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Summary of Studies Involving Medication Errors (ME)

	Citation (APA)
	Purpose
	Sample
	Design
	Measurement
	Results/Conclusions
	Ranking

	Cohen, H., Robinson, E. S., & Mandrack, M. (2003). Getting to the root of medication errors, Nursing 2003, 33(9), 36-45.
	Describe nurses’ attitudes and experiences regarding medication administration and error reporting
	N = 775

Convenience sample of Nursing 2002 readers

RNs and students across all specialties and settings


	Descriptive survey
	21 item questionnaire included in a nursing journal
	Top five reported causes of errors:

· Distractions and interruptions during administration

· Inadequate staffing and high nurse/patient ratios

· Illegible written orders

· Incorrect dosage calculations

· Similar drug names and packaging
	

	Rothschild, J. M., Keohane, C. A., Cook, E. F., Orav, E. J., Burdick, E., Thompson, S., Hayes, J., & Bates, D. W.  (2005). A controlled trial of smart infusion pumps to improve medication safety in critically ill patients, Critical Care Medicine, 33, 533-540.
	Study the effect of smart infusion pumps on ME
	Study conducted in an academic medical center

N = 744 admissions

(735 cardiac surgery patients in a cardiac surgical intensive care or step down unit) 


	Prospective randomized time series experiment

IV: Infusion pumps programmed with decision support programmed (alerts, reminders, unit specific drug rate limits)

DV: number of serious ME
	Data contained in the log reports from infusion pump software

Events in the log rated by physicians for  type, preventability, and severity
	180 serious ME identified

Rate for the control group was 2.03 and the rate for the intervention group was  2.41 per 100 patient pump days

There was no statistical benefit from pump software

Data log demonstrated that elimination of ME is possible but RNs must be educated to use the software features appropriately
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


