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ADDRESSING MEDICATION ADMINISTRATION VARIANCES 

 

 

I.  PURPOSE   

To provide guidelines for addressing and correcting medication administration variances 

by licensed/certified staff who administer medications. 

 

II.   SCOPE 

      These guidelines apply to all agency staff.   

 

III. PROCEDURES 

A. A copy of the current version of the guideline for Medication Administration will 

be in the home so that the licensed/certified staff will have a reference while 

administering medications. 

B. Staff leaving and staff arriving  are to review MAR together to insure that proper 

documentation  and counting of narcotics, if applicable, for the ending shift has 

been completed 

C. All employees of the agency are responsible for: 

1. Reporting any medication variance to the Manager during regular business 

hours or the on call Manager after regular business hours as soon as the error 

is discovered.   

2. Following up to assure that the person supported is not harmed by the 

medication error and contact Poison Control if too much of a drug or the 

wrong drug is administered. 

3. Person who discovers variance must complete a Medication Variance Report 

and submit the report to the IMC.  

4. Medication variances will be documented on the Individual's Record. NOTE: 

Do not make any reference to Medication Variance report in daily note.  

5. Correcting the paper MAR will be done by the person who discovers the 

medication variance.  The Agency employee shall place circle around the 

initials or place his/her initials (if box is blank) then circle and fill out one 

corresponding line of the back of the MAR. 

6. Correct the electronic MAR by selecting a reason under Medication Variance. 

Selecting a reason under Medication Variance in the give med screen will put 

brackets around the person’s initials.  

D. The agency will keep copies of the completed Medication Variance Report on 

file. 
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E. The Incident Management Committee will review all actual and potential 

medication variances in order to identify trends or system issues within individual 

homes or teams on a weekly basis. 

F. The Incident Management Coordinator shall report to Protection From Harm 

Committee every six months. 

G. Managers shall complete an annual observation of all staff certified to administer 

medications.  

 

IV. CORRECTIVE ACTIONS 

A. All certified and licensed staff making an actual medication variance shall have 

corrective action per agency policy. 

B. Medication variances considered potential shall be reviewed at the Incident 

Management Committee for trends and factors relative to potential for harm. 

Repeated potential variances shall follow the agency’s Corrective Action Policy.  

C. Staff receiving counseling in A and B shall attend a class taught by an agency RN 

designed to reinforce basic principles of safety in administration of medications. 

Staff will provide RN trainer feedback showing understanding of basic medication 

administration principles. 

D. All medication variances are considered dangerous. Categories E-I on the 

medication variance report are reportable incidents and may lead to investigation 

for abuse, neglect or reportable staff misconduct. If abuse, neglect or reportable 

staff misconduct is substantiated, these guidelines may be superseded by Incident 

Management Guidelines and agency and DIDD policies governing such actions.  
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Describing Bruises, Cuts and Scrapes 

 

I. PURPOSE 

To give employees (i.e., DSPs, nurses, managers) information to accurately describe 

any area of a person’s skin and/or body appearing to have an injury.  

II. SCOPE 

Describing an injury can be difficult for employees due to various terminology and 

various measurements. Examples for describing and measuring an injury will be 

provided for employees to use. 

 

III. PROCEDURES 

A.  How to describe an injury is best accomplished by using the employees own 

words like, “pin-point, perfectly round, non-raised purple-red spots on the right 

thigh about half way between the knee and hip on the inside of the thigh”. Then 

write another sentence detailing the size (see B.)Another description could be 

“skin broken with small amounts peeled up and some intact on lower back and 

upper buttocks”. Then include another sentence detailing the size (see B).  The 

purpose is to be as descriptive as possible giving the person reading the report a 

picture of what is being seen by the employee.  

B. How to measure an injury is best accomplished by matching the injury to an 

object if possible, like the size of a quarter, dime, penny, pencil eraser or measure 

with a ruler. After speaking with a Team Manager, Incident Management 

Coordinator, Associate Executive Director or Director of Nursing you may be 

advised to take a picture of the injury and send it via cell phone. Take three 

pictures with one providing the most distance away from the person but  including 

the person’s face with side or front view, the second closer up but including the 

body part and third should be up as close as possible with measurement tool in 

picture. As soon as the person requesting the pictures confirms they have the 

pictures then delete the pictures immediately. It is a HIPAA violation to maintain 

the picture in your personal phone.  
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DIABETIC  CARE 

I. PURPOSE 

To provide guidelines to all agency staff for diabetic care including glucose monitoring, PCP 

follow up, and nail care.  

II. SCOPE 

To provide guidance to all staff including nurses within the agency for persons supported 

with Type I Diabetes (Insulin Dependent Diabetes Mellitus/IDDM) and Type II Diabetes 

(Non Insulin Dependent Diabetes Mellitus/NIDDM). Pre Diabetes is a risk factor not a 

diagnosis. These guidelines refer to a diagnosis of Diabetes. 

III. PROCEDURES 

A. When a person supported has the diagnosis of IDDM the staff should follow these 

guidelines: 

1. Glucose monitoring and insulin administration shall be performed by a licensed 

nurse meeting the PCP requirements. In emergency situations, trained support 

staff or non-licensed administrative staff may be delegated to perform glucose 

monitoring and routine insulin administration. Correctional scale insulin 

administration must always be performed by a licensed nurse.  

2. The person supported shall have at least an annual visit with a PCP or 

Endocrinologist with more frequent visits per the physician’s instruction. The 

individual should remove shoes and socks at visit to ensure feet are examined.  

3. A podiatrist should clip the toenails every two to three months and examine the 

feet for circulation.  The frequency of visits shall be determined by the physician, 

insurance and circle of support. 

4. Fingernail care shall be performed by a licensed nurse per safe standards of 

practice for nail care.  This may be done by DSPs only after consultation with and 

approval of an RN. 

5. Guidelines shall be updated periodically per recommendations from the American 

Diabetic Association (ADA). 

B. When a person supported has the diagnosis of NIDDM the staff should follow these 

guidelines: 

1. Glucose monitoring shall be performed by a licensed nurse meeting the PCP 

requirements.  If daily glucose monitoring is not ordered by the PCP, then the 

agency shall request quarterly office visit with the PCP, as appropriate.  

2. The person supported shall have at least an annual visit with a PCP or 

Endocrinologist with more frequent visits per the physician’s instruction. The 
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person supported should remove shoes and socks at visit to ensure feet are 

examined.  

3. A podiatrist should clip the toenails every two to three months and examine the 

feet for circulation.  The frequency of visits shall be determined by the physician, 

insurance and circle of support. 

4. Fingernail care shall be performed by a licensed nurse per safe standards of 

practice for nail care.  This may be done by DSPs only after consultation with and 

approval of an RN. 

5. Guidelines shall be updated periodically per recommendations from the American 

Diabetic Association (ADA). 
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I. Purpose 

To provide guidance to agency staff regarding a family member or conservator’s 

choice to use medications including over the counter medications and prescription 

medications. 

II. SCOPE 

These guidelines apply to all agency staff involved with the administration of 

medications in residential homes. 

 

III. PROCEDURES 

 

A. The agency seeks to maintain an open and trusting relationship with families and 

conservators regarding the use of medications to provide optimal healthcare for 

persons supported.  Families/Conservators may request the following information 

as needed: 

1. Current list of medications, including over the counter medications, with 

reason why they are taken and the name of the prescribing practitioner. 

2. Notification of Annual Physical, including Standing Orders. 

3. If legal conservator is not family, then family must consult with legal 

conservator concerning involvement with changes to medications. 

 

B. The family/conservator may review the information provided and advise the 

agency of any changes or questions to the medication regimen prior to the PCP 

appointment. The agency (if conservator unable to attend) will give the PCP the 

request from the conservator. The PCP, if he or she agrees, will provide the 

agency with written orders to follow. 

 

C. Employees certified or licensed to pass medications shall not administer a 

medication without a PCP order including over the counter medications.   
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D. If family/conservators want a person supported to take a medication without a 

PCP order and requests the employee to administer, the employee will politely 

decline citing “C” above..  The family/conservator may administer without a 

written order but it is strongly discouraged. The family/conservator may request 

the agency contact the PCP for a medication order. The agency will contact the 

PCP and provide follow up from the PCP as soon as notice from the PCP is 

returned to the agency. 

 

E. Certified and licensed employees shall call a program manager or on call program 

manager when a conservator administers a medication without a PCP order. The 

employee shall request the name, dose, amount of medication so it can be entered 

in the individuals’ record under daily notes and information given to program 

manager. The program manager shall be responsible to contact the PCP regarding 

medication administered by conservator. 
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HEALTH AND ATTENDANCE IN DAY SERVICES 

 

 

I.  PURPOSE 

To assure the health of persons supported participating in Day Services. 

SCOPE 

These guidelines apply to all persons supported who participate in Day Services. 

PROCEDURES 

In order to protect the health and welfare of all Day Service participants, 

attendance by anyone who is sick or contagious is strongly discouraged.  

A. Participants in Day Services provided by Developmental Services of Dickson 

County shall receive medical care as needed either through family and/or by staff 

of DSDC.  A Medical Encounter Form will be prepared using PHS to accompany 

the person supported to the medical visit.  

B. Family and/or staff are required to provide the Medical Encounter Form, 

medication orders and ANNUAL PHYSICAL FORM to DSDC to be placed in 

supported person’s record.  

C. Medication cannot be administered by DSDC staff during Day Service activities 

unless they have a copy of the physician’s order and the medication is provided  

in the container from the pharmacy with the pharmacy label on it.  Documentation 

must be made on an MAR.  

D. Persons supported with the following symptoms are not to attend the Day 

Services if potentially contagious, including, but  not limited to:  

1. Fever 

2. Vomiting 

3. Diarrhea 

4. Respiratory infections 

5. Sore throats with fever  

6. Pink eye  

7. Any other Communicable Disease  

E. After notifying the family that a person supported has become ill, arrangements 

will be made for treatment. 

1. The family may make arrangements to pick up the person supported and 

obtain medical treatments themselves; or 

2. The person supported may be taken by DSDC staff to the PCP or a nearby 

clinic or emergency room to receive medical treatment, and will then either be 

transported home or can be picked up by family. 
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3. Persons supported may return to Day Services when the doctor has released 

them to return, and the release is provided in writing to DSDC. 
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HEALTH CARE  

 

 
I. PURPOSE 

 

To provide guidance to agency staff in addressing emergency, urgent, serious, and routine health 

care needs of persons supported. 

