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Policy

All medications in St. Attracta’s Residence shall be administered in a safe and legal manner to maximise resident safety and wellbeing. Medicines make a significant contribution to the health of people who live in residential services. The benefits of medicines are accompanied by risks and a quality-use-of-medicines approach increases the benefits of good health outcomes.
Medicines management, monitoring and review as part of a quality use-of-medicines approach, aims to reduce the medicine related incidents, adverse events and inappropriate prescribing among people who are at risk due to the nature of their illness, the characteristics of the medicines they are taking, the complexity of their medicines regime or any other factors.

Medicines management covers a number of tasks including assessing, supplying, prescribing, dispensing, administering, reviewing and assisting people with their medicines. Residential services have overall responsibility to ensure that the residents receive effective and safe support to manage their medicines when such assistance is required.

1.0 Responsibility, Multidisciplinary involvement

2.1 
Resident/representative
The resident or their representative is included in the multidisciplinary team and kept informed of medicine –related aspects of their care.

2.2  
Director of Nursing
· Engages the services of health professionals (e.g. pharmacists, general practitioners, registered nurses, dieticians etc.) to support safe resident focused medicines management. Each resident has access to the services of a pharmacist of their choice.

· Ensures there are sufficient appropriately qualified staff to meet the needs of the residents.

· Ensures there are appropriate quality and risk management activities to support safe medicines management.

· Audit medication practices, ordering, supply, administration, storage & documentation to monitor practice. Provide feedback to nurses on any non- compliances identified and implement rectification

· Ensure all medication incidents (including near misses), and suspected adverse reactions are recorded, reported and analysed within in an open culture of repeating. The lessons learnt are used to improve each resident’s safety and to prevent recurrence. 

2.3
Prescribing- Medical Practitioner (e.g. GP): 

· Maintains current evidenced based knowledge of medicines relevant to the care of older adults

· Provides timely, legible, accurate and legal medicine prescriptions that meet the individual needs of the residents.

· Updates & signs prescription kardex in a timely fashion to reflect changes, additions or discontinuation of medication. 

· Considers non-pharmaceutical alternatives 

· Liaises with the pharmacist and St. Attracta’s Residence nurses regarding medicine prescriptions as necessary

· Liaises with the multidisciplinary team to ensure appropriate ongoing care to residents

· Provides advice and direction to staff regarding the medicines, administration, monitoring and management

· Documents, diagnosis and treatment rational in residents clinical file

· Participates in medicines reconciliation for residents

· Participates in multidisciplinary medicine reviews at least 3 monthly

· Provides learning opportunities for staff related to resident diagnosis and medicines management 

2.4
Dispensing Pharmacist 

· Maintains correct evidence based knowledge of medicines relevant to the care of older people
· Accurately dispenses and labels medicines according to prescription, legislation, regulations and guidelines
· Liaises with the prescriber regarding medicine prescriptions as necessary
· Ensures timely supply/delivery/of medicines ordered for residents to ensure appropriate ongoing care
· Provides advice and information regarding medicines and safe medicine management processes
· Ensures continuity of medicine supply for residents transferring in and out of the facility
· Participates in medicines reconciliation for residents
· Is actively involved in risk management activities related to safe medicines management, including review of policy & procedures
· Ensures safe and timely removal of expired, unused, damaged medicines
· Provides staff training regarding medicines and safe management
2.5 
Administration – Registered Nurse

· Maintain current evidence based knowledge relevant to the care of older adults

· Updates medicine management education via HSELand medication management module annually

· Delivers medication practices abiding by The Code of Professional Conduct and Ethics (Bord Altranais agus Cnaimhseachais na hEireann Nursing and Midwifery Board of Ireland 2014) 

· The Nurse is accountable to the resident, the public, the regulatory body, their employer and any relevant supervisory authority and relates to both actions and omissions.
· Assess and identifies possible individual risk factors related to medicines

· Monitors changes in health status and responds accordingly

· Identifies signs & symptoms indicating adverse medicine reactions

· Liaises with the DON & or CNM and the multidisciplinary team to provide services that meet the needs of the resident

· Participates in multidisciplinary medicines reviews

· Documents information regarding medicines and their effects on the resident on Vcare progress notes

· Contacts the prescriber regarding changes in health status where necessary

· Participates in medicines reconciliation for residents

· Is actively involved in quality and risk management activities related to safe medicines management, including review of policy & procedure

· Provides learning opportunities & clinical support for new staff  

· Report and record any observed errors or near-misses in relation to medication administration and management, including any untoward occurrences or anything they are not comfortable with.

