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Objectives 

• Provide overview of error-prone conditions that 
result in medication errors by student nurses 

• Describe: 

– Elements in medication administration policy that 
were redesigned to improve safety 

– Redesign of the error reporting process to support 
a learning and just culture 

• Explain the structure and purpose of internal and 
external medication safety committees. 



 

SAFETY COMPETENCY 
• Minimizing risk of harm to patients from medications errors 

through: 

 

• improving individual performance  

 

• advocating for improvements in systems where our 
students practice to reduce the opportunities for 
errors. 
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Background 

   Medication Administration is the 
highest risk activity done by our 
nursing students. 

   

 
 

 



Background 

The Great Unknown  

• Were our students making any errors? 

 

The Great Challenge 

• What does our Medication policy say and what does it mean?? 

• Does our policy support safe practice? 

• What are we teaching and is it based on the best evidence in safe 
medication practices? 

 

Our Priority 

• No patient injured 

• No student/instructor medication errors 

 

 

 



Student Nurse Medication 
Administration 

 
What Could Possibly Go Wrong? 



Student Nurse Medication Administration     
 

Just about anything can go wrong… 



Error-Prone Conditions Resulting in 
Medication Errors by Student Nurses  

 
 

Documentation 

Issues 
Condition: Students 
or staff nurses have 
not  documented 
administration or 
reviewed the MAR 
prior to drug 
administration 
Error: Dose omissions 
or extra doses  
 

ISMP, 2008a 



Error-Prone Conditions Resulting in  
 Medication Errors by Student Nurses  

Nonstandard Times 
 

Condition:  
Medications scheduled 
for administration 
during nonstandard 
or less commonly used 
times  
 
Error:  Dose omissions 
 
 
 

ISMP, 2008a 

 



Error-Prone Conditions Resulting in  
 Medication Errors by Student Nurses  

Held or Discontinued 

Medications 
Condition: Lack of 
knowledge related to the 
organization’s process 
for holding or 
discontinuing 
medications  
Error:  Extra dose 
 

ISMP, 2008a 



Error-Prone Conditions Resulting in  
 Medication Errors by Student Nurses  

MARs Unavailable 

or not Referenced 
 

Condition: Not using 
MAR for med 
preparation and/or 
patient identification  
 
Error:  wrong patient, 
wrong time, wrong 
dose… 
 ISMP, 2008a 



Error-Prone Conditions Resulting in  
 Medication Errors by Student Nurses  

Partial Drug 

Administration 
 

Condition: 
Students may not 
be administering all 
of the patient’s 
meds, particularly 
IV meds   
Error: Dose omission 
 

ISMP, 2008a 



Error-Prone Conditions Resulting in  
 Medication Errors by Student Nurses  

Oral Liquids in 

Parenteral Syringes 
 

Condition: Preparation 
of oral or enteral 
solutions in parenteral 
syringes 
 
Error: Wrong route 
 

ISMP, 2008a 



Error-Prone Conditions Resulting in  
 Medication Errors by Student Nurses  

Non-Specific 

Doses Dispensed 
 

Condition: Lack of 
unit dose from 
pharmacy 
 
Error: Wrong or 
excessive dose 
 

ISMP, 2008a 



Error-Prone Conditions Resulting in  
 Medication Errors by Student Nurses  

Monitoring Issues 
 

Condition: Lack of 
proper assessment 
(i.e. vital signs, lab 
values) before 
administering 
certain meds  
 
Error: wrong med or 
dose 
 ISMP, 2008a 



Error-Prone Conditions Resulting in  
 Medication Errors by Student Nurses  

Preparing Drugs for 

Multiple Patients 
 

Condition: Preparing 
meds for more than 
one patient at a time 
and/or bringing meds 
for two or more 
patients into a room  
Error: Wrong patient 
 

ISMP, 2008a 



Error-Prone Conditions Resulting in  
 Medication Errors by Student Nurses  

Confusing MARs 
 

Condition: Confusion 
between ordered dose 
and available dose; 
confusing or absent 
documentation 
 
Error: wrong drug, 
dose, time…. 
 