 

II. SCOPE 

 

These guidelines apply to all agency staff involved in the provision or oversight of supports. 

 

III. PROCEDURE 

 

The agency seeks to support people to maintain optimal health through the promotion of healthy 

lifestyles and through location of timely, high quality health care services. The following 

guidelines address the emergency, urgent, serious, and routine health care needs of persons 

supported. 

 

A. EMERGENCY HEALTH CARE (FOR ALL PERSONS SUPPORTED) 

When a person supported suffers from a serious health care situation that is life-

threatening and requires immediate attention (e.g., serious accident, serious 

undiagnosed illness, recurrence of a serious diagnosed illness): 

 

1. The staff present will take appropriate action to identify the specific injury or 

ailment. 

 

2. The staff will take action to comfort the individual, including administering first 

aid or other emergency procedures as appropriate. If, in the opinion of the Direct 

Support Professional or nurse present, the person requires immediate medical 

attention, the staff should call for emergency assistance (911). (Provide 

emergency personnel with information on the Personal Information Sheet 

including name, age, what is wrong, current diagnoses, allergies, and current 

abnormal vital signs). 

NOTE: The following conditions require immediate emergency assistance (911): 

a. Extreme difficulty in breathing, absence of breathing, or extreme shortness of 

breath; 

b. Absence of pulse, a pulse rate of less than fifty (50) or more than one hundred 

ten beats per minute (110); 

c. Blood pressure less than 90/60 or more than 180/100; 

d. A seizure which last for more than five (5) minutes or the first time an 

individual has a seizure; 

e. Profuse bleeding; 

f. Temperature of more than 104 for a child or 103 for an adult; 
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g. Other issues identified in the attached “Emergency Guidelines and Emergency 

Steps;” 

 

3. After calling for emergency assistance, the staff should call their Program 

Manager or the Team’s on-call manager to report what has occurred. 

 

4. After the person receives attention and/or is taken to the doctor or hospital, as 

appropriate, the Program Manager or staff member (if advised by supervisor) 

shall call the agency emergency phone (see phone list provided) immediately 

and report what has occurred. 

 

5. The administrator answering the agency emergency phone, typically the Associate 

Executive Director,  shall be responsible for notifying or coordinating the 

notification of the following individuals or offices and apprising them of the 

individual’s status. 

a. Program Manager (if not already notified); 

b. Agency Executive Director; 

c. An agency RN; 

d. DIDD Regional Office; 

e. Person’s family/guardian; 

f. Independent Support Coordinator or Case Manager 

 

6. Within one hour of the incident, staff must complete an Incident Report. 

 

7. Other documentation shall be completed in the individual’s record as required. 

 

8. For all people who have been identified as having high medical and/or behavioral 

or mental health needs, emergency plans will be developed as follows: 

a. Addressing what an emergency looks like for the person; 

b. What to do in an emergency; 

c. Who to contact in an emergency.  

B. URGENT HEALTH CARE (FOR ALL PERSONS SUPPORTED) 

When a person supported suffers from an urgent health care situation that is    

potentially life-threatening and requires immediate attention: 

 

1. The staff present will immediately attempt to contact the Program Manager for 

advice. The Program Manager will determine if agency RN is contacted. 

 

2. If the Program Manager cannot be contacted the staff member shall contact the 

agency emergency number. 

 

3. If no one can be contacted, go to the closest walk-in clinic.  If a walk-in clinic is 

not open or available, then proceed to the closest emergency room. 
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4. After the person receives attention and/or is taken to the doctor or hospital, as 

appropriate, the staff member should call the agency emergency phone, if not 

already contacted, within one hour and report what has occurred. 

 

5. The agency administrator answering the agency emergency phone shall be 

responsible for notifying or coordinating the notification of others as indicated in 

Section A, Number 5 above. 

 

C.  SERIOUS HEALTH CARE (FOR ALL PERSONS SUPPORTED) 

When a person supported suffers from a serious health care situation which requires 

attention, but not necessarily immediate attention and is not life threatening (e.g., 

chronic pain of an unknown origin, significantly increased seizure activity, chronic 

tooth decay, etc.) or a situation which requires first aid procedures but not medical 

intervention (e.g., minor cut or abrasion, insect sting, etc.): 

 

1. After ascertaining the nature of the situation (and applying first aid as required), 

the staff will contact the Program Manager within 6 hours and attempt to 

schedule appropriate medical assessment as necessary (see attached Serious 

Guidelines). 

 

2. The responsible Program Manager will contact the Independent Support 

Coordinator to apprise them of the situation and to solicit information and 

support for the person. 

 

3. If situation requires an incident report, then the report will suffice as ISC 

contact. 

 

4. The responsible Program Manager will contact the family or guardian to apprise 

them of the situation and to solicit information and support for the person. 

 

 

D. ROUTINE HEALTH CARE (FOR PERSONS RECEIVING RESIDENTIAL 

SUPPORT)   

 In order to maintain a healthy lifestyle, it is important that people have access to 

quality medical and other health care services and supports: 

 

1. Appropriate staff on the team will assure that people receive health care services 

as outlined in the Individual Support Plan (ISP) or in the Training Specific to 

the Individual in PHS. 

a. Staff will schedule and accompany people to all health care appointments. 

b. Staff will implement the recommendations/orders received as a result of the 

health care visits. 

c. Staff will schedule and accompany people to all ongoing and follow up 

health care appointments. 
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2. Staff will participate in the ongoing review and revision of the ISP and PHS’s 

Training Specific to the Individual to assure that ongoing health care needs 

and changing health care needs of the individual are addressed (see attached 

Routine Guidelines). 

3. Staff will provide appropriate documentation of all health care visits, 

including appropriately authenticated recommendations from health care 

providers. 

4. Staff will be familiar with the specific health information for each person 

supported and knowing its location in the comprehensive record at all times. 

 

E. HEALTH CARE SUPPLIES AND EQUIPMENT (FOR ALL PERSONS 

SUPPORTED) 

Health care supplies and equipment must be maintained in sufficient quantity and 

working condition to meet the health care needs of persons supported. 

 

1.Necessary supplies (including gloves, sterilizing materials, digital thermometer, 

thermometer probe covers, stethoscope, etc.) should be maintained at each work 

site. 

 

2.Health care equipment should be maintained in proper working order and be 

properly selected for the person(s) supported. 

a. Blood pressure cuff should be properly sized for the person for whom they 

are to be used with and should be replaced if dial is not at zero or deficit is 

noted. 

b. A properly equipped first aid kit should be maintained at every program 

site and checked routinely. 
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EMERGENCY MEDICAL  

Life-Threatening ● Requires Immediate 

Attention 

 
 Abdominal Pain:  Severe 

 Allergic Reaction:  (Severe or rapid 

onset of symptoms, such as hives, 

swelling, itching, difficulty breathing.) 

 Bleeding: that cannot be stopped in 10 

minutes. 

 Blood Pressure: Less than 90/60.  More 

than 180/100 (if abnormal for Person). 

 Blood Sugar: Glucose above 400. 

 Breathing: None.  Difficult.  Rapid.  

(more than 20 breaths/min), Gasping, 

blue lips/finger nails. 

 Broken Bones or Severe Strains. 

 Falls: Contact with head or if Person 

over 65 years of age. 

 Fever:  Adults over 103  ْ .  Children 

over 104  ْ . 

 Headache:  Sudden and Severe may be 

accompanied by slurred speech, 

paralysis, weakness, and vision change. 

 Heart:  No Heartbeat or Severe Chest 

Pain. 

 Lethargy: Severe 

 Nausea and Vomiting:  Uncontrollable, 

lasting several hours, or vomiting large 

amounts of blood. 

 Poisoning: Suspected or Verifiable. 

 Psychiatric Distress: Severe, Unusual. 

 Pulse:  None or rate below 50 or over 

110, or rate abnormal for the individual. 

 Seizure:  Lasting more than 5 minutes, 

or first a Person has had, or first in 

several years.  More than 4 in 24 hours, 

if unusual for Person. 

 Sexual Abuse:  Allegation requiring 

administration of a rape kit. 

 Sore Throat with Swollen Glands 
and/or pain when swallowing. 

 Suicide Attempt 

 Sunburn 

 

 

 

EMERGENCY STEPS 

 

 

 

1) Provide comfort, first aid or perform 

any other appropriate emergency 

procedure. 

2) Call 911. 

3) Call Emergency Person with details, 

if practical at this point in the 

emergency. 

4) Provide emergency personnel with 

information including  name, age, 

current symptoms, diagnoses, 

allergies, vital signs specifying which 

are normal or abnormal. 

5) Take Personal Information Sheet to 

hospital. 

6) Staff should call and update the 

Program Manager or the On Call 

Manager from hospital emergency 

department. 

7) After the person supported receives 

emergency treatment, the Program or  

On Call Manager must see that the 

agency emergency phone is called 

and the Incident reported. 

8) Within an hour of the Incident, an 

Incident Report must be completed 

by the Direct Support Professional. 

9) Complete required documentation in 

the individual's record as soon as 

possible. 
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HEALTH MAINTENANCE OR 

FOLLOW-UP 

(Can be arranged in advance) 

 Annual checkup (including 

GYN visit for women 

 Blood levels check 

 Change (moderate) in appetite, 

mood, sleep patterns or behavior 

(i.e., usually quiet but suddenly 

“hyper”, only picking at food or 

suddenly gorging, reduced 

attention to hygiene or other 

signs that something is bothering 

the individual.) 

 Chronic minor complaints such 

as frequent headaches, nervous 

stomach, itching, allergies, dry 

mouth, painful warts, heartburn, 

etc. 

 Dental cleaning and exam (even 

gums need to be examined 

 Desire to lose weight, stop 

smoking, begin using birth 

control and /or begin exercise 

program. 

 Eye exam 

 Immunizations including flu 

shots and tetanus boosters 

 Prescription need to renew  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ADVANCE APPOINTMENT STEPS 

 

 

Program Manager or designee will: 

1.  Call PCP or specialist to set up 

appointment. 