· Promote resident independence and autonomy encouraging and facilitating self- administration where the risks have been assessed and the competence of the resident to self- administer is confirmed. Any changes to the risk assessment are recorded in the resident record and the arrangements for self-administering medications are kept under review. Appropriate safe and secure storage will be provided for the residents medicines and access is limited to that resident and appropriate staff members.

· For the safe administration of medication following the 7 rights of medication administration 

1. The right medication:

· Matching the prescription order against the label of the dispensed medication or the medication image on the medication administration record to the contents and label of the bio-dose pot.

· Being aware of look-alike and similar sounding and appearance of medications

· Best practice indicates using generic names of medication whenever possible

2. The right resident

· Being certain of the identity of the individual who is receiving the medication
· Asking the resident to state his name
· Maintaining a photo of the resident on the Prescription kardex to enable clarification 
3. The right dosage

· Considering if the dosage is appropriate based on age ,sixe, vital signs or other variables

· If it is necessary to measure the dose (i.e. liquid form) the appropriate equipment should be used

4. The right Form
· Ensuring the correct form, route and administration method of the medication are as prescribed

· If this is not indicated on the prescription or on the label it should be clarified with the prescriber as many medications can be given in various routes.

5. The right time

· Ensuring the correct timing, frequency and duration of the prescribed order
· The timing of doses of medications can be crucial for maintaining specific therapeutic blood levels (e.g. antibiotics) and avoiding interactions with other medications
· Accurately documenting medication administration times
6. The right documentation

· Ensure the medication identified for administration is signed by the prescribing doctor on the  prescription kardex.

· If a fax direction has been received ensure a copy of the GMS prescription is attached to the residents kardex for reference

· Ensure signing of the medication administration (MARS sheet) is completed by the administering nurse at the time administration took place.

· Ensure the appropriate codes for non- administration are documented in the event that prescribed medication is not administered at the prescribed time

· R=refused

· H=Resident in hospital

· N= Nausea ( resident unable to take due to nausea)

· L= Leave (resident on leave from the home)

· D= destroyed

· D/C = discontinued

· W= withheld or other reason

7. Right Reason

Understand the intended purpose of the medicines to be administered.

8. Right Assessment

· Properly assess resident and tests to determine if the medication is safe and appropriate

· If deemed unsafe or inappropriate notify prescribing GP and document notification.

· Document that medication was not administered and the reason 

9 Right Evaluation

· Assess resident for any adverse side effects. 

      • Assess patient for effectiveness of medication. 

      • Compare patient’s prior status with post medication status

    . • Document patient’s response to medication 
10.  The right to refuse
· Residents have the right to refuse medication. In such cases the nurse should attempt to encourage the resident to take their medication stating the reason they are prescribed it in the first instance making sure it is explained in a way that is understandable to the resident. Should refusal be the decision of the resident the nurse should ensure the potential consequences of NOT taking the medicine are explained in a supportive non- judgemental manner. Resident refusal should be documented in their nursing progress notes stating the reason the resident refused and the advice given by the nurse. The MARS sheet should also be completed using the code R.

 2.6
Clinical Nurse Manager: 

· Maintaining medication stock levels

· Review and manage in conjunction with the DON any medication-related incidents

· Monitor registered nurse practice, provide guidance, support and education as required

· Ensure appropriate induction, supervision and training on the Bio-dose system following initial training from O’Donnells pharmacy

· Audit medication administration records of residents to monitor documentation practice provide feedback to nurses on any non- compliances identified and implement rectification

3.0
Principles 


Medications in St. Attracta’s Nursing Home are handled according to the requirements of the following legislation

· Irish Medicines Board Miscellaneous Provisions Act 2006

· Medicinal Products (Prescription and Control of Supply) Regulations 2003, (S.I. 540 of 2003)

· Misuse of Drugs Acts 1977 and 1984

3.1
Nursing staff shall abide by The Code of Professional Conduct and Ethics for each Nurse and Midwife (Bord Altranais agus Cnaimhseachais na hEireann Nursing and Midwifery Board of Ireland 2014) and shall be familiar with the Nurse Prescribing Regulations Health Act 2007 

3.2
All medicines, including scheduled controlled drugs and excluding those for self-medication, shall be administered by a registered nurse.

