
MEDICATION 
ADMINISTRATION BASICS

The purpose of this section is to help learners 
understand the basics of medication administration  
and their responsibility in implementing a safe 
medication administration system.

KEY TERMS:
•	 Medication errors
•	 Prescription drugs
•	 Over-the-counter (OTC) drugs
•	 Medication routes
•	 Food and drug interactions
•	 Side effects

OBJECTIVES:

After completing this section the learner will be able to: 

•	 Describe the types of medication errors;
•	 List the medication routes;
•	 Demonstrate how to read a prescription label;
•	 Demonstrate how to read OTC drug label;
•	 Understand how foods can interact with drugs;
•	 Give examples of types of side effects that can  

occur with medications.
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MEDICATION 
ADMINISTRATION

INTRODUCTION

Administering medication involves more than giving residents their medications. 
Handing out a pill is just a small part of the process. The AFH rules require that 
AFH owners and their caregivers are able to demonstrate an understanding of each 
resident’s medication administration schedule, the reason the resident is taking the 
medication, the effect of the medication and any potential side effects.

When you are caring for up to five residents who may be taking as many as 10-
15 different medications (including over-the-counter), the task of administering 
medications becomes complex.

The AFH provider is responsible for implementing and maintaining a safe 
medication administration process for all residents. Making sure you and your 
caregivers are well trained in proper medication administration will reduce the 
potential for medication errors. Note: Be sure substitute caregivers are well 
trained in safe medication administration.

Medication errors are a common problem. A recent study estimated that, in 
one year, incorrect use of medications resulted in more than 9 million hospital 
admissions and more than 18 million emergency room visits.1

Listed below are a few examples of common medication errors:

•	 Giving the medication at the wrong time;

•	 Not giving a scheduled medication;

•	 Giving an incorrect dose;

•	 Giving a medication that has been discontinued;
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•	 Giving a resident medication intended for someone else;

•	 Improperly stored medication;

•	 Missing or incomplete documentation.

You are the first line of defense for the residents in your care. Understanding  
and implementing safe medication administration and keeping accurate  
records is an important responsibility of the AFH provider.

A medication administration process includes:

•	 Obtaining medical orders; 

•	 Transcribing medical orders on to the medication administration  
record (MAR);

•	 Verifying medical orders against the MAR;

•	 Dispensing and delivering/administering;

•	 Monitoring and documenting;

•	 Storing; and 

•	 Disposing of discontinued, unused, contaminated or expired medication.

Be sure you and your staff understand the orders and can perform the tasks 
required to dispense the medications. If you or your caregivers need training, you 
must get that training before giving the medication. Tasks such as taking a pulse 
may need to be performed before giving a medication. Checking a pulse or blood 
pressure (BP) before giving a medication is common in AFH.

Medication administration is part of every AFH’s daily responsibilities. It is important 
to routinely work with health care professionals to ensure safe and effective 
medication use by residents. The individual’s primary health care practitioner, 
prescribing practitioner, registered nurse and pharmacist are all part of a 
team of health care professionals that can help you with the medications 
that have been prescribed to a resident living in your home. Be sure to  
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talk with them about your concerns or questions each time a medication is  
ordered or refilled.

BASICS OF MEDICATIONS

This section will review types of medications, how medications are delivered 
(routes), how to read prescription and over-the-counter labels, drug interactions, 
side effects and other information about medication use.

MEDICATION CATEGORIES

Medications can be categorized into groups by the way they are marketed or sold. 
The most common categories are drugs that require a prescription and drugs that 
can be purchased over-the-counter.

•	 Prescription drugs are medications obtained from a pharmacist by  
written order from a prescribing practitioner. They are also referred to  
as prescribed drugs.

•	 Over-the-counter (OTC) drugs are widely advertised and can be purchased 
by anyone without a prescription. OTC medications can cause serious side 
effects used alone or when combined inappropriately with each other 
or with prescribed medication.

A prescribing practitioner can be any health care practitioner with the 
authority to prescribe treatment or medications who is involved with the care 
of the resident. In addition to the resident’s primary health care practitioner, 
other prescribing practitioners may include a dentist, podiatrist, specialist, 
psychiatrist or urgent care or emergency room physician or nurse practitioner.
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»» Common problems caused by OTC medications:

•	 They may change the effect of prescribed medications, for 
example, making them stronger or less effective. As a result, 
the doctor may mistakenly increase/decrease the dose of the 
prescribed medication.

•	 The medications may mask symptoms of disease. For  
example, antacids taken for upset stomach may cover up  
warning symptoms of ulcer disease, which could delay  
diagnosis and treatment.

•	 They could act similarly to a prescribed medication. Combined,  
the medications may lead to drug overdose symptoms.

•	 The medications could interact with other OTC and  
prescribed medications.

•	 They may create unwanted side effects.