2. State reason for appointment 

3. Ask for sufficient time (40 

minutes is usually sufficient) 

4. Describe relevant special needs 

(see #4 in emergency column) 

5. Write down date and time. 

6. Write down any special 

instructions (e.g. since they panic 

in crowds come in back door, 

bring a urine specimen, don’t let 

person supported eat anything 

two hours prior to appointment, 

etc.) 

7. Enter all the relevant 

appointment information as a 

Medical Encounter on PHS. 

8. Afterward: 

- Update home calendar. 

- Follow-up as instructed 

by physician.  
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SERIOUS MEDICAL 

For all Service Recipients. 

Symptoms may include, but are not  

limited to... 

 

 Abdominal Pain:  Mild to Moderate. 

 Allergic Reaction:  Symptoms mild, 

such as rash, new medications producing 

different response, doesn't feel well. 

 Change:  Significant in Appetite.  

Mood.  Sleep Patterns.  Behavior.  

(Consider possible causes such as a new 

medication, changes in routine, 

constipation, over stimulation, etc.) 

 Chronic Pain:  Unknown Origin. 

 Chronic Tooth Decay 

 Dehydration:  Symptoms include 

excessive thirst, less frequent urination, 

dry skin, fatigue, light headedness, dark 

urine, skin does not flatten when pinched 

and released, and mouth tissue not as 

pink and moist as normal. 

 Diabetics:  Insulin Dependent.  Minor 

wounds, unusual behavior, abnormal 

blood sugar reading, nausea, vomiting, 

blurred vision, complaints of numbness 

or pain in the hands and feet (only 

licensed nursing personnel should cut 

finger and toenails of diabetics) 

 Diarrhea:  5 or more loose stools 

 Earache:  Hitting or tugging at ear. 

 Edema (Swelling):  Any area of the 

body, possibly accompanied by redness. 

 Fatigue:  Tired, change in behavior. 

 Injuries:  Minor.  Cuts, Abrasions, 

Burns, etc., that require first aid but not 

Professional Medical intervention. 

 Nausea:  Persisting longer than 4 hours. 

 Open Lesions (Sores):  With signs of 

infection such as, redness, heat, 

tenderness, drainage. 

 Vomiting:  5 or more occurrences. 

SERIOUS HEALTHCARE STEPS 

 

 

 

 

1. Determine the nature of the medical 

need and address the need. 

2. The Direct Support Professional will 

contact the Program Manager and 

request an appointment for an 

appropriate medical assessment, if 

necessary. 

3. The Direct Support Professional will 

prepare documents for the medical 

assessment listing signs, symptoms and 

reason for visit, and provide this 

information to all appropriate staff. 

4. The Program Manager or Direct 

Support Professional will contact the 

Independent Support Coordinator to 

apprise them of the situation and to 

obtain information and support for the 

person. 

5. The Program Manager or Direct 

Support Professional will contact the 

family or guardian to apprise them of 

the situation and to obtain information 

and support for the person. 
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URGENT MEDICAL  

Potentially Life Threatening 

Professional Medical Treatment Can be 

Delayed a Short Time 

 

 Bites:  Human or Animal that break 

the skin (unless self-inflicted). 

 Choking:  Major Episode.  Heimlich. 

 Dizziness: Persistent, Recurrent. 

 Fever: Over 101 º. 

 Flu Symptoms: (Nausea, aching, 

congestion, etc.) Continuing or 

worsening beyond 3 days. 

 Foreign Object in Eye, Nose, or Ear 

during office hours. 

 Lethargy:  Extreme sleepiness or 

irritable behavior (intervene when 

possible to prevent injury to self or 

others). 

 Loss of Sensation or Normal Range 

of Motion. 

 No Urination in 8 hours despite fluid 

intake (if abnormal). 

 Open Lesions: (unusual sores) that 

are not healing. 

 Pain:  Can’t be controlled by over 

the counter pain medication. 

 Painful Urination, New 

Incontinence, or Constipation after 

3 days if not relived by OTC. 

 Persistent Cough:  Lasts over 72 

hrs, or with chest pain&/or fever), 

nausea and vomiting (inability to 

keep down fluid for 24 hours) 

 Rash:  Severe, rapid spreading with 

significant discomfort. 

 Seizures:  Change in type or 

frequency. 

 Skin Color:  Persistent Change (such 

as yellowish skin). 

 Sore Throat with Swollen Glands 

and/or pain when swallowing. 

 Sunburn 

 Wound: Requiring stitches, or on 

eyelid, face or lips. 

 

 

URGENT STEPS 

 

 

1) Call Program Manager and request 

that a PCP appointment be made or 

call PCP for appointment at Program 

Manager’s request.  If PCP cannot be 

reached, take Person to a local walk-

in clinic.  After hours try PCP 

answering service or contact RN at 

nearest emergency room. 

2) Program Manager will decide 

whether or not to call an agency RN. 

3) Provide the following information to 

Professional Medical caregiver: 

-Symptoms observed 

-When symptoms began 

-What improves/worsens 

-Prior Symptoms 

-Temperature 

-Special Needs (see #4 in 

emergency steps). 

4) Ask for sufficient time to be seen 

(usually 40 minutes or more). 

5) If waiting until morning to see 

doctor, write down any instruction to 

carry out until the appointment. 

6) Afterward: 

--Follow-up as instructed by 

physician 

-Share results with Program 

Manager and other support 

providers 
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HEALTH CARE MANAGEMENT AND OVERSIGHT  

 

 

I.  PURPOSE 

 

To provide guidance to the agency staff for managing the health care of persons supported.    

 

II.  SCOPE 

 

These guidelines apply to Program Managers, Registered Nurses, Directors, and Associate Exec-

utive Director. 

  

III. PROCEDURES 

 

 The duties for health care management and oversight will be divided as   

 follows: 

 

A.  PROGRAM MANAGER 

 

1. Provide needed information to persons supported, designated family members 

and/or legal representatives to enable them to make the best health care choices. . 

 

2. Schedule, attend, and arrange necessary health care appointments and transporta-

tion in a timely manner, including follow up as needed. 

 

3. Ensure that physician’s orders and medical treatment plans are implemented in a 

timely manner by review of medical paperwork submitted after appointments by 

Direct Support Professionals (DSPs) and during home visits with DSPs. 

 

4. Coordinate other professional services like OT, ST, PT, behavior, physician or-

dered durable medical equipment, etc., and set up in-service education as needed 

with staff. Coordination with site manager will be extremely important with this 

process. 

 

5. Oversee human rights issues according to the guidelines for Human Rights. 

 

6. Arrange to have DSPs, who are familiar with the person supported and are able to 

provide basic information to practitioners, accompany persons supported to health 

care appointments.  DSPs should have experience working with the person sup-

ported at least three months prior to attending a health care appointment or anoth-

er knowledgeable staff with at least one year’s experience supporting persons 

with a developmental disability may attend appointment. DSPs should be able to 

request clarifications as needed during health provider visits to ensure adequate 

information in describing what was accomplished and determined during 

healthcare appointments and share information with those who need to know. 
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7. Ensure that medications are given as ordered by the physician, that medication 

administration is accurately documented on the medication administration record 

(MAR) and that medication errors are identified and reported by reviewing the 

electronic data on PHS and during home audits per DSDC supervision plan. 

 

8. Ensure DSPs have an accurate Home/Travel File (see guidelines for Records of 

Persons Supported) that provides basic information to assist health care providers. 

Program Managers need to regularly review and purge the file to ensure usability 

of the record for DSPs. 

 

9. Ensure DSPs assist, oversee, or encourage persons supported to complete regular 

oral hygiene activities. 

 

10. Ensure DSPs follow persons supported’ prescribed diet and persons supported are 

adequately nourished to the extent possible given their overall health condition. 

Persons supported should be weighed at least monthly but more frequently if or-

dered by physician, recommended by RNs, or part of a medication administration 

program. 

 

11. Arrange for DSPs to complete individual specific training which includes relevant 

information about the supported person’s overall health status and diagnosed 

medical condition. 

 

12. Provide information about medication changes and other significant changes in 

health status to all Direct Support Professionals who provide services to the per-

son, to conservators/legal representatives, to family members/other individuals 

with appropriate signed consent forms, to support coordinators, and to any other 

professionals who provide direct services and need the information to ensure that 

services are appropriate and adequate. 

 

13. Keep Administrative Records complete and accurate with pertinent historical and 

current medical information according to DSDC Guidelines for Records of Person 

Supported. . 

 

14. On PHS, frequently check the compliance grid that tracks pertinent and required 

health related paperwork to assure all required documents are up to date. Maintain 

Plan of Care for each individual supported and renew annually with physician. 

 

15. Send health information to support coordinator so that support planning occurs to 

address specific health management strategies to be developed in the ISP. 

 

16. Request health related information from other providers to ensure accurate infor-

mation in Administrative Records (copies of labs, procedures, health history, 

etc.); updating electronic records accurately and timely per the guideline for Rec-

ords of Persons Supported.  
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17. Assist DSPs with paperwork flow by providing required forms prior to health care 

appointments and post visit responsibilities. 

 

18. Incorporate and update health related information about overall health status and 

diagnosed medical conditions into the Training Specific to the Individual section 

in PHS.. 

 

19. Ensure that health related components of the ISP or Training Specific to the Indi-

vidual are implemented. 

 

B.  AGENCY RN(s) 

 

1. Complete an initial visit for new admissions to nursing services per Department of 

Health guidelines. Have nursing consent signed at initial visit. 

 

2. Complete an initial PSR within 30 days of beginning nursing services. 

 

3. Annually complete a PSR no more than 90 days prior to the ISP and submit to 

ISC prior to the annual planning meeting. 

 

4.  Evaluate annual Plan of Care for physician orders and ensure staff implementa-

tion in a timely manner. 

 

5. Recommend solutions to direct support staff and nursing for emerging health is-

sues. 

 

6. Train staff on relevant information about persons supported overall health status 

and diagnosed medical condition. 

 

7. Communicate to service receipt, conservators/legal representative, family mem-

bers, support coordinators/case managers and other professionals who provide di-

rect service information concerning significant changes in health status. 

 

8.  Oversee basic health care as related to diet, exercise, medications, medical and 

dental appointments, and follow-up needed to achieve optimal health. 

 

9. Provide training basic to medical symptoms that are recognizable to the average 

lay person and how to take appropriate action. 

 

10.  Provide training to Program Managers, and support staff as needed or requested. 

 

11. An RN oversight visit will be completed monthly at all sites where nursing ser-

vices are provided. 

