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	Corinne Savignac, R.N., BScN 
Nurse Clinician General Internal Medicine
Health Sciences North | Horizon Santé-Nord
Tel:	(705) 523-7100 ext. 3315 csavignac@hsnsudbury.ca
www.hsnsudbury.ca 
	The nurses would document this in the narrative portion (progress notes) of the patient’s chart (an incident report would also be completed through our online reporting system).
	

	Glen-mary Christopher
Policy Specialist, Corporate and Clinical Policy –Swift Current 
Saskatchewan Health Authority 
Cel:	(306) 316-5298
Glen-Mary.Christopher@saskhealthauthority.ca
www.saskhealthauthority.ca 
	In Saskatchewan, patient safety incidents (which would include medication errors) are documented on patient safety reports, which are privileged and confidential internal documents for quality improvement purposes; AND the facts of the incident are documented in the patient’s health care record, including assessment, follow-up care and monitoring, etc.
	

	Susan MacNeil RN, MN
Advanced Practice Nurse – Clinical Nurse Specialist for Gerontology  |  Professional Practice
Providence Care Hospital
Tel:	(613) 544-4900 ext. 53394
macneis4@providencecare.ca
www.providencecare.ca 
	We use an electronic patient record so the medication could not be administered unless ordered by the physician and checked by the nurse electronically and even then it would have to be transferred to the drug cabinet profile. If it was ordered in error the physician would have to discontinue the order in ePR. A progress note indicating that the error occurred and the follow up and disclosure with the patient would occur by either the nurse or the physician depending on who made the error and a Safe report would be filled out.  
Previously I worked in a paper system and if a transcription error and administration error occurred, the medication would be crossed off as “ERROR - Wrong Patient “  and crossed off, a progress note made indicating the follow-up and disclosure with the patient and a SAFE report completed. The medication would have to be signed off even if the error was made either on transcription or ordering but then cancelled  with reference to reason for cancelling it e.g. see progress note. Potential reasons for the error were not documented in the chart just the SAFE report for quality review.
	

	Grace Sutherland, RN, BScN, MN
Informatics Coordinator/Clinical Educator
Almonte General Hospital 
Tel:	(613) 256-2500 ext. 2507
gsutherland@agh-fvm.com
www.agh-fvm.com 
	We use Cerner as our EMR.  If someone has charted a medication in error, it is a simple right click on the medication administered and the nurse can choose “Modify” or “Unchart”.  Modifications are allowed with no justification; however, the nurse can always enter a comment if they want.  The chart shows the time as modified.  When uncharting, a box pops up that allows free text to indicate why you are uncharting the medication.   I have entered an example from our ‘train’ environment.
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	[bookmark: _GoBack]Talitha Brush
Policy Coordinator 
Sunnybrook Health Sciences Centre
Tel:	(416) 480 6100 ext. 7693
talitha.brush@sunnybrook.ca
www.sunnybrook.ca 
	See Section 12.
	


	Sara Leblond, RN, MScN, IIWCC
Clinical Manager 
Med/Surg/ECU, Rehabilitation, Discharge Planning, Complex Care and Clinical Nutrition
Winchester District Memorial Hospital / Hôpital Winchester District Memorial Hospital
Tel:	(613) 774-2422 ext. 6339
sleblond@wdmh.on.ca
www.wdmh.on.ca 
	Depends on the error and impact on the patient. Most usually in a variance note.
Then PRN as needed depending on the error.
	

	Lorraine Bird, RN, MScN
Interim Clinical Educator
Collingwood General and Marine Hospital
Tel:	(705) 445-2550
birdl@cgmh.on.ca
www.cgmh.on.ca 
	We have an electronic meditech risk reporting system where it would go.  Not sure we have a specific policy on where it must be documented in the patient chart.
	