Cohen, 2007 

 



Student Nurse Medication 
Administration: 

What Is A Nursing School to Do? 



“To Do” List 
1. New Patient Safety 

Committees 
2. Policy Redesign 

• Philosophy 
• Clarified Expectations 

for Instructors and 
Students 

• High alert medications 
• Error response 
• Error reporting 

3. MAR redesign 
4. Safe practice education 

 



Patient Safety 
Committees 

Medication and 
Patient Safety Advisory 
Committee (MAPSAC) 

Interdisciplinary 
Medication Safety 

Committee 



Policy Redesign: Philosophy 

 
 

Medication 
administration 
taught as a 
process- 
not a task 



Policy Redesign:   
Clarified Expectations for Instructors  

 

 

 Clinical instructors 
will determine the 
number of students who 
can safely administer 
medications… 
 
Students observed  by 
clinical instructor 
during all phases of 
medication 
administration 

 

 

 



Policy Redesign:  
 Clarified Expectations  

for Students & Instructor  

 

 

 

 



Policy Redesign:  
 Clarified Expectations for  

Students & Instructor  
 

 

 

 



Policy Redesign: 
Management of High Alert Medications 

• Defined high alert 
medications 

• Instituted 
independent double 
checks 

ISMP, 2008b 

 



Error Response: Just Culture 
Source: David Marx, www.justculture.com 

Three 
Behaviors 

Human 
Error 

Console 

At Risk Coach 

Reckless Discipline 

Errors influenced by: 

• Systems  

• Behavioral choices 

To create safer systems: 

– Learning culture 

– Design systems to 
reduce errors 

– Focus on human 
behaviours  

• Create a just culture 

 

 

http://www.justculture.com/


Policy Redesign:   
Error Reporting Form 



Policy Redesign:  
Error Reporting Process 



Advocated for Redesign of MARs 
 in Hospitals 

Error-Prone MAR for Nurses 

 

DAPSONE 25 MG TAB 

12.5 MG (0.5 TAB) 

PO DAILY 

 

DIGOXIN ELIXIR 0.05 MG/ML 60 ML 

0.125 MG (0.25 mL) 

PO DAILY 

 



Advocated for Redesign of MARs 
 in Hospitals (Cohen, 2007) 

Ideal MAR for Nurses 

 

Generic Drug Name (brand name) 

 

Pt. specific dose, route & frequency 

(and indication if applicable) BOLD 

 

Product strength/special instructions/ 

warnings 



Advocated for Redesign of CMARs 
in Hospitals: Examples 



Committee Members 
 as Guest Lecturers  



Outcomes 
Policy reflects best practices 
Instructors have a voice in 
improving practices 

Revisions to MAR 
Improved communication and 
sharing of information 
Improved error reporting 
Education redesign based 
on errors 
Increased awareness of 
medication safety with 
faculty/instructors 
Transition to a just culture 
Committee members as guest 
speakers on med safety 
 



Summary 
Medication Administration:  

Policy to Practice 

Old New 
Complex policy Job aids to improve compliance 

(standard operating procedures) 

Med administration as a task Med administration as a process 

No guidelines for number of 
students giving meds 

  Safe number giving meds to  
reinforce safe practices 

Responsibility  of students not 
administering meds defined 

Students  observed during some 
steps of med admin process 

Students  observed during  all steps 
of med admin process 
 



Summary 
Medication Administration: 

 Policy to Practice 

Old New 
Punitive approach to med errors 

 
Learning culture (just  culture) 

Lack of tracking/trending of error 
reports 

Clear med error reporting 
mechanism and tracking/trending 

of errors 
 

No educational response to med 
errors 

 

Education redesign 
(instructors/students) based on 

errors 

No internal patient safety 
committee 

Advisory committee for faculty 

Informal linkages with hospital 
partners 

Formal committees to improve 
communication and team work 
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Questions? 


