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Administration of any medicine 
 
Key point: There are safety checks that should always be made when administering 
medication. However, these checks should be carried out before approaching the patient: 
 

• Case notes and prescription chart: check these documents for any known patient 
allergies. 

• Prescribed dose: ensure the dose prescribed is within the correct range for the 
patient. 

• Prescribed date and time: confirm this information. 
• Prescription: the writing must be legible – make sure that the prescription has not 

been discontinued. 
• Administration: make sure that the medicine has not already been given. 

 
Step 

 
Assess patient’s knowledge of medicine and verify any allergies.  

Discuss what you propose and ensure that the patient is aware of his or her rights 
regarding consent. 

 

Wash your hands.  

Identify a suitable working area; this should be clean and provide space to prepare 
the medicine. 

 

Check that you have the RIGHT PATIENT. 
 
You can ask for the patient’s name, however, other safeguards are necessary 
depending on the environment: 
If in a hospital: check the patient’s name-band. This information should match the 
prescription chart. The patient’s details should match the prescription chart (full 
name and hospital number). 
If in the community: verbal confirmation of the patient’s name should be received 
from either the patient or the patient’s carer if they are unable to communicate. It is 
also now common practice to have a photo board with the patient’s name on it. 

 

Check that you have the RIGHT ROUTE  

Check that it is the RIGHT TIME to give the medicine and that the medicine has not 
already been given. 

 

Also check that there are no other special requirements in relation to the 
administration of this medicine, for example, after food, depending on blood 
pressure. 

 

Check that it is the RIGHT DRUG and check the drug’s expiry date  
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Check that it is the RIGHT DOSE.  

Administer the medicine as prescribed. Do not leave the medicine unattended at 
any time. 

 

Remember to talk to the patient whilst carrying out the procedure.  

Observe the patient for any adverse reactions or signs of discomfort. Refer to local 
policy documentation for guidance regarding how long you should remain with the 
client afterwards; this will be of particular importance when administering medicines 
in the community setting. 

 

If you suspect that an adverse reaction is related to a drug or a combination of 
drugs (adverse drug reaction [ADR] ) then a Yellow Card should be completed. 
These are available in the BNF, the MIMS Companion, and from the MHRA, and 
are then sent to the MHRA (Medicines Healthcare products and Regulatory 
Authority. They can also be accessed from http://yellowcard.mhra.gov.uk . 

 

Record that the medicine has been given. Your signature must be legible and both 
the date and time of administration should be clear for others to read. 

 

If the patient experienced any adverse reactions to the medicine this must be 
recorded and reported thereafter to medical staff. 

 

Dispose of any soiled equipment. Refer to local policy guidelines for disposal of 
waste and infection control. 
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Administration of a controlled drug 
 
Keypoint: This table summarizes the requirements of the Act as applied to nurses. 
 
Action 
 

Follow the procedure for administration of any drug, but with these additions:  

Two nurses or a registered nurse and another approved professional must be involved 
in the procedure at all times. 

 

Take the drug from the controlled drug store.  

Check stock number with the number in the controlled drug book.  

Check date, time, method, route, dose, and patient.  

Record stock number of the remaining medicine  

Administer the drug.  
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Self-administration of medicines 
 
Key points: The system must have been fully documented and agreed by all parties. There 
must be full patient information and patient consent. A detailed protocol, including patient 
assessment, stages of the process (prescription sheet, record of administration, checks, and 
actions) and clear guidelines on the role of the healthcare professionals, must be provided. 
 
Step 
 

Assess the patient and document findings in the nursing notes.  

Review proposed prescription with pharmacist.  

If successful, patient is given access to bedside medicine cabinet under nurse’s 
supervision. 

 

If successful, patient is given the key to the cabinet and allowed to self-administer 
with only limited supervision checks. 

 

Check that the drugs are being taken, records are being kept, and discuss progress 
with the patient. 

 

If successful, patient is allowed to self-administer with reduced level of checks on 
compliance. 

 

 
 



Docherty and McCallum, Foundation Clinical Nursing Skills 
Chapter 2.6 – Administration of medicines 

 

OXFORD H i g h e r   E d u c a t i o n 
© Oxford University Press, 2009. All rights reserved. 

Administration of an oral medicine (in any form) 
 
Step 
 

Follow the guidelines for the administration of any medicine.  

Calculate how much drug is to be given. Do not break tablets unless there is a 
score on them: use a file or tablet cutter. 