 

C. ASSOCIATE EXECUTIVE DIRECTOR 
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1. Report changes in health status and significant health events to DIDD in accordance 

with established reporting requirements.  

2. Consults with team members, as needed, concerning health isssues. 

 

 

NOTE:  Please see Guidelines for Health Care Appointments for further instruction. 
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HEALTH OVERSIGHTIN PERSONAL ASSISTANCE HOMES 

 

 

I.  PURPOSE 

 

To provide guidance to agency staff for managing the healthcare of persons supported over 

eighteen years of age in Personal Assistance homes who may not be able to manage health care 

independently.  To share healthcare responsibilities with families so that optimal health for 

persons supported will be maintained and contribute to his or her ability to lead a happy 

productive life within the community to the maximum extent possible.    

 

II.  SCOPE 

 

These guidelines apply to all staff providing support in  Personal Assistance homes.   

  

III. PROCEDURES 

 

The agency provides training to staff in CPR, first aid, accompaniment to healthcare provider 

visits, emergency, urgent, serious, routine and follow-up healthcare management and medication 

administration as allowed under the Tennessee Nurse Practice Act which pertains to individuals 

over eighteen years of age.  

 

A. Healthcare oversight services are to be provided in a manner that maintains the overall 

health, safety and welfare of persons supported. 

B. Except during life threatening emergencies, staff will make reasonable 

recommendations to the family concerning the person supported's need for healthcare 

services. 

C. If the family declines the recommendation, Staff will contact his or her supervisor or 

emergency contact. 

D. The supervisor or emergency contact will then contact the family concerning the 

request. 

E. If the family still refuses to seek medical attention, the matter will be presented to the 

Protection From Harm Committee who will determine what action will be taken. 

Refer also to Emergency Guidelines, Urgent Guidelines, Serious Guidelines and Health 

Maintenance or Follow-up Guidelines provided within this Section. 
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HIV and HBV EXPOSURE 

 
I.  PURPOSE 

To provide guidelines that assure that the agency staff report potential exposures to HIV and 

HBV (Hepatitis B) infection and any other identified causative agent of acquired immune 

deficiency syndrome and will be provided with procedures for post exposure follow-up for both 

themselves and the person supported.  
 

II.  SCOPE 

These guidelines apply to all agency staff. 

 

DEFINITIONS: 
 

1. Human T-Lymphotropic Virus type III (HTLV-III), referred to as HIV, is a virus that 

infects the cells of the T-lymphocyte system. The virus can lead to the disease-related 

complex known as AIDS, which destroys the immune system, leaving the body 

vulnerable to a variety of opportunistic diseases.  

2. Hepatitis B is a serious liver infection caused by the hepatitis B virus (HBV). 

3. HIV and HBV can be transmitted by sexual contact, needle sharing, transfusions of blood 

or blood products, and perinatally from an infected mother to neonate. There is no 

evidence that casual contact leads to transmission. 

III. OPERATING PROCEDURES 

 

1. All regular employees and contracted staff will receive training on blood borne pathogen 

training prior to beginning work. 

2. The agency nurse will be contacted immediately and will provide consultation when there 

are questions regarding cleanup or disposal of contaminated items.  

3. DSDC’s nurse or designee will record and track all exposures. 

4. When an employee or individual is involved in an incident in which blood borne 

pathogen exposure may have occurred, the employee will notify the nurse on duty or an 

administrator immediately. The nurse or administrator will arrange for a confidential 

medical evaluation and follow-up at no cost to the employee, contracted staff or 

individual. 

5. The nurse or administrator will ensure that the healthcare professional who evaluates an 

employee or contracted staff following an exposure incident is provided with the 

following information: 

a. A copy of the OSHA BBP Standard 

b. A description of the exposed employee’s duties as they relate to the exposure 

incident 

c. Documentation of the route(s) of exposure and circumstances under which the 

incident occurred. 

  



 

DSDC Guideline Updated 07-15                                                                             Page 2 of 2  

d. Results of the source individual’s blood testing, if available. If current (within six 

months) information on blood testing of the source individual is not available, the 

individual will be asked to submit to testing (approval of the individual’s 

conservator will be requested as appropriate).  Testing, if necessary, will be at no 

cost to the individual. 

e. All medical records relevant to the treatment of the employee. 

6. The healthcare professional who evaluates an employee following an exposure incident 

will provide the agency with the following information within 15 business days of the 

completion of the evaluation: 

a. That the employee was informed of the results of the evaluation 

b. That the employee was informed about any further medical evaluation or 

treatment needed 

c. All other findings or diagnoses will be confidential and will not be included in the 

written report. 

7. Each exposure incident will be reviewed at the next Incident Management Committee 

meeting to determine whether the incident may have been prevented and what actions 

may prevent the re-occurrence. 

8. Refer to the agency infection control policy for specific guidelines for appropriate 

handling blood and other body fluids. 
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INFECTION CONTROL 

 

 

I. PURPOSE 

 

To provide guidance or overall instruction to minimize the risk of transmission of communicable 

diseases. 

 

II. SCOPE 

 

These guidelines apply to all staff of the agency that support individuals. 

 

III. PROCEDURES 

 

A.  HANDWASHING - Handwashing is the single most important method to prevent the 

spread of infection and decrease the risk of transmitting or acquiring infection or 

disease. 

 

1. Handwashing for employees and persons supported should be preformed when 

visibly soiled and at the following time: 

a. Upon arrival at work 

b. Before eating or drinking 

c. After eating 

d. After going to the toilet or assisting with toileting 

e. After outdoor recreational activities 

f. Before food preparation 

g. After removing gloves 

h. After blowing nose 

i. After handling animals 

j. Before leaving work at the end of the day 

 

2. Guideline for washing hands. 

a. Turn on faucet until desired temperature achieved (cooler temperatures 

decrease the risk of drying out hands). 

b. Wet hands. 

c. Apply enough liquid soap to cover all hand surfaces. 

d. Rub hands together rigorously, including between fingers, backs of hands, and 

2” above wrist. 

e. Rinse hands under running water. 

f. Dry thoroughly with disposable towels. 

g. Turn off faucet with disposable towel. 

h. Discard disposable towel in lined trash can. 

i. Duration of the entire procedure is 40 to 60 seconds.  

 

3. The Centers of Disease Control (CDC) endorses the use of alcohol based hand 

sanitizers. Hand sanitizers should be used in the presence of certain infections and 
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when soap and water are unavailable.  Package directions should be followed to 

ensure the correct use of the product. The product should have an alcohol content 

greater than 60% to be effective. 

4. Do not add soap to a partially empty soap dispenser. This practice of “topping 

off” dispensers can lead to bacterial contamination of soap. 

5. If needed or appropriate, persons supported should be taught proper handwashing 

techniques and encouraged to use them routinely. 

 

B. GLOVES  

 

1.  Gloves should be worn when touching blood, body fluids, secretions, excretions, 

mucous membranes and nonintact skin is anticipated. For example, when treating 

bloody noses, handling clothes soiled by incontinence or vomit, cleaning up small 

spills by hand, changing briefs or incontinence pads, applying a topical 

medication to a rash, etc. 

 

2. Gloves should be kept in all areas, including restrooms, maintenance areas, 

offices, and any rooms where the risk of spills if high. 

 

3. Persons supported should be taught to handle their own body fluids as appropriate 

for age or state of health. 

 

4. Gloves should be correctly removed so as not to further contaminate hands. 

 

5. Wearing gloves does not replace the need for hand hygiene. 

 

C. EXPOSURE TO BODY FLUIDS  

 

1. Direct skin contact, for example, hands or other affected skin areas of the exposed 

person, should be washed with soap and water after contact. 

 

2. Clothing items that are soaked through to the skin should be removed with gloves, 

placed in a plastic bag until laundered. 

 

3. A disinfectant solution of ¼ cup of bleach to one gallon of cool water or one 

tablespoon of bleach to one quart cool water can be mixed fresh daily and used to 

sanitize surfaces, floors, clothing, equipment, bedding, etc. Use caution using this 

solution on metal, especially aluminum, as it will corrode the object. 

 

4. If the above solution cannot be used then a product that states, “kills 99.9% of 

microorganisms” can be used instead. 

 

D. BLOOD SPILLS OR BODY FLUIDS WITH VISIBLE BLOOD 

 

1. Protect area of blood spill. 
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2. Prepare cleaning solution using 1: 10 ratio of 1 part bleach to 10 parts cool water, 

for example 10 ounces of water to one-ounce bleach. 

 

3. Wear necessary personal protective equipment such as gloves. Open disposable 

bag rolling down edges and set beside spill. 

 

4. Carefully cover spill with paper towels. 

 

5. Gently spray cleaning solution over paper towels. 

 

6. Leave in place ten minutes to ensure all blood borne pathogens are killed before 

wiping up. 

 

7. Dispose of decontaminated material in plastic bag. 

 

8. Spray surface with disinfectant. 

 

9. Allow surface to remain wet and air dry if possible. 

 

10. Place all soiled paper towels and used disposable gloves in bag, roll disposable 

bag up, and tie closed.  Place in lined trashcan. 

 

E. SHARPS 

 

1. Never recap needles. 

 

2. All needles are to be discarded in approved puncture resistant container. Do not 

over fill containers. When container is full notify the Facilities Coordinator. 

 

3. An employee sustaining a needle stick injury shall follow OSHA 

recommendations for follow up. This includes but is not limited to initial testing 

for HIV and HBV, testing individual supported, providing vaccinations as 

suggested by physician, follow up testing post exposure, etc. Exposure 

Prophylaxis Hotline (PEPline) at 1-888-448-4911 can be used if needed. 
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MEDICAL APPOINTMENTS 

 

 

I.  PURPOSE 

To provide instructions for agency staff who attend medical appointments with persons 

supported.  

II.  SCOPE 

These guidelines apply to any agency staff person who accompanies a Person supported 

to a medical appointment. 

III.  PROCEDURE 

A. PHYSICALS - PRIMARY CARE PROVIDER (PCP)  

Staff who attend medical appointments with persons supported must see that:   

1. Physical Forms and Standing Orders - Over the Counter Medication (OTC) Forms 

are filled out completely by the PCP. 