Prescription and over-the-counter drugs are either sold as generic or brand-name 
drugs. Generic medications are sold using a common name, instead of by a brand 
name. Aspirin is a common term (generic) used for acetylsalicylic acid, which is the 
name of the chemicals used. Bayer® is a brand name for aspirin. Achromycin® is 
the brand name for the antibiotic tetracycline (generic). Generic drugs usually cost 
less and can be requested from the pharmacist. However, a resident’s prescribing 
practitioner may not approve a generic substitution because some generic drugs 
vary in their chemical properties.

A drug may be classified by the chemical type of the active ingredient or by the 
way it is used to treat a particular condition. Each drug can be classified into one or 
more drug classes. Common drug classifications include cardiovascular, respiratory, 
urinary, gastrointestinal, endocrine, antipsychotic, anti-anxiety and analgesics.
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HOW TO READ A PRESCRIPTION LABEL

Important in-depth information is available on the prescription label. Each 
prescription label contains the same information, which is highlighted in the 
example below. However, the format or design of the label may look different.

Prescription label* 
 
 
 
 
 
 
 
 
 
 
 
 

 
*www.womenshealth.gov/aging/drugs-alternative-medicine/how-to-read-drug-labels.cfm 
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HOW TO READ AN OTC LABEL

Each OTC medication has a drug fact label on the bottle. Below is an example of 
the information found on a drug fact label for OTC medications:

OTC drug fact label* 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*www.womenshealth.gov/aging/drugs-alternative-medicine/how-to-read-drug-labels.cfm
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MEDICATION ROUTES

Medication can be introduced into the body through many routes. The prescribing 
practitioner will write one of the following routes for the medication to be given:

•	 G-tube/j-tube;

•	 Intramuscular (IM) injection*;

•	 Intravenous (IV)*;

•	 Nasal (drops or inhalers);

•	 Opthalmic (eye);

•	 Oral (taken by mouth);

•	 Otic (ear);

•	 Rectal;

•	 Subcutaneous injections (requires an RN to delegate);

•	 Sublingual (under the tongue);

•	 Transdermal (via skin);

•	 Vaginal.

*An AFH provider or caregiver cannot administer intramuscular and intravenous medications. A 
nurse or other qualified health professional must give them.

AFH providers are expected to correctly administer all medications, except for IM 
or IV medications, to the resident regardless of route. OAR Chapter 851 Division 
47 (Oregon Board of Nursing) prohibits RNs from delegating IM medications. 
Additionally, OAR Chapter 411 Division 50 (AFH rules) prohibits the delegation of 
IV medications. IM and IV medications must be administered by a nurse or other 
qualified health professional. 

Subcutaneous medication, for example insulin, can only be administered by the 
AFH provider or  caregivers after an RN has provided appropriate training and 
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completed the delegation process. Refer to the section on RN delegation found in 
Chapter 3 for additional information. 

If a resident has a medication ordered to be administered through the IM or IV 
route, administration arrangements must be made with a licensed practitioner. 
Several options are available to assure residents receive their IM or IV medication:

•	 Make arrangements with the resident’s primary health care practitioner;

•	 Request a referral to a home health agency or, if the resident is on hospice, 
make arrangements with the hospice agency; or

•	 Contract with a private nurse to perform the task.

The guidelines on the following pages provide basic information on how to 
administer certain types of non-oral medications. If you are unsure or have any 
questions about how to administer any medication, contact the pharmacist or your 
consulting RN for assistance. Improper medication administration is considered a 
medication error.

Source: – APhA Special Report: Medication Administration Problem Solving 
in Ambulatory Care. Washington, DC: American Pharmaceutical Association; 
1994-9.e.
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Chapter 11

 

�

 

Disorders Related to Colds and Allergy

 

203

 

Complications of Colds

 

Most people do not have complications from colds. How-
ever, complications of colds may be severe and, rarely, life
threatening. Complications include sinusitis, middle ear
infections, bronchitis, bacterial pneumonia, and exacerba-
tions of asthma or chronic obstructive pulmonary disease.

 

Treatment of Colds

 

Treatment Goals

 

Since there is no known cure or proven prophylactic treat-
ment for colds, the goal of therapy is to reduce bothersome
symptoms.

 

General Treatment Approach

 

The mainstays of therapy include rest and adequate fluid
intake. If a patient desires to self-treat, symptom-specific
therapy with single-entity products is recommended (Figure
11-1).
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 Most cold symptoms are present sometime during
the course of the cold; however, symptoms appear, peak,
and resolve at different times. Combination products are
convenient, but the convenience must be weighed against
the risks from taking unnecessary drugs. Patient education
regarding the administration of intranasal (Table 11-2) and
ocular (see Chapter 28) drugs is important.

Not all patients should self-treat colds (refer to the
exclusions for self-treatment listed in Figure 11-1). Patients
with hypertension, ischemic heart disease, coronary artery
disease, hyperthyroidism, diabetes mellitus, increased
intraocular pressure, or prostatic hypertrophy should use
decongestants only after consulting a primary care provider.

