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Case Study 9

1. If a medication error occurs the error must be documented. The nurse should closely monitor the patient in case of any side effects. The physician should be notified of the error and institutional policies usually require filing a separate form to document the error. A medication error can consist of wrong drug, wrong dose, wrong time, or wrong route. Failure to give medications is also considered errors. 

2. In order to prevent this medication error the patient’s should wear armbands with their names and date of birth on it. Another way that this error could have been prevented is if a new picture was put in the medication book. The nurse also should have asked the patient her name before administering medications. 

3. Jane, the nursing assistant, and the facility is all responsible for Jane’s mistake. Jane should have asked the patient to identify herself before giving the medications. The nursing assistant should not have told Jane who Mrs. Wittacker was if she was not completely sure. The facility should have also had an updated picture of the patient in the medication book. The clinical instructor also should have been with Jane while she was administering 
the medication in case of any errors such as this one. 
4. According to Mauk (2010), nurses as patient advocates must bear responsibility for effective communication of a patient’s preferences through documentation and reporting processes. Nurses are responsible for creatively thinking about and problem solving situations that limit 
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functional status and safety to support quality of life. Mistakes will happen and ethical responses to these mistakes include: honestly admitting the error occurred in a neutral and objective manner, taking proper steps to correct the mistake, apologizing for the mistake, making amends as possible, and evaluating how to prevent such mistakes. Disclosure of mistakes in an honest and willing manner reduces the threat of the situation and also reduces the threat of liability. 

5. If this mistake occurred at the facility I am practicing at extra precautions would be made in order to prevent this mistake. The facility would constantly remind the nurses that there must be two patient identifications before administering medication. The facility would also have the medication book updated with a picture for each patient at all times. Documentation would be done immediately and monitoring the patient closely for adverse effects would be done.

1. As I prepare to care for older adults, the values, conflicts, and ethical dilemmas I expect to face include end of life care. My values and the values of the patient and their families may differ from mine and cause a conflict of interest. We must not let our values get in the way and respect the patient’s autonomy. 

2.  I do not agree with the idea of assisted suicide. This idea causes a lot of ethical issues involving the patient, the staff, and the patient’s family. A patient may not be fully competent and ask for assisted suicide when they may not feel this if they had the cognitive ability to make 
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end of the life decisions. I agree with 
the ANA
 and do not support any forms of assisted suicide. I believe nurses should be focusing on providing competent and compassionate end-of-life care instead of participating in assisted suicide.  If a patient asked me to help them die when death is not near I would refuse. I would tell the patient that I will not do that, but I can offer the best care possible. I would also try to have a therapeutic conversation with the patient, and figure out why he/she would like to die when death is not near. I would making sure that patients are made fully aware of all options regarding their personal medical treatment and provide counseling and support for families of patients especially in situations where a decision to remove life support and/or stop treatment is involved

3. I would tell the patient that we are just looking out for his/her safety, and that we will let the patient be as independent as they would like with their ADLs and IADLs
. I would try to find an alternate living setting that allows the patients to be as independent as possible, but still have staff present or I would give the patient options for alternate living settings and allow them to choose which they like best. 
CASE STUDY 9       









          5

Reference

Mauk, K. L. (2010). Gerontological nursing: Competencies for care (2nd ed.). Sudbury, MA: 

Jones and Bartlett.

�You should have used references for all this paper


�How do you know what the ANA supports? Where is your cite and reference


�Spell it out first time


�Spell out first time