 

Tablet or capsule: empty into a medicine container or pot without touching the 
medicine (use a blister pack or tip into the lid of the bottle and then transfer to the 
pot). 
Liquid: the liquid should be drawn up using a syringe for accuracy. If a larger 
volume is required, then pour into a measuring cup and check the level against the 
measuring line at eye level. 
 
For other forms of oral medication, for example, soluble, buccal, sublingual, see 
individual drug instructions. 

 

Take the medicine and the prescription chart to the patient and check the patient’s 
identity. 

 

Administer with food or between meals if required.  

Administer the drug. Do not leave the medicine at the bedside.  

Give the patient a glass of water if allowed.  
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Administration of eye drops or ointment 
 
Step 
 

Follow the guidelines for the administration of any medicine.  

Assess the eye for any negative changes, such as inflammation, discharge, or 
alterations in vision.  
Record any negative changes and seek appropriate advice if required. 

 

Clean eyes ONLY if the lids are sticky.  

Clean hands  

Instil one drop into the lower fornix (see Fig. 2.38). 
 
If the bottle or dropper comes into contact with the patient’s eye then the bottle or 
dropper should be discarded as appropriate and a new bottle received from the 
pharmacy. 
 
The bottle or tube should be labelled ‘left’ or ‘right’ specifically for the affected eye. 
If both eyes are to receive medication then often two bottles or tubes will be 
provided, and should be labelled ‘left’ and ‘right’. 

 

Ask the client to close the eyes gently and count to 60. Ask the client to close the 
eyes gently and count to 60. 

 

Leave for 3–5 minutes before applying a second drop to the same eye if 
prescribed. 

 

If eye ointment is prescribed, then it should be applied now.  
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Administration of ear drops 
 
Key point: When administering ear drops in children over three years old, the pinna should 
be pulled straight back. In a child younger than three years old, the pinna should be pulled 
down and back. It may be necessary to use distraction techniques to keep the child still for 
several minutes. 
 
Step 

 
Follow the guidelines for the administration of any medicine. 
 

 

Ear drops should be used at the temperature between room temperature and body 
temperature. 

 

If instructed, clean external auditory meatus gently with cotton bud.  

Position patient either sitting with head tilted to one side or lying on side with ear to 
be treated uppermost. 

 

Clean hands.  

Shake bottle if it contains a suspension.  

Draw required amount into dropper.  

Pull up and back the cartilaginous part of the pinna (a child’s pinna should be 
pulled back or down and back). 

 

Instil drops in external canal without allowing dropper to come into contact with ear. 
 
Bottles should be labelled ‘left’ or ‘right’, as appropriate. 

 

Apply gentle massage over tragus.  

Encourage patient to maintain position for several minutes.  

Lightly place a cotton wool ball in external meatus, if necessary.  

Wipe any excess medication away.  
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Administration of nasal drops 
 
Step 
 

Follow the guidelines for the administration of any medicine.  

Nasal drops should be at room temperature prior to installation.  

Patient should be positioned in the supine position with the head hyperextended, for 
example, head over edge of bed or pillow under shoulders. 

 

Clean hands.  

Ask patient (or assist if required) to close off one nostril and insert drop or drops into 
the other nostril without touching any part of the nose with the dropper. 

 

Encourage patient to sniff liquid into the back of the nose or, if unable, maintain 
position for about one minute. 

 

Instruct patient not to blow nose.  

If the patient sneezes immediately after receiving nasal drops then you should not 
repeat the dose. 

 

Offer patient a tissue into which excess drops can be collected or spat out.  
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Administration of topical preparations 
 
Step 
 

Follow the guidelines for the administration of any medicine.  

Before applying, the skin should be cleansed.  

Wear polythene gloves (use aseptic technique if the skin is broken).  

Apply preparation gently and sparingly.  

Keep dressing to a minimum size, if necessary.  
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Administration of rectal preparations 
 
Step 
 

Follow the guidelines for the administration of any medicine.  

Assess bowel tone.  

Position patient correctly. Use incontinence pad and have commode at the bedside 
if appropriate. 

 

Clean hands and wear disposable gloves.  

Suppositories: 
Lubricate the suppository using lubricant jelly or soften tip in hot water, according to 
directions on packet. 
 

 

Locate anus and insert suppository gently and slowly. Insert the tapered end first if 
used to evacuate rectum and the blunt end first when the suppository is to be 
retained. Withdraw finger smoothly. 

 

If the patient expels the suppository before it is absorbed then you should put on 
gloves and apply further lubricant to the suppository and reinsert it past the internal 
sphincter. 

