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Analysis of the causes of high-risk intravenous medication errors
recognized by hospital nurses
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Abstract This study was attempted to identify the perception and experience of hospital nurses on medication
errors of high-risk intravenous drugs, and to identify the causes of medication errors and ways to improve them.
The subjects of the study were nurses with work experience related to high-risk intravenous administration
working at a university hospital located in D City, and data were collected between May 16 ~ 30, 2021. As a
result of the study, six key factors were identified as the key factors in the safety of high-risk intravenous
injections: the lack of a protocol for the administration of major drugs in each ward, the lack of training in the
operation of the injection machine, the lack of standardized procedures for administering high-risk intravenous
injections, the lack of individualized medication training for nurses, the lack or lack of the hospital's own drug
list, and the lack of identification of drugs packaged in similar containers. At the nursing practice level, it is
proposed to apply a high-risk intravenous medication safety program and conduct a future study to identify
safety outcome indicators.
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Figure 1. Analysis of the Causes of Nurses' High—-Risk
Intravenous Medication Safety Problems
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Table 2. Analysis of Medication Safety Issues Recognized

by Nurses (N=50)
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