3.3
All medication prescribed may be handwritten by the GP, or computer generated.  Both hand written and computer generated shall be signed by the GP or hospital Doctor, and shall contain: 
·   Information shall be legibly written in black ink or clearly printed 

·   The date of prescribing

· Resident’s name, Date of Birth 

· Resident’s Weight 

· Any known allergies

 3.4
Medication administration in St. Attracta’s Nursing Home shall use the Bio-dose system for dispensing and storage of medications.  The Administration times on the medication administration record and the prescription sheet shall be color coded.

3.5
The administration trays shall include a copy of the residents photograph & date of birth at the front edge of each tray. A tray consists of 28 individual sealed removable pods. Each pod has the name of the resident the date & time administration is required and the name of the medication contained in the pod. The sealed pods are colour coded to reflect the required time of administration. The trays are stored in a locked trolley that is also colour coded to reflect the time the medication is due. The trolleys are secured to the wall of the treatment room with heavy chains when not in use.  

3.6
Drug administration trolleys are colour coded to reflect the time of medication administration.

· Red Morning 8am to 10am

· Green Lunch 1200hrs to 1400hrs

· Blue Late afternoon 1700hrs

· Purple Night 2100hrs

3.6a

Nurses completing drug rounds will wear red ‘Do Not Disturb Drug Round In Progress’ tabards. This 
is to discourage staff from disturbing them during medication administration to reduce the risk of 
potential errors. The red tabards are to be kept in the treatment room hung beside the medication 
trolley. 

 3.7
The nurse shall ensure that the seals on the pods show no evidence of being tampered with prior to administration.  

 3.8
The nurse shall be aware of the therapeutic uses of the medicine to be administered, its normal dosage, side effects, precautions and contra-indications.  The Medication Administration Record shall have a color copy photograph of the medication where available alongside the name of the medication.  Where further information is required, the nurse shall consult the British National Formulary (BNF), Irish Monthly Index of Medical Specialties (MIMS) or Summary of Product Characteristics. Under no circumstances shall a registered nurse administer medication that is not known to them. 

 

3.9
The expiration date of the medication shall be checked by the pharmacist prior to the delivery of the medications and a disclaimer signed to ensure that the medication is within expiry period. 

3.10
The nurse shall practice good hand hygiene and cross-infection control techniques during the dispensing of medications. Hand sterilizing gel will be available on the medication trolley, it is the responsibility of the administering nurse to ensure it is available for use during the medication round.

3.11
The nurse shall check the Residents Prescriptions sheet to ensure the following: 

· Date of Prescription

· Medication 

· Indication

· Dosage

· Route/method of administration

· Time of Administration 

· Diluent as appropriate

· Validity of prescription 

· Signature of General Practitioner


The nurse shall check the resident’s allergies stated at the top of the prescription sheet 

3.12
The nurse shall confirm the identity of the resident with certainty. All residents shall have an up-to-date colour photograph which is a true likeness attached to their prescriptions sheet, medication administration record and pod tray, unless the resident expresses a preference not to. Prior to administration the nurse will ask the resident for their name to establish the correct resident. The nurse shall be educated to know that if in doubt then supporting verification for other staff should be sought. 

3.13
All medicines shall be administered by a registered nurse with the exception of medications which are self-administered. Any resident wishing to self-administer medications will have a completed risk assessment in their file demonstrating capacity to safely self-administer their own medications.

3.14
The nurse shall open the correct pod (administration date, time and color) and check the medications against the residents Prescription sheet and the Medication Administration Record to ensure that all medication is present and correct. Where there is a discrepancy they shall document this and inform the pharmacy via the incident reporting form.

4.0
Oral administration

4.1
Where the medication is oral drug administration, the nurse shall give the medication to the resident  with water or fluid or yogurt of the residents choice. Porridge may be used to take tablets with but only with residents consent. The nurse shall ensure that the medication is taken and swallowed. Where effervescent tablets are being administered the nurse shall dissolve the prescribed medication in   cold water, the nurse shall ensure that the tablet is fully dissolved before offering to the resident.

4.2
If the resident suffers from swallowing difficulties or expresses difficulty in swallowing tablets, medication will be administered by the nurse with food e.g. porridge or yogurt, unless there is a contraindication to state otherwise, and with the residents consent or at the residents request. 

