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MEDICATION ADMINISTRATION

LEARNING RESOURCE GUIDE
INTRODUCTION


Personnel are required to administer medications in accordance with policies and procedures established by Naval Medical Center, Portsmouth.  This Learning Resource Guide (LRG) provides basic information to assist staff in safely administering medications.

TERMINAL OBJECTIVE
After completion of this Learning Resource Guide, the individual will demonstrate basic knowledge of procedures for the safe administration of medications, per NMCP instructions. 

LEARNER OBJECTIVES

Upon completion of this guide, the reader will be able to:

1.  Define the scope of practice in medication administration for RNs, LPNs, and HMs at NMCP.

2.  Identify guidelines for safe administration of medications.

3.  Discuss the five rights of medication administration.

4.  Identify the correct procedure for verification of medication orders.

5.  Describe the correct procedure for checking the Medication Administration Record (MAR) with the 

     Patient Profile.

6.  Discuss special nursing implications for the administration of medications to pediatric patients.

7.  Discuss physiological changes associated with aging that influence medication administration and 

     action.

8.  Identify abbreviations commonly used in medication administration.

9.  Calculate dosages for parenteral and oral medications.

POLICY
1.  Competency Requirements


A.  Complete LRG test with a minimum score of 84%.

B. Registered Nurses assigned to clinical areas with responsibility for the preparation and administration of medications must demonstrate competency under the supervision of a preceptor.  Documentation of competency will be made on the Medication Administration Competency Documentation Form found in NAVMEDCENPTSVAINST 6550.2series.  

Registered Nurses with experience will be assigned to a minimum of one (1) day 

supervised competency demonstration for Medication Orientation.  Orientation may be 

extended as needed.  

C. Graduate Nurses, Licensed Practical Nurses, and Hospital Corpsmen assigned to clinical areas with responsibility for medication administration must demonstrate competency under the supervision of a preceptor.  Documentation of competency will be made on the Medication Administration Competency Documentation Form found in NAVMEDCENPTSVAINST 6550.2series.  

Graduate Nurses, Licensed Practical Nurses, and Hospital Corpsmen will be assigned to a 

minimum of three (3) days supervised competency demonstration for Medication 

Orientation.  Orientation may be extended as needed. 

D. The preceptor for Medication Orientation will be a Medication Certified Registered Nurse.  

A Licensed Practical Nurse may be assigned as preceptor for LPNs and HMs only as designated by the chain of command.

E.  Upon completion of orientation and competency demonstration, the Medication 
Administration Competency Documentation Form will be signed by the preceptor, the staff member, and the chain of command.  The form will be maintained in the member’s Training Record. 


F.  A PYXIS access code will be assigned when Medication Certification and the PYXIS tutorial  

are completed.  

1.  DEFINE the scope of practice in medication administration for RNs, LPNs, and HMs at NMCP.

Note:   Specific guidance regarding administration of intravenous medications is addressed in IV Learning Resource Guide and the IV Push Learning Resource Guide.  

REGISTERED NURSES (RNs)

Registered Nurses upon completion of Medication Administration competency may administer all medications except:
Blood components (unless certified)


Chemotherapy (unless certified)


IV Push medications (unless certified, after Medication & IV Certification)



Medications injected directly into an epidural


Normally all IV admixture medications are prepared by the pharmacy.  If the medication 

properties are time-sensitive or need is critical, the RN will prepare all medications requiring the addition of a diluent that is not a pre-packaged IVPB medication component set.

Verify the administration of insulin, heparin, coumadin, and any calculated dosages prior to 

administration with another RN.



LICENSED PRACTICAL NURSES / HOSPITAL CORPSMEN (LPNs & HMs)
Licensed Practical Nurses and Hospital Corpsmen upon completion of Medication Administration competency may administer all medications except:
Curare-like drugs



Anectine


Investigational drugs



Epidural medications


Chemotherapy 



Total Parenteral Nutrition (TPN / PPN)

IV Push medications (exceptions are noted in NAVMEDCENPTSVAINST 6550.1)
Medications administered via epidural catheter

Medications administered via Patient Controlled Analgesia (PCA) pumps

Medications administered via a Central Venous Catheter device

IV narcotics / controlled substances 

Special drips (such as heparin, insulin, pitocin, etc.)

Blood / blood components (exceptions are noted in NAVMEDCENPTSVAINST 6350.3)
Insulin, heparin, and anticoagulants must be double-checked by an RN prior to administration.