 

Nonpharmacologic Therapy

 

Nondrug therapy includes increased fluid intake, adequate
rest, a nutritious diet as tolerated, increased humidifica-
tion with cool mist vaporizers or steamy showers, saline
gargle, and nasal irrigation. Saline nasal sprays or drops
soothe irritated mucosal membranes and loosen encrusted
mucus. Simple, inexpensive foods such as tea with lemon
and honey, chicken soup, and hot broths are soothing and
increase fluid intake. Limited evidence suggests that
chicken soup could have anti-inflammatory activity.
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 Milk
products should not be withheld as there is no evidence
that milk increases cough or congestion. Medical devices,
such as Vicks Breathe Right nasal strips, are marketed for
temporary relief from nasal congestion and stuffiness
resulting from colds and allergies. These devices lift the
nares open, enlarging the anterior nasal passages; men-
tholated strips produce a soothing odor, which may ease
nasal irritation.

Nondrug therapy for infants includes upright posi-
tioning to enhance nasal drainage, maintaining an ade-
quate fluid intake, increasing the humidity of inspired air,
and irrigating the nose with saline drops. Also, since chil-
dren typically cannot blow their own noses until about 4
years of age, carefully clearing the nasal passageways with
a bulb syringe may be necessary if accumulation of mucus
interferes with sleeping or eating.

 

TABLE 11-2

 

Administration Guidelines 
for Nasal Drugs

Nasal Sprays

 

�

 

Gently insert the bottle tip into one 
nostril as shown in drawing A.

 

�

 

Keep head upright. Sniff deeply while 
squeezing the bottle. Repeat with other 
nostril.

 

Pump Nasal Sprays

 

�

 

Prime the pump before using the first 
time. Hold the bottle with the nozzle 
between the first two fingers and thumb 
on the bottom of the bottle.

 

�

 

Tilt the head forward.

 

�

 

Gently insert the nozzle tip into one 
nostril as shown in drawing B. Sniff 
deeply while depressing the pump once.

 

�

 

Repeat with other nostril.

 

Nasal Inhalers

 

�

 

Warm the inhaler in hand just before use.

 

�

 

Gently insert the inhaler tip into one 
nostril as shown in drawing C. Sniff 
deeply while inhaling.

 

�

 

Repeat with other nostril.

 

�

 

Wipe the inhaler after each use. Make 
sure the cap is tightly in place between 
uses. Discard after 2-3 months even if the 
inhaler still smells medicinal.

 

Nasal Drops

 

�

 

Squeeze the bulb to 
withdraw medication 
from the bottle.

 

�

 

Lie on bed with head 
tilted back over the 
side of the bed as 
shown in drawing D.

 

�

 

Place the 
recommended number of drops into one nostril. Gently tilt 
head from side to side.

 

�

 

Repeat with other nostril. Lie on bed for a couple of minutes 
after placing drops in the nose.

 

�

 

Do not rinse the dropper.

 

Note:

 

 Do not share the drug with anyone. Discard solutions if
discolored or if contamination is suspected. Remove caps
before use and replace after use. Do not use expired products.
Clear nasal passages before administering the dose. Gently
depress the other side of the nose with finger to close off the
nostril not receiving the medication. Wait a few minutes after
using the drug before blowing the nose.

 

TABLE 11-2
Guidelines for administering nasal drugs
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Section VII

 

�

 

Ophthalmic, Otic, and Oral Disorders

 

Carbamide Peroxide

 

Carbamide peroxide 6.5% in anhydrous glycerin is
approved as safe and effective in softening, loosening, and
removing excessive earwax in adults and in children 12
years and older.
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 (See Table 30-1 for the proper instillation
of eardrops.) Carbamide peroxide is prepared from hydro-
gen peroxide and urea. When carbamide peroxide is
exposed to moisture, nascent oxygen is released slowly and

acts as a weak antibacterial. The effervescence that occurs
during this process, along with urea’s effect on tissue debri-
dement, helps to mechanically break down and loosen
cerumen that has been softened by anhydrous glycerin.

Any cerumen remaining after treatment may be
removed with gentle, warm-water irrigation using a rubber
otic bulb syringe (Table 30-2). Improper use of an otic
syringe or using an oral jet irrigator to remove cerumen
can leave excess moisture in the canal or further compress
cerumen. These actions can also cause otitis externa, per-
forated tympanic membrane, pain, vertigo, otitis media,
tinnitus (ringing, hissing, or buzzing noises in the ear),
and cough.

 

12,15,16

 

Carbamide peroxide solution is nonirritating and may
be used twice daily for up to 4 days. If symptoms persist
after 4 days, the patient should see a primary care provider
for evaluation.
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TABLE 30-1

 

Guidelines for Administering Eardrops

 

1. Wash your hands with soap and warm water; then dry them 
thoroughly.

2. Carefully wash and dry the outside of the ear, taking care 
not to get water in the ear canal.

3. Warm eardrops to body temperature by holding the con-
tainer in the palm of your hand for a few minutes. Do not 
warm the container in hot water. Hot eardrops can cause 
ear pain, nausea, and dizziness.