5.0
Topical administration
5.1
Where the medication is to be given via topical route the nurse shall ensure that the residents privacy & dignity is upheld during application of the cream/ointment.

5.2
Where the medication is to be rubbed into the skin it shall be applied to a clean wound swab or clean gloves and rubbed gently to the required area. Gloves shall be removed immediately after application and disposed of in the bin.

5.3
Where the preparation may cause staining the resident will be advised prior to application.

5.4
Details of the administration shall be documented on the residents MARS sheet. 

6.0
Inhalation administration

6.1
Where the medication is to be given via inhalation the medication shall be checked prior to administration.

6.2
The resident shall be positioned in an upright position to enable maximum expansion of the diaphragm 

6.3
One drug shall be administered at a time unless specific instructions to the contrary are provided 

6.4
All equipment shall be washed with soap and water every 24hrs and left to air dry and be used by one resident only. Single use equipment will be disposed of after each use. The aim shall be to minimize the risk of infection 

6.5
Use of inhalers shall follow manufacturer’s instructions.  The nurse shall ensure that the resident is appropriately educated to correctly use the inhaler. 

6.6
Details of administration shall be documented in the medication administration record. 

7.0
Suppository or pessary administration

7.1
Where the medication is to be given via suppositories or pessaries the drug shall be selected and the expiry date checked.

7.2
The environment shall be prepared to uphold the resident’s privacy and dignity. The room door/curtains shall be closed, and the resident shall be covered as much as possible. The nurse shall explain the procedure to the resident and ensure that the resident provides informed consent for the procedure. 

7.3
The resident’s identity shall be checked, and their knowledge of the medication being offered.  Where relevant, a full explanation of the use, action, administration route, dose and potential side-effects of the drug shall be provided. 

7.4
The resident shall be positioned to facilitate ease of access for the drug.


 The nurse shall wash their hands and put on gloves.


 The drug shall be administered. 


The resident shall be made comfortable, and a clean sanitary pad applied if appropriate. 


Gloves shall be removed and disposed of in the clinical waste bin.


Details of administration shall be documented in the medication administration

8.0
Transdermal administration

8.1
Where the medication is to be given via transdermal patch Nurses shall select the required patch and check the expiry date. 


The environment shall be prepared to uphold the resident’s privacy.

8.2
Remove any existing patch from the resident. The removed patch is to be cut into quarters and disposed of in the purple topped medication clinical waste box   Observe the residents skin for any local signs of adverse reaction to the patch e.g. redness, rash, swelling, blister.  If any reaction is evident contact the GP prior to re-applying the next patch.

8.3
Alternate the position of the patch.  For example, if the previous patch was placed on the right deltoid area then place the new patch on the left deltoid area for process of alteration of sites.

8.4
Avoid placing the patch on an area of skin that is broken or appears to be irritated.

8.5
Place the patch on an area where the resident is less likely to remove it e.g. on the back. Consideration must be given to the cognitive state of the resident and should a risk assessment be required if the patch is considered a potential choking risk if ingested then this should be completed.

8.6
The date the patch is applied will be written directly onto the patch prior to being applied.

8.7
Details of administration shall be documented in the medication administration record including documenting the site of administration.

9.0
Ear Drops

9.1
The staff nurse shall check the ear drops for the following:

· Expiry date
· colour changes

· sedimentation 

9.2
Where any of the above are noted, or any other indication of deterioration occurs, the solution shall be discarded and a prescription for new ear drops requested if required.

9.3
The resident shall be positioned to ensure the ear is accessible. 


The staff nurse shall wash perform hand hygiene 


Ear drops shall be inserted in the following manner:

· Each ear shall be treated separately. Drops and ointments shall only be used in the ear for which they are prescribed. 

· To prevent any undue trauma to the resident the ear drops can be warmed to body temperature.

· The cartilaginous part of the pinna shall be pulled upwards and backwards

· The drops shall be administered in the direction of the external canal

· The nurse shall encourage the resident to lie still for two minutes to allow the medication to reach the ear drum and be absorbed

· Following the procedure, the nurse shall ensure that the resident is comfortable.  

· Details of the procedure shall be documented in the resident’s record/medication kardex. 

10.0
Eye Drops

10.1
The staff nurse shall check the eye drops for the following:
· Expiry date
· colour changes

· sedimentation 

10.2
Where any of the above are noted, or any other indication of deterioration occurs, the solution shall be discarded and a prescription for new eye drops requested if required.

