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Introduction
In nursing home settings, medication errors have been an
ongoing problem [1,2]. Early studies reported a medication
administration error rate of 12.2% of the total doses of
medication in a sample of 52 nursing home throughout the U.S
[1]. A recent systematic review also revealed that,
internationally, medication errors were commonly observed in
16–27% of nursing home residents [2]. Administration of the
incorrect dosage of medications was the most prevalent type of
medication error and most likely cause of harm to residents [2].

Nursing staff are involved in medication administration more
than other health care professionals and are identified as major
contributors to medication errors [3]. A cross-sectional study
[4] that reported the views of nurses on medication errors
concluded that lack of pharmacological knowledge is the
leading cause of medication errors by nursing staff. Lack of
familiarity with drugs’ generic and brand names, doses and
pharmacological properties of drugs can create confusion,
especially with those drugs that sound or look alike.

Confusing drug names is one of the most common factors
contributing to medication errors as identified by the World
Health Organization [5]. Additionally, many drugs’ packaging
or containers look similar, and they may be located next to each
other in hospitals, pharmacies or nursing homes [5]. For
example, a recent case report from Australia [6] reported
inadvertent administration of a non-ocular pharmaceutical
product (mometasone lotion) into the eye of a nursing home
resident due to similarities in the shape and size of the
packaging and the products being placed next to each other by
nursing staff. Further investigation showed that these errors are
quite common and not limited to nursing home settings.
Interestingly, a review of calls made to an Australian