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ACES Policy and Procedure Review and Sessions 
 

Week 3—Medications 

 

1. Medication Reconciliation 

2. Pain Mgmt: Surveys/Patient Education info/Pain Mgmt Algorithim 

3. Equianalgesic Chart 

4.  PCA Policy / Protocol /Patient Instructions 

5.  Guidelines for Ordering & Administration of Medications  

6.  Medication Highlights/Drugs Requiring Filters Resource 

7.  Hyper/Hypoglycemia chart / Insulin Preparations info 

8.  Hypoglycemia Protocol 

9.  Insulin Basal Bolus Order Set 

10.  Insulin Pump Algorithim / Order Set 

11.  Potassium Therapy  Protocol 

12.  Alcohol Withdrawal Protocol 

13.  Adult Antiemetic Protocol / Peds Antiemetic Protocol 

14.  Adult Heparin Protocol/HIT/Argatroban Order Set 

15. Medication Errors and Adverse Drug Reaction Reporting 

 
A.M. Session   0800-1215   (Team Presentations per Matrix) 
Pretest / Personalities 
Pharmacy  Overview—Q & A 

Insulin Basal Bolus / Hypoglycemia Protocol  Worksheet 

Heparin Protocol / HIT Worksheet 

Guidelines for Ordering Meds / Med Errors Worksheets 

Pain Surveys/ PCA Worksheet 

Potassium Therapy / Antiemetic Worksheet 
 
P.M. Session  1215-1630  
Suicide Key points / Alcohol Withdrawal Protocol Review 

Scenarios: 

 Surgical Patient  / Hip replacement 

 Post-Op / DVT Patient 

 PCA Use 

Quiz 

Evaluations 
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Time All Groups Together 

0800-0830 Pretest/Learning Styles 

0830-0900 Pharmacy Overview 

0900-0930 
Team Assignments/Worksheets 

 

0930-0945 Break 

WEEK 3   Spring 2010 

SKILLS STATION MATRIX AND SIMULATION MATRIX 

TEAM Presentations 

Group 

1 

0945-1015 

Group 

2 

1015-1045 

Group 

3 

1045-1115 

Group 

4 

1115-1145 

Group 

5 

1145-1215 

Insulin Basal 

Bolus/ 

Hypoglycemia 

Protocol 

Heparin  

Protocol/ 

HIT 

Guidelines for 

Ordering 

Meds/Med 

Errors 

Pain Surveys/ 

PCA Use 

Potassium 

Therapy/ 

Antiemetic 

1215-1300 Lunch on your own 

1315-1345 Group Review— Suicide Handout/Alcohol Withdrawal 

1345-1430 Group 1  Group 2  Group 3   

1430-1515 Group 2   Group 3 Group 1 

1515-1600 Group 3 Group 1 Group2  

Scenarios Surgical Patient Post-op Care / DVT 

  

PCA 

1600 –1620 Quiz 

1620 –1630 Evaluations 
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Review of Pharmacy Services 

 

Question and Answer 

 

Pharmacy Management Team 

 

Carol Vanevenhoven,  PharmD 
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General Nursing Policy and Procedure Manual 

 

General Nursing  

Pain Management  

REQUIREMENTS: 

1. Pain intensity and pain relief must be assessed and reassessed at regular intervals on all      

patients. Assess pain using rating scales and teach patients how to use assessment tools; 

document the efficacy of pain relief.  

2. Educate physicians, staff, patients and families regarding the use of pain management     

medications with a focus on the following:  

A. Recognition that prn medications may be given around-the-clock.  

B. The difference between tolerance, physical dependence, addiction and the low risk of ad-

diction from long-term use and/or high doses of opiates.  

C. Intervention to treat pain before the pain becomes severe.  

D. Suggest and use non-drug interventions to assist in pain alleviation.  

E. Use knowledge of equianalgesic dosages to maintain both patient safety and pain  relief 

as routes and types of ordered drugs change.  

F. Intervene to minimize drug side effects. 

 

3. Patients’ preferences must be respected when determining methods to be used for pain  

management.  