10.3
The nurse shall position the resident appropriately to ensure the eye is accessible. The residents shall be positioned lying or sitting with their head tilted backwards and chin pointing upwards this allows the solution to run away from the tear duct and the other eye preventing contamination. The resident shall be instructed to look upwards. 

The staff nurse shall perform hand hygiene. 


The eye drops shall be administered. If more than one medication is to be administered there shall be at least thirty seconds between each as the eye can hold only one drop at a time.  

Following the procedure, the staff nurse shall ensure that the resident is comfortable. 


Details of the procedure shall be documented in the resident’s record/medication carded. 

11.0
Administration via enteral tube

11.1
Where the medication is to be administered via enteral tube, it shall be administered as per policy HS-026 Enteral Feeding.  

12.0
Administration of Crushed Medication.  

12.1
Where a staff identifies that residents are having difficulty with solid oral medication, the resident shall be referred for a swallowing assessment by a Speech and Language Therapist. 

12. 2
Where the SALT determines that the resident cannot swallow solid oral medication, the nurse shall speak with the pharmacist regarding alternative drugs or alternative access routes. 

12.3
Where alternative drugs or access routes are not available, the GP shall advise regarding the crushing of medications. St. Attracta’s Nursing Home acknowledges that when a medication is crushed its use is then outside of its licensed conditions.

12.4
Direction to crush medication shall only be accepted from the resident’s GP.  The GP shall document that the medication is to be crushed on the prescription sheet.  Where there is any change to the residents’ medication this shall require the GP to create a new prescription for the resident. 

12.5 
Some medicines are formulated to release the medicine in a controlled manner over a defined dosing period, usually 12 to 24hrs. Crushing these medicines may result in altered absorption or an unintended large bolus dose. Medicines labeled with the terms below are slow release and should not be crushed without pharmacist advice.

· CR= controlled release

· SR= sustained release

· MR= modified release

· CD= controlled delivery

· LA= long acting

· HBS= Hydrodynamically balance system 

· EC= enteric coated

12.5
The resident shall be facilitated to be involved in the decision for medication to be crushed. 

12.6
Medication shall be crushed using a suitably manufactured tablet crusher, or pestle and mortar.  It shall then be added to a small amount of foodstuff or cool water, dependent on the resident’s preference.  

12.7
Details of administration shall be documented in the medication administration record. 

13.0 
Medication Administration via Subcutaneous or Intramuscular Routes 

13.1
Subcutaneous injections:

The injection is given into the residents’ subcutaneous tissue under the dermis and administers small volumes up to 2mls. Only medicines that will not damage tissue are used.

13.2
Sites that can be selected
· Over the deltoid muscle

· Abdomen below umbilicus

· Interior aspect of the thigh

· Ventrodorsal gluteal area

· Alternate insertion sites and document appropriately

13.3
The necessary equipment shall be collected, checked and prepared and placed in a clean administration tray with holder for sharps box. 

13.4
The drug shall be selected in the appropriate volume, dilution or dosage and prepared.  The expiry date shall be checked.  


The resident’s identity shall be checked, and their knowledge of the medication being offered. 

13.5
Injection will be administered as follows:

· Standard needle 25gauge and 16mm depth

· Select site

· Pinch area of tissue

· Insert needle at 30-45degrees

· Slowly inject medicine

· Withdraw needle and dispose of it in sharps box

14.0

Intramuscular injections

14.1
This injection involves injecting into deep muscle 


Sites that can be selected

· Ventrogluteal (is the preferred site) with the second choice being the vastus lateralis

· Over the deltoid

· Dorso gluteal (gluteus maximus)

14.2
The needle size is chosen based on the amount of subcutaneous tissue at the chosen insertion site.

14.3
The drug shall be selected in the appropriate volume, dilution or dosage and prepared.  The expiry date shall be checked.  


The resident’s identity shall be checked, and their knowledge of the medication being offered.  