LPNs & HMs may not prepare any medication requiring a diluent, except pre-packaged IV 

piggybacks (IVPB).  


LPNs & HMs may not add medications to bottles or bags.


All IVPBs and all authorized IV fluids must be verified and initialed by an RN prior to administering by an LPN or HM.

Pre-mixed saline and heparin syringes will be used in the initiation and maintenance of 

heparin/saline lock therapy.


All calculated doses must be double-checked by a RN.

2.  Identify guidelines for safe administration of medications.

3.  Discuss the five rights of medication administration.
CLINICAL GUIDELINES FOR SAFE MEDICATION ADMINISTRATION 

Above all, be SAFE in the administration of medications by any route

The medication person should always assess a patient's status prior to giving any medication.  The extent of the physical assessment depends on the patient's illness or current condition and the intended drug and route of administration.  For example, assess the respiratory status prior to giving any drug that might affect breathing.  In general, assess prior to administering any medication to obtain baseline data by which to measure the effectiveness of the medication.
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NEVER “ASSUME” YOU KNOW THE MEDICATION – many drugs have similar names !!

FIVE RIGHTS OF MEDICATION ADMINISTRATION

Preparation and administration of medications must be performed safely and accurately.  In order to correctly administer medications, the following five rights of medication administration MUST be used for EVERY medication, EVERY time.  The FIVE RIGHTS will prevent medication errors, preventing potential or actual harm to your patient.  It is simple, basic nursing care for every day practice.

1.
The right drug – is this the correct medication ??

2.
The right dose – is this the correct dose ??

3. The right patient – is this the correct patient ??  The patient MUST have an ID band before any medications are given, even if you have to write one before the printed band arrives.

4.
The right route – is this the correct route for this dose ??

5.
The right time – is this the correct time to administer this medication ??
PREPARING THE MEDICATIONS

Anyone who administers medications is responsible for his/her own actions.  Question any order that you consider incorrect.  If you prepare medications, you must also administer and chart them.  You are the only person who can confirm the medication is the correct one.

Be knowledgeable about the medications you administer.  

IF YOU DON'T KNOW, LOOK IT UP!

Federal laws govern the use of narcotics and barbiturates.  Keep these medications locked according to local policy.


To prevent an error when preparing medications, read the label on the container THREE (3)  times:     

(1) when retrieving the medication

(2) when preparing the medication

(3) prior to administration.           

When administering unit-dose medications, the medications should not be removed from the 

package until at the patient's bedside to allow for verification.
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All drug calculations by any staff member must be double-checked by an RN.  This includes calculations initially done by one RN. 

When preparing medication, the following medications should not be used:


* Medication from unmarked containers or containers with illegible labels

   -- even though you think you can identify the drug.

* Medications that are cloudy or have changed color.

* Medications that have a sediment at the bottom, unless the medication 

   normally requires shaking prior to use, per manufacturer and/or pharmacy instructions.

* Return all of these medications to the pharmacy.

Ensure that the drug preparation is appropriate to the route prescribed.  Review the package insert and/or contact the Pharmacy.


Medications are discontinued when a patient goes to surgery and new orders will be written 

post-operatively.  

Some patients in an NPO status may receive medications with a small sip of water.  Check the doctor's orders or seek guidance from the charge nurse.


Special precautions are required for certain medications.  For example, anticoagulants, insulin, heparin, and certain IV preparations require specific actions by the staff member administering the medication.  It is imperative that before administering any medication, you are knowledgeable about that drug.

PYXIS

PYXIS units are automated machines used to distribute and account for medication throughout the hospital.  They contain narcotics, controlled substances, legend drugs, and over-the-counter medications.  Pyxis is interfaced with CHCS.  All medication must be withdrawn under the correct patient’s name.  If the patient’s name does not appear on the screen, the PYXIS will ask you to add the patient.

PYXIS access will be granted after the successful completion of the Medication LRG and the PYXIS Tutorial.  Access is requested via the unit/clinic Team Leader.

Returning Medications

Controlled substances II – V, that are removed from PYXIS and not administered to the patient AND the medication is still in the original package, will be returned to an internal bin, with exceptions…

Carpujects (injectables) may NOT be returned and must be wasted.  Any medication too large in size to fit in the opening of the return bin, must also be wasted.


Non-controlled medications removed from the PYXIS that are still in their original package and were not administered to a patient, may be returned to the appropriate medication bin utilizing the “Return Med” procedure.

