Health and Welfare Alert
Oral Medications for those with Dysphagia
Alert # 59-09-15

Purpose
The purpose of this
Alert is to provide
education and
resources about the
risks of giving oral
medications when
someone has difficulty
swallowing. This Alert
focuses on what
precautions should be
taken when
administering
medications via
gastro/jejunostomy
feeding tubes and why
some medications
should never be given
this way.
All DD Employees are
required to be trained,
annually, on
identification and
reporting of Major
Unusual Incidents and
Unusual Incidents prior
to direct contact. This
training includes the
review of any Health
and Welfare Alerts
released since the
previous calendar
year’s training.
For questions /
comments, please
contact the
MUI/Registry Unit at
(614) 995-3810.

It can be an unsafe practice to give oral
medications to individuals with dysphagia,Medication should not automatically be given orally or
difficulty swallowing. Individuals with
neuromuscular diseases, structural changes in
the mouth and throat, poor saliva production
or who are treated with psychotropic
medications are at risks of developing
Medication errors can be the result of
dysphagia. Impaired swallowing can lead to a
administering medications that are
number of serious consequences, such as
incompatible with administration via a tube.
aspiration, upper airway blockage, choking,
Errors also occur from preparing the
malnutrition, dehydration and increased
medications improperly, and/or administering
mortality.
a drug using improper administration
techniques. This can lead to a blocked feeding
Better communication among all team
tube, reduced drug effect, or drug toxicity.
These potential adverse outcomes can lead to
members about medications and swallowing
patient harm or even death.
recommendations will lead to greater
individual safety. The team members include
Incompatible route
the individual and others like family members,
Do not assume an oral medication intended to
nursing providers, service providers, speech/
be taken by mouth can be safely administered
language pathologist, pharmacists, health care
through a feeding tube. The drug’s physical
providers and physicians.
and chemical properties control its release and
absorption. These very specific delivery
A lack of communication was identified as
mechanisms may be altered or destroyed if the
the key contributing factor to adverse
drug is administered through a feeding tube,
outcomes such as choking and other
reducing its effectiveness or increasing the risk
adverse events.
of toxicity.
If an individual diagnosed with dysphagia (or
has any difficulties with swallowing) is
prescribed oral medications, the prescriber
must be contacted to discuss the potential
adverse effects of administration and possible
alternate methods of administration.
Whenever an individual is using a gastro/
jejunostomy tube for nutrition or hydration,
review of the best medication administration
route for them must be done.

Improper absorption
Drug absorption depends on the drug’s ability
to dissolve and move through the intestine’s
linings. There are some drugs that are not
properly absorbed when administered through
the jejunostomy tube.
Medications intended to be taken by mouth
must be prepared specially for feeding tube
(enteral) administration. Tablets must be
crushed and diluted, capsules must be opened
so the contents can be diluted, and even many
liquid forms of drugs should be further diluted
before being administered via feeding tube.

Many immediate-release tablets can be safely crushed into a fine powder and diluted prior to
administration. But, sublingual (normally given under the tongue), enteric- coated (a special coating
to protect the throat and stomach), and extended/delayed-release medications should not be
crushed. In addition to destroying the drug’s protective coating, it can lead to clogged feeding tubes.
Crushed sublingual or extended/ delayed-release medications can lead to dangerous and erratic
blood levels as well as dangerous side effects.

Improper administration technique
Most caregivers rely primarily on their own experience regarding the preparation and administration
of medications; few rely on pharmacists, nutritionists, or printed guidelines. This has resulted in a
variety of improper techniques and an overall lack of consistency. The most common improper
administration techniques include mixing multiple drugs together to give at once and failing to flush
the tube before giving the first drug and between subsequent drugs. Compatibility between feeding
formula and drugs can result in blocking the feeding tube. Consult a pharmacist with any questions
about compatibility. Drugs should be given individually and there should always be proper flushing
of the tube before, between, and after each drug to help avoid problems.

What steps can be performed to decrease risk of inappropriate
medication administration via feeding tube?
1. Establish route suitability - Providers administering medications via the
feeding tube should consult with a pharmacist to ensure the
medication(s) will be properly dissolved and absorbed.
2. Establish drug and dosage form suitability - Providers should ensure
that the form of the drug is appropriate for enteral (feeding tube)
administration. Use only immediate-release solid dosage forms or liquid
3.

4.
5.
6.

dosage forms. If in doubt, contact ordering physician.
Don’t mix medications with feeding formulas - Medication(s) should
not be added directly to the feeding formula. Mixing drugs with the
formula could cause drug-formula interactions, leading to tube
blockages, absorption issues, and changes in bowel function.
Flush - Any tube feeding should be stopped and the tube flushed with at
least 15 mL of water before and after administering each medication.
Administer separately - Each medication should be administered
separately through the feeding tube.
Flush again - The tube should be flushed again with at least 15 mL of
water to ensure drug delivery and clear the tube.

Safety precautions for those with dysphagia should include:





“Dysphagia Alert” designation on the Medication Administration
Record;
Notification of the pharmacy of the Dysphagia Alert, in the event
that oral medications are ordered;
The self-medication administration assessment annually and with
changes in swallowing and
Communication with physicians so that the swallowing issues are
considered with medication administration, as well as ensuring that
all physicians are aware the individual has a feeding tube.
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