	Trent Fookes, RPh, BSP 
Director, Pharmacy
Grey Bruce Health Services │ Owen Sound 
Tel:	(519) 376-2121 ext. 2101
Cel:	(519) 374-5568
tfookes@gbhs.on.ca
www.gbhs.on.ca 
	Not completely consistent here at GBHS – of course, any medication errors are identified in our Risk Reporting system, and if appropriate, external registers such as NSIR.
For wrong dose and wrong time errors, we encouraged documentation in our health record on our electronic MAR (eMAR) to provide the information in a consistent manner for the care team.  
For wrong drug errors, we don’t record these on the eMAR, as there would be an increased risk of error if we were to enter the incorrect drug into the patient profile so that it could be recorded on the eMAR.  There are other types that are also problematic to enter into the eMAR, such as self-administration of unknown drugs or quantities. These should all be recorded in our clinical notes sections so the care team has the information at hand.
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POLICY STATEMENT:

It is a Sunnybrook Health Sciences Centre (Sunnybrook) policy to ensure safe medication practices are followed throughout all parts of
medication preparation and administration by all health care professionals who prepare and administer medications.

DEFINITIONS:

Medication Administration Record (MAR)

The handwritten or computer generated record that serves as legal documentation of the medications administered to a patient at a
facility by a health care professional. The MAR is a permanent part of a patient's medical record (see Medication Administration Record
(MAR) Documentation and MAR-to-MAR Checks with the Computer-Generated MAR, CLS-0063). The computer generated paper MAR is
referred to as the c-MAR; electronic version is referred to as an e-MAR.

Health Care Professional (HCP)
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Regulated health care professionals who have the authority to administer medications and a health professional with the delegated act to
prepare and administer medications (i.e. delegated control act)

Medication Administration

The preparation, administration and evaluation of the appropriateness of prescription and non-prescription drugs.
Medication Order

Medication orders are directions from a prescriber authorized under the Health Professions Act (2000) for all medications prescribed to
the patient while in hospital (includes Schedules I-1V)

Aseptic Non-Touch Technique (ANTT)

A technique that maintains asepsis and is non-touch in nature. See Appendix A for a detailed procedure.
STAT
An once

Transcribing medication orders

The process of transferring the medication order information from an order to a medication administration record (MAR). The MAR
outlines when medications are to be administered to a patient and is used by HCP to document when medications have been
administered.

POLICY:

1. Health Care Professionals (HCPs) administering medications to a patient while in hospital must receive the necessary authority to
administer any medication (a prescription or over-the-counter) by an authorized prescriber. Authorized prescribers should
prescribe within their scope of practice. Authorized prescribers who can write an order include:

e Physician
e Physician assistants (PA) under a medical directive can prescribe medications within their medical directives. It is the
responsibility of the PA to prescribe only the medications within their medical directive. See Sunnybrook Medication
Directives here.
e Dentist
e Nurse practitioner (NP)
¢ Midwife
2. HCPs can administer medications if they have the controlled or delegated act of administering medications.
3. HCPs must ensure competence to administer medications by showing the following:
a. They have the knowledge of the medication being administered, which includes:
o Maximum dosage and rate of administration
o Desired therapeutic effects
o Possible adverse effects
o Appropriate preparation and dilution
o Compatibility of medication and IV solution
o Required monitoring parameters
b. They have the skill and training necessary to prepare and administer the medication in an safe and evidence-based manner
c. Assess the appropriateness of the medication practice by considering the patient, the medication and the environment.
o HCPs should consult the |V Authorization for Nurses and available references found on the Pharmacy Webpage.
d. Have judgment to identify and respond to adverse outcomes
4. When preparing and administering medications, the following must be followed:
a. Applicable Infection Prevention & Control policies.
b. Distractions should be prevented from other persons, activities, or aspects of patient care.
c. Be alert to error-prone situations and high alert medications. See High Alert Medications Policy (CLS-357) and the
Independent Double Check of High Alert Medications Policy (CLS-358).
d. Medication administration, documentation, and monitoring must occur at point of care.
e. The ‘7 RIGHTS’ must be followed when preparing and administering medications:
= Right patient — Identify patient using 2 identifiers as per the Patient Identification and Verification of Identity Policy
(PC-173)and obtain consent as per the Consent to Treatment Policy (PC-0017). In alignment with the principles of
the Patient Identification and Verification of Identity Policy (PC-173), in areas where barcodes are available for
scanning, patients must be identified by scanning their armband, where possible. The MAR should be taken to the
bedside for patient identification (See Appendix B for Workflow).
o Right medication — ensure the correct medication has been chosen and prepared. This involves:
s comparing the medication name to the MAR/order
s checking that expiry date (or Use by Date) of the drug and diluent (if applicable) is within date
o Right reason — assess the appropriateness of the medication for the patient
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o Right dose —ensure dose retrieved from the medication cart/night cupboard/ward stock/ automated dispensing unit
matches the MAR/order and makes sense for the patient. Be diligent in all medication calculations. Errors in
medication calculations have contributed to dosage errors, especially when adjusting or titrating dosages.