4. If the label indicates, shake the container.
5. Tilt your head (or have the patient tilt his or her head) to 

the side as shown in drawing A. Or lie down with the 
affected ear up as shown in drawing B. Use gentle restraint, 
if necessary, for an infant or a young child.

6. Open the container carefully. Position the dropper tip 
near, but not inside, the ear canal opening. Do not allow 
the dropper to touch the ear, because it could become 
contaminated or injure the ear. Eardrops must be kept 
clean.

7. Pull your ear (or the patient’s ear) backward and upward 
to open the ear canal as shown in drawing A. If the patient 
is a child younger than 3 years old, pull the ear backward 
and downward as shown in drawing B.

8. Place the proper dose or number of drops into the ear 
canal. Replace the cap on the container.

9. Gently press the small, flat skin flap (tragus) over the ear 
canal opening to force out air bubbles and push the drops 
down the ear canal.

10. Stay (or keep the patient) in the same position for the 
length of time indicated in the product instructions. If the 
patient is a child who cannot stay still, the doctor may tell 
you to place a clean piece of cotton gently into the child’s 
ear to prevent the medication from draining out. Use a 
piece large enough to remove easily, and do not leave it 
in the ear longer than an hour.

11. Repeat the procedure for the other ear, if needed.
12. Gently wipe excess medication off the outside of the ear, 

using caution to avoid getting moisture in the ear canal.
13. Wash your hands.

 

Source: APhA Special Report: Medication Administration Prob-
lem Solving in Ambulatory Care.

 

 Washington, DC: American
Pharmaceutical Association; 1994:9.

 

TABLE 30-2

 

Guidelines for Removing Excessive/
Impacted Cerumen

 

1. Place 5 to 10 drops of the cerumen-softening solution into 
the ear canal, and allow it to remain for at least 15 minutes 
(see Table 30-1).

2. Prepare a warm (not hot) solution of plain water or other 
solution as directed by your doctor. Eight ounces of solu-
tion should be sufficient to clean out the ear canal.

3. To catch the returning solution, hold a 
container under the ear being cleaned. 
An emesis basin is ideal because it fits 
the contour of the neck. Tilt the head 
down slightly on the side where the ear 
is being cleaned.

4. Gently pull the earlobe down and back 
to expose the ear canal as shown in 
drawing A.

5. Place the open end of the syringe into the ear canal with 
the tip pointed slightly upward toward the side of the ear 
canal, as shown in the drawing. Do not aim the syringe 
into the back of the ear canal. Make sure the syringe does 
not obstruct the outflow of solution.

6. Squeeze the bulb gently—not forcefully—to introduce the 
solution into the ear canal and to avoid rupturing the ear-
drum. (Note: Only health professionals trained in aural 
hygiene should use forced water sprays [e.g., Water Pik] 
to remove cerumen.)

7. Do not let the returning solution come into contact with 
the eyes.

8. If pain or dizziness occurs, remove the syringe and do not 
resume irrigation until a doctor is consulted.

9. Make sure all water is drained from the ear to avoid pre-
disposing to infection from water-clogged ears.

10. Rinse the syringe thoroughly before and after each use, 
and let it dry.

11. Store the syringe in a cool, dry place (preferably, in its 
original container) away from hot surfaces and sharp 
instruments.

12. Do this procedure twice daily for no longer than 4 consec-
utive days.

 

Source:

 

 Adapted with permission from 

 

Ohio Clinician.

 

 1996;
14(5):10.

 

TABLE 30-1 TABLE 30-2
Guidelines for administering eardrops
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Section VII

 

�

 

Ophthalmic, Otic, and Oral Disorders

 

corneal surface forming a glycocalyx, or gel-like, environ-
ment that keeps the demulcent system in contact with the
ocular surface for a longer period of time. Systane is said
to create an ocular shield, allowing for epithelial repair
that promotes patient comfort and relief of symptoms.

Studies have shown that formulations of artificial tears
without preservatives are less likely to irritate the ocular sur-
face than those with preservatives.
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 Both practitioners and
patients should be aware, however, that nonpreserved prod-
ucts may have limited stability and require specialized storage
conditions (e.g., refrigeration) once they are opened.

 

Dosage and Administration Guidelines

 

Most patients
with mild cases of dry eye instill drops of artificial tears
once or twice per day, typically on arising in the morning
and/or before bedtime (Table 28-2).
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 Recommending
drops at least twice per day is a good starting point. The
viscosity of the drops and amount used can then be
adjusted based on the patient’s response. For more severe
cases, the dosage can be increased to three to four times
daily. If the patient’s clinical needs and response to therapy
indicate more frequent use, these solutions may be given
as often as hourly. Preservative-free products or those with
less-toxic preservatives (e.g., Purite or sodium perborate;
see Ophthalmic Preservatives) are preferred in patients
with moderate to severe disease.