· Insert needle at 70 – 90 degrees

· Aspirate needle to check if blood vessel hasn’t been punctured

· If blood appears, withdraw, discard and start again

· Slowly administer medicine

· Wait 5 seconds before withdrawing

· Withdraw needle and dispose of appropriately in sharps box

· Never recap a needle

· Do not swab or massage any injection sites

15.0

Subcutaneous Fluids

15.1
Residents with reduced oral intake may require fluid supplementation using subcutaneous fluids. 

15.2
When giving subcutaneous fluids:

· Change the site and giving set every 72hrs unless signs and symptoms of infection

· Administer as per GP prescription

· Observe for signs of circulatory overload which can occur from accidental delivery of excess fluid and/or an overestimation of the residents circulatory capacity:

· Ensure the fluid is administered at the prescribed rate

· Ensure roller clamp over burette is closed when fluids are commenced

· Assess residents fluid balance on each shift

· Early signs of circulatory overload include:

· Raised blood pressure

· Tachycardia

· Wheeze, dyspnea and orthopnea

· Confusion in the older adult

· Late signs include:

· Dependent oedema

· Nausea

· Vomiting

· Headache

· Frothy pink tinged sputum

· Oliguria

· Actions to take:

· Stop or slow the infusion

· Contact residents GP

· Monitor vital signs

16.0
Medication Administration Compliance Aids (Biodose system)

16.1
Solid, oral medications may be administered by using a pharmacy-supplied compliance aid. 

16.2
 Medications prepared in this manner shall be administered by a nurse only. 

16.3`
The bio-dose system shall not be used in the following circumstances or for the following medications: 

· Where the range and type of medications is extensive or changes frequently (e.g. warfarin)

· For the administration of P.R.N. medications 

· Where the professional judgement of the nurse is required in respect of omission of a medication dose
· Medications used for a short duration of treatment i.e antibiotics

16.4
The nurse shall be aware of all medications supplied in the compliance aid and of their relation to the resident’s care plan. The professional judgement of the nurse shall remain the guiding factor when these systems are utilized.

16.5
The ability of the nurse to quickly and correctly identify a specific medication among several medications in the pot is essential. References and resources shall be readily accessible for the nurse to confirm prescribed medication in the compliance aid with identifiable drug information physical description of the medication.  (ABA 2007) An identification list of all medications shall be kept on the drugs trolley. Nurses shall be able to identify medications if they are accidentally dropped.  

16.6
The compliance aid shall be dispensed by O’Donnells pharmacy.  It shall be labeled in accordance with statutory labeling requirements to enable identification of individual medications. 

16.7
Details of administration shall be documented in the medication administration record. 

17.0
Withholding Medications 

17.1
Nurses shall exercise professional judgement to withhold a drug if relevant for a specific resident where they consider that it is clinically indicated. The nurse shall discuss this with other members of the nursing staff and /or the interdisciplinary team (e.g. pharmacist). 

17.2
Where medication is withheld or not administered, the nurse shall document details of the drug withheld, and the reason that it was withheld in the administration box of the MAR as follows:

· R= refused

· N =nausea or vomiting

· W/other = withheld

· H =hospital

· D =destroyed

· D/C = discontinued

· L = Leave, resident on leave or out

17.3
The nurse shall document any medications not administered and reason in the progress notes in VCare Complete and note its non administration on the medication communication sheet in the medication Kardex. The resident’s GP shall be informed and requested to review the resident and their medications if it is evident that particular medication is declined or not taken for 48hrs. 

18.0
Non-Administration

18.1
Where residents refuse medication, the nurse shall establish the reason for the refusal. The nurse shall explain the purpose, use and effects of the medication. 

18.2
Where the resident continues to refuse the drug, their decision shall be respected.  The drug shall not be administered. 

18.3
Where the resident refuses the medication, the nurse shall document the refusal in the MAR record.  The code R = refused, shall be documented on the medication administration record and the nurse shall document the refusal in the progress notes of the residents and any details discussed with the resident relevant to this. 

18.4
The resident’s GP shall be informed and requested to review the resident and their medications if refusal of medications continues over 48hrs. 

18.5
Any doses of medication removed from the pod system, but not administered shall be disposed of in a purple top box (dupes box) and stored in a locked cupboard in the treatment room. This will then be collected by SRCL clinical waste company on a periodic basis. Medication placed in the dupes box will be documented in the medication not administered book in the treatment room and signed by the nurse doing so. Medication that has expired or is out of date or has been stopped will be returned to O’Donnells pharmacy and be collected by them on a 6weeklybasis. The pharmacist shall sign the drug returns book upon each collection of returned medication. 