o Right route —ensure the route matches the MAR/order and is appropriate for the patient’s current condition

o Right time —ensure the time of administration matches the MAR/order and follows the institutions standard
administration times if possible (see Sunnybrook Standard Medication Administration Times and Guidelines for
Staggering Medication Times )

o Right documentation — the HCP administering the medication must document on the Medication Administration
Record (MAR) at the point of care (for exceptions see the documentation procedure below (Section 11). Follow the
following policies:

s Medication Administration Record (MAR) Documentation and MAR-to-MAR Checks with the Computer-
Generated MAR (CLS-0063)
s Independent Double Check of High Alert Medications Policy (CLS-358)
f. Patient’s allergies must be confirmed prior to administration of the medication. Refer to the Allergy Documentation and
Communication Policy (PC-0013).
g. Medications must be administered to one patient at a time.
h. Use smart pumps whenever possible to administer medications.
i. Patient education :

e Provide information to the patient/Substitute Decision Maker about the medication before administration. Answer
questions regarding usage, dose, and special considerations. Give the patient an opportunity to ask questions.
Include family members if appropriate.

o |f a patient questions or expresses concern regarding a medication, stop and do not administer the medication.
Document the discussion in the health record, and notify the prescriber as appropriate.

PROCEDURE:

1. Verification of Medication Orders:
a. HCPs should only accept medication orders that are clear, complete and appropriate.
b. An authorized prescriber is expected to document their own medication orders. For telephone and verbal orders refer to
Telephone and Verbal Orders for Inpatients Policy (PC-116).
c. Medication orders consist of the following components
s Full name and Hospital File Number (HFN) of the patient (refer to Patient Identification and Verification of Identity
PC-173)
= Date and time
= Medication:
o Name
o Strength , if applicable
o Dose, if applicable
o Route of administration
o Frequency, and in some cases the length of time the drug is to be administered
o Parameters for administration/holding the medication, if applicable
o Reason for administration of as needed (prn) medications, if applicable
o Prescriber’'s name, signature and designation
d. Medication Orders should contain the following:
= Approved abbreviations or symbols only (See the "DO NOT USE" Abbreviations, Symbols and Dose Designations
for Medications Policy (PC-285)
s Clear instructions — the HCP should clarify any order that is incomplete or unclear
= Safe practices — the HCP should question and clarify orders that are inconsistent with therapeutic outcomes, best
practices, and safety standards prior to administration of the medication
e. “Suggest” Orders written by consulting services:
= Ensure all “suggest” orders written by consulting services must be co-signed by the Most Responsible Prescriber
Service before the order is carried out as per the policy on Inpatient Consultation (PC-174).
2. Transcribing Medication Orders on the Medication Administration Record
a. The pharmacist reviews prescription and medication orders within the organization prior to administration of the first dose,
whenever possible. In emergency situations or when there is no pharmacist available, the pharmacist will review the orders
once the order is received. In certain situations, the pharmacist may write clarification orders. See the Medication Order
Clarification by Pharmacist Policy (PC-0063) for details.
b. The following policies should be followed when transcribing medication orders onto the MAR:
= Medication Administration Record (MAR) Documentation and MAR-to-MAR Checks with the Computer-Generated
MAR (CLS-0063)
3. Timing of Medication Administration
a. Regularly scheduled medications will be administered as per the Sunnybrook Standard Medication Administration Times
an Guidelines for Staggering Medication Times.
= Doses shall be administered within 60 minutes before or after the indicated time, except in unusual circumstances
(e.g. Code Blue situations; the patient is off of the nursing unit; the medication is not available).
b. First Dose Administration: judgment is required when assessing when to administer the first dose.
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= For time sensitive medication such as antibiotics, anti-hypertensives for elevated blood pressure, follow instructions
for priority medications below (3c).