 

Safety Considerations

 

Use of ocular lubricants requires
balancing the number of drops per day, the viscosity of the
recommended solution, and the presence of a preserva-
tive. As the number of drops per day increases, toxicity
from preservatives becomes more likely.
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Although PVA is compatible with many commonly
used drugs and preservatives, certain compounds (includ-
ing sodium bicarbonate, sodium borate, and the sulfates
of sodium, potassium, and zinc) can thicken or gel solu-
tions. For example, sodium borate is found in some
extraocular irrigating solutions or irrigants, and may react
with contact lens wetting solutions containing PVA.

 

13

 

 Thus,
it is important to be cautious when using solutions that
contain PVA.

 

Nonmedicated Ophthalmic Ointments

 

The primary ingredients in commercial nonprescription
ophthalmic ointments (Table 28-1) are white petrolatum
(a lubricant and ointment base), mineral oil (which helps
the ointment melt at body temperature), and lanolin
(which facilitates incorporation of water-soluble medica-
tions and also prevents evaporation).

 

Mechanism of Action/Indications

 

The principal advan-
tage of nonmedicated (bland) ointments is their enhanced
retention time in the eye, which appears to enhance the
integrity of the tear film. Thus, both mucin- and aqueous-
deficient eyes can benefit from the application of lubricat-
ing ointments.

 

Dosage and Administration Guidelines

 

Ointment
formulations are usually administered twice daily (Table
28-3). However, depending on the patient’s clinical needs

 

TABLE 28-2

 

Administration Guidelines 
for Eye Drops

 

1. If you have difficulty telling whether eye drops touch the 
eye surface, refrigerate the solution before instilling it. Do 
not refrigerate suspensions.

2. Wash hands thoroughly. Wash areas of the face around the 
eyes. Contact lenses should be removed unless the prod-
uct is designed specifically for use with contact lenses.

3. Tilt head back.
4. Gently grasp lower outer eyelid below lashes, and pull 

eyelid away from eye to create a pouch.
5. Place dropper over eye by looking 

directly at it as shown in the drawing.
6. Just before applying a single drop, 

look up.
7. As soon as the drop is applied, 

release the eyelid slowly. Close 
eyes gently for 3 minutes by placing 
your head down as though looking 
at the floor (using gravity to pull the 
drop onto the cornea). Minimize blinking or squeezing 
the eyelid.

8. Use a finger to put gentle pressure over the opening of 
the tear duct.

9. Blot excessive solution from around the eye.
10. If multiple drop therapy is indicated, wait at least 5 minutes 

before instilling the next drop. This pause helps ensure 
that the first drop is not flushed away by the second, or 
that the second drop is not diluted by the first.

11. If using a suspension, place that drop in last.
12. If both drop and ointment therapy are indicated, instill the 

drops at least 10 minutes before the ointment so the oint-
ment does not become a barrier to the drops’ penetrating 
the tear film or cornea.

 

TABLE 28-3

 

Administration Guidelines 
for Eye Ointments

 

1. Wash hands thoroughly. Wash areas of the face around the 
eyes.

2. If both drop and ointment therapy are indicated, instill the 
drops at least 10 minutes before the ointment so that the 
ointment does not become a barrier to the drops’ pene-
trating the tear film or cornea.

3. Tilt head back.
4. Gently grasp lower outer eyelid 

below lashes, and pull eyelid away 
from eye as shown in the drawing.

5. Place ointment tube over eye by 
looking directly at it.

6. With a sweeping motion, place 1/4 
to 1/2 in. of ointment inside the 
lower eyelid by gently squeezing the 
tube, but avoid touching the tube tip 
to any tissue surface.

7. Release the eyelid slowly.
8. Close eyes gently for 1 to 2 minutes.
9. Blot excessive ointment from around the eye.

10. Vision may be temporarily blurred. Avoid activities requir-
ing good visual ability until vision clears.

 

TABLE 28-2

TABLE 28-3

Guidelines for administering eye drops
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eye surface, refrigerate the solution before instilling it. Do 
not refrigerate suspensions.

2. Wash hands thoroughly. Wash areas of the face around the 
eyes. Contact lenses should be removed unless the prod-
uct is designed specifically for use with contact lenses.

3. Tilt head back.
4. Gently grasp lower outer eyelid below lashes, and pull 

eyelid away from eye to create a pouch.
5. Place dropper over eye by looking 

directly at it as shown in the drawing.
6. Just before applying a single drop, 

look up.
7. As soon as the drop is applied, 

release the eyelid slowly. Close 
eyes gently for 3 minutes by placing 
your head down as though looking 
at the floor (using gravity to pull the 
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TABLE 28-3

 

Administration Guidelines 
for Eye Ointments

 

1. Wash hands thoroughly. Wash areas of the face around the 
eyes.

2. If both drop and ointment therapy are indicated, instill the 
drops at least 10 minutes before the ointment so that the 
ointment does not become a barrier to the drops’ pene-
trating the tear film or cornea.