4. Use the simplest dosage schedules and least invasive modalities first.  

5. Choose the oral route for analgesic administration when available, for its convenience and 

economy.  

6. Use opioids to treat moderate to severe pain. The appropriate dose is the amount of opioid 

that manages pain with tolerable side effects.  

PRINCIPLES: 

1. Successful assessment and control of pain depends, in part, on establishing a positive relation-

ship between health care professionals and patients. Patients have the right to be informed 

that pain relief is an important part of their health care, that information about options to 

manage pain is available to them, and that they are encouraged to discuss their concerns and 

preferences with the health care team.  

2. Unrelieved pain has negative physical and psychological consequences, including increased 

heart rate, blood pressure, loss of sleep, depression, etc. which prolong patient hospital days.  

3. It is not practical or desirable to eliminate all postoperative pain, but techniques now avail-

able reduce pain to levels acceptable to the patient.  

4. Prevention is better than treatment. Pain that is established and severe is difficult to control.  

5. Patients who may have difficulty communicating their pain require particular attention 

(access pain management tools).  

6. Family members should be involved when appropriate.  

7. Symptom/side effect management will be addressed in the care plan of all patients requiring 

pain management.  

PATIENT ASSESSMENT TOOLS: 

1. The single most reliable indicator of the existence and intensity of pain – and any resultant 

distress – is the patient’s self-report.  
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2. Self-report measurement scales include numerical or adjective ratings and visual analog 

scales.  

3. Tools must be appropriate for the patient’s developmental, physical, emotional, and cog-

nitive status.  

PREOPERATIVE PREPARATION: 

1. Discuss the patient’s previous experiences with pain and beliefs about and preferences for 

pain assessment and management.  

2. Give the patient information about pain management therapies that are available and the 

rationale underlying their use.  

3. Develop with the patient a plan for pain assessment and management.  

4. Select a pain assessment tool, and teach the patient to use it. Determine the level of pain 

above which adjustment of analgesia or other interventions will be considered.  

5. Provide the patient with education and information about pain management, including     

training in nonpharmacologic options such as relaxation, massage, heat, cold, exercise, etc.  

6. Inform patients that it is easier to prevent pain than to chase and reduce it once it has be-

come established and that communication of unrelieved pain is essential to its relief.           

Emphasize the importance of a factual report of pain, avoiding stoicism or exaggeration.  

POSTOPERATIVE ASSESSMENT: 

1. Assess the patient’s perceptions, along with behavioral and physiologic responses. Remember 

that observations of behavior and vital signs should not be used instead of a self-report unless 

the patient is unable to communicate.  

2. Assess and reassess pain frequently during the immediate postoperative period. Determine 

the frequency of assessment based on the operation performed and the severity of the pain. 

For example, pain should be assessed every 2 hours during the first postoperative day after 

major surgery.  

3. Increase the frequency of assessment and reassessment if the pain is poorly controlled or if 

interventions are changing.  

4. Record the pain intensity and response to intervention in an easily visible and accessible 

place.  

5. Revise the management plan if the pain is poorly management.  

6. Review with the patient before discharge the interventions used and their efficacy and       

provide specific discharge instructions regarding pain and its management.  

SPECIAL CONSIDERATION FOR ELDERLY PERSONS: 
 

1. Elderly people often suffer multiple chronic, painful illnesses and take multiple medications. 

They are at greater risk for drug-drug and drug-disease interactions.  

2. Pain assessment presents unique problems in the elderly, as these patients may exhibit    

physiologic, psychological and cultural changes associated with aging.  

3. Elderly patients sometimes believe that pain cannot be relieved and are stoic in reporting 

their pain. The frail and oldest - old (+85 years) are at particular risk for under-treatment of 

pain.  

4. Aging need not alter pain thresholds or tolerance. The similarities of pain experience between 

elderly and younger patients are far more common than are the differences.  

5. Cognitive impairment, delirium and dementia are serious barriers to assessing pain in the   

elderly. Sensory problems such as visual and hearing changes may also interfere with the use 

of some pain assessment scales. However, as with other patients, the clinician should be able 

to obtain an accurate self-report of pain from most patients.  
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6. When verbal report is not possible, clinicians should observe for behavioral cues to pain such 

as restlessness or agitation. The absence of pain behaviors does not negate the presence of 

pain.  

