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A 
nursing student who was in her second semester of 

nursing school had her ÷rst face-to-face clinical ex-

perience with patients during the coronavirus disease 

2019 (COVID-19) pandemic. The nursing student was work-

ing with a staff nurse on a medical-surgical unit. Medications 

were obtained by the staff nurse for two patients in a room. 

The nurse stepped out of the room to address the needs of 

another patient. According to the nursing student, ìA patient 

was begging for medication.í The nursing student proceeded 

to administer medication to the patient without the staff nurse 

being present. When the staff nurse returned to the room, the 

staff nurse discovered the nursing student had administered 

the oral medication to the wrong patient. The nursing schoolïs 

policy stipulates that medications are administered under the 

direct supervision of the instructor or an RN employed by the 

facility. The patient was not harmed, and incident reports were 

completed by both the school and the facility. The student, 

who was dismissed from the program, was granted reinstate-

ment the following semester and was placed on a remediation 

plan.

Despite numerous efforts in the past 20 years, errors in 

health care settings continue to occur. A recent report from 

the Of÷ce of the Inspector General (2022) identi÷ed that 25% 





the environment and for delivering outstanding care. They 

know that they are accountable for their actions but will not 

be blamed for system faults in their work environment be-

yond their control. As Marx (2001) noted, ìFew people are 

willing to come forward and admit to an error when they 

face the full force of their corporate disciplinary policy, a 

regulatory enforcement scheme, or our onerous tort liability 

systemí (p. 3).

Response to an Error
Designing an appropriate response to an error is crucial. 

Penalizing nurses (or students) for unintentional mistakes 

or system errors has been shown to reduce the reporting of 

errors rather than the occurrence of errors. An integrative 

review of 42 research studies involving health care profes-

sionals found that (1) fear of repercussions of reporting 

medical errors is a barrier; (2) supportive safety leadership 

is central to reducing fear of error reporting; and (3) im-

proving education on adverse event reporting, developing 

positive feedback when adverse events are reported, and 

developing nonpunitive error guidelines for health care pro-

fessionals are needed (White & Delacroix, 2020). Two addi-

tional integrative reviews (Afaya et al., 2021; Woo & Avery, 

2021) found reporting and reviewing medical errors repre-

sented a complex interplay among organizational barriers, 

such as complicated reporting systems or lack of feedback 

when reporting occurrences, and professional or individual 

factors, such as fear of reprisal. The need for organizational 

reform was emphasized.

When an error occurs, a common reaction is to call for 

education of those involved. This may be helpful but only 

if it is specifically targeted to the situation. In a study of 

1,500 clinical nurses in one health system, despite identifi-

cation of systemic problems during incident investigation, 

every plan of correction included education of nurses. If 

the system is contributing to risky behaviors, improvements 

should be developed by actively engaging clinical nurses in 

exploring ways to improve the faulty system. Education of 

the staff for system issues can be considered punitive, and 

retraining should be required only when there is evidence 

that a lack of knowledge contributed to the event (Barkell 

& Snyder, 2021).

Foslien-Nash and Reed (2020) suggested changing mind-

sets, not just punishing individuals, must be the focus of 

the response to errors. Clinical and academic leaders need 

to emphasize not only what to do but also how to do it. In 

addition, organizations and schools need to assess and ad-

dress a ìself-deceptioní gap (i.e., the belief that the clini-

cal agency or school already has a fair and just culture and 

needs little improvement). Periodic assessments, open chan-

nels for communication and reporting, and trending of er-

rors and near-misses and their causes need to be promoted. 



Å An explicit philosophy statement that outlines expecta-

tions about accountability, evidence-based education, the 

role of students and faculty in ensuring safety and qual-

ity, and the commitment to a fair and just culture.

Å Clear systems and processes for tracking and trending 

data on unusual incidents and occurrences.

Å Policies and procedures that clearly spell out reckless 





and the clinical facility to review this error together so there is 

an understanding about what happened and to determine what 

preventative measures should be taken to ensure such errors 

would not happen again, from both the academic and clinical 

side. This mutual understanding would promote a collaborative 

relationship between the nursing program and practice facil-

ity and ensure there would be no blame for what happened. In 

addition, the program contacted the nursing review board for 

advice. Nursing review boards do not require reports for every 

error or near-miss in nursing programs but often are used as 

resources in these kinds of situations.

In the vignette presented here, the student appeared to have 

had no intention of violating a protocol and expressed contrition 

during a meeting about the event. Thus, the response should 

have focused primarily on consolation in the form of recogniz-

ing and af÷rming that she had been put in a tough situation. 

At the same time, this would have provided an opportunity to 

coach the student about handling such conøicts, including strat-

egies for diplomatically addressing the clinical preceptor, such 

as perhaps seeking to clarify the instructions, without being 

perceived as being insubordinate. Additionally, reviewing the 

10 rights on medication administration (Edwards & Axe, 2015) 

would be warranted.

In the vignette, lack of knowledge and lack of awareness 

were the causes of the error, and a discussion about both could 

be used to debrief the student. Using the ÷ve core questions can 

be valuable for faculty and practice facilities when analyzing 

errors or near misses. Clearly, the outcome would be different, 

depending on the situation. In this vignette, there were multiple 

system issues as well as mitigating circumstances that called 

for a supportive response by faculty. However, if the student 

had been in her last semester and had been up all night studying 

for an examination and had made this error, the recommended 

outcome may have been different.

NRBs are not routinely noti÷ed of nursing studentsï medi-

cation or other errors. NRBs can provide information related 

to best practices to assist nursing programs in addressing such 

errors in a fair and justice manner. From a regulatory perspec-

tive, NRBs use evidence-based guidelines (Spector et al., 2020) 

when approving nursing programs. One of the guidelines calls 

for programs to have policies and procedures in place for track-

ing student errors and near-misses during clinical experiences. 

Faculty are encouraged to collect these data and make improve-

ments as necessary. For example, faculty may decide to revise 

how they teach calculations, or they may determine that they 

need guidelines for teaching their students about root cause 

analyses. The NCSBN has resources available to assist faculty 

as they track and analyze student errors and near misses (NC-

SBN, 2021).These resources include the Safe Student Reports, 

a national data repository, which allows schools to benchmark 

their data with national data.

Within a fair and just culture framework, this vignette re-

øects a situation where education is warranted. In some schools, 

a best practice would be to conduct a postconference discussion 

for all students to learn from this and for all students to think 

about how they can respond when put in vulnerable situations. 

Lastly, it is recommended that someone from the faculty reach 