18.6
Any medication dropped or damaged or discontinued prior to administration shall be disposed of in the dupes box.

18.7
Medication cups shall be washed in the dishwasher or be disposable in line with infection control  standards. 

19.0
Administration of PRN Medication ( Pro re nata ) as needed.
19.1
A PRN medication is a medication that is ordered by a practitioner to be administered on an “as needed” basis according to written parameters of the practitioner. This includes over-the-counter medications requested by the resident. The parameters must include the reason for administration, and the time or frequencies at which to administer the medication.  If the PRN medication is written with a repeat order, clarification must be sought as to the number of times a repeat dose may be administered in a given time frame. PRN medication must be recorded on the medication administration record (MAR) with the time given and signed by the administering nurse. PRN medication(s) may be in any drug classification, and may include but are not limited to the following: 

• Analgesics ,• Anti-inflammatory drugs • Sedatives or hypnotics • Antipsychotic medications • Respiratory tract drugs • Gastrointestinal tract drugs.  

19.2
Any PRN medication that has been given regularly over the period of the last month should be reported to the GP for reassessment for routine scheduled use.
20.0
Provision of Information to the Resident
20.1
Residents shall be provided with information about their medications in a manner which they shall understand. 

20.2
Dependent on the ability of the resident to comprehend, the following information may be provided: 

· The expected mechanism of action of the medicinal product

· Potential side effects

· Possible interactions of the medicinal product with other medications, particular foods or other substances

· Precautions or instructions to follow, including time, route, and method of administration and storage of medicinal products

· Significance of adherence to prescribed therapy (duration and frequency)

20.3
Residents shall be advised to inform the nursing staff if they have any concerns regarding the medications. 

21.0
Medication related incidents and Adverse Drug Reactions
21.0
All medication related incidents, (including near misses), and suspected adverse reactions are recorded, reported and analysed within an open culture of reporting. The lessons learnt are used to improve each resident’s safety and to prevent reoccurrence. HIQA (2016) 3.4.8.  All staff shall be educated on the importance of reporting any medication incidents. Incidents include wrong resident, wrong medicine, wrong dose/strength/duplication, wrong time, omissions, wrong route, and errors in packaging. 

21.2
All staff shall be educated on the importance of reporting medication incidents, and the type of incidents they are expected to report 

21.3
The nurse shall establish that a medication error /overdose has occurred and assess the level of error to indicate the action required. The Director of Nursing shall be contacted and shall aide in the assessment of the incident. 

21.4
The action required shall be one or more of the following;

· Emergency action involving the resuscitation and possible transfer to Castlebar General Hospital or Galway University Hospital

· Continuing monitoring of resident clinical condition by the clinical nurse manager / senior nurse liaising with O’Donnell’s Pharmacy and the residents GP

· Record the resident’s temperature, heart rate, respirations, blood pressure and blood sugar level at regular intervals tailoring frequency depending on results 

· The resident alertness and response to simple command shall be recorded

· Color and overall reaction of the resident

· Pupils equal and reacting to light? It may be necessary to proceed to Glasgow coma scale where indicated

21.5
The residents GP or the ambulance 999 shall be called according to the clinical status of the resident. The resident’s significant other shall be contacted where the resident needs to be transferred to the hospital 

21.6
The resident and their significant other shall be informed of the error.

22.0
Adverse Drug Reactions 

22.1
Residents shall be monitored to determine the occurrence of adverse drug reactions.  Where an adverse drug reaction is observed by the nurse, this shall be discussed as relevant with the Director of Nursing/Clinical Nurse Manager, GP and pharmacist and raised as an incident. 

22.2
St. Attracta’s Nursing Home shall report the following suspected adverse reactions to the Irish Medical Board:

· All suspected reactions to new products

· Serious suspected reactions to established products (i.e., those available on the

market for > 2 years)

· Any suspected increase in the frequency of minor reactions

· All suspected reactions to vaccines 

(ABA 2007; HIQA 2009, 15.4)

http://www.imb.ie/images/uploaded/documents/ADR%20REPORT%20CARD.pdf using an Adverse Drug Reaction Form (see above hyperlinlk) All suspected reactions to new products

Contact Details:

Irish Medicines Board,
Kevin O'Malley House,
Earlsfort Centre,
Earlsfort Terrace,
Dublin 2,
Ireland. 

Tel: 353-1-676 4971
Tel: 353-1-676 4976
Fax: 353-1-676 7836
Email: imb@imb.ie 
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