriately	crushed	medication	dissolved	in	water,	is	administered	one	medication	at	a	time.	Medication	should	not	be	mixed	because	of	the	risks	of	physical	and	chemical	incompatibilities,	tube	obstruction,	and	altered	therapeutic	drug	responses.	Between	each	medication,	the	tube	is	flushed	with	15	mL	of	water,	keeping	in
mind	the	patient’s	fluid	volume	status.	After	the	final	medication	is	administered,	the	tube	is	flushed	with	15	mL	of	water.	The	tube	is	then	clamped,	or	if	the	patient	is	receiving	tube	feeding,	it	can	be	restarted.	If	the	patient	is	receiving	gastric	suctioning,	it	can	be	restarted	30	minutes	after	medication	administration.,,	See	Figure	15.13	for	an	image
of	a	nurse	administering	medication	via	an	enteral	tube.	Special	considerations	during	this	procedure	include	the	following:	If	the	patient	has	fluid	restrictions,	the	amount	of	fluid	used	to	flush	the	tube	between	each	medication	may	need	to	be	modified	to	avoid	excess	fluid	intake.	If	the	tube	is	attached	to	suctioning,	the	suctioning	should	be	left	off
for	20	to	30	minutes	after	the	medication	is	given	to	promote	absorption	of	the	medication.	If	the	patient	is	receiving	tube	feedings,	review	information	about	the	drugs	that	are	being	administered.	If	they	cannot	be	taken	with	food	or	need	to	be	taken	on	an	empty	stomach,	the	tube	feeding	running	time	will	need	to	be	adjusted.	Be	sure	to	document
the	amount	of	water	used	to	flush	the	tube	during	the	medication	pass	on	the	fluid	intake	record.	If	the	patient	has	a	chronic	illness	or	is	immunosuppressed,	sterile	water	is	suggested	for	use	of	mixing	and	flushing	instead	of	tap	water.	Enteric-coated	medications	and	other	medications	on	the	“Do	Not	Crush	List”	should	not	be	crushed	for	this
procedure.	Instead,	the	prescribing	provider	must	be	notified	and	an	order	for	a	different	form	of	the	medication	must	be	obtained.	If	the	tube	becomes	clogged,	attempt	to	flush	it	with	water.	If	unsuccessful,	notify	the	provider	and	a	pancreatic	enzyme	solution	or	kit	may	be	ordered	before	a	new	tube	is	placed.	Figure	15.12	Fowler’s	Position	for
Administering	Medications	via	a	Tube	Figure	15.13	Administering	Medication	via	a	Gastric	Tube	Preventing	Medication	Errors	Medication	errors	can	occur	at	various	stages	of	the	medication	administration	process,	beginning	with	the	prescribing	provider,	to	the	pharmacist	preparing	the	medication,	to	the	pharmacy	technician	stocking	the
medication,	to	the	nurse	administering	the	medication.	Medication	errors	are	most	common	at	the	ordering	or	prescribing	stage.	Typical	errors	include	the	prescribing	provider	writing	the	wrong	medication,	wrong	route	or	dose,	or	the	wrong	frequency.	These	ordering	errors	account	for	almost	50%	of	medication	errors.	Data	shows	that	nurses	and
pharmacists	identify	anywhere	from	30%	to	70%	of	medication-ordering	errors.	One	of	the	major	causes	for	medication	errors	is	a	distraction.	Nearly	75%	of	medication	errors	have	been	attributed	to	this	cause.	To	minimize	distractions,	hospitals	have	introduced	measures	to	reduce	medication	errors.	For	example,	some	hospitals	set	a	“no-
interruption	zone	policy”	during	medication	dispensing	and	preparation	and	ask	health	care	team	members	to	only	disrupt	the	medication	administration	process	for	emergencies.	To	reduce	medication	errors,	agencies	are	also	adopting	many	initiatives	developed	by	the	World	Health	Organization	(WHO),	the	Institute	for	Safe	Medication	Practices