= For medications patients were taking at home, administer at the next administration time or when the medications
are available from Pharmacy.

s The expected turn-around time from the order being written to the delivery of a medication from Pharmacy
can be up to 2 hours (during regular pharmacy hours).

c. Critical Medications
= Urgent medications (i.e. STAT) for life-threatening situations or severe patient discomfort:

o The prescriber must verbally inform the HCP administering the medication of the STAT order

o The medication must be given as soon as it is available, within a maximum of 30 minutes of the order being
written.

o For STAT medications that must be obtained from pharmacy during regular pharmacy hours,

s Fax the order to Pharmacy immediately,
s Alert Pharmacy about the STAT order by telephone, and
= Arrange for pick-up of the medication from Pharmacy.

o For a STAT medication required after hours, obtain the medication from the nursing unit automated
dispensing cabinet (ADC), ward stock, or the Night Cupboard. If the medication is not available in the
hospital, contact Pharmacy on-call (via locating- ext. 4244) and inform the prescriber.

= Priority medications are orders that are not considered life-threatening. The administration time should be specified
by prescriber (i.e. give within 1 hour, give within the next 2 hours).
s The terms “Now” and “ASAP” should not be used to describe medication administration.

. “Hold” Medications:

e Orders to hold medications will be removed from the MAR. A new complete order is required to restart the medication. 1°

e Only hold orders with parameters will remain on the MAR

o If a restart date is indicated on the order to hold a medication (e.g., hold metformin for 48 hr), the order will be entered to
restart on the day indicated

o When an order is written and specific “hold” parameters are indicated (e.g. metoprolol 25mg bid - hold if heart rate less
than 60), the medication will remain on the MAR with parameters indicated on the MAR. The HCP will continue to
administer the medication unless the parameters to hold the medication are met.

. Patient’s own medication schedule:

o Certain medications may be administered at the time preferred by the patient. This is done for certain medications that are
best given at certain times (e.g. Parkinson’s medications).

o Inform Pharmacy of the preferred time in order for the MAR to be changed

o This practice is not encouraged for all patients as the different administration times decreases nursing efficiency.

. Interpreting Dosing Range Orders and Administering PRN medications:

o EXCEPTION: Dosing range orders are not authorized at the Veteran’s Centre

o Range doses are medication orders in which the dose of a medication is prescribed in a range (e.g. hydromorphone 0.5 - 1
mg sc q3h PRN for pain).

o Range doses are used in situations where a patient’s need for the medication varies from day to day or within the same
day.

o A range dose order gives the HCP the flexibility to make a decision on the appropriate dose of medication to administer,
based on their assessment of the patient immediately prior to medication administration.

o The initial medication dose is based on the clinical assessment and indication for the PRN medication.

e Ongoing doses are based on the clinical assessment, and effectiveness of prior doses of the PRN medication.

o Contact the prescriber if the desired outcome has not been reached and the maximum dose has been given in the
prescribed time frame.

o Documentation of the PRN medication must occur on the appropriate record immediately after administration (e.g., nursing
notes, MAR, etc). Documentation must include clinical assessment and indications for use and effectiveness (if
applicable).

o Use of ranges for dosing intervals is prohibited (e.g. every 4-6 hours) - for details refer to the Frequency of Medication
Administration - Use of Range for Dosing Interval is Prohibited (Inpatients Only) Policy (PC-0064).

