DISPENSING
PRESCRIPTION MEDICATION

Administrative Issues

GUIDELINE 1G

May 1986 • Revised June 2008

Research sponsored by the NCAA has shown that prescription medications have been provided to studentathletes by individuals other than people legally authorized to dispense such medications. This is an important concern because the improper dispensing of both
prescription and nonprescription drugs can lead to
serious medical and legal consequences.
Research also has shown that state and federal regulations regarding packaging, labeling, record keeping
and storage of medications have been overlooked or
disregarded in the dispensing of medications from the
athletic training facility. Moreover, many states have
strict regulations regarding packaging, labeling, record
keeping and storage of prescription and nonprescription medications. Athletics departments must be concerned about the risk of harm to the student-athletes
when these regulations are not followed.
Administering drugs and dispensing drugs are two
separate functions. Administration generally refers to
the direct application of a single dose of drug.
Dispensing is defined as preparing, packaging and

labeling a prescription drug or device for subsequent
use by a patient. Physicians cannot delegate to athletic trainers the authority for dispensing prescription
medications under current medication-dispensing
laws, since athletic trainers are not authorized by law
to dispense these drugs under any circumstances. The
improper delegation of authority by the physician or
the dispensing of prescription medications by the athletic trainer (even with permission of the physician)
places both parties at risk for legal liability.
If athletics departments choose to provide prescription
and/or nonprescription medications, they must comply
with the applicable state and federal laws for doing so.
It is strongly encouraged that athletics departments
and their team physicians work with their on-site or
area pharmacists to develop specific policies.
The following items form a minimal framework for an
appropriate drug-distribution program in a college-athletics environment. Since there is extreme variability in
state laws, it is imperative for each institution to consult
with legal counsel in order to be in full compliance.
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1.

Drug-dispensing practices are subject to and
should be in compliance with all state, federal and
Drug Enforcement Agency (DEA) regulations.
Relevant items include appropriate packaging,
labeling, counseling and education, record keeping, and accountability for all drugs dispensed.

2.

Certified athletic trainers should not be assigned
duties that may be performed only by physicians or
pharmacists. A team physician cannot delegate diagnosis, prescription-drug control or prescription-dispensing duties to athletic trainers.

3.

Drug-distribution records should be created and
maintained where dispensing occurs in accordance
with appropriate legal guidelines. The record should
be current and easily accessible by appropriate
medical personnel.

4.

All prescription and over-the-counter (OTC) medications should be stored in designated areas that
ensure proper environmental (dry with temperatures
between 59 and 86 degrees Fahrenheit) and security
conditions.

5.

All drug stocks should be examined at regular intervals for removal of any outdated, deteriorated or
recalled medications.

6.

All emergency and travel kits containing prescription
and OTC drugs should be routinely inspected for
drug quality and security.

7.

Individuals receiving medication should be properly
informed about what they are taking and how they
should take it. Drug allergies, chronic medical conditions and concurrent medication use should be documented in the student-athlete’s medical record and
readily retrievable.

8.

Follow-up should be performed to be sure student-athletes are complying with the drug regimen
and to ensure that drug therapy is effective.
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THE USE OF
LOCAL ANESTHETICS

Medical Issues

GUIDELINE 2M

June 1992 • Revised June 2004

The use of local injectable anesthetics to treat sportsrelated injuries in college athletics is primarily left to
the discretion of the physician treating the individual,
since there is little scientific research on the subject.
This guideline provides basic recommendations for the
use of these substances, which commonly include
lidocaine (Xylocaine), 1 or 2 percent; bupivacaine
(Marcaine), 0.25 to 0.50 percent; and mepivacaine
(Carbocaine), 3 percent. The following recommendations do not include the use of corticosteroids.
It is recommended that:
1. These agents should be administered only by a
qualified clinician who is licensed to perform this
procedure and who is familiar with these agents’
actions, reactions, interactions and complications.
The treating clinician should be well aware of the
quantity of these agents that can be safely injected.
2.

These agents should only be administered in facilities equipped to handle any allergic reaction,
including a cardiopulmonary emergency, which
may follow their use.

3.

These agents should only be administered when
medically justified, when the risk of administration
is fully explained to the patient, when the use is
not harmful to continued athletics activity and
when there is no enhancement of a risk of injury.

The following procedures are not recommended:
1. The use of local anesthetic injections if they jeopardize
the ability of the student-athlete to protect himself or
herself from injury.
2.