3. Tilt head back.
4. Gently grasp lower outer eyelid 

below lashes, and pull eyelid away 
from eye as shown in the drawing.

5. Place ointment tube over eye by 
looking directly at it.

6. With a sweeping motion, place 1/4 
to 1/2 in. of ointment inside the 
lower eyelid by gently squeezing the 
tube, but avoid touching the tube tip 
to any tissue surface.

7. Release the eyelid slowly.
8. Close eyes gently for 1 to 2 minutes.
9. Blot excessive ointment from around the eye.

10. Vision may be temporarily blurred. Avoid activities requir-
ing good visual ability until vision clears.

 

TABLE 28-2

TABLE 28-3
Guidelines for administering eye ointments
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254 Section IV � Respiratory Disorders

TABLE 13-7 Guidelines for Using MDIs

Closed-mouth Technique

1. Remove dust cap from inhaler. Attach inhaler to spacer/holding chamber if you have one. Shake the inhaler well as shown in 
drawing A.

2. Blow out all the air in your lungs (see drawing B).
3. Seal lips tightly around the mouthpiece. As you breathe in slowly, press down on the inhaler to release the medicine until your 

lungs are full (see drawing C).
4. Hold your breath for 10 seconds to allow the medicine to reach deeply into your lungs (see drawing D).
5. Blow out the air in your lungs (see drawing E).

Open-mouth Technique

1. Take off the cap. Shake the inhaler as shown in drawing F.
2. Stand up and tilt your head back a little (see drawing G).
3. Place your hand between your mouth and the inhaler as shown in drawing H to measure how far away the inhaler should be 

from your mouth.
4. Take a cleansing breath; in and out.
5. Open your mouth wide; start to breathe in slowly; push down on the inhaler; while continuing to breathe in (see drawing I).
6. Hold your breath; count to 10; then breathe out.
7. If your asthma care plan instructs you to use 2 puffs, wait 1 minute and repeat steps 1-6.

TABLE 13-8 Alternative Agents That May Worsen Asthma Symptoms or Cause Significant Harm24

Agent Risk

Coffee, black tea Increased risk of hospitalization for acute asthma

Cinnamon, canela (tea), essential oil (from 
the bark)

Can be neurotoxic if ingested

Eucalyptus Essential oil can be toxic if ingested, causing respiratory distress and neurologic 
symptoms

Oregano tea May contain inhalant allergens

Cayenne, chile (active ingredient is 
capsaicin)

Single use may aggravate acute asthma episodes; bronchoconstriction possible if 
powder is inhaled

TABLE 13-7

TABLE 13-8

Guidelines for using MDIs
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318 Section V � Gastrointestinal Disorders

is probably too fast. One pint (500 mL) or less of properly
introduced fluid usually produces adequate evacuation if it
is retained until definite lower abdominal cramping is felt.
As long as 1 hour may be needed for the entire procedure.

Suppositories Bisacodyl-containing suppositories are
promoted as replacements for enemas when the distal
colon requires cleaning. Suppositories that contain bisa-
codyl are used for postoperative, antepartum, and postpar-
tum care, and are adequate in preparing for proctosigmoid-
oscopy. Although bisacodyl suppositories are prescribed
and are used more often than other suppositories, some
clinicians still prefer enemas as agents for cleaning the
lower bowel. Glycerin suppositories are useful in initiating
the defecation reflex in children and in promoting rectal
emptying in adults (Table 16-6).

Liquids Liquid formulations of emollients may be
made more palatable if mixed with juices or milk. The
most commonly used products containing castor oil are
the more palatable emulsions. When plain castor oil is
used, it may be administered with fruit juice or a car-
bonated beverage to mask its unpleasant taste. Chilling the
oral form of a sodium phosphate–type product or taking
it with ice seems to make it more palatable. Palatability

may also be improved by drinking the product with a citrus
fruit juice or with a citrus-flavored carbonated beverage.

Complementary Therapies

Patients frequently treat constipation with a botanical
product (Table 16-7; see also Chapter 53).20,32,45-48 Although
many of the commercially available stimulant and bulk-
forming laxatives are derived from plants, some consumers
prefer to use a “more natural” version of these products.
Consumers should be cautioned that FDA does not regu-
late these products and the manufacturers are not
required to provide information on how to use the prod-
ucts safely and effectively. When FDA ruled that certain
stimulant laxative ingredients found in many nonprescrip-
tion products had not been shown to be safe or effective,
they were ordered removed from the marketplace.33 Non-
prescription products that contained aloe, cascara sagrada,
and casanthranol have been withdrawn from the market
because of a lack of data supporting their safety and effi-
cacy. However, the same ingredients are found in many
dietary supplement formulations, which are unaffected by
this ruling. Patients should consider alternative products
that do not contain these ingredients whenever possible.