. Preparation and Administration of a Medication: The following must be followed for all medication preparation and

administration

a. ACCOUNTABILITY:
e To reduce risk of error and maintain clear lines of accountability, the same HCP should carry out all the steps of
medication preparation and administration.
e EXCEPTION: Pharmacy prepared medications.
e There could be situations where more than one HCP may be required to administer a single medication which
include:
o An emergency lifesaving or code situation where one nurse prepares and labels the medication and another
HCP is required to administer it.
o The HCP prepares and initiates an IV medication, but due to the length of time required for its infusion,
another HCP assumes the responsibility to monitor, maintain and ensure the infusion is completed.
b. AVOID DISTRACTIONS:
e During the preparation and administration of medication, HCPs are strongly encouraged to prevent distractions from
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C.

d.

other persons, activities, or aspects of patient care. HCPs should not distract other HCP involved in medication
preparation and administration.
INFECTION PREVENTION & CONTROL (IP&C)
e The HCP integrates IP&C principles, standards and guidelines in the medication preparation and administration
process
= Use aseptic technique when preparing and administering all medications, flush/locking solutions, and other
parenteral solutions administered. Aseptic technique includes:
i. Hand hygiene prior to and after preparation and administration of the medication or solution
ii. Cleaning surfaces/ all communal equipment
iii. Disinfection of the IV access port, needleless connector, or other vascular access device (VAD) prior
to administration of the medication or solution
iv. The use of personal protective equipment (PPE) if contact and exposure to blood or bodily fluids are
possible when administering the medication or solution
v. Properly use single-use medical devices (syringes, needles and infusion supplies):
o Always consider a syringe or needle contaminated after it has been used to enter or connect to
a patient’s intravenous (IV) catheter, infusion bag or administration set;
o New needle, new syringe every time
o Exception:
= Syringes containing multiple doses of a drug should only be used in situations where
the extra time required to repeatedly draw up the drug would adversely impact patient
care.
= Syringes containing multiple doses of a drug must :

e Only be used for one patient.

e Only be used for the short duration in which the medication is required OR must
be discarded at the end of the nursing shift.

e Swab the venous access port prior to injecting the medication and cap the
syringe with a new needle each time the drug is administered (to protect the tip
of the syringe from contamination).

o Use bags or bottles of IV solution for only one patient
s Used needles are not to be recapped and must be disposed of into a designated point of use puncture
resistant container
= Any additional precautions must be followed as per Sunnybrook policies
= Medications may be returned to pharmacy for re-circulation only if:
» The packaging/seal is still in tact
s |t has NOT entered a patient room
= Unused medications with compromised packaging/seals or those that have entered a patient’s
room should be discarded as per usual practice.
ALLERGIES:

Patient’s allergies must be confirmed prior to administration of the medication. Refer to the Allergy Documentation and
Communication Policy (PC-0013).

PRE and POST ADMINISTRATION ASSESSMENT: Monitor and assess as per institution requirements and/ or
prescribers orders.

PREPARATION and ADMINISTRATION OF DIFFERENT DOSAGE FORMULATIONS:
For Hazardous Drugs — See the following policies:

e Hazardous IM or SC Drugs: Administration and Safe Handling (CLS-0062)
e Hazardous Oral Drugs: Administration and Safe Handling (CLS-117)
e Hazardous IV Drugs: Safe Handling (CLS-335)

8. Labelling of Injectable Medications

Appropriately label all injectable medications or solutions, unless the medication or solution is prepared at the patient’s
bedside and immediately administered to the patient without any break in the process.
If the HCP needs to prepare and administer more than one injectable medication or solution to a single patient at the
bedside:

s Prepare each medication or solution separately and immediately administer it before preparing the next syringe