(ISMP),	the	Institute	of	Medicine	(IOM),	and	several	other	organizations.	Initiatives	include	measures	such	as	avoiding	error-prone	abbreviations,	being	aware	of	commonly	confused	medication	names,	and	instituting	additional	safeguards	for	high-alert	medications.	Student	nurses	must	also	be	aware	of	conditions	that	may	contribute	to	making	a
medication	error	during	their	clinical	courses.	Read	more	about	initiatives	to	prevent	medication	errors	in	the	hyperlinks	and	videos	provided	below.	For	more	information	about	preventing	medication	errors	as	a	student	nurse,	visit	IMSP’s	Error-Prone	Conditions	that	Lead	to	Student	Nurse-Related	Errors.	When	you	prepare	to	administer
medications	to	your	patients	during	clinical,	your	instructor	will	ask	you	questions	to	ensure	safe	medication	administration.	Watch	a	video	of	an	instructor	asking	a	student	typical	medication	questions.	Reporting	Medication	Errors	Despite	multiple	initiatives	that	have	been	instituted	to	prevent	medication	errors,	including	properly	checking	the
rights	of	medication	administration,	medication	errors	happen.	Examples	of	common	errors	include	administering	the	wrong	dose	or	an	unsafe	dose,	giving	medication	to	the	wrong	patient,	administering	medication	by	the	wrong	route	or	at	the	incorrect	rate,	and	giving	a	drug	that	is	expired.	If	a	medication	error	occurs,	the	nurse	must	follow
specific	steps	of	reporting	according	to	agency	policy.	In	the	past	when	medication	errors	occurred,	the	individual	who	caused	it	was	usually	blamed	for	the	mishap	and	disciplinary	action	resulted.	However,	this	culture	of	blame	has	shifted,	and	many	medication	errors	by	well-trained	and	careful	nurses	and	other	health	care	professions	are	viewed	as
potential	symptoms	of	a	system-wide	problem.	This	philosophy	is	referred	to	as	an	institution’s	.	Thus,	rather	than	focusing	on	disciplinary	action,	agencies	are	now	trying	to	understand	how	the	system	failed	causing	the	error	to	occur.	This	approach	is	designed	to	introduce	safeguards	at	every	level	so	that	a	mistake	can	be	caught	before	the	drug	is
given	to	the	patient,	which	is	often	referred	to	as	a	“near	miss.”	For	an	agency	to	effectively	institute	a	safety	culture,	all	medication	errors	and	near	misses	must	be	reported.	When	a	medication	error	occurs,	the	nurse’s	first	response	should	be	to	immediately	monitor	the	patient’s	condition	and	watch	for	any	side	effects	from	the	medication.
Secondly,	the	nurse	must	notify	the	nurse	manager	and	prescribing	provider	of	the	error.	The	provider	may	provide	additional	orders	to	counteract	the	medication’s	effects	or	to	monitor	for	potential	adverse	reactions.	In	some	situations,	family	members	of	the	patient	who	are	legal	guardians	or	powers	of	attorney	should	also	be	notified.	Lastly,	a
written	report	should	be	submitted	documenting	the	incident,	often	referred	to	as	an	.	Incident	reports	are	intended	to	identify	if	patterns	of	errors	are	occurring	due	to	system-wide	processes	that	can	be	modified	to	prevent	future	errors.	For	more	information	about	safety	culture,	visit	the	following	section	of	the	“Legal/Ethical”	chapter	in	Open	RN
Nursing	Pharmacology.	Life	Span	Considerations	Children	It	can	be	difficult	to	persuade	children	to	take	medications.	It	is	often	helpful	for	medications	to	be	prescribed	in	liquid	or	chewable	form.	For	example,	droppers	are	used	for	infants	or	very	young	children;	the	medication	should	be	placed	between	the	gum	and	cheek	to	prevent	aspiration.