2.  Medical Encounter Forms are generated on PHS by a program manager or 

designee. The Medical Encounter Form can be printed by the home using home 

printer. If unable to print contact Program Manager to pick up copy at the office 

prior to the visit.   

3. Medical Encounter Forms are provided by the Program Manager to staff 

accompanying persons supported not having access to an electronic medical 

record(PHS).  

4. The Plan of Care is signed and dated by the PCP. 

5. A copy of the insurance card, health history, and information relative to this 

appointment are taken to the appointment. 

  

 

B. PROBLEM FOCUSED (ILLNESS),  DENTAL, VISION, HEARING AND 

SPECIALTY APPOINTMENTS 

Staff attending problem focused appointments should see that: 

1. A copy of insurance card, health history, and information relative to this    

appointment is taken to the appointment. 

2. A Medical Encounter Form is taken to the appointment  for PCP to use to 

communicate results of appointment.   

 

a.  

C. FOLLOW-UP 
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 Staff accompanying persons supported to appointments should, 

1. Staff accompanying persons supported to appointments should bring original 

paperwork, including prescriptions, to the designated Program Manager before 

taking it to the pharmacy.  The Program Manager will review paperwork with 

staff to ensure understanding of PCP instructions.   

2. The Program Manager shall make follow up appointments as necessary or request 

staff make appointments and notify Program Manager of appointment.  

3. The Program Manager shall make any needed contacts with therapist, durable 

medical equipment, specialists and other staff working in the home to ensure all 

persons involved in care know any new information. 

4. The Program Manager shall follow up on all new orders within 24 hours to ensure 

compliance with PCP orders.  

5. The Program Manager will assure any changes in prescriptions are correctly made 

in PHS and on the MAR. 

D. EMERGENCY 

       Staff accompanying persons supported to emergency rooms for treatment, 

1. See Emergency Guidelines. 

2. Provide Program Manager with copies of all ER paperwork within the next 

business day.  

3. In an emergency, a Medical Encounter Form can be generated by staff in the 

home. 

4. If a Medical Encounter Form cannot be printed, then a paper Health Care 

Appointment form should be taken to the ER. 
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MEDICATION ADMINISTRATION  

 

 

I. PURPOSE 

 

To provide guidance and overall instruction for the management of safe medication 

administration. 

 

II. SCOPE 

 

These guidelines apply to all agency staff involved in the administration of medication. 

 

III. PROCEDURES 

 

A. MEDICATION PROHIBITIONS 

 

1. The use of medication for chemical restraint by staff is prohibited. 

 

2. Medication will not be used as punishment. 

 

3. Medication will not be used for the convenience of staff or as a substitute for 

training or services. 

 

4. No medication will be administered for the purpose of controlling or 

modifying behavior except as provided for in the Provider Manual. 

 

B. SELF-ADMINISTRATION 

Self-administration is defined as: Personally using prescription medication in a 

manner directed by the prescribing practitioner without assistance or direction by 

program or facility staff, in accordance with DIDD standards. A verbal reminder 

that the time of taking a dose of medication has arrived does not constitute 

assistance or direction by program staff. Whenever possible, persons supported 

should be taught and/or encouraged to administer their prescribed medications as 

independently as possible. 

 

1. Each Self-administration program should be developed according to the 

person’s needs and capabilities; there is no generic program that is applicable 

to all persons. 

 

2. The circle of support and treating physician will evaluate the persons 

functional and cognitive ability to self-administer, as appropriate. 

 

3. Self-administration training must be done in conjunction with the person’s 

circle of support and prescribing practitioner. 
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4. The program must be included in the persons Individual Support Plan (ISP). 

 

5. See Medication Storage and Labeling (Section N) for procedures related to 

self-administration.  
 

6. Whether or not to use an MAR with individuals who self-medicate should be 

discussed with the COS group and the treating practitioner and will be 

addressed in the ISP. 

 

7. The Agency or Designee will be responsible for obtaining medications for 

those who self-medicate, or those who are unable to obtain their medications 

independently. 
 

C.  STAFF REQUIREMENTS 

 

1. A staff member may administer medication to people who do not self 

administer only if he/she has passed the Department of Intellectual and 

Developmental Disabilities  (DIDD) approved Medication Administration by 

Unlicensed Personnel Training Program and has a current certification issued 

by the DIDD.  

 

2. Staff must provide a copy of his/her certification to the Agency Training 

Coordinator.  Certificates will be maintained on file in the training record. 

 

3. Certified staff will administer medication as assigned by the Program 

Manager. 

 

4. Staff will renew certification to administer medication every two years as 

required by DIDD guidelines. 

 

D. PROGRAM REQUIREMENTS 

 

1. The Training Coordinator will maintain a registry of certified staff. The 

registry will also include the date for recertification for each staff.  The 

Training Coordinator will notify staff sixty (60) days prior to expiration. 

 

2. The Agency Director or designee will immediately notify the DIDD Regional 

Nursing Director in writing when a certified employee is no longer eligible to 

administer medications. 

 

3. The Program Manager will authorize, by shift and days, which among 

certified staff will be responsible for medication administration. 

 

4. Staff will immediately notify the Program Manager of any: 

a. Suspected shortages or diversion of prescription medications. 
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b. Suspected misuse of prescription medication. This includes sharing 

medication, e.g., using or giving medication prescribed for a specific 

person to another person (even if the other person has the same medication 

prescribed). 

c. Violation of medication regulations. 

d. Administration of medication in a way that is inconsistent with the treating 

physician’s orders and/or has potential to cause harm to a person. 

e. Administration of a medication for which the person has had a 

documented allergic reaction, sensitivity, food/drug interaction and/or a 

contraindication. 

 

5.  The Incident Management Coordinator and Incident Management team will 

review all medication variances and report to Executive Director or Associate 

Executive Director and Director of Nursing per Medication Variance 

guidelines. 

 

6.  The Agency will notify DIDD Nursing regarding any violations of the 

concerns contained in this section. 

 

7.  When medication orders or dosages change for Individuals using bubble packs, 

new bubble packs will be required from the pharmacy (See #7 under section 

"E" immediately following this section for MAR documentation information).   
 

8.   Old bubble packs will be disposed (See section M).. 

 

E. DOCUMENTATION - MEDICATION ADMINISTRATION RECORD (MAR) 

 

1. All medications, whether prescription or over-the-counter (OTC), must be 

treated equally and will not be administered without verbal or written orders 

from the prescribing practitioner.  Orders must be presented on an approved 

form which may include:  Physician order sheet, approved electronic 

prescription form, prescription form, or pharmacy approved electronic form,  

Nursing Verbal Form with PCP signature or Plan of Care signed by Physician.  

a. Each order shall specify the following: 

i. Date ordered, including year. 

ii. Name of the person for whom the medication is ordered, 

iii. Name of the medication/drug. 

iv. Dosage. 

v. Route of administration, e.g., oral, rectal, vaginal, optic, etc. 

 vi. Frequency and duration of administration. 

vii. Pre-test orders must specify the period of time of pre-test 

administration, e.g., one hour before EEG. 

viii. Prescribing practitioners signature. 

b. All medication orders, including OTC, shall be noted on the Medication 

Administration Record (MAR) and contain at least the following 

information: 
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i. Name of the medication/drug. 

ii. Dosage and strength. if applicable. 

iii. Route of administration, e.g., oral, rectal, optic, etc. 

iv. Frequency of administration. 

v. Reason for administration. 

vi. Most common side effects. 

vii. Start and ending date when a medication has a set number of days. 

viii. Time the medication is to be administered.  Acceptable window of  

    time for administering is ½ hour before/after assigned time. 

ix. Special consideration/identification of high risk medications. 

c. Dosage and Strengths Notes:   

i. Some medications have different dosages ordered for different time 

intervals. A separate entry on the MAR must be made for each 

medication dosage prescribed e.g., Depakote 500 mg every a.m. and 

Depakote 100 mg every p.m. 

ii.  Some medications are only made in certain strengths. In order to give 

the prescribed dosage, more than one tablet must be given to equal the 

prescribed dosage. For example, the treating physician orders Tylenol 

650 mg, each Tylenol tablet contains 325 mg. Therefore, to give the 

prescribed dosage, two (2) Tylenol tablets must be given to equal the 

required dosage; Tylenol, 325 mg (1) tablet = strength of tablet 650 

mg (2) tablet = dosage prescribed 

 

d. Missed Medications Notes:  If medication cannot be administered within 

the specified time, contact the Program Manager immediately for 

instructions. 

i.  Information should be obtained from the prescribing practitioner and 

/or pharmacist regarding an acceptable window of time for 

administering medications to a person. Also, parameters for 

withholding a medication (e.g., low pulse or blood pressure) or what 

action to take for special circumstances (e.g., missed dose). 

ii. If the medication is ordered for a set number of days, the start and stop 

date must be noted, e.g., Erythromycin 500mg by mouth every 6 hours 

for 10 days; start 7/1/01 at 8 p.m., stop dose 7/11/01 at 12noon. 

iii.  Any special considerations for administration must be listed, e.g., give 

one hour before meals (a.c.), give 2 hours after meals (p.c.), give with 

food, give with 8 oz of water, special positioning, swallowing 

techniques, texture consistency, medications which may or may not be 

crushed, etc.  

iv.  Medications ordered on an as needed (p.r.n./PRN) basis may be 

administered by certified staff only when the parameters for its use are 

clearly identified by the order, (e.g., Tylenol 650 mg by mouth every 4 

hours PRN for temperature greater than 100 degrees orally. If 

temperature persists for more than 48 hours, notify physician). 

e. Certified staff will not Administer PRN Medication when: 

i. Assessment by a licensed nurse is indicated. 
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ii.  The parameters for administration are not clearly identified (e.g., PRN 

for rash). 

iii.  Administration of that medication as ordered does not comply with 

DIDD or agency regulations. 

iv. Certified unlicensed staff will never administer psychotropic 

medication on a PRN basis. 

f. MARs are maintained on an electronic system. The agency and COS have 

determined the pharmacy used by the person supported.  In collaboration 

with the agency, two pharmacies are entering PCP orders (see section F) 

to improve the accuracy of MARs. Access is available on the computers in 

the homes to a drug reference site to ensure staff have adequate 

information to administer medications safely. A paper MAR is available 

for homes not using electronic records and for staff needing to pass 

medications when computer access is not available or during an 

emergency. This paper MAR is stored in a notebook and must be located 

in a place readily accessible to the staff administering medication.    