7. Non-Steroidal Anti-Inflammatory Drugs (NSAIDs) can be used safely in elderly persons, but 

their use requires vigilance for side effects, especially gastric and renal toxicity.  

8. Opioids are safe and effective when used appropriately in elderly patients. Elderly people are 

more sensitive to analgesic effects of opiate drugs. They experience higher peak effect and 

longer duration of pain relief.  

SPECIAL CONSIDERATIONS FOR THE MANAGEMENT OF PAIN IN NEONATES 

AND INFANTS: 
 

1. Young infants, especially those who are premature or have neurologic abnormalities or       pul-

monary disease, are susceptible to apnea and respiratory depression with the use of      sys-

temic opioids. However, neonates and infants do experience pain, and adequate analgesia dur-

ing invasive procedures and after surgery is essential.  

2. Apnea and respiratory depression appear to be closely related. Most practitioners reduce the 

initial dose and use intensive monitoring for infants up to about 6 months of age; this age is 

arbitrary and based on a cautious interpretation of the literature. For non-ventilated infants, 

the initial opioid dose calculated in milligrams per kilogram should be about one-fourth to one-

third of the dose recommended for older children. For example, 0.03mg/Kg of morphine could 

be used as the initial dose. Careful assessment and reassessment are necessary to determine 

the optimal dose and interval of administration from clinical parameters.  

INSTITUTIONAL RESPONSIBILITY FOR PAIN MANAGEMENT: 
 

1. The institutional process of acute pain management begins with the affirmation that patients 

should have access to the best level of pain relief that may safely be provided.  

2. YVMH’s quality assurance procedures should be used periodically to assure that the following 

pain management practices are being carried out:  

A. Patients including children and their parents are informed that effective pain relief is an 

important part of their treatment, that communication of unrelieved pain is essential, and 

that health professionals will respond quickly to their reports of pain. They are also told 

that a total absence of pain is often not a realistic or even a desirable goal.  

B. Clear documentation of a pain assessment and management is provided.  

C. There are institution-defined levels for pain intensity and relief that elicit review of       cur-

rent pain therapy, documentation of the proposed modifications in treatment, and subse-

quent review of their efficacy.  

PAIN RELIEF FOR SUBSTANCE ABUSE DISORDERS: 

1. It is imperative the health care providers initiate discussion about substance abuse with      pa-

tients and family.  

2. The substance abuser has the same right to pain relief as any other patient.  

3. The goal of providing adequate pain management for the abuser is to:  

A. Relieve pain  

B. Prevent withdrawal symptoms 

4. Anticipate the need for larger than usual doses of opiates for recovering or active opiate 

abuser or those who are on methadone maintenance.  

5. The substance abuser experiencing pain is the authority about his/her pain. 
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Effective 

Date: 

01/31/2000   

Prepared by: Julia Patten   

Approved by:  Date: 01/05/2000 

Reviewed by: Connie Conklin/5E-5W/NSO/Memorial, Kim Bersing/2E2W/Nurse 

Manager/Memorial 

Date: 08/22/2006 

Revised by: Connie Conklin/5E-5W/NSO/Memorial, Kim Bersing/2E2W/Nurse 

Manager/Memorial 

Date: 06/20/2000, 

08/22/2006, 

05/01/2007 

Approved by: Nursing Policy & Procedure Committee Date: 06/20/2000, 

08/22/2006, 

05/01/2007 
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New PCA Policy  

To be handed out in class 
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Medication Management 

 

Medication  

Guidelines for Ordering and Administration of 

Medications 

 

PURPOSE: 

The purpose of this policy is to promote safe and effective medication therapy at YVMH through 

definition of required elements of a complete, and accurate pharmacy order for medications. 

