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The checking steps or “rights of 
medication administration”

• ..require HCP to use critical 
thinking with their clinical 
knowledge and judgement 
as well as effective 
communication with 
patients and colleagues 
involved in medicines 
management. 



‘Final’ policy purpose ... is to ensure 
• safe and effective 

medication 
administration that 
complies with legislation, 
CCDHB polices and best 
practice to prevent harm 
and promote good 
patient care outcomes. 

• Medication errors can 
potentially occur at any 
point in medication 
management.

• The HCP administering 
medicines have the final 
opportunity to prevent 
medication errors that 
can result in serious 
harm or even patient 
death.



An evidence-based 

approach directs our 

attention to high risk 

medicines 



Background
• Initial policy roll out was based on policy content

• A new policy Safe Medicine Administration 1.964 
requiring changes to practice:

• in identifying patients prior to medicine administration

• a two person independent checking process in defined 
situations (certain drugs, routes and contexts).

• No learning “fundamentals” to support RN practice

• Recognised there is a gap between WAI and WAD  and 
the context - requires a total quality improvement 
perspective 



Administering medicines safely: understanding 
the context

This important task is carried out in a demanding work 
environment, where nurses identify these as the top 
reasons for medication administration errors: 

• distractions and interruptions

• nurse-patient ratio

• multiple patients needing multiple medicines.



Principles for the eLearning module

Patient safety perspective
• Humans are a source of error, therefore we should strengthen 

systems.

• Systems cannot completely cater for complexity, therefore we need to 
recognise that resilience comes from the human element.

Positive approach vs deficit model
• Most medicines are given safely – we are not overemphasizing 

reporting.
• We ask learners to affirm their good practices and identify any areas 

they want to work on.

Practice wisdom
• The core material is reality-based practice wisdom based on Input 

from 50+ nurses/midwives in focus groups and learning sessions.
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If at the bedside the nurse was distracted, they might not have noticed the 

incorrect ampoule, and proceeded to administer the flush.



Luckily the nurse noticed the incorrect ampoule while doing the bedside check 

and prepared a new flush. 



In this case, three of the four layers failed and it was a good catch at the last layer 

due to the practice of the health professional













Key themes and messages

Internalised values 
Know your patient, know the drug, involve your patient.

Rethinking the 5 rights of medicine administration as a 
protective guideline

Ask yourself: What makes it the right patient/drug/ 
dose/time/route?
Ask yourself: Have I done the right documentation?

Good practices
Keep your patient safe, keep your self safe, keep your 
colleague safe.



3 important values







Learning from the experience of being a patient



Learning from being involved in a medication error





Job aids/performance support

• Best practice in supporting performance is to provide help 
screens, prompts, checklists or cheat sheets when the task is 
complex and there is a lot to remember. 

• We’ve used colleague wisdom ‘What others are saying’ in two 

print-and-fold pocketcards.
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