The administration of these drugs by anyone other
than a qualified clinician licensed to perform this
procedure.

3.

The use of these drugs in combination with epinephrine or other vasoconstrictor agents in fingers,
toes, earlobes and other areas where a decrease
in circulation, even if only temporary, could result
in significant harm.
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GUIDELINE 2N

INJECTABLE CORTICOSTEROIDS
IN SPORTS INJURIES
June 1992 • Revised June 2004

Corticosteroids, alone or in combination with local
anesthetics, have been used for many years to treat
certain sports-related injuries. This guideline is an
attempt to identify specific circumstances in which
corticosteroids may be appropriate and also to remind
both physicians and student-athletes of the inherent
dangers associated with their use.
The most common reason for the use of corticosteroids in
athletics is the treatment of chronic overuse syndromes
such as bursitis, tenosynovitis and muscle origin pain (for
example, lateral epicondylitis). They have also been used
to try to prevent redevelopment of a ganglion and to
reduce keloid scar formation. Rarely is it appropriate to
treat acute syndromes such as acromioclavicular (AC)
joint separations or hip pointers with a corticosteroid.
There is still much to be learned about the effects of
intra-articular, intraligamentous or intratendinous injection of corticosteroids. Researchers have noted
reduced synthesis of articular cartilage after corticosteroid administration in both animals and human models.
However, a causal relationship between the intra-articular corticosteroid and degeneration of articular cartilage
has not been established. Research also has shown
that a single intraligamentous or multiple intra-articular
injections have the potential to cause significant and
long-lasting deterioration in the mechanical properties
of ligaments and collagenous tissues in animal models.
Finally, studies have shown significant degenerative
changes in active animal tendons treated with a corticosteroid as early as 48 hours after injection.
This research provides the basis for the following recommendations regarding the administration of corticosteroids in college-athletics.
It is recommended that:
1. Injectable corticosteroids should be administered
only after more conservative treatments, including
nonsteroidal anti-inflammatory agents, rest, ice,
ultrasound and various treatment modalities, have
been exhausted.
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2.

Only those physicians who are knowledgeable
about the chemical makeup, dosage, onset of
action, duration and potential toxicity of these
agents should administer corticosteroids.

3.

These agents should be administered only in facilities that are equipped to deal with allergic reactions, including cardiopulmonary emergencies.

4.

Repeated corticosteroid injections at a specific
site should be done only after the consequences
and benefits of the injections have been thoroughly evaluated.

5.

Corticosteroid injections only should be done if a
therapeutic effect is medically warranted and the
student-athlete is not subject to either short- or
long-term significant risk.

6.

These agents should only be administered when
medically justified, when the risk of administration is fully explained to the student-athlete,
when the use is not harmful to continued athletics activity and when there is no enhancement of
a risk of injury.

The following procedures are not recommended:
1. Intra-articular injections, particularly in major
weight-bearing joints. Intra-articular injections have
a potential softening effect on articular cartilage.
2.

Intratendinous injections, since such injections
have been associated with an increased risk of
rupture.

3.

Administration of injected corticosteroids immediately before a competition.

4.

Administration of corticosteroids in acute trauma.

5.

Administration of corticosteroids in infection.
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Eight Important Principles for Managing Prescription Medications in
the Athletic Training Room