PROCEDURE: 

1. General medication orders: 

A. All orders for medications will be written on the Prescriber’s Order Sheet or an approved    

order form and be placed in the patient chart. Complete medication orders will include:  

• Drug name  

• Drug strength  

• Frequency of administration  

• Route of administration  

• An indication for use must be included in an order for a PRN medication  

• Date, time, name of prescriber  

B. There shall be an indicator for each ordered medication documented within the patient's 

medical record 

C. Medication orders are invalid if they contain abbreviations, acronyms, dose designations, 

and chemical symbols included on the hospital’s list of dangerous and unacceptable     

terminology. The hospital policy regarding dangerous and unacceptable terminology is 

available on the hospital intranet. Also included is the list of approved medical               

abbreviations.  

D. Use of the generic name of a medication is preferred over use of the brand or trade name.  

E. The metric system of measurement shall be used in all orders  

F. A pharmacist or nurse will clarify medication orders that are incomplete, illegible, unclear, 

or invalid with the prescriber before medication is dispensed or administered. 

 

2. Medication orders for cytotoxic agents:  

Refer to "Cytotoxic Agent" policy  

 

3. Verbal orders for medications:  

A. Verbal orders for medications may be accepted only by personnel designated in the  

Medical Staff Bylaws. Verbal, telephone, and standing (routine) orders shall be noted as 

such by the non-physician writing them. Such orders will include the prescriber’s name 

and the recording non-physician’s signature.  

B. Obtaining Physician Orders:  

• Verbal orders is not accepted unless given during a procedure or an emergent        

situation. Verbal orders shall include a 3-way repeat back.  

• Telephone orders are to be written exactly as given. The 3-step process will be         

followed. Staff will listen to the telephone order, write the order exactly as given, 

read back the order, and confirm the accuracy of the order.  
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• Upon completion of reviewing orders the RN shall date, time and sign off each set 

of orders. 

4. Orders for DEA Schedule II medications:  

Orders for DEA Schedule II drugs shall be written and signed by an approved prescriber 

except in an emergency situation. Pharmacy will ensure the prescriber has a DEA license to 

prescribe each class of controlled substance. 

5. Hold orders:  

When an order to "hold a medication" is received, the order must be scanned to phar-

macy. The medication order will be discontinued unless a clearly defined interval is speci-

fied (i.e. hold one dose). A new medication order must be received in order to restart the 

medication.  

6. Blanket reinstatement order:  

Blanket reinstatement orders (ie. resume home medications) are incomplete and must be 

clarified with an order specifying each individual medication, dose, route, and frequency.  

 

7. Automatic Stop Orders:  

No medication orders will be discontinued unless specifically ordered. Stop date and time 

will be entered based upon the order.  

8. Standing orders:  

The use of standing orders is discouraged. The following standing orders are utilized 

throughout the hospital and do not require physician signature prior to dispensing and ad-

ministration of medications.  

A. Normal Newborn Admission Orders  

B. Standing Admit Orders for Telemetry and ICU Patients  

C. The Adult Vaccination Standing Orders  

D. Admission Labor and Delivery Orders 

9. Post-operative medication orders:  

All medication orders will be discontinued when patients go to surgery. New medication     

orders must be written by the prescriber before medications will be dispensed and               

administered post-operatively. Medications will not be discontinued from the pharmacy         

computer system or removed from the patient medication drawer until post-operative or-

ders are written. However, no doses will be administered until a new order is received. 

10. ICU patient transfers:  

When the physician providers change, all medications will be reconciled with the new         

physician provider. 

11. Titrating and Taper Medication Orders  

Medication may be titrated up or tapered down.based on physician order or based upon 

the pharmokinetic/pharmocodynic properties of each medication and individual patient 

response to therapy.  

12. Routine medication should be administered within sixty (60) minutes of the designated 

time.  

13. Medications are given in accordance with the established standard administration times 

unless otherwise designated by the doctor or needs of the patient.  

14. The physician order must be "verified" by an RN before the medication is given. See 

"Verifying Orders" section of this policy.  

15. Medication containers will be checked for correct drug, dosage, and expiration date. All 

drugs will be checked for expiration dates prior to administration. Drugs will also be 

checked for stability based on visualization for particulates or discoloration.  
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16.  A check of the "7 Rights" will occur when the barcode on the medication is scanned just 

prior to administration. Administration of medications shall follow the seven "R's":  

1) Right patient    5) Right route  

2) Right medication    6) Right  doumentation 

3) Right dose    7) Patient’s right to refuse 

4) Right time      

17. Administration Tips:  

A. The nurse preparing and pouring medications is responsible for the direct administration 

of those meds.  