 

2. The licensed/certified staff designated to administer medication, including 

ordered over the counter (OTC) medications and treatments, will be 

responsible for documenting on the Medication Administration Record 

(MAR) the following: 

a. Date and time the medication is administered. 

b. Any out-of-home administration of medication which occurs during the 

time that the certified staff is assigned to medication administration. See 

note below for documentation codes. 

c. Any inconsistencies in administration of medication as ordered by the 

prescribing practitioner (individuals who self medicate are exempted from 

this requirement). 

d. Their initials and legal signature on the MAR from which they have 

administered medication if using a paper MAR. Electronic MARs will be 

signed with electronic signature confirmed by secure password.  

e. Medication orders recorded on the MAR must be transcribed exactly as 

written on the prescription and on the medication label container. 

 

3. Blank spaces are not acceptable. 

a. If an ordered medication is not given for any reason, the medication block 

must be initialed and circled (on paper only), and the reason why it was 

not given recorded in the detail section of the MAR. Examples include: 
i. Refused 

ii. Withheld 

iii. Not available 

iv. Given in another form (e.g., liquid, suppository, etc.) 

v. Given by another route (e.g., rectal, oral) 

vi. Given in another strength (e.g., Tylenol 500 rug instead of 325 mg) 

vii. Documentation error 
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b. Draw an “x” in blocks indicating day’s medication is not to be 

administered (e.g., medication is ordered for every other day). Electronic 

MAR have the box grayed out to signify not due. 

 

4. If medication is administered out of the home by other than the staff person 

designated to administer medication for the home; the following 

documentation codes should be used: 

  OR = Out of Residence     

  H = Hospital                       

  M = Med on Hold 

a. When using a documentation code, the code must be written on the MAR. 

b. If another staff person is designated to administer medication out-of-home, 

that person must be certified to administer medication. 

c. If medications are administered out-of-home, the medications are not to be 

stored with meals brought from home. 

d. If a change of medication occurs while a person is out of the home, the 

Agency will notify the necessary persons immediately. 

e.   When a person receives mediations at a DSDC residential and DSDC day 

program site, the residential site will provide medications and the 

Residential Record to the day program. The Residential Record includes 

MAR, PCP orders and profile sheets for day program medications. The 

residential staff will remain responsible for notifying the Day Program of 

any medication changes. 

 

5. This information will be made available at the beginning of each month and 

immediately when the practitioner changes medication orders. 

 

6. Any change in a prescribing practitioner’s medication order will be considered 

a new order and must be documented as such on the MAR. 

 

7. Any time there is a change in medication orders, e.g., new drug, dose change, 

time change, etc., this change must be communicated to other staff as follows: 

a. Verbally reporting the change in orders. 

b.  Send a interoffice message, as applicable, documenting the change in the 

person’s record. 

d. Do not write the new directions on the prescription label. Take existing 

medication to pharmacy for pharmacist to update new order. 

e. If dosage of a medication is changed, any previous dosage must be 

discontinued before initiation of a new dosage.  Secure a written order 

from the prescribing practitioner. 

 

8. When medication is administered in a family home without the use of an 

electronic system and without the continuous presence of certified staff, 

certified staff will follow all MAR guidelines for the time(s) that they are on 
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duty. Administration times for which they are not on duty the code “G/A” for 

guardian administered will be used on the MAR. 

 

9. Several individuals supported have pharmacy relationships ensuring refills 

and dose packs are created monthly. COS choosing not to use these 

pharmacies must contact the pharmacy when medication needs to be 

dispensed. Staff will interact with conservators wanting to use a specific 

pharmacy to reorder medications as needed.  The staff will monitor 

medication inventories to ensure medication availability and, when a 

medication has been discontinued or expired, it will be disposed of per agency 

policy. 

 

10 The Agency or designee will provide ongoing supervision and oversight of 

medication administration by unlicensed staff on a routine basis.  All certified 

staff are required to demonstrate a medication pass in conjunction with their 

yearly evaluation. 

 

11.  See Guidelines for Passing Medications. 

 

F.  EDITING MEDICATION ADMINISTRATION RECORDS (MARs).   

 

1.  The   agency representative will review and edit the MARs prior to  printing 

MARs
  
during the third week of the month for the following month for 

completeness and accuracy to ensure that all the medication orders correlate 

with the current signed Physician Order Sheets (Plan of Care) and signed 

Prescription Forms. Physician Order Sheets are uploaded to the electronic 

record system. If a home does not use electronic MARs, then an updated Plan 

of Care or copy of orginial order should be present in the record. 

 

2.  The agency representative will provide a paper copy of the MARs to the site 

managers or home (PA, Family Based), by the 
    

end of the month. MARs for 

the teams in Cheatham County and Houston County will be mailed, hand 

delivered or electronically transmitted. 

 

3. Residential homes and day programs using electronic MARs ensure that the 

new MARs are complete and accurate. The accurate documentation of 

administration times and the legibility of the MARS should also be double 

checked.  Staff will compare prescription labels to MARs. Any difference 

noted staff should contact supervisor immediately. Correction will be made 

prior to use of MAR. 

 

4. Any discrepancy in the medication records must be clarified by the following 

in  this order: 

 

a.  Program Manager 

b.  Prescribing Practitioner 
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5. If any new orders are received agency representative or pharmacist will enter 

the new information onto the MAR immediately. If a change of order is 

received after business hours or over the weekend then staff will be 

responsible to make changes on existing paper MAR. The agency 

representative or pharmacist will add the new order during the next business 

day to the electronic MAR. A hard copy of the order is uploaded to the 

electronic record by the pharmacist or agency representative.  The paper MAR 

used to start the medication will be uploaded into the electronic record for 

review and to show completeness of order. An agency representative will be 

responsible to review all orders entered by the pharmacist. 

 

6. Site Managers are responsible for checking prescription labels against MARs 

monthly. Any discrenpanices must be reported to the supervisor immediately. 

 

7. Any errors identified by Program Manager will be addressed and reported 

within 24 hours to Incident Management Coordinator (IMC) per Guidelines 

for Addressing Medication Variances. 

 

8. Completed paper MARs will be submitted to Program Manager/Supervisor 

then forwarded to agency representative overseeing health care. 

 

9. The agency representative will file paper MARs or upload paper MARs used 

during the previous month. Any medication variances identified during this 

review will be documented and reported to Incident Management by means of 

a Medication Variance Report. 

 

10. Program Managers review electronic MARs periodically (daily to weekly) to 

ensure accuracy. Any medication variance identified during this review is 

documented on a Medication Variance Report and submitted to Incident 

Management for follow up. 

 

G. DOCUMENTATION OF CONTROLLED SUBSTANCES AND COUNTED 

MEDICATIONS 

 

1. All Schedule Il-VII medications, (narcotics, tranquilizers, and barbiturates), 

should he marked as such by the pharmacy to ensure that certified staff know 

to record them in the Controlled Substances Log.  (The letter "N" or "C" with 

the prescription number is the most common method used (Rx # C or N 

123456). 

 

2. All Schedule II-VII medications (narcotics, tranquilizers, and barbiturates), 

stored at the house must be documented in the Controlled Substances Log and 

counted/reconciled at the end of every shift. 
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3. The count must be done in the presence of two (2) certified staff, e.g., one 

staff from the off-going shift and one staff from the oncoming shift. 

a. At those times when off going and oncoming staff do not come in contact 

with one another, the off going staff will reconcile the drug count at the 

conclusion of his/her shift, preferably with another certified/licensed staff 

as the witness, if available. 

b. The oncoming staff will then do the drug count at the beginning of the 

shift, preferably with another certified/licensed staff as the witness, if 

available. 

c. If a witness is not available, the staff will write “not available” on the 

appropriate line adjacent to his/her signature on the count sheet. 

 

4. The oncoming staff must count the Schedule Il-VII, confirm the given doses, 

and verify that the count and documentation are correct by signing the count 

sheet. Off going staff will witness this count. 

 

5. Discrepancies in the drug count or suspected theft must be reported 

immediately to the Program Manager and the Agency Nurse or designee. The 

Program Manager and/or Agency Nurse must report discrepancies to 

Associate Executive Director. The Associate Executive Director and 

Executive Director shall decide if contact of local law enforcement is needed 

and whether to order drug screens of involved employee(s) working in the 

home.  A medication variance report shall be completed per Medication 

Variance Guidelines.  

 

6. A Controlled Substances Log (bound and numbered)  or a Program approved 

will be utilized as the count sheet and kept in the area of the house designated 

for medication storage. 

a. Staff will make an entry for each shift change, or arriving and departing a 

shift if no shift follows, for example, in a Day Program. 

b. Staff will make an entry each time the medication is given and verify 

correct count. 

 

7. Off-going staff may not leave the job site until the medication count is 

reconciled. 

 
H. EMERGENCY PSYCHOTROPIC AND PRN (as needed) PSYCHOTROPIC 

MEDICATION ADMINISTRATION: 

 

1. This section applies only to Agency staff and not to family members or other 

unpaid natural supports administering psychotropic medications to a Service 

Recipient. 

 

2. An "as needed" or PRN order for a psychotrophric medication may ONLY be 

administered by a licensed nurse after a registered nurse or prescribing 
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practitioner has determined that all other less restrictive measures have been 

taken. 

 

3. Orders for PRN psychotropic medications must be clearly written to define 

the circumstances under which the medication may be administered, the 

dosage, the frequency of administration and the maximum number of doses 

that may be given during a specified time frame. 

 

4. Emergency psychotropic medications may only be administered by a licensed 

nurse. 

 

5. When emergency psychotropic medications have been given, a Reportable 

Incident Form must be completed.  The Program Manager shall notify the 

Service Recipient's legal representative, Support Coordinator/Case Manager 

and the DSDC Emergency phone. 

 

 

I.  MEDICATION REFUSAL 

 

1. If a person refuses any form of medication, every effort must be made to 

determine the basis for the refusal. 

 

2. After three unsuccessful attempts within the one hour window to give the 

medication, the Program Manager should he contacted before it is documented 

as a refusal. The Program Manager will advise licensed/certified staff about 

additional recommendation for giving medication. If person supported still 

refuses, the staff will document as such and note in daily notes. (See L. 

Technical Assistance/Emergency Protocol). 
 

