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• Pediatrics are at a higher risk for  adverse medication events due  to its com-
plexity regarding weight-based dosing leading to negative outcomes including 
but not limited to death. 

• An increase in incident reports regarding near misses and actual medication 
errors was identified in  2 inpatient pediatric med surge units. 

• Literature supports reducing medication errors is most effective when medi-
cation education programs include medication information services, clinical 
pharmacist involvement, Independent Double Verification and processes to 
reduce interruptions during drug calculation and preparation.  

• Nurses and staff are highly encouraged to complete incident reports in order 
to capture areas of opportunities. 

• Twenty medication errors were capture through incident reports in the 
months prior to intervention, resulting in an 80% decrease for the first two 
months post intervention.  . 

• Positive feedback from the medication safety training showed that 95% of 
nurses felt it helped them improve patient safety and found the game-style 
learning to be positive.  

• Continuous reviews of incidences identify any new areas of opportunity to incor-
porate into the medication safety training session and/or to the survival guide. 

Background Outcomes

• The aim of  this project was to implement evidence-based strategies found in 
the literature to  reduce the incidence of medication errors by 10%.  Design-
ing interdisciplinary education tailored to a multigenerational group will help 
them prevent medication errors and ensure safe and quality care.

Purpose

• Incident Reports were reviewed from May and June to gather data and sorted 
into two  categories: actual errors and near misses. 

• Near misses and actual errors were further broken down into different pockets 
such as missed dose, wrong route and contraindicated medication. 

• A medication safety training session was created to make nurses aware of events 
that have recently occurred in their departments. 

• A combination of case study and game-style learning were used to provide 
opportunities on how to improve their practice of medication preparation 
and administration.

• Because medical residents rotate throughout the hospital to different subspe-
cialties every four weeks, a survival guide was created to help them combat 
common order errors and delays. The survival guide is reviewed with the team 
the first day they begin their new rotation 

• Interventions took place over a month and continue as new nurses are hired and 
medical residents change location.

Methods

Methods Graph • There are several safety measures in place that protect patients from errors. 
From scanning medications to the electronic medical record, alerts when 
documented incorrectly and hard stops on infusion pumps. These help re-
duce errors but they do not remove the human factor associated. EBP have 
shown to decrease the risk factor

Implication for Practice

• Identifying causes of errors and incorporating an interdisciplinary approach to 
patient safety decreased the number of errors related to medication orders, 
administration, and increased staff satisfaction.

Conclusion
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