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High-alert medication (HAM) error incidence ranges from 14-28%. In this 

qualitative descriptive study, nurses were interviewed about HAM 

practices. Three themes contributed to HAM safety: Organizational 

Culture of Safety, Collaboration, and RN Competence and Engagement.  

Clear HAM policies, decreased disruptions, enhanced technology, 

improved collaboration, and HAM safety education are recommended to 

prevent HAM errors.  

Abstract 
Research Question 

 

What are nurses’ perceptions about factors that contribute to safe 

administration when caring for patients receiving high-alert medications?  
 

Design 
 

Qualitative description 
 

Framework 
 

Swiss Cheese Model - Semi-structured interview guide and deductive 

analysis 
 

Participants 
 

Eighteen Registered Nurses from  two Acute Care Hospitals(one urban, 

one suburban) in Mid-Atlantic Region 
 

Data Collection 
 

One-on-one interviews using semi-structured interview guide. Questions 

focused on supports and barriers to HAM safety 
 

Inductive Data Analysis 
 

Iterative analysis with memoing, reflexive journaling and initial coding. 

Data then categorized. Categories analyzed for concepts and themes 
 

Deductive Analysis 
 

Data reanalyzed through a deductive process to identify congruency with 

constructs of the Swiss Cheese Model 
 

Introduction/Background 

• Findings support the  utility of the Swiss Cheese Model for research on 

HAM error 

• Nurses confirmed the effectiveness of blunt and sharp end processes 

to prevent HAM errors 

• Blunt - Just culture, technology, information resources, protocols 

• Sharp – Knowledge, judgment, skill, professional commitment 

• Nurses confirmed the contribution of latent and active failures to HAM 

errors 

• Latent -  Work load, acuity, distractions, lack of resources 

• Active -  Work arounds 

• Swiss Cheese Model fails to account for impact of the patient on error 

cause or error prevention 

Deductive Results 

• Nurses need greater input into the development and implementation of 

HAM policies and protocols  

• Organizations need to address competing goals to prioritize safety - 

HAM safety versus rapidity of response to phone requests 

• Strategies to improve interprofessional collaboration around HAM 

safety are needed 

• Protocols such as the Independent Double Check need to be evaluated 

for feasibility and efficacy 

• Research is needed on the impact of nurse engagement on HAM errors 

and the potential of patient-nurse collaboration.  

 

Conclusions 

Scope of Problem 
 

• 7000 inpatient deaths occur in US hospitals annually from medication 

errors1 

• HAMs increase risk of causing serious harm even when administered 

correctly, but risk increases when associated with a medication error2  

• HAM errors: 14% and 50% of medication incidents;11-28% occur with 

administration3,4,5  
 

Factors Contributing  to HAM Errors  
 

• Nurse knowledge5,6,7  

• Interruptions and workflow issues5   

• Frequent unit transfers4  

• Failure to implement bar-code scanning appropriately8   

• Insufficient HAM Knowledge5,9 

 

Medication errors result from gaps in the safety processes of 

complex systems, when humans fail to identify the problem and 

intervene before the patient receives the medication.10,11  
 

Literature Review-Strategies to Reduce HAM Medication Errors 
 

• Availability of the HAM, electronic verification of the order, protocols, 

visual reminders12  

• Technological assistance (bar code scanning, smart pumps)8  

• High-alert medication procedures (independent double check)5,13,15   

• Increased awareness through education14 

Methods Inductive Results 
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