Over the last ten years, the use of prescription and over the counter medications in
the athletic training room has increased exponentially. This is due, in part, to new
medications being introduced to the marketplace specifically designed for sports
medicine, an increased economy affording a wider variety of services for athletes,
more physicians specializing in team sports and older athletic training rooms being
updated, remodeled and/or rebuilt to include physician offices, exam rooms and
dispensing areas. These increases in drug usage should be incrementally reflected in
management systems for ordering, storage, dispensing and administration of
medications. There have been many changes over the last ten years to the state and
federal regulations concerning the handling of medications for team physicians
wishing to administer or dispense medication in the athletic training room (Table 1).
The purpose of this article is to suggest some general principles or guidelines that
every professional or college/university sports medicine department should add to
their existing policies and programs. These suggestions should be considered
minimum criteria; an aggressive program could incorporate up to ten times this
number.
The Problem
There have been many reports and allegations from across the country against
professional teams and colleges/universities, with regards to the inappropriate
handling of prescription and over-the- counter medications. State and federal rules
and regulations have been violated. In some cases, arrests, fines and citations have
been levied. In most cases, those involved have lost their jobs or had their position
dramatically changed.
If you are currently working as a certified athletic trainer, athletic training student,
physical therapist or team physician in an athletic training room (also referred to as
an athletic training medical office), it is vital that your facility implement policies
and procedures to help manage the handling of prescription medications. State and
federal regulations are applicable whether or not the facility has an inventory of one
medication or an entire team physician pharmacy.
According to the Kahanov, et al. 2003 study investigating the adherence to drug
dispensation and administration laws and guidelines for collegiate athletic training
rooms, we have not seen an improvement in the handling of medications at the
university and college level over the last ten years.1 This may be due to the fact that
quite often the “old guard” is teaching the “new guard” without implementing many
of the new regulations approved by our government on an ongoing basis. It could be
due to the fact we are not properly educating and informing our athletic and medical
directors, we are not teaching the fundamentals in school to our future certified
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athletic trainers or the team physicians do not comprehend the full scope of the
responsibly placed upon their license. We believe that pushing forward with educating
and informing those involved in the management of prescription medications is a
primary way to serve our industry.
Eight Principles
We suggest the following eight principles be implemented in universities and colleges
across the country as an initial step toward the establishment of practice standards
for the management of prescription medications in athletic training rooms.
Develop an Ongoing Revision of a Policy and Procedure Manual (PPM)
The PPM is the first step toward managing prescription and over-the-counter
medications. It is used as the “road map” and instruction guide for all athletic
trainers, medical staff, and team physicians authorized to assist with the
prescription medication management . The PPM should include policies and
procedures describing the systems for ordering, receiving, storage, security,
dispensing, administering, treating, transportation, disposal, inventory and audit
and reconciliation. The PPM should be renewed, reviewed and updated annually,
and signed by the athletic director, head team physician, head athletic trainer,
and team pharmacist.
Follow Federal Regulations for Controlled Substances
The second principle involves federal law and controlled substances. If controlled
substances such as Vicodin©, Tylenol with codeine©, Ambien©, codeine cough
syrup, morphine etc., are maintained in the athletic training room for any reason
whatsoever, there are specific federal controlled substances regulations to follow.
If any team physician orders, stores, receives, administers or dispenses controlled
substances, he/she must maintain a separate and unique DEA certificate listing the
exact physical address of the location where the controlled substances are stored.
In some cases, controlled substances may be stored in the athletic training room,
as well as at the game stadium, practice arena or summer/spring camp. This
regulation would, in fact, dictate the team physician to maintain multiple
certificates. There is a significant difference between the team physician’s
current DEA certificate to prescribe and additional certificates for the physician to
store controlled substances on site and subsequently dispense and/or administer
the medications.
Identify Proper Chain of Command
In most cases, the team physician is not directly employed by the organization or
university, he/she generally does not directly employ the certified athletic
trainer(s) as part of his/her medical staff, a proper chain of command and
communication detailing specific duties of discretionary and non-discretionary
decision making must be developed. A list of these duties and responsibilities,
delegated to the medical staff and authorized by the team physician, must be
signed annually and kept on file for a period of at least three years. Likewise,
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additional signature forms for drug usage, audit and reconciliation, pharmacy
authorization, HIPPA regulations, in-house treatments, PPM and reconciliation of
sample medications should also be signed annually and maintained on file.
Maintain Proper Records
Proper record maintenance is a vital function for any facility choosing to dispense,
administer or treat patients with prescription medications. According to federal
law, prescription drug records must be kept ready and retrievable for a minimum
of three years. The records should include all inventory received; all medications