Wasting Medications 


Controlled substances II – V, including (a) intact and unused medication in carpujects;  

(b) medications removed from the Medstation, unwrapped and not administered to the patient;  and, (c) partial unused doses of controlled substances remaining after administration to a patient will be wasted and documented.  Two staff members are required for wasting a controlled substance.  Staff authorized to waste/destroy controlled substances and witness is limited to RNs, physicians, and dentists or individuals approved in writing by the Pharmacy Service Line Leader.  Both will document a wasted controlled substance on the PYXIS.  If your area does not have a PYXIS, use the appropriate forms.  

Wasted controlled medications will be destroyed by flushing in a sink or drain and witnessed by both professionals.  It is not necessary to document the wasting of non-controlled medications at the PYXIS.

For more information, see the PYXIS Tutorial, PYXIS, Instructional Booklet located on the machine, or call Pharmacy.  

ADMINISTERING THE MEDICATION


Always get an allergy history!  The patient’s allergies should be written on the following documents:

-- physician’s orders

-- History Part IV

-- front of main chart

-- patient’s bed tag

-- 24-Hour Nursing Assessment Record Flowsheet




-- Patient Profile

-- Medication Administration Record (MAR)


Give medications within 30 minutes of the time ordered, except for preoperative medications, which must be given at the exact time ordered, and medications that are ordered to be given frequently (e.g. hourly or every 2 hours, or as in the case of some pre-operative eye medications, every 5 minutes).


Identify the patient correctly and carefully.  To prevent mistakes, always verify the patient's name against the ID band and the MAR.  If the patient is conscious and alert, also ask them to state their name.  If unconscious or confused, you can double check identity with another nurse or corpsman.  Errors that could be avoided, can and do occur because one patient got a drug intended for another patient.


Patients have a right to know what medication they are receiving.  

Medications that are refused, must be discarded and the reason for refusal documented in the nursing notes.  An asterisk ( * ) should be placed on the MAR for that medication date and time.


The Nursing Procedure CD-Rom details procedures for the administration of medications by various routes (i.e., oral, IV, ear, eye, etc.). 

Do not leave medications at the bedside.  Exceptions do apply and require a written order in the patient's chart.


If a patient vomits after taking an oral medication, report the event to the Team Leader, Charge Nurse, or physician.  Document the event and actions taken in the nursing notes.


IF A MEDICATION ERROR IS MADE, REPORT IT IMMEDIATELY TO THE NURSE IN CHARGE.  The physician must be notified, and a QCR (Quality Care Review) completed, including the “Medication Variance Worksheet.”

DOCUMENTATION OF MEDICATION ADMINISTRATION

Never give a medication without having the Medication Administration Record (MAR) with you at the patient's bedside for verification.  After a medication has been administered, record it on the MAR.  The recording should include the time, drug name, dosage, route of administration, and specific relevant data such as blood glucose level, initials, and legible signature of the person administering the drug.


Use only accepted abbreviations when administering and recording medications.  See NAVMEDCENPTSVAINST 5212.4series.  

When a medication is omitted for any reason, record the omission and the reason on the 24 Hour Daily Assessment Flowsheet nurses notes.  An asterisk ( * ) should be placed on the MAR for that medication date and time.  No other notation on the MAR is acceptable (i.e., “held” is not appropriate).

Be sure to record the patient's response to medications on the 24 Hour Daily Assessment Flowsheet nurses notes.  The action or lack of action, and any untoward side effects must be documented, along with any interventions taken by the staff member, if applicable (i.e., “Patient developed itching and rash after IVPB Penicillin.  Dr. Blue notified.”)

Calculating IV flow rate


To establish correct flow rate for intravenous solutions, check the drops per ml (drop factor) indicated on the IV administration set package, then calculate according to the following equation.

AMOUNT OF FLUID PER HOUR   X   DROP             =    DROPS PER

              60 MINUTES                              FACTOR                MINUTE

Refer to the Nursing Procedure CD-Rom for further guidance on Intravenous therapy.

INFUSION RATE FOR IVBP MEDICATIONS


Most IVPB medications can be infused over 30 minutes.  For medications with special infusion rates, Pharmacy may indicate a rate of infusion on the medication label.  

If you have not given this particular medication before and are not sure of the correct infusion rate, LOOK  IT  UP!!  Medications infused more quickly than recommended can cause serious side effects for the patient.  Conversely, medications infused slower than recommended may lose their effectiveness.

