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	In this situation Jane has given the wrong medications to the wrong client.  This is classified as a medication error.  Since Jane is a junior-level baccalaureate student she should immediately notify her superior.  This may be her nursing instructor, a registered nurse on duty or the nursing manager.  They will be able to review the medications and the client’s medical history to see if there is any life threatening risk.  The client’s physician will also need to be notified.  The proper medication error paperwork will need to be filled out and this is usually determined by the hospital’s policy regarding medication errors.  It may be possible that the medications pose no serious risk to the patient, but either way there are a series of protocols which must be followed in this event.  (Mauk, 2010).
	There are a few things that could have been done to prevent this error from occurring.  Jane should have been aware that the two patients are similar in age and have the same initials.  This should have alerted her that there was an increased risk for medication error.  She should have found a way to verify the patient she was passing the medications to.  This could have been accomplished by asking the patient her name and birthday and then confirming this in her chart.  She may even want to have another staff member to double check the information for her.  (Mauk, 2010)
	The person in charge of assigning rooms at the facility should also have considered the increased risk for medication error due to the patients having the same initials.  She could have assigned the patients different rooms.  It would also be very important to use a middle initial on one of the patients to help distinguish the two patients.  Either one of these steps could lower the risk for medication error.  (Mauk, 2010)
	Jane is the person most responsible for medication error.  She was the one who administered the medications directly to the patient and this place the bulk on the responsibility on her shoulders.  Since Jane is just a nursing student, her teacher or supervisor is also legally responsible for the medication error.  It was their job to ensure that Jane was giving the right medications to the right patient.  If the patient was injured due to this medication error she could decide to sue the facility in a court of law.  In this case not only would Jane and her instructor be responsible but the long-term facility would also be liable for the incident.  (Wissman, 2006)
	If the case was brought to court the facility, instructor and Jane could all be sued.  The facility could end up paying large legal fees.  The instructor/supervisor could possible loose her nursing license and Jane could be kicked out of her nursing college.  There were many red flags in this situation.  Medication error could have easily been prevented if any of the three responsible would have been more alert for the risk of passing the medications to the wrong client.  Ethically all three are in charge of protecting their patients and ensuring that they are not placed at risk for further health risks.  In this situation they acted poorly and have thus let their patient down.  (Mauk, 2010)
	If this situation occurred in the facility where I completed my volunteer hours I would have immediately have reported the error to my instructor.  My instructor was always with each student and carefully went over each medication as they were distributed.  The students were required to review each medication the night before and to be aware of their use and possible associated risks.  When the medications were passed the instructor stood by and watched.  These actions would greatly reduce the risk for medication error.  Despite these precautions, medication error is still possible.  If an error did occur, the staff nurse would be notified and the proper paperwork would be completed.  The physician would also be notified if the nurse felt that there may be a problem with the medications given.  (Mauk, 2010)
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