administered, dispensed or used for treatments; a current balance of inventory on
hand; and an audit and reconciliation performed on a consistent basis. The
reconciliation should be signed and dated by all members of the medical staff
involved in the audit. Records should be consistent, legible and complete.
Monitor for Expired or Contaminated Medications
Expired or contaminated medications (whether or not they are over-the-counter,
supplements or prescription) must be removed from the general stock. The
medications should be immediately quarantined to prevent access by medical
staff, athletes or team physicians. A damaged or expired medication should never
be dispensed, administered or used for treatments on a patient for any reason.
Quarantined medications should be itemized, packed and shipped back to the
pharmacy for destruction. Prescription and non-prescription medications should
not be disposed of in the athletic training room.
Correct Label Designation
Medications not yet designated for the end user should be listed in the name of
the licensed entity (in most cases, this would be the head team physician). The
medication label should never be in the team name, certified athletic trainer’s
name or any other name other than the team physician or end user (athlete). It is
a violation of federal law to give a medication to anyone other than to whom it
was originally prescribed. If a medication is dispensed to an athlete and
subsequently returned, the medication should be placed in quarantine and sent to
the team pharmacy for destruction. A general rule is that prescription
medications can only go from one licensed entity to another or from a licensed
entity to the end user.
Secure Prescription Medications
Prescription medication security is critical to the success of a proper audit and
reconciliation. Missing, lost or stolen medications must be acknowledged and
dealt with in a consistent and formal manner according to the PPM on file.
According to federal law, all prescription medications must be locked and secured
at all times. There must be a chain of command designed by the team physician
to control keys to the locked medication cabinet. The medications should be
stored in a locked and secure cabinet or container inside the team physician office
or another room designated solely for medication storage. Other good ideas to
implement in your facility are an alarm on the medication cabinet, a perimeter
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alarm with central monitoring and re-keying the locks after changes in
employment status of those previously authorized access.
Account for Sample Medications
If your athletic training room policy and procedure manual allows sample
medications to be brought in by the team physician, there are very specific
regulations that must be followed. Sample medications are required to have a
receipt and a paper trail leading to where the sample medications came from.
When sample medications are received, a log needs to be generated listing all
information about the transfer of the sample medication including the lot number,
name and strength of medication, quantity, date and name of transferring
physician. Another area often overlooked with sample medications is
understanding the difference between an administered and a dispensed dose of
medication. If enough samples are given to the athlete to exceed a 24 hour
therapeutic dose, then dispensing laws come into place which include, labeling,
packaging, record keeping, etc. Remember, only a physician can receive, store or
administer sample medications.
The concepts of a team pharmacy and team pharmacist are critical to the success of a
good prescription drug management program. The best person on your sports
medicine staff to help with the policies and procedures, labeling requirements, and
related functions is your team pharmacist. Be sure to choose wisely and find a sports
pharmacist with experience and expertise in the industry.
Summary
This article should be saved and kept as a reference guide and starting point for your
organization to establish internal systems for the management of prescription and
over the counter medications in the athletic training room. Medication handling is
very serious and worthy of public and media attention, especially when it involves
athletes and sports. We urge you to immediately begin to establish a program at your
facility. The above guidelines are only a small list of possibilities to be included in
your organization’s policy and procedure manual.
For more information, please contact the author of this article.
Robert@Sportpharm.com
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Table 1. Federal Regulations specific to the management of prescription
medications in the athletic training medical facility.
Prescription Drug Marketing Act
21 CFR 5.115 – Sample medication control
21 CFR 1301.23(1) – DEA certificate required for separate locations
21 C.F.R. 1301.75 – Storage of controlled substances
21 C.F.R. 1301.44 – DEA certificate readily retrievable
21 C.F.R. 1301.90 – Security of personnel for handling of controlled substances
21 C.F.R. 1304.4 – Record-keeping requirements for controlled substances
21 C.F.R. 1304.02(d) – Defines a physician which prescribes administers and dispenses
controlled substances.
21 C.F.R. 1304.11-12(b) – Inventory requirements for controlled substances
21 C.F.R. 1304.13 – Reconciliation requirements for controlled substances
21 C.F.R. 1305.12 – Reporting a theft of a controlled substance
21 C.F.R. 1301.92 – Responsibility to report drug diversion
Food, Drug, and Cosmetic Act
21 U.S.C. 360(g) – Requirement to utilize a FDA licensed pharmacy repackager
21 U.S.C. 353(b)(2) – Labeling of prescription medications
Poison Prevention Packaging Act,
15 U.S.C. 1471 – Packaging of controlled substances and prescription medications
15 U.S.C. 1473 (b) – Exception to PPPA for prescriber dispensing of non-child safety
container.
Federal Controlled Substance Act
21 U.S.C., 824(a)(f) – DEA certificate required
21 U.S.C. 802(10) – Prescriber dispensing
21 U.S.C. 823 (f) – DEA certificate required for separate locations
21 U.S.C. 802(10) – Defines a dispensing physician vs. an individual practitioner
21 U.S.C. 827©(1)(A)(B) – Acquisition and Disposition record keeping requirements for
individual practitioners dispensing controlled substances.
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