3. After several unsuccessful attempts to give the medication, the Technical 

Assistance/Emergency Protocol must be initiated. This must include 

notification to the physician and conservator/guardian. 

 

4. If the refusal of medications persists, the person's PCP, circle of support 

(guardian and/or conservator), and behavior support person, if applicable, 

should be notified to determine the reason for the refusal. Refer to Emergency 

Protocol.   

 

5. At no time will the missed dose be “made up” at the next scheduled medication 

dosage time, unless specifically ordered by the prescribing practitioner. 

 

J. LOA/ADMINISTRATION OF MEDICATION BY PARENT, FAMILY 

MEMBER, GUARDIAN, OR OTHER PERSON HAVING CLOSE 

RELATIONSHIP 

For persons living in a supported residential setting, there may be occasions when 

medication (both prescription and over the counter (OTC) will be administered by 
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a parent, family member, guardian, or other individuals having a close relationship 

with the person. Most typically, the situations will occur when the person is on 

vacation or visiting with that individual. 

 

1. A licensed/certified staff person will provide an accurate and clearly labeled 

supply of medication to last the proposed time during which the person will be 

with the identified individual(s). 

 

2. A licensed/certified staff person will provide the identified individual(s) with 

written instructions for the administration of the medication, a copy of the 

Medication Profile Sheet, and inform them to call if there are any questions or 

concerns. Included in the list of instructions are: 

a. Who to call for technical assistance or in case of an emergency, along with 

telephone numbers.  

b. Preparation of medication or special instructions for administration. 

c. Medications administered while the person is on LOA must be documented 

on the MAR using the appropriate documentation key (O/R) and 

documented on the MAR vacation, camp, overnight visit, etc. 

 

3. The above staff will review the information with the individuals(s) who will be 

administering the medication. 

 

4. Upon return to the house, the person administering the medication will return 

medications, if any, that were not given. Staff must attempt to identify when 

doses were missed, indicate dates and times in the detail section of the MAR 

and make a note in the Daily Notes.  If the staff is unable to identify missed 

doses, for example if four doses were missed, circle 4 O/R boxes (paper) or 

select from drop down in electronic MAR and make a note in the detail section  

indicating number of doses missed.  This is only intended to indicate number 

of missed doses, not exact dates and times. There may be exceptions for 

medications that are issued in a dated dial pack, such as birth control pills.    

5. If there are any returned medications, staff shall contact the Program Manager 

to advise of situation, fill out Medication Variance Form, and dispose of 

missed medications per Disposal Policy and Procedure. The Program Manager 

or designee must notify PCP about missed doses.   

 

6. Medications administered to persons supported under the age of 18 will be 

approved and overseen by guardian and will follow DIDD guidelines for 

Medication Administration of Unlicensed Personnel and the Tennessee Nurse 

Practice Act. 

 

K. MEDICATION VARIANCE REPORTING, MANAGEMENT, AND 

TRACKING  

 

See guideline “Addressing Medication Variances”. 
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L TECHNICAL ASSISTANCE/EMERGENCY PROTOCOL  

Persons receiving medication may experience side effects or adverse reactions to 

their medication resulting in emergency, urgent, or non-emergency situations. In 

the event such situations occur, the measures listed below should be followed: 

 

1. Emergency conditions that are life-threatening such as extreme difficulty in 

breathing or absence of breathing, absence of pulse, a seizure that will not 

stop, severe injury or profuse bleeding, etc. require immediate activation of 

the Emergency Medical System (911 or other emergency numbers including 

the Poison Control number). These numbers must be located on or near the 

telephone. 

 

2. Urgent conditions must be evaluated by the PCP, consulting physician, or 

emergency room at once. When a condition is considered urgent there must be 

no delay in the evaluation or treatment of the person. Immediately contact or 

proceed to the closest emergency room. 

 

3. Non-emergency conditions that are potentially health-threatening such as mild 

diarrhea, nausea, occasional vomiting, or any physical or behavioral signs and 

symptoms which may indicate that the health or safety of the person is at risk, 

must be reported as soon as possible to the Program Manager so that his/her 

advice and assistance may be given.  If Program Managers are not available, 

the outpatient clinic or emergency room should be utilized and then contact 

the emergency phone.  

 

4. Names, telephone and/or beeper numbers (including after hours numbers) of 

the PCP, consulting physicians, administrative staff, and/or other individuals 

that may need to be contacted are available in a designated area for staff to 

access as needed.  See emergency contact sign posted in home and/or 

telephone numbers listed in the residential record.  

 

5. The staff recognizing an emergency/urgent condition is/are responsible for 

ensuring that it is properly reported, documented in the persons record, and an 

Incident Report Form is completed, if appropriate. 

 

6. If there is a non-urgent question about a medication, its administration, or side 

effects, staff should contact in the following order: 

a. Program Manager 

b. Pharmacist  

c. Agency RN  

 

7. A pharmacy print out (Medication Profile Sheet) or access to a pharmaceutical 

website (home/site computers) for each medication will be with current MARs 

and will address for each medication the following information: 
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a. Any contraindications, food/drug interactions, and/or possible allergic 

reactions/sensitivities. 

b.  Special precautions, common risks, side effects/adverse reactions, and 

contraindications of the drug. 
c.  Conditions (or illnesses) for which the drug is commonly prescribed. 

d. Special considerations that should be noted (e.g., give with water; 

encourage fluid intake; give with food; etc.). 

 e. Issues involving the interpretation of the Medication Administration 

 Regulations should be referred to the appropriate DIDD Regional Nurse. 

 

8. The staff recognizing an emergency/urgent condition is/are responsible for 

ensuring that it is properly reported, documented in the person’s record, 

documented in the staff’s communication book (if applicable), and that a 

DIDD Reportable Incident form is completed. 

 

9. Issues involving the interpretation of the Medication Administration 

Regulation should be referred to the appropriate DIDD Regional Nurse. 

 

10. Licensed/certified staff has been instructed to use Medication Profile Sheets 

rather than drug references. 

 
M.  MEDICATION DISPOSAL 

 

1. Medication must be destroyed when it is: 

a.  Contaminated (e.g., dropped on the floor, spite out by person, unusual 

color, a capsule leaking on another medication. etc.) 

b.  Refused 

c.  Discontinued 

d. Expired 

 

2. To dispose of medication, except Controlled Substances, two (2) 

licensed/certified staff persons must be present to witness the disposal.  In the 

event 2 certified staff persons are not available, medications will be placed in 

a labeled ziplock bag (must include name, drug, reason and date) and stored in 

a locked medications box until time of disposal.  Notify the Program Manager 

of need for disposal of medications.  Certified staff will notify the Program 

Manager or Agency RN of need for disposal of controlled substances. 

 

3. The Destroyed Medication Form (see appendix) must be completed at the 

time of disposal.  The medication should be placed in the toilet and flushed 

with two licensed/certified staff present. 

 

4. To dispose of Controlled Substances, it must be documented as follows:  

 For Schedule II-VII the Program Manager or designee or licensed (RN/LPN) 

staff is responsible for removing the medication from the home and must 

bring the remaining amount and the count log to the Agency RN. The licensed 
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staff must date and sign the page in the controlled substance log, deduct 

amount destroyed from count sheet, note that “disposed of” medication was 

disposed of according to agency policy, and complete the Disposal Record. 

 

5. The Agency RN will then destroy the medication with the Program Manager, 

or licensed witness, or certified staff and complete the disposal record.  The 

RN will note on the Controlled Substances Log which medication was 

destroyed.    

 

6. When any medication is destroyed, including Controlled Substances, the 

Destroyed Medication Form must include the following information: 

a. Date and time 

b.  Name of the person for whom the medication was prescribed. 

c.  Name, strength and form of the medication 

e.  Amount destroyed 

f.  Reason 

g. Means of destruction 

h.  Signatures of Program Manager and licensed staff destroying/witnessing 

 

7.  Automatic stop orders are PRN medications that have not been used within 60 

days, or antibiotics that are prescribed by a current amount with no D/C date 

by physician. A medication used to treat a temporary condition with no stop 

date and no refills, like a cream for a rash, may be considered an automatic 

stop order. 

 

8. Medications that meet any of the above reasons for disposal need to be 

destroyed within ten business days. 

 

NOTE:  The Tennessee Department of Environment and Conservation recommends crushing 

medications and mixing with coffee grounds or kitty litter then placing in household trash for 

domestic disposal. 

 

 

N. MEDICATION STORAGE AND LABELING 

 

1. Prescription and OTC medications for all persons including those that are self-

administering shall be stored in an area which is designated strictly for 

medication storage, supplies, and records relevant to medication 

administration. Note: Individuals living in private homes that self-

administered medications will have guidelines for storage and labeling 

addressed in their ISP.  

 

2. Policy books or other supplies are not to be stored in this area.  
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3. Medications for persons who are self-administering must be stored in such a 

way as to make them inaccessible to all other persons. 
 

4. Only certified/licensed staff assigned to medication administration for the 

shift will have access to the storage areas. When a key is used, the agency will 

inform staff the means to keep the key secure at all times. 

 

5. Prescription medication must be stored under each person’s name (e.g., 

individual storage boxes). 

 

6. External and internal medications must be stored separately such as a different 

shelf, drawer, plastic zip lock bags inside storage bin or basket on shelf. 

 

7. All prescribed medications, including II-VII scheduled medications are to be 

kept double locked (e.g., a locked box within a locked cabinet) in residential 

settings. 

 

8. Medication requiring refrigeration must be stored in a locked container within 

the house refrigerator, or in a separate locked refrigerator. 

 

9. Prescription medication dispensed for immediate treatment shall be packed 

and labeled by the dispensing practitioner. 

 

10. Medication labels that do not reflect the current prescribing practitioners order 

due to a recent change in the order are only valid for thirty (30) days (with 

permission from the Agency RN or regional RN only).  After which, the label 

must exactly match the current order. An attempt to have the pharmacy 

provide and label the medication must be attempted prior to getting 

permission to use existing label.  Staff may not place a new label on the 

medication. 

 

11. Any medication containers with illegible, worn, or missing labels must be 

returned to the pharmacy for repackaging or disposed of per Agency policy 

and a replacement obtained from the pharmacy. 

 

12. All medications should be counted upon receipt from pharmacy. If amount is 

incorrect notify pharmacy immediately. 

