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Questions and Answers
1. What should Jane do immediately in this situation?
She should ask the lady she gave medication to identify herself. If she is not Iva Wittacker, have the patient lie down and find the clinical instructor or the nurse if the clinical instructor is not available. Explain the situation. In doing so, Jane is verifying the patient’s identification, which is one of the five rights of medication administration. (Cohen & Shastay, 2008)
2. What could and should have been done to prevent such an error from occurring?
Iva Wittacker and Ida Wallace should not have been placed in the same room because they have the same initials. Evidently, they are also similar in appearance if the CNA mistook one for another. If the facility has more than one wing/floor, they should be separated or at least have a name alert sticker on the wall. The student should have asked the patient for identification. The medication book should have also had Ms. Wittacker’s picture in it. As a junior-level nursing student, Jane should have additionally had her clinical instructor or nurse present to administer medications. 
3. Who is responsible for Jane’s mistake? What about accountability of the facility, the CNA, and/or the clinical instructor?
Jane is responsible for her own mistake. She violated one of the medication rights, the correct patient. It was her job to correctly identify the patient. The best way is to ask the patient to state his or her name or look for an identification band. The facility is also accountable for failure to provide recent pictures of all its residents. The clinical instructor should have been present to at least identify the patient. The CNA did incorrectly pick the wrong patient but did not actually administer the medication.
4. What are the ethical and legal implications in this situation?
If Ida Wallace has a severe reaction to the medication given, she could have more physical, emotional and medical problems. It is possible that it could be fatal. She could furthermore sue for malpractice and negligence if damage or injury occurs. (“Medical Malpractice,” 1995)
5. Discuss what might happen if this mistake occurred in the facility where you are practicing.
This is considered an emergency situation.  The nurse should communicate openly with all parties involved, including staff members and other nurses. The event and all actions before, during and after the event should be documented for further review. (Smith, 1995)
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