 

If the suppository is too soft to reinsert then you should discard it and notify the 
doctor. 

 

Enemas: 
Warm the enema, expel the air, and lubricate the nozzle. 

 

Locate the anus and insert nozzle for 4–6 cm and slowly roll up the enema pack to 
introduce contents into the anus. 

 

Withdraw nozzle slowly.  

Wipe clean the anal region.  

For evacuant medications the patient should be encouraged to delay first urges to 
defecate. Elevation of the foot of the bed may help the medication to be retained. 
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Administering a vaginal pessary 
 
Step 
 

Follow the guidelines for the administration of any medicine.  

The patient should be positioned correctly, preferably in the supine position with 
knees flexed and thighs abducted or in the left lateral position with buttocks at the 
edge of the bed. 

 

Clean hands and apply gloves.  

Apply lubricant to the pessary.  

Insert pessary as high as possible along the posterior vaginal wall in an upwards 
and backwards direction for the full length of the vagina, using the applicator. 

 

Wipe dry the vulval area, make the patient comfortable, and apply sanitary pad.  
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The administration of any injection 
 
Step 
 

Follow the guidelines for the administration of any medicine.  

Put on gloves.  

Single-dose ampoule solution 
Check the solution for cloudiness or matter and if present discard according to 
hospital policy. 

 

Break the neck of the ampoule using a gauze swab.  

Inspect the solution for fragments of glass.  

Withdraw the prescribed amount of solution.  

Tap the side of the syringe to dislodge air bubbles.  

Single-dose vial solution 
Remove the cap and clean the rubber top with an alcohol swab. 

 

Insert a needle into the vial.  

Draw air (equal to the amount of solution to be withdrawn) into a syringe and attach 
it to a second needle. Insert this needle and syringe into the vial and insert the air. 

 

Draw up the required dose and expel air bubbles.  

Single dose vial powder 
Inject the correct diluents slowly into the vial. 

 

Shake the vial to mix the powder with the diluents.  

When the solution is clear, withdraw the prescribed amount (can tilt the ampoule if 
helpful). 

 

Change the needle to a new needle of the appropriate size.  

Expose the selected area.  

Cleanse the patient’s skin with an alcohol swab (if appropriate) and allow to dry.  
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The administration of a subcutaneous injection 
 
Step 
 

Follow the guidelines for the administration of any medicine.  

Select an appropriate site such as those shown in Fig. 2.39: 

• The middle outer aspect of the upper arm, 
• The middle anterior aspect of the thigh, 
• The anterior abdominal wall below the umbilicus, 
• The back and lower loin. 

If the patient receives many injections, the site should be rotated. 

 

Pinch the skin up into a fold, as shown in Fig. 2.41.  

Insert the needle into the skin at a 45° angle and release the skin (except insulin).  

Inject the drug slowly: there is no need to draw back.  

Withdraw the needle gently and apply pressure to any bleeding.  
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The administration of an intramuscular injection 
 

Key points: In older patients, it is important to assess the patient’s muscle mass (muscle 
mass reduces in older adults) and select an appropriate needle length and gauge accordingly. 

In children, the anterior lateral aspect of the thigh is the preferred site for intramuscular 
injections. 
 

Step 
 

Follow the guidelines for the administration of any medicine.  

Assist the patient into the appropriate position and remove necessary garments.  

Select an appropriate site such as those shown in Fig. 2.40: 

• Upper outer quadrant of the buttock (dorsogluteal), 
• Anterior lateral aspect of the mid-third of the thigh (vastus lateralis), 
• Deltoid region of the arm, 
• Ventrogluteal. 

 

Clean the site with alcohol swab (if appropriate) and allow to dry.  

Stretch the skin around the injection site (with nondominant hand).  

Hold the needle at a 90° angle and inject the needle two-thirds of the way into the 
skin quickly. 

 

Withdraw the syringe plunger and, if no blood is aspirated, inject the drug slowly at a 
rate of 1 ml in 10 seconds 
If blood appears, withdraw the needle completely, replace it, and begin again. 

 

Wait ten seconds, withdraw the needle rapidly, and apply pressure to any bleeding.  
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Managing a drug error 
 
Action 
 

Immediately inform medical staff, ward manager, patient and patient’s relatives, 
pharmacist. 

 

Implement any intervention as directed by medical staff.  

Complete a critical incident form (a student nurse should also inform the university).  

Document the incident in the patient’s record.  

 
 

 