 

13. Certified staff is responsible for maintaining a three-day supply of 

medications at all times. 

14. If a person receives medication at two or more different sites, a prescription 

must be available with the MAR at any site at which the medication is given. 

 

O. SECURITY 
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1. It is the Program Manager’s responsibility to designate licensed/certified staff 

to administer and secure medications. 

 

2. The licensed/certified staff assigned to administer medications will be the only 

person to have access to the medication storage area during that shift. The key 

must remain with the assigned staff at all times. 

 

3. If the medication key is lost or misplaced, the Program Manager or designee 

will be notified immediately.  Program Manager or designee has restricted 

knowledge of the location of extra keys.   

 

 

 
P. TELEPHONE ORDERS 

There will be occasions when a practitioner may need to provide a telephone 

order for a medication. If this occurs, it is treated as a new order and must be 

transcribed as such.  Only a licensed nurse, another physician, pharmacist, 

physician assistant, or nurse practitioner can accept verbal telephone orders made 

by physicians.  If a licensed nurse is not available do the following: 

 

1. The Program Manager should advise the prescribing practitioner to call the 

new prescription directly into the pharmacist and to fax an order to his/her 

office. Shortly thereafter, the Program Manager should call the pharmacy and 

verify that the prescribing practitioner called in the order. 

 

2. Additional documentation will be necessary when a telephone order is 

received: 

a. Verbal/Telephone Order for Nursing  will be completed by the licensed 

LPN/RN. 

b. The completed Verbal/Telephone Order for Nursing Form will include: 

i. Name of the person for whom the medication was prescribed 

ii. Name of the prescribing practitioner 

iii. Date/time of the order 

iv. Name of the drug 

v. Dosage 

vi. Route of administration (e.g., oral, rectal, vaginal, optic, etc.) 

vii. Frequency and duration of administration 

viii. Date to start/stop order 

ix. Signature of person obtaining the order  

x. Have signed by prescribing practitioner within 5 business days.  

Faxed copy of order will suffice. 

xi. A copy of the written prescription may be obtained from the 

prescribing practitioner in lieu of the signed Notice of Change of 

Medication Form. 
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3. If, at any time there is a concern or question about the copy, the order, or the 

procedure, contact the Program Manager, Pharmacist, or the Prescribing 

Practitioner, in that order. 

 

4. Telephone orders must be documented on the Medication Administration 

Record sheet (MARS) by the licensed person. The first licensed/certified 

person prior to administration should check this transcription against the PCP 

order and read the prescription label three times, observing the Seven Rights 

in accordance with guidelines. 

 

5. It is the responsibility of the licensed/certified staff person assigned to 

administer the medication to report verbally (if possible), and in writing (i.e., 

Daily Notes, Staff Communication Book, nursing notes, etc.) to the incoming 

shifts, any changes in the prescribing practitioner orders concerning a person's 

status, or any other pertinent information related to medication administration. 

 

6. PCP signature must be obtained on all verbal orders within five (5) working 

days. 
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MENU & MEAL PLANNING  

 
I. PURPOSE 

 

To provide guidelines on the development of menus and meal planning in order to assure that 

persons supported are eating food prepared according to dietary plans, in line with personal 

choice of foods, and in compliance with individual budgetary constraints.   

 

II. SCOPE 

 

These guidelines apply to all staff working in day or residential sites where meals are prepared 

and consumed by persons supported by the agency. 

 

III. PROCEDURES 

 

In order to assure that persons supported are eating appropriate food, the following guidelines 

will be followed: 

 

A. Menu Planning.  A menu will be planned each week with input from all of the 

residents of the home.  The menu will: 

1. Include food preferences of the individuals; 

2. Include foods that follow any dietary restrictions for individuals; 

3. Include foods that make a balanced and healthy diet; 

4. Include food and liquid intake for all of the hours that the agency provides support 

(e.g., 24 hours for people in residential services); 

5. Include all foods prepared or purchased, including snacks and items purchased at 

restaurants; 

6. Be written in sufficient detail to include all specific foods or liquids being 

consumed. 

 

B. Food Shopping.  Once the menu is prepared, food purchases for the home or the 

individuals will strictly adhere to those items identified on the menu. 

 

C. Menu Utilization.  Once the menu is planned and food purchased, the menu will be 

followed each meal each day.   

1. The menu will be posted on the refrigerator. 

2. The menu will be followed but can have deviations (within the parameters of the 

prescribed diet) due to supported person’s preference, utilizing leftovers, etc.. 

3. The menu will be reviewed by the Program Manager each month. 

 

D. Food Preparation.   

1. Staff will be knowledgeable of any special dietary needs of the individual; 

2. Staff will prepare all food in accordance with the prescribed diet prior to making 

available to the individual. 

3. Staff will follow the Basic Nutrition and Doctor Prescribed Diets manual in 

preparing food. 
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E. Follow Up.   

1. If individuals are identified as persons with significant dietary concerns, food and 

liquid intake may need to be documented on the Food Intake Record to record the 

specifics about what is actually ingested, including the quantity. 

2. Quality Assurance staff will periodically review and compare the menus with the 

grocery items purchased for individuals.   
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PASSING MEDICATIONS 

 

 

I.  PURPOSE 

To provide guidance and instruction for administering medications to individuals 

utilizing the most effective methods to prevent transmission of pathogens. 

II.  SCOPE 

These guidelines apply to all staff of the agency that administer medications to 

Individuals Supported. 

III.  PROCEDURES 

A.  Wash hands before passing medications. 

B. Assemble equipment, (glasses, water, juice, spoons, applesauce, tissues, gloves, etc.) 

C. Assess the risk of exposure to body substances prior to passing medications. Select 

correct size gloves if exposure to blood or body fluids that may be contaminated with 

blood are present. 

D. Unlock storage unit.  Put on gloves if touching blood, body fluids, secretions, 

excretions, mucous membranes or non-intact skin. Staff shall wear gloves for all 

medications if staff have an open area of skin (cuts, scrapes) on the hands. Cover 

open area with a bandage and wear gloves. 

E.   Read Medication Administration Record (MAR) to determine the medication to be 

given and its location.  

F. Compare medication label to MAR.  Be sure all information matches, including: 

1. Person’s name 

2. Medication 

3. Dosage 

4. Time 

5. Route  

6. Position, if applicable 

7. Texture/Consistency, if applicable 

G.  Prepare accurate doses reading the label and MAR at least three times prior to                     

administration. 

H. Administer medication.  If given orally, make sure the Individual Supported has            

swallowed the medication before leaving. Oral medications may be given without 

gloves if no contact with body fluids or contact with medication occurs. 
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I. If gloves are necessary: 

1. Remove gloves after administration of medications. 

2.  Do not wear the same pair of gloves for the care of more than one person 

supported. 

3. Do not wash gloves for the purpose of reuse.  

4. Do not wear soiled gloves throughout the home.  

5. If carrying soiled laundry or equipment to be cleaned leave on one glove 

for barrier protection against soiled item and use opposite hand with no 

glove to open and close doors or to touch objects not contaminated. 

6. Wash hands after glove removal or wash hands after medication 

administration without needing to use gloves. 

7.  Hand contamination may occur as a result of small, undetected holes in 

examination gloves. 

8.  Contamination may occur during glove removal.  

9. Failure to remove gloves after caring for a person supported may lead to 

transmission of microorganisms from one person supported to another. 

J. Immediately document the administration of medication on the MAR to ensure that 

the correct medication is recorded, that it was in all ways correctly administered.  

The potential for medication mistakes is much greater when the dose is not 

immediately recorded in the MAR.   

K. Return the medication to proper storage location. 

L. Lock the storage area. 

NOTE: K and L may be to be completed prior to giving medications depending on the 

situation. 

M. Observe the individual supported for possible reactions to the medication.  Take 

action if necessary and record as appropriate. 
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Positioning Guidelines 

I. PURPOSE 

To provide guidelines to all agency staff for the importance of positioning to prevent a 

decline in personal health for persons supported.  

II. SCOPE 

To provide guidance to all staff including nurses within the agency for persons supported 

with dependence upon a wheelchair for mobility and/or an individual unable to reposition 

while in bed. Pressure ulcers, contractures, decreased circulation and many other issues can 

occur due to lack of mobility. These guidelines along with therapy plans should be used to 

prevent issues from occurring.  

III. PROCEDURES 

A. When a person supported uses a wheelchair for mobility staff should follow these 

guidelines: 

1. The person supported using the wheelchair shall be reminded every 15 to 30 

minutes to shift their weight to allow blood flow to enter the tissues. This can be 

accomplished by having the person supported hold the arm rest and rock side to 

side holding the position for at least 15 seconds. If the person supported has the 

upper body strength they can push up holding buttocks above seat for at least 15 

seconds. If the person supported cannot perform either of the above suggested 

ideas staff shall provide positioning devices as identified by a therapist allowing 

for blood flow to ensue. 

2. If the person supported is incontinent of bladder or bowel and uses an adult brief 

they must be checked every two hours to ensure if the adult brief has become 

saturated and changed as quickly as possible. The person supported may need to 

go home to perform this task depending upon the ability to assist with this task. 

An active day program for individuals supported who lack the ability to assist in 

changing a soiled brief will need a schedule created by the COS so they can 

continue to be an active member of the community but maintain skin integrity.  

B. When a person supported is unable to reposition in bed follow these guidelines: 

1. Use a draw sheet on the bed so the person supported can be repositioned for 

activities of daily living. 

2. Use pillows under and/or between the legs to keep pressure points from rubbing 

together per therapist instruction 

3. Perform daily skin checks looking for reddened nonblanchable areas especially 

buttocks, shoulder blades, spine, backs of arms and legs and heels. 
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4. Good skin care is vitally important to prevent skin breakdown. Ensure person 

supported are bathed daily and rinsed thoroughly unless determined differently by 

PCP or COS. Use a hypo allergic lotion to prevent dryness over boney areas and a 

barrier cream in the pelvic area for individuals using an adult brief. 

 

C. When a person supported uses a wheelchair for mobility and/or unable to reposition 

in bed follow these guidelines: 

1. Nursing needs to complete a Braden scale to determine their risk of developing 

pressure ulcers. 

2. The Program Manager shall create a schedule with staff input for pressure relief 

to be completed timely during a day program. 

3. In-home day program may need to be requested due to occasion needs related to 

skin issues. 

 

 

 