OR

= |f preparing several IV medications at a time for sequential administration, label each medication as it is being
prepared, and prior to the preparation of any subsequent medications.
If a HCP prepares one or more medications or solutions away from the patient’s bedside, immediately label each
medication, one at a time, before preparing the next medication or solution.
Units should have blank or printed, ready-to-apply labels, including sterilized labels where applicable, to support safe
labelling practices.
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o Immediately discard any unattended, unlabelled medications containing any type of solution.
o Never pre-label empty medication containers in anticipation of use.
@ Each medication should be labelled with:
s Name of the drug
Total dose and volume of drug for infusion bags
Concentration of drug in syringes
Name of the patient and MRN if same/similar name patient on the patient care unit
Date and time medication was prepared
Initial of HCP preparing the medication
o Affix the label on the medication container in a manner that does not cover important parts of the container. For example do
not cover the graduations (line markings) on the syringe

NOTE: UNLABELLED MEDICATIONS MUST BE DISCARDED (link to medication disposal policy)

9. Missed Doses
o If a medication is not administered intentionally, indicate the reason on the MAR (i.e. declined, held, off unit) and
reschedule the medication time/times as appropriate.
o Notify prescriber if missed medications are time sensitive or could have adverse effects if missed.
o If it was missed unintentionally, complete an eSafety Report

10. Monitoring

o Evaluate outcome/side effects (Monitor as needed and if adverse reactions occurs take appropriate action)
o If patient presents with any adverse reaction:
s Withhold further doses

Assess vital signs
Notify prescriber
Notify pharmacy
Document as per the following policies:

s Adverse Drug Reaction Reporting (CLS-0068)

s Complete an eSafety Report
= Disclose the incident as per Disclosure of Patient Safety Incidents Policy (PC-0018)

11. Documentation

o The HCP administering the medication must document on the MAR or appropriate record at the point of care (for
exceptions see below). The following policies must be followed:

s Medication Administration Record (MAR) Documentation and MAR-to-MAR Checks with the Computer-Generated
MAR (CLS-0063)
= |ndependent Double Check of High Alert Medications Policy (CLS-358)

o For PRN medications, document the rationale for administration and patient response on the appropriate documentation
tool if applicable (i.e. electronic documentation/ flow sheet/progress note).

o Documentation of medication administration may be completed by a recorder in emergent (See policy Code Blue /
Emergent Medical Intervention Required CODE-0003) and procedural situations when the administering HCP is unable to
document.

= |n a procedural situation the recorder will:
s Verbally verify the medication, dose, route with the administering health professional at the time of
administration. When feasible, visual verification is recommended.
s Document
e The full name of the health professional administering the medication
Medication
Dose
Route
Time
e Initial of the recorder
= The HCP administering the medications will sign for the medication administration immediately following the
completion of the procedure or treatment.

12. Patient Safety Incident Reporting
o Immediately report any medication errors to the prescriber and patient/family. Refer to the Disclosure of Patient Safety
Incidents Policy (PC-0018) and complete an online eSafety Report ("Medication/Fluid Event")
o Report all near misses and patient safety incidents. Reporting allows for analysis and identification of potential errors,
which can lead to improvements and sharing of information for safer patient care.

13. Disposal of Medications
= All medications and their containers (e.g. the vial or bottle the medication was stored in) are to be disposed of in the
appropriate Disposal Container. Refer to the Medication Disposal Policy for detailed instructions (coming soon).
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APPENDICES AND REFERENCES:

LINKS/RELATED DOCUMENTS

Medication Administration Record (MAR) Documentation and MAR-to-MAR Checks with the Computer-Generated MAR CLS-0063

Hand Hygiene & Handwashing (IP&C-0060)

Routine Practices and Additional Precautions (IP&C-0057)

Sharps (IP&C-0065)

Patient Identification and Verification of Identity Policy (PC-173)

Consent to Treatment Policy (PC-0017)

High Alert Medications Policy (CLS-357)

Independent Double Check of High Alert Medications Policy (CLS-358)

Allergy Documentation and Communication Policy (PC-0013)

Telephone and Verbal Orders for Inpatients Policy (PC-116)