Although botanical products are considered dietary
substances and not “medications,” they can potentially
interact with prescription medications. In addition, products

TABLE 16-6 Administration of Rectal Suppositories or Enemas

Enemas

1. If someone else is administering the enema, lie on your
left side with knees bent or in the knee-to-chest position
(see drawings A and B). Position A is preferred for chil-
dren older than 2 years. If self-administering the enema,
lie on your back with your knees bent and buttocks
raised (see drawing C). A pillow may be placed under
the buttocks.

2. If using a concentrated enema solution, dilute solution
according to the product instructions. Prepare 1 pint
(500 mL) for adults and 1/2 pint (250 mL) for children.

3. Lubricate the enema tip with petroleum jelly or other
nonmedicated ointment/cream. Apply the lubricant to
the anal area as well.

4. Gently insert the enema tip 2 (recommended depth for
children) to 3 in. into the rectum.

5. Allow the solution to flow into the rectum slowly. If you
experience discomfort, the flow is probably too fast.

6. Retain the enema solution until definite lower abdomi-
nal cramping is felt. The parent/caregiver may have to
gently hold a child’s buttocks closed to prevent the solu-
tion from being expelled too soon.

Suppositories

1. Gently squeeze the suppository to determine if it is firm enough
to insert. Chill a soft suppository by placing it in the refrigerator
for a few minutes or by running it under cool running water.

2. Remove the suppository from its wrapping.
3. Dip the suppository for a few seconds in lukewarm water to

soften the exterior.
4. Lie on your left side with knees bent or in the knee-to-chest

position (see drawings A and B). Position A is best for self-admin-
istration of a suppository. Small children can be held in a crawling
position.

5. Relax the buttock just before inserting the suppository to ease
insertion. Gently insert the tapered end of the suppository high
into the rectum. If the suppository slips out, it was not inserted
past the anal sphincter (the muscle that keeps the rectum closed).

6. Continue to lie down for a few minutes and hold the buttocks
together to allow the suppository to dissolve in the rectum. The
parent/caregiver may have to gently hold a child’s buttocks
closed.

7. Remember that the medication is most effective when the bowel
is empty. Try to avoid a bowel movement after insertion of the
suppository for up to 1 hour so that the intended action can occur.

TABLE 16-6
Administration of rectal suppositories or enemas

DRUG INTERACTIONS

A drug interaction occurs when a drug interacts with other drugs and/or certain 
foods to produce side effects. Knowledge of drug interactions, as well as adverse 
reactions, for each medication taken by a resident can help prevent problems.

One medication may interact with another by increasing, decreasing or altering 
the other’s intended action, or combining to create a different side effect. For 
example, antacids decrease absorption of the heart drug Lanoxin®. Using the same 
pharmacist whenever a resident’s prescriptions are filled can help prevent problems 
related to drug/drug interaction. Consult the pharmacist, RN, physician or nurse 
practitioner about all medications the resident takes (OAR 411-050-0447 (4)(b)). 
Over-the-counter medications, such as antacids, can cause serious drug interactions 
with other medications.
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Food/drug interactions. Certain foods interfere with the action of certain drugs. 
For example, the calcium in milk makes tetracycline ineffective. Serious side effects 
develop if people taking certain antidepressant drugs (MAO inhibitors) eat aged 
cheese, sour cream, cabbage or red wine.

Drug/food Interactions. Some medications interfere with the body’s use of 
certain nutrients, which can complicate health problems in the elderly. For example, 
mineral oil decreases absorption of fat-soluble vitamins. 

Side effects

All medications have potential unintended actions called side effects. One person 
may experience a side effect of a drug; another person taking the same drug  
may not. Side effects, when experienced, are commonly referred to as adverse 
reactions. Adverse reactions can be expected or unexpected; mild, serious or 
severe. For example:

•	 Mild, expected: Metamucil® (used for constipation) may cause the feeling of 
abdominal fullness.

•	 Severe, unexpected: Effect may be a life-threatening allergic reaction to 
penicillin taken for an infection.

Adverse reactions Include:

•	 Changes in cognitive functioning: hallucinations, confusion, delirium, memory 
loss, impaired thinking or persistent drowsiness. The medications most 
commonly involved are:

»» Barbiturates (sedatives);

»» Cold remedies;

»» Sleeping pills;

»» Pain killers;

»» Tranquilizers;
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»» Ulcer medications;

»» Heart medications;

»» Steroids;

»» Blood pressure medications;

»» Antibiotics;

»» Muscle relaxants.

