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The purpose of this paper is to look at ethical and legal responsibilities in nursing.  This is a case study about two residents in a nursing home and the student nurse caring for them.  I will discuss how to handle the situation when a medicine error has occurred.
The first thing Jane should do in this situation is to contact her nursing instructor.  Then the two of them together should access the records of the patient who took the medication to understand her medical condition.  The most important part is to put aside the fear and pride of the nurse who made the mistake, and put the focus on the care of the patient. (Mauk, 2010)
To prevent this error from happening the nurse should have made sure who the patient is before giving any medicine.  If the patient is unable to tell her a name and birth date, then she should have found the RN in charge of her care to identify the patient.  She also might have looked for an information board by the patient's bed to help identify her patient. (Mauk, 2010)
Even as a student nurse, Jane is responsible for her actions.  She is working under the supervision of the instructor, but must still take responsibility for her mistake.  The facility is making a mistake in not providing identification for nursing students, but that doesn't take away the responsibility of the student nurse.  The correct answer of the CNA might be to claim ignorance to the student because she isn't accountable for the facility in allowing student nurses to train there.  (Mauk, 2010)	Comment by Mary: Spell it out the first time used
The student reduces the threat of legal repercussions by quickly notifying the facility and the patient's doctor of the medications error.  By quickly getting the assistance of the physician, it is less likely to cause permanent harm to the patient.   The nursing staff would be able the monitor the patient for any damaging side effects that might need further care. (Mauk, 2010)
Every facility has a policy in place that will determine how to handle a medication error.  Medications errors are unfortunately rather common.  A medications error is documented in the chart, notification of the physician is documented, and status of the patient is documented. It is important to keep track of how, when, and why errors are occurring.  It may be that a repeated pattern can be found, and corrected, that will help reduce errors.
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