"DO NOT USE" Abbreviations, Symbols and Dose Designations for Medications Policy (PC-285)

Standard Medication Administration Times

Frequency of Medication Administration - Use of Range for Dosing Interval is Prohibited (Inpatients Only) Policy (PC-0064)

Hazardous IM or SC Drugs: Administration and Safe Handling (CLS-0062)

Hazardous Oral Drugs: Administration and Safe Handling (CLS-117)

Hazardous 1V Drugs: Safe Handling (CLS-335)

Narcotic, Controlled and Targeted Substances Policy (CLS-0065)
Adverse Drug Reaction Reporting (CLS-0068)

Disclosure of Adverse Medical Events and Unanticipated Outcomes of Care (PC-0018)

Code Blue / Emergent Medical Intervention Required CODE-0003

iSpeak up Safety reporting: Safety Report - Reporting & Learning from Safety Events PC-0053

Medication Disposal Policy

Inpatient Consultation (PC-174)
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Appendix A: Aseptic-Non-Touch-Technique (ANTT)

The main focus of ANTT is to minimize the introduction of micro-organisms, which may occur during preparation, administration and
delivery of IV therapy.

The underlying principles of ANTT are:

PN~

5.
6.

Always perform hand hygiene;

Never contaminate key parts;

Touch non-key parts with confidence;
Take appropriate infective precautions.

Perform hand hygiene as outlined in the policy Hand Hygiene & Handwashing (IP&C-0060)
Clean work surface.

Identify and gather equipment. Calculate all medication dosages and any dilutions required.
Never contaminate key parts:

o Key parts are the pieces of equipment that come into direct contact with the patient and therefore have the potential to
transmit bacteria and/or micro-organisms and are usually parts of equipment that come into direct contact with the
infusate.

o Any key part must only come into contact with other key parts (e.g. sterile glove, sterile syringe tip and needle hub).

o Examples of ‘key equipment parts’ relevant to Intravenous therapy:

= Syringe tip.
Needle — both the needle tip and the needle hub.
Needleless access device attached on catheter lumen.
IV infusion lines — includes several key parts such as fluid bag spikes, all stopper/caps/three-way taps, all infusion
ports, the end of the infusion line which connects to the patient.
Extension lines (both the end that attaches to the IV administration set and the point where tubing connects to the
patient).
The hub of the central venous access device (CVAD)/venous access device (VAD).
The tip of the implanted port needle and the hub end.
Dressings — the parts of dressings that come into direct contact with skin.
Sponge sections of the 2% chlorhexidine/70% alcohol applicators
Sterile gauze — the centre of the sterile gauze squares (used for dressing changes).
Rubber tops of vials containing medications, etc.
s Ends of bungs used to protect syringe tips.
Touch non-key parts with confidence;
Take appropriate infective precautions as per IP&C policies.
o Routine Practices and Additional Precautions (IP&C-0057)
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Appendix B: Medication Administration Record (MAR) to the bedside Workflow

_ =

~oO0xNO O

1. Perform hand hygiene
2.
3. Confirm allergy status (check the list or allergies on the MAR and confirm that the medications to be administered are not on the

Retrieve desired single patient's MAR (with or without binder/folder)

list or there are no cross-reactivity concerns)

. Retrieve correct medication for patient from storage area and confirm against MAR

s Pills in their original package
s Prepared IV medications properly labeled (perform hand hygiene prior to IV medication preparation, if required)
s Crushed medications (perform hand hygiene prior to opening packages and crushing medication; keep packages
with medications to confirm against MAR)

Proceed to the bedside with MAR plus medications and place on clean surface

Perform hand hygiene

Identify patient using 2 identifiers as per policy

Follow medication administration as per medication administration policy/ professional standard

Explain medication to the patient

Administer medications

Sign MAR (at the bedside) to indicate that medication has been administered
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12. Perform hand hygiene after medication administration
13. Pick up MAR and return MAR to appropriate location (if using a binder/folder cleanse with a hospital-approved disinfectant wipe
prior to returning to designated area)