Summary of Guidelines for correct medication administration
Assessment

-- Gather information pertinent to the drug ordered
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-- Assess any contraindications to ordered medications

-- Assess patient's ability to receive medication

Planning

-- Gather supplies

-- Verify medications

Implementation

-- Wash hands

-- Prepare medications

-- Calculate medication dose.  Have dosage calculation checked by another RN.


-- Perform the Five Rights of medication administration

-- Check patient's identification bracelet, bed tag, and ask name (if patient can communicate)

-- Perform the Five Rights of medication administration

Documentation

-- MAR

-- Nurses notes as needed

4.  Identify the correct procedure for verification of medication orders.


Medication orders are written by licensed independent practitioners (physicians, dentists, nurse practitioners, physician assistants, CRNAs, Certified Nurse Midwives).  Telephone / verbal orders may be written by a RN.  The orders may be transcribed by any staff member.  A Registered Nurse must verify the accuracy of that transcription at the time the order is written by reviewing the physician’s orders, the MAR, and the Patient Profile.  The RN will sign, date, and time each group of orders, as noted by each provider’s signature.  See the Nursing Procedure Manual for “Transcribing Doctor’s Orders”.


Verification of orders is also done every 24 hours by a RN.  Verification is normally done on the night shift.  The accuracy of transcribed orders to the MAR and Patient Profile over the previous 24 hour period is checked, and the RN signs the chart with a legible signature, date, and time.


Some medications will require renewal after automatic stop intervals.  These “stop dates” are indicated on the Patient Profile and MAR in pencil.  The medications will be discontinued after the following number of days unless specifically ordered for a longer period of time, or renewed by the provider.

Drug Classes Requiring Renewal






Antibiotics   –   7 days  (or less per antibiotic order form)

Subcutaneous Anticoagulants   –   3 days

Oral Anticoagulants   –   3 days



Drugs Requiring Renewal

Meperidine (Demerol)   –   4 days

Ketorolac (Toradol)   –   5 days

5.  Describe the correct procedure for checking the Medication Administration Record (MAR) with the Patient Profile.


Within the first 30 minutes after report ends for each shift and for each patient MAR, the MAR must be verified with the Patient Profile.  An on-coming RN must be one of the two medication certified staff performing the review.

Entries on the MAR and Patient Profile must match exactly, including medication, dose, route, frequency, times of administration, and renewal date (if applicable).  If there is any discrepancy, the MAR and Patient Profile must be checked against the Doctor’s Order sheet by the RN.  If there has been any medication administration error, a QCR must be completed and forwarded per unit procedure.  
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Knowledge of growth and development is essential for the person administering

medications to children.  The child's reactions to medications are affected by the developmental characteristics of physical abilities and cognitive capabilities, environmental influences, past experiences, and perception of the present situation.

GENERAL GUIDELINES FOR CHILDREN
-- Expect success, use a positive approach.  Be clear in providing directions.

-- Provide an explanation appropriate to the developmental level of the child.

-- Allow the child choices whenever possible,  such as 

    “Which medicine do you want to take first, the pink or the white?”

    “What do you want to ‘chase’ the medicine with, apple juice or koolaide?”

-- Be honest with the child.  If the medicine tastes bad, tell them gently.  

    If they ask, “Will it hurt?”, be honest, adding comfort (“We’ll yell ouch together.”)

-- Involve the child in order to gain co-operation.  “Will you hold the bandaid?”

-- Provide distraction for a frightened or uncooperative child.  “Let’s count.”

-- Allow the child an opportunity to express feelings.  

    “It’s OK to cry.  I do need you to try to stay still.”

-- Praise the child for doing their best.

-- Spend some time with the child after administering the medication, comforting or playing.

-- Don’t refer to medicines as a “treat” or “candy.”  The child may try to help themselves at home.

ORAL MEDICATION ADMINISTRATION IN CHILDREN 

-- Follow all safety precautions for administration, as well as the general guidelines above

-- Select appropriate vehicle based on age and/or developmental level:  cup, measuring spoon, 

    syringe, dropper, nipple.

-- Crush tablets for children that have difficulty swallowing.  Check with Pharmacy to assure 

    crushing will not change the medication’s effects.  Mix with a very small amount of juice, 

    syrup, apple sauce.  SPECIAL NOTE:  Honey should never be given to a child less than one (1) 

    year old, due to the danger of botulism.

-- Avoid mixing the medication with essential food items such as milk, formula, etc, as the child 

    may later refuse those items.