B. Pediatric calculated dosages are checked for accuracy by 2 RNs before the order is verified 

in MAK. This double check will be documented as an "Intervention" in MAK.  

C. Chemotherapeutic drug dosages are checked by 2 RNs or an RN and a Pharmacist against 

the original order and the MAR before administration to a patient.  

D. Coumadin must be reordered daily until the patient is stabilized.  

E. All calculated doses of Insulin and anticoagulants will be double checked independently by 

2 licensed personnel (RN, LPN, Pharmacist). An independent check includes the following:  

• Each licensed personnel independently looks at the lab results or Chem BG and the 

appropriate sliding scale to determine appropriate dosing.  

• Each licensed personnel looks at the dose and type of medication to check for         

accuracy.  

• For insulin and chemotherapy both licensed personnel sign off on the medication in 

MAK by scanning their badges. In non-MAK units two licensed personnel will sign off 

on the medication. 

F. Weight/Body Surface Area (BSA) based dosing shall be used for all cancer chemotherapy 

patients.  

G. Pediatric Dosing: Weight or Body Surface Area (BSA) based dosing shall be used for all  

pediatric patients (age 12 or under). All pediatric weights will be in kg.  

• Indicate the patient’s weight on all orders for pediatric medications so that the      

pharmacy can confirm that the dose to be administered is within published dosing 

guidelines.  

• A space is provided on the Physician order form to record the weight and signature of 

person writing the weight. The unit secretary or nurse may communicate a current 

weight on the pharmacy copy of the order before sending it to the pharmacy.  

• Pharmacy will not fill medication orders for children without a current weight.  

• Example of appropriate medication orders for children is:  

⇒ Ampicillin 300mg IV every 6 hours, weight 5.7kg 

H. Before administrating medication to a patient "ID Patient" in MAK by scanning the        

barcode on the ID Bracelet check/scan name band and ask patient to state their name. 

The nurse will use at least two (2) different patient identifiers.  

I. Medications are NEVER left at the bedside for patients unless so ordered by the physician.  

J. An apical pulse rate is taken before the administration of certain cardiac medications (i.e. 

Digitalis, Metoprolol, etc.) and recorded on the MAR or MAK.  

K. On rare occasion, a patient's own medications may be administered when ordered by the 

physician. See"Meds From Home Policy".  

L. Pain medications need to have a pain score documented before administering medication 

and pain must be reassessed and a pain score documented after administering               

medication according to the pain assessment algorithm.  

M. Pain medications need to have a pain score documented pre and post medication.  

N. Any questions or concerns regarding the appropriateness of a medication order will be 

clarified with the prescriber or covering physician before administering the medication.  
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18. Education 

A. The patient and, if appropriate, the patient’s family will be advised about potential       

clinically significant adverse reactions or other concerns about the administration of a 

new medication. Clinicians can access information for patients and families from the "Net 

Access Browser." The Clinician can also access information from the MAK program using 

the "DRUG INFO" tab from the ORDER DETAIL window. This can be accessed from the   

Active Work list and the Med Summary folders. This information can also be accessed 

from the MAK Navigator; Click on "Rx Drug Inquiry", type in the name of the medication in 

the Drug Window, then click on "FDB Monograph" tab. All three sites can be used for 

Spanish instructions by clicking on "Spanish Monograph." (Drug Info button in MAK) The 

information can be printed out to be given to patient and/or family.  

B. Clinical staff will monitor the effect of medication on a patient. Monitoring will include 

physical assessment, lab values and the patient’s perceptions about efficacy and side   

effects. Particular attention will be paid when the first dose of a new medication is started 

using pertinent drug information. 

C. Medication therapy monitoring shall include a review of the patient's medication         

regiment for:  

• Effectiveness of medication therapy  

• Allergies and adverse effects  

• Toxicity  

• Potential interactions and contraindications  

• Duplicate therapy (e.g., anti-infectives)  

• Interference and incompatibilities  

• Unnecessary medications  

• Appropriate choice of medication 

D. In the event that a negative or unexpected reaction to a medication occurs, an adverse 

drug reaction report will be initiated. 

19. Scanning a physician order:  

The following procedures must be followed when transcribing medication orders for patients.  

A. Make sure the order has been clearly labeled with the patient's name and ID number.  

Insert the order sheet into the scanner as indicated on the machine and touch the (SCAN) 

button. The form must go through the scanner correctly with no wrinkles or folds that 

could distort the image.  

B. Once scanned, the order will be marked, just below the last order in red ink, with the 

word "SCANNED", noting the date, time and initials of the employee who scanned the 

form. Write the word "SCANNED" after each new order to differentiate from previously 

scanned orders. This ensures that all new orders were sent to pharmacy.  

C. If an order has not been marked, it should be treated as an unscanned order, and          

pharmacy should be contacted to verify if the order was ever received. This is the           

responsibility of all staff members in positions to scan orders, such as RN's, LPN's and unit 

secretaries.  

D. If the scanner goes down follow the trouble shooting steps listed with each scanner.  

E. Once all admit medication orders are entered by pharmacy, the RN will view the eMAR in 

MAK and compare the physician order to the medications. The RN will verify that each 

order is correct by clicking on the "verify" tab on the screen. Administration times will be 

standard throughout the house except when Nursing and Pharmacy agree on non-

standard times, i.e., now and routine doses. The generic and brand name will both print 

on the eMAR.  

F. The eMAR will include pharmacy orders for: 

• Routine and PRN medications for all routes of administration.  

• Intermittent small volume parenteral (syringes and piggybacks).  

• Chemotherapy  

• Admixed/Premixed large volume IV (Heparin, theophylline, lidocaine, etc.)  
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• All IV's  

• Respiratory Therapy treatments  

G. All new orders must be verified against the original order by an R.N. and verified in MAK.  

H. If a discrepancy is found on the eMAR, the original order should be verified in the chart. 

The discrepant order should be corrected prior to administering the medication. If the 

discrepancy is on the original order the order should be rewritten and scanned to       

Pharmacy. If the original order is correct but the eMAR is incorrect, open an 

"Intervention" in MAK. The pharmacist will then correct the order on the eMAR.  

I. Pharmacy can also send scanned orders back to the nursing units for clarification by     

typing a short memo and hitting the "return form" button.  

20. STAT Orders  

A. Place a hot pink "STAT ORDER" sticker on the LEFT side in the UPPERMOST corner on the 

order that has been ordered STAT.  

B. Fill in the STAT box on the Physician's Order sheet in the RIGHT hand corner of the page 

COMPLETELY with a felt tip marker (i.e. Sharpie). 

21. All Orders (STAT and Regular)  

A. Make sure the order has been clearly labeled with the patient's name and ID number.  

Insert the order sheet into the scanner as indicated on the machine and touch the "SCAN" 

button. The form must go through the scanner correctly with no wrinkles or folds that 

could distort the image.  

B. Once scanned, the order will be stamped in red ink with the word "SCANNED" just below 

the last order, noting the date, time, and initials of the employee who scanned the form. 

This ensures that all new orders were scanned down to pharmacy.  

C. If an order has not been marked, it should be treated as an unscanned order, and        

pharmacy should be contacted to verify if the order was received. It is the responsibility of 

all staff members in positions to scan ordes (i.e. RN's, LPN's, and unit secretaries).  

D. If the scanner goes down follow the trouble shooting steps listed with each scanner. 

 

22. Verifying Orders  

Once all admit medication orders are entered by pharmacy, the RN will view the eMAR in 

MAK and compare the physician order to the medications. The RN will verify that each order is 

correct by clicking on the "verify" tab on the screen.  

A. Check the original physician order against the eMAR for accuracy. Be sure the order is 

complete.  

B. Questions or clarifications can be sent to pharmacy (or from pharmacy to nursing) by 

opening an "intervention" in MAK (see section on "Intervention" in MAK Training Manual).  

C. When a medication is ordered for a defined time period, the start and stop date should be 

verified.  

D. Administration times will be standard throughout the house except when Nursing and 

Pharmacy agree on non-standard times (i.e. NOW and routine doses).  

E. The generic and brand name will both print on the eMAR. 

23. Responding to Error Messages  

If the Document Station returns a printed notice that contains a copy of the order and the  

following error message occurs "Scan from (nursing unit) failed to be processed by             

pharmacy", follow the Trouble Shooting guide.  

24. Discontinuing Medications: 

A. Scan the Physician’s Order Sheet to Pharmacy. This order will be received by the          

Pharmacist. The order will be D/C’d in the computer by pharmacy.  
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A. Discontinue orders will show up in yellow on the eMAR. An RN will "verify" these orders 

by clicking the "verify" tab in MAK.  

B. Pharmacy will discontinue the following meds:  

• Medications not reordered post op, post delivery, or post CCU 

• Any discontinued medications (including IV solutions or medications) will be removed 

from the patient's room immediately, and either discarded or returned to Pharmacy.  

D. Nursing will place all discontinued meds in a zip-lock bag with the patient's label and    

return to pharmacy.  

E. If the patient is diagnosed with an active drug resistant infection (i.e. MRSA or VRE),   

medications must be thrown away or returned to the pharmacy. 

25. Transferring Patient:  

A. Transferring from one unit to another  

• When a Unit Secretary processes a transferring order, she/he will place a patient label 

on clear plastic and secure to the MD order sheet. 

• The RN will use the envelope to retrieve all medication from the patient's bin and 

send with patient. The RN may delegate this task to an LPN, NTII, NAC, or Unit        

Secretary.  

B. Transferring patient within the unit:  

• The RN will ensure the patient's medication bin is transferred with the patient to his/

her new room. 

26. Discharging Patient:  

A. When the patient has been discharged from the Unit, remove the medications from the 

patient's medication bin/drawer. Place the eMAR on the chart to be retained in the chart 

for permanent legal record. Return unused medications to the Pharmacy in a plastic bag 

along with the label from the medication bin.  

B. A final paper summary of the patient's eMAR will automatically print in Medical Records 

upon discharge.  

27. Placing the 24 hour eMAR in the patient chart:  

A. 2300 to 0700 RN 

• Night shift RN's should look back 24 hours at med orders and double check the eMAR 

for accuracy.  

• eMARs will print each day at about 0200 on each nursing unit printer. These will be 

placed in the "Medication" section of the chart.  

28. Administering and charting of medications:  

A. Passing and charting medications 

• The nurse responsible for passing meds to the patient shall read through each eMAR 

completely at the beginning of each shift. The nurse is then aware of all medications 

the patient may require during that shift, scheduled or PRN.  

• Medications must be locked at any time the nurse is not actually dispensing them.  

• Obtain the medication from the patient’s drawer, cupboard, or Accudose.  

• Give medication directly from Unit Dose package whenever possible. Open Unit Dose 

package at bedside whenever possible. REMAIN WITH THE PATIENT UNTIL THE    

MEDICATION HAS BEEN TAKEN, unless otherwise ordered.  

• Chart the medication on the eMAR before administering the medication! Charting 

must take place at the bedside so that the RN can view both the patient and the   

computer screen to observe for warnings and alerts. Scanning the Administrating 

Nurse's name badge prior to giving the medication(s) (Accesses MAK) will identify in 

the eMAR who has administered the medication.  
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• Chart all PRN medications on the eMAR, follow with brief statement in the progress 

notes. PRN’s may be summarized at the end of the shift. When charting PRN          

medications with a dose range, the exact dose given must be documented on the 

eMAR; i.e., I or ii tabs. A red star will appear when a follow-up intervention is required 

on the Active Worklist. You have ONE HOUR to chart your follow up pain assessment.  

• The time a medication should be given but was omitted, shall be charted in the Active 

Work list as Non Admin and a reason for the omission noted.   

• For injections, indicate the site in MAK.  

• Patients will be monitored for effectiveness and untoward effects after the first dose 

of any new medication. Any untoward effects will be reported as adverse drug        

reactions (see Adverse Drug Reaction policy). 
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