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The following procedure (administrative rule) sample was created as part of the Developing a School Health Services Assessment Tool and Related Resources Project.  This project is funded by Healthier Wisconsin Partnership Program, a component of the Advancing a Healthier Wisconsin endowment at the Medical College of Wisconsin.  
The Medication Error Procedure sample procedure has incorporated state and federal requirements along with best practice recommendations.  Although it would be best practice to implement all the components of the procedure in your school district, we are aware that district capacity, resources and other factors may result in adoption of portions of the sample procedure.  
We encourage you to meet as a team within your district to review the procedure and identify what components of the procedure you are currently doing in your district.  If you have the capacity to expand upon what you are currently doing, review the sample procedure to identify what other practices you would be able to implement.  
Throughout the school year, we invite you to take notes using the following page(s).  We suggest noting attendees and dates of meetings that you hold related to the procedure.  Noting discussions that you had during those meetings, identified next steps and additional information you would find helpful to share.  These notes will be beneficial when you are asked to complete the evaluation surveys and participate in the site visit interviews with the project staff.   

Medication Error Procedure
Notes:

Medication Error Procedure
A medication error is defined as “a medication administered that deviates from the instructions of the medical provider and parent “(WI Department of Public Instruction, 2012, p. 4).  A medication error occurs when one of the “five rights of medication administration” has been violated.  Examples are:
1. administering the wrong medication
2. administering the wrong dose of medication
3. administering medication at the wrong time
4. administering the medication in the wrong way (e.g., ear drops administered to eye)
5. administering medication to wrong student
In addition, circumstances that may require additional follow up would be administering the medication for the wrong reason and administering the medication without proper documentation.
Situations that are not considered medication errors include: students who refuse to consume or are unable to tolerate the medication, lack of supply of the medication from the parent, and a medication held by a parent.  Careful notation of these situations should be made in the medication log and parent/guardian will be notified.
Staff Responsibilities
When a medication administration error occurs, follow these guidelines:
1. Keep the student in the health room (or room where medication was administered)
2. If the student has already returned to class, have someone accompany the student back to the room where medication was administered
3. Observe the student’s status and document what you observe
4. Remain calm and do not alarm the student
5. Identify the incorrect dose or type of medication taken by the student
6. Notify the principal and supervising School Nurse immediately if non-licensed personnel gave medication, (The supervising School Nurse or administrator will contact the parents of the student and/or health care provider.)
7. If contacting the Poison Control Center for instructions:
a. give the name and dose of the medication taken in error
b. give the student’s age and approximate weight, if possible
c. give the name and dose of any other medication the student receives, if possible
8. Follow instructions from the Poison Control Center, if possible.  If unable to follow their instructions, explain the problem to the Poison Control Center to determine if the student should be transported for emergency care
9. Complete a Medication Administration Incident Report form.  Carefully record all circumstances and actions taken, including instructions from the Poison Control Center or the student’s health care provider, and the student’s status.  All reports are to be filed and kept according to district policy
10. Give completed Medication Administration Incident Report form to School Nurse and administrator within 24 hours of incident 
Errors made in recording medications on the Medication Administration Record should have a line drawn though it and marked “error,” or “mistaken entry” initialed and dated.  Whiteout may not be used.

School Nurse Responsibilities
1. Upon notification of medication error, contact the parents of the student and health care provider, if warranted
2. Review Medication Administration Incident Report form immediately 
3. Follow up with employee(s) who was involved in medication error
4. Provide additional education to employee(s) who was involved in medication error
5. Ensure competency of employee who was involved in medication error
6. If appropriate, identify someone else to assume responsibility of medication administration
7. In conjunction with school administration, review all the completed Medication Administration Incident Report forms at least quarterly to understand the factors that contribute to errors and identify if the errors are related to systems and/or process issues
8. Identify process changes that may need to occur to improve medication administration procedures
a. Reducing distractions when/where the medications are being given 
b. Having photos of the student attached to the medication administration form to assist with proper identification
c. Providing more frequent medication administration education refreshers
Administrator Responsibilities
1. Upon notification of medication error, contact the parents of the student and health care provider, if warranted (if School Nurse has not already done so)
2. Review Medication Administration Incident Report form immediately 
3. In conjunction with school nurse, review all the completed Medication Administration Incident Report forms at least quarterly to understand the factors that contribute to errors and identify if the errors are related to systems and/or process issues
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