INFANTS

-- hold in semi-reclining position

-- place syringe, measuring spoon, or dropper with medication in mouth to the side of the tongue 

    or well in back on the tongue  

-- administer slowly to reduce the possibility of choking or aspiration

-- an alternative is to allow the infant to suck medication placed in a nipple

TODDLER OR OLDER INFANT

-- offer medication in a spoon or cup, or administer with syringe, measuring spoon, or dropper as 

    with infants

-- mild or partial restraint may be necessary with reluctant children

-- do not force actively resistive children because of danger of aspiration;  postpone 20 - 30 

    minutes and offer medication again

PRESCHOOL CHILDREN
-- use straightforward presentation

-- for reluctant children try simple persuasion, innovative containers, reinforcements such as stars, 

    stickers, or other tangible rewards for compliance

-- be careful of loose teeth when giving medication to a resistant child

SCHOOL-AGE and ADOLESCENT patients should begin to learn the names of their medications and

why they are being given.  Their input into the medication schedule should be considered if possible.  


INTRAMUSCULAR MEDICATION ADMINISTRATION IN CHILDREN

-- Use all safety precautions in administering medications, as well as the

    general guidelines above.

-- For infants, toddlers, preschoolers, and young school-age children, try to keep their 

    inpatient hospital room a safe haven.  Injections should be given in the treatment room.

-- Select needle and syringe appropriate to the amount of fluid, viscosity of fluid, and 

    amount of tissue to be penetrated.  (needle length and gauge, syringe size).  Needle 

    size is normally 22-25 gauge.  For infants older than 4 months, a 1” needle is 

    usually needed to reach the muscle.  In a smaller infant/child, the muscle mass 

    may need to be pinched up.

-- Determine the site of injection.  The site selection should also consider the amount and  

    characteristics of the medication.  If there is a choice of sites, offer that choice to the child.


-- For infants and children less than three (3) years old, the vastus lateralis is the

 
    recommended site.  This site is also an easy one to use for children older than 3 years.


-- If the child is over three years old, and has been walking, the ventrogluteal site may be 

    used.

-- The dorsogluteal muscles should not be used until the child is at least four (4) years old 

    and has been walking for at least a year.  This site should be avoided if other sites are 

    available.

-- The deltoid muscle should only be used for children over the age of 5 years

-- Young infants should receive no more than 0.5cc in each injection site.  For older infants 

    and small children, the amount should not exceed 1.0cc.  For any child, the amount of   

    injection should not exceed more than 2cc.

-- If time permits, apply lidocaine/prilocaine 2.5% topical anesthetic cream [EMLA] to the 

    injection site one (1) hour prior to the injection.

-- Consider a “Shot Blocker” to reduce the pain.

-- Unless you know your patient well, if the child is younger than school-age, assume you need  

    assistance to restrain the child.  Restraint is necessary for the safety of the child and the staff, as 

    the child will be frightened.  Parents should normally not be asked to help restrain their child, 

    unless they specifically want to assist in that manner.

-- Always explain what is to be done and, if appropriate, what the child can do to help.  Indicate to 

   the child in a firm, but friendly manner that it is time to get the injection. For the older child, 

   explain why the injection is being given.

-- Tell toddlers and preschool-age right before time for the shot.  School-age children may 

               try to stall.  Allow some leeway if possible.

-- Place the child in a lying or sitting position; the child is not allowed to stand because landmarks 

    are more difficult to assess, restraint is more difficult, and the child may faint or fall.

-- Decrease the perception of pain by distracting the child with conversation, counting, saying the 

    alphabet, singing, squeezing a hand or bed rail, humming, or yelling "ouch".

-- Always comfort after the injection.  Praise the older child.  Encourage parents to offer 

    comfort and praise.


-- Always have a bandaid ready to apply after the injection.  For younger children, 

    bandaids do “magic”.

7.  Discuss physiological changes associated with aging that influence medication administration and action.

PHYSIOLOGIC CHANGES ASSOCIATED WITH AGING THAT INFLUENCE MEDICATIONS 

The older person can present special problems, most of which are related to physiologic changes, to past experiences, and to established attitudes toward medications.  Many of these changes enhance the possibility of cumulative effects and toxicity.  The possibility of error increases with the number of medications taken, and the greater number of medications compounds the problem of drug interactions. 

