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	According to Mauk (2010) “Mistakes happen, and happened more often than the public was aware of prior to 2000 report by the Institute of Medicine that stated such errors are common and often life threatening” (p.595). Jane had made an honest mistake and needs to notify her patient. This can be very embarrassing for Jane and could make the patient feel less trustworthy of her. Jane should also assess the patient she had given the medications to and make sure they are stable. To prevent this error Jane should have asked the patient her name and birth date if she was able to respond and if not she should have taken the time to find the picture of the patient she needed to give the medication to.
	Jane is responsible for the medication error. She was the one that administered the wrong medicine to the wrong patient. Not only is Jane responsible but also the facility, CNA, and the clinical instructor. As a nursing student a clinical teacher needs to be there when administering medication. As for the facility, the patients should be required to wear armbands or something that identifies each individual patient. The CNA should have also taken her time and made sure she wasn’t confusing the patients. I would have also suggested separating the two patients due to their similar names and initials.	Comment by Mary: Spell this out the first time
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	If a situation like this occurred at a facility I was working at it could be very serious. Administering medication to the wrong patient can be life threatening and it is not the patients fault, it is the one who administered it. According to Kuitunen and Kuisma (2008) “Medication errors are associated with considerable patient morbidity and mortality. It has been estimated that 1– 2% of inpatients in the USA are harmed by such errors” (p. 770).  If mistakes like these occur often it can result in being fired from the facility and result in legal issues. The patient needs to be able to trust the nurse to do their job correctly in order to feel safe and cared for. Mauk (2010) states “Nurses as patient advocates, also bear responsibility for effective communication of a patients preferences through documentation and reporting processes” (p. 595). Nurses need to communicate with their patients and get to know them in order to provide safe, quality care.
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