Mixing	medication	with	soft	foods	can	also	be	helpful	to	encourage	the	child	to	swallow	medications,	but	it	is	best	to	avoid	mixing	the	medication	with	a	staple	food	in	the	child’s	diet	because	of	potential	later	refusal	of	the	food	associated	with	medication	administration.	It	can	be	helpful	to	offer	the	child	a	cool	item,	such	as	a	popsicle	or	frozen	fruit
bar,	prior	to	medication	administration	to	numb	the	child’s	tongue	and	decrease	the	taste	of	the	medication.	Other	clinical	tips	for	medication	administration	include	asking	the	caregiver	how	the	child	takes	medications	at	home	and	mimicking	this	method	or	asking	the	caregiver	to	administer	the	medication	if	the	child	trusts	them	more	than	the
nurse.	Oral	syringes	(without	needles	attached)	may	be	used	to	administer	precise	dosages	of	medication	to	children.		See	Figure	15.14	of	a	nurse	administering	oral	medication	to	a	child	with	an	oral	syringe.	When	administering	medication	with	an	oral	syringe,	remember	to	remove	the	cap	prior	to	administration	because	this	could	be	a	choking
hazard.	It	is	also	important	to	educate	the	caregiver	of	the	child	how	to	properly	administer	the	medication	at	the	correct	dosage	at	home.	Figure	15.14	Administering	Oral	Medication	Using	an	Oral	Syringe	to	a	Child	Older	Adults	Many	older	adults	have	a	“polypharmacy,”	meaning	many	medications	to	keep	track	of	and	multiple	times	these
medications	need	to	be	taken	per	day.	Nurses	should	help	patients	set	up	a	schedule	to	remember	when	to	take	the	medications.	Organizing	medications	in	medication	boxes	by	day	and	time	is	a	very	helpful	strategy.	See	Figure	15.15	of	a	medication	box.	Nurses	can	suggest	to	patients	to	have	all	medications	filled	at	the	same	pharmacy	to	avoid
drug-drug	interactions	that	can	occur	when	multiple	providers	are	prescribing	medications.	Older	adults	often	have	difficulty	swallowing,	so	obtaining	a	prescription	for	liquid	medication	or	crushing	the	medication	when	applicable	and	placing	it	in	applesauce	or	pudding	is	helpful.	Allow	extra	time	when	administering	medication	to	an	older	adult	to
give	them	time	to	ask	questions	and	to	swallow	multiple	pills.	Monitor	for	adverse	effects	and	drug	interactions	in	older	adults,	who	are	often	taking	multiple	medications	and	may	have	preexisting	kidney	or	liver	dysfunction.	Be	sure	to	address	the	economic	needs	of	an	older	adult	as	it	relates	to	their	medications.		Medications	can	be	expensive	and
many	older	adults	live	on	a	strict	budget.	Nurses	often	advocate	for	less	expensive	alternatives	for	patients,	such	as	using	a	generic	brand	instead	of	a	name	brand	or	a	less	expensive	class	of	medication.	Be	aware	that	an	older	adult	with	financial	concerns	may	try	to	save	money	by	not	taking	medications	as	frequently	as	prescribed.		Also,	the	older
adult	may	“feel	good”	on	their	medications	and	think	they	don’t	need	to	monitor	or	take	medications	because	they	are	“cured.”	Reinforce	that	“feeling	good”	usually	means	the	medication	is	working	as	prescribed	and	should	continue	to	be	taken.	Finally,	empower	patients	to	take	control	of	managing	their	health	by	providing	education	and	ongoing
support.	Figure	15.15	Medication	Box	A	written	prescription	that	is	followed	until	another	order	cancels	it.	A	prescription	for	medication	to	be	administered	when	it	is	requested	by,	or	as	needed	by,	the	patient.	Standing	orders	are	standard	prescriptions	for	nurses	to	implement	for	patients	in	clearly	defined	circumstances	without	the	need	to	notify	a
provider.	A	one-time	order	is	a	prescription	for	a	medication	to	be	administered	only	once.	A	stat	order	is	a	one-time	prescription	that	is	administered	without	delay.	an	order	in	which	the	medication	dose	is	either	progressively	increased	or	decreased	by	the	nurse	in	response	to	the	patient's	status	an	order	that	reflects	that	medication	should	be
administered	at	regular	time	intervals,	such	as	every	six	hours,	to	maintain	consistent	levels	of	the	drug	in	the	patient's	bloodstream	Medication	administration	record	contained	in	a	patient’s	chart.	Electronic	medication	administration	record	contained	in	a	patient’s	electronic	chart.	A	culture	established	in	health	care	agencies	to	empower	staff	to
speak	up	about	risks	to	patients	and	to	report	errors	and	near	misses,	all	of	which	drive	improvement	in	patient	care	and	reduce	the	incident	of	patient	harm.	A	report	submitted	per	agency	policy	used	to	document	the	events	surrounding	a	medication	error.
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