Some of the physiologic changes occurring include:

-- altered memory

-- less acute vision

-- decrease in renal function, resulting in slower elimination of drugs and higher concentrations in 

    the blood for longer periods

-- less complete and slower absorption from the gastrointestinal tract

-- decreased liver functions, which hinders biotransformation of drugs 

-- decreased organ sensitivity = the response to the same drug concentration in the vicinity of the 

    target organ is less in older people than in the young.

-- altered quality of organ responsiveness, resulting in adverse effects becoming pronounced 

    before therapeutic effects are achieved.


An assessment of all medications being taken, the reason for the medication, compliance with medication regimen, effectiveness of the drugs, and any side effects must be taken and reviewed for potential problems.  An assessment of the older patient’s knowledge and ability for self-care must also be included, and interventions planned to enhance the safe administration of the medications.  

8.  Identify abbreviations commonly used in medication administration.

Refer to NAVMEDCENPTSVAINST 5212.4 series for more approved abbreviations.

a

before





p

after

a.c.

before meals




p.c.

after meals

A.D.

right ear




A.S.

left ear

A.U.

both ears




O.S.

left eye

O.D.

right eye




O.U.

both eyes

ASAP

as soon as possible



q

every

QD

once a day




QOD

every other day

BID

twice a day




TID

three times a day

QID

four times a day



Q 6 hr

every six hours

c

with





s

without

cap

capsule




cc

cubic centimeter

cm 

centimeter




conc

concentration

DC or D/C
discontinue




ad lib 

as desired

prn

as needed/as necessary


gtt

drop

h

hour





h.s.

hour of sleep

ID

intradermal




IM

intramuscular

IV

intravenous




L

liter

SQ/SC

subcutaneous




mEq

milli-equivalent

mg

milligram




g/Gm

gram

gr

grain





ml

milliliter

NPO

nothing by mouth



OTC

over the counter

per

by / each




po

by mouth

stat

immediately




tab

tablet

supp

suppository

9.  Calculate dosages for parenteral and oral medications.

Systems of Drug Measurement

Metric System
Apothecary

System
Household Measurements

ml

milliliter
m/min  
minim
gtt

drop

l/L

liter
dr

dram
tsp

teaspoon

mg

milligram
gr

grain
tbsp/T

tablespoon

g

gram

oz

ounce

kg

kilogram





Conversions

1 milliliter (ml)
=
1 cubic centimeter (cc)



4-5 ml
=
1 fluid dram
=
1 teaspoon

15 ml
=
1 tablespoon



30 ml
=
1 ounce



1 kg
=
1000 gram (g)



1 g
=
1000 mg (milligram)



1 mg
=
1000 mcg (microgram)



1 grain
=
60 - 65 mg



1 kilogram
=
2.2 pounds



Calculation of medications
Ratio/proportion

1.25 milligrams
=
2.5 milligrams
    1 capsule

   x capsules

1.25 milligrams
=
2.5 milligrams
    1 capsule

   x capsules




1.25 x
=
2.5




x
=
2 capsules

Dimensional Analysis

1 capsule


X
2.5 milligrams =

1.25 milligrams

1 capsule


X
2.5 milligrams =

1.25 milligrams





1 x 2.5  =     2 capsules





1.25

EXAMPLE:  

1.  Verify dose ordered:  Ampicillin 750 mg IV q4h

2.  Determine the concentration of the drug you have on hand, which is marked on the drug as it comes up from the pharmacy or after reconstitution according to instructions.  In this case, the concentration on hand is Ampicillin 2000 mg per 5 ml.

3.  Confirm all units are the same.  In this case, both the dose ordered and the dose on hand are expressed in milligrams.

4.  Calculate volume that contains the desired dose:

Dose on hand
2000 mg
=
750 mg  Dose desired

CROSS MULTIPLY

5 ml


X ml

2000X

=
3750



DIVIDE BY "X" VALUE

3750


2000X

3750 
2000X

X

=
1.875



You will administer 1.9 ml.

BE SURE YOU HAVE NOT MADE A CALCULATION ERROR.  

ALL CALCULATIONS MUST BE DOUBLE-CHECKED BY ANOTHER RN
Also, ask yourself if the answer makes sense.  In this case, you are giving 750 mg of the drug, which is slightly less than half of the dose on hand.  The volume to be administered (1.9 ml) is slightly less than half the volume of the dose on hand (2000mg/5ml).  This dose makes sense.  If your calculated answer had been 3 ml, for example, you should suspect that there was an error in calculation, as this is more than half the volume on hand.
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END
Have you given this medication before or given it recently??





NO ???
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