•	 Parkinson’s-like symptoms: Symptoms may be found in patients who do not 
have Parkinson’s disease, but have the same symptoms such as uncontrollable 
movements of the face, arms and legs; dizziness on standing; or falls. 
Symptoms may be caused by various medications, for example, those  
used to control problem behaviors and high blood pressure

•	 Gastrointestinal problems: Nausea, bleeding, vomiting, constipation, diarrhea, 
abdominal pain. Medications used to treat the following medical conditions 
commonly cause gastrointestinal problems:

»» Arthritis;

»» Asthma;

»» Depression;

»» Ulcers;

»» Pain.

•	 Urinary tract problems: Difficulty urinating, loss of bladder control. 
Medications used to treat the following medical problems often affect  
the urinary tract:

»» Depression;

»» Colds;

»» Allergies;
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»» Eye problems;

»» Sleeplessness;

»» Anxiety.

•	 Visual problems (for example, blurred vision)

•	 Breathing difficulty

•	 Headache, itching skin, skin rash or anticholinergic effects that occur 
suddenly or are symptoms the resident has not had in the recent past.

Medications with an anticholinergic effect frequently cause serious side effects for 
the elderly. These medications cause dehydration, confusion, dry mouth and urinary 
retention (unable to urinate). When a resident is taking a medication with an 
anticholinergic effect, encourage the resident to drink extra fluids. You may want 
to contact the resident’s primary care practitioner if you note a resident is taking 
more than one anticholinergic medication. Medications taken for the following 
medical problems may have an anticholinergic effect:

•	 Allergies;

•	 Colds;

•	 Sleeplessness, including OTC medications such as Benadryl®;

•	 Sleeplessness (including OTC medications such as Benadryl® or Tylenol PM®);

•	 Pain.

Medications used to treat behavior symptoms, sleeping problems, anxiety, pain 
and infections tend to cause more side effects than other drugs. Doctors and nurse 
practitioners try different approaches to relieve side effects. They may substitute a 
different medication, lower the dose or change the schedule for taking medication. 
Occasionally, there is no replacement for a medication and a second medication is 
prescribed to relieve the side effects of the first one.
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COMMON MEDICAL ABBREVIATIONS

You may encounter medical abbreviations when getting information about a 
resident’s medication. If you do not understand information obtained, ask for 
clarification from an appropriate medical professional. The following table identifies 
some commonly used abbreviations:

Common abbreviations used in medical documentation, 
medication and treatment orders

Abbreviations are case-specific. Use all uppercase or lowercase as listed  

unless both are listed.

a/a Before NC Nasal cannula

ac Before meals NGT Nasogastric tube

AD* Right ear NKDA No known drug 
allergies

ad lib As tolerated/ desired noc Night

ADL Activities of daily living NPO Nothing by mouth

am Morning NTG Nitroglycerin

amt Amount O2 Oxygen

AS* Left ear OD Right eye

ASA Aspirin OS Left eye

AU* Both ears OT Occupational 
therapy

BID/bid Two times a  day OTC Over the counter

BM Bowel movement OU Both eyes
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Common abbreviations used in medical documentation, 
medication and treatment orders (continued)

Abbreviations are case-specific. Use all uppercase or lowercase as listed  

unless both are listed.

BP Blood pressure oz Ounce

c  or c With pc After meals

CBG Capillary blood sugar PCN Penicillin

c/o Complains of per By/through

caps Capsules pm Afternoon

cath Catheter PO By mouth 

cc Centimeter PRN As necessary

CP Chest pain PT Physical therapy

D/C Discontinue or 
discharged

pt Patient

drsg Dressing Q Every

FBS Fasting blood sugar Q2H/q2h Every 2 hours

gm Gram Q3H/q3h Every 3 hours

gtts Drops Q4H/q4h Every 4 hours

g-tube Gastrostomy tube Q6H/q6h Every 6 hours

hr Hour Q12H/q12h Every 12 hours

HS/hs Hour of sleep QD/qd* Each day

HTN Hypertension QH/qh Every hour
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Common abbreviations used in medical documentation, 
medication and treatment orders (continued)

Abbreviations are case-specific. Use all uppercase or lowercase as listed  

unless both are listed.

Hx History QHS/qhs Every night at 
bedtime

I&O Intake and output QID/qid 4 times a day

IM Intramuscular QOD/qod* Every other day

IV Intravenous ROM Range of motion

j-tube Jejunostomy tube Rx Prescription

l Liter s/s Without

liq Liquid S/S Signs and symptoms

meds Medications SQ/sq Subcutaneous

mEq Milliequivalent tabs Tablets

mg Milligrams Tbsp Tablespoon

mid noc Midnight TID/tid Three  times a day

min Minute tsp Teaspoon

ml Milliliter W/ or w/ With

MOM Milk of Magnesium W/O or w/o Without

N/V Nausea/Vomiting X/x Times

* It is recommended these abbreviations not be used and the information is spelled out. The 
recommendation is based on high frequency of errors. The abbreviations were included since 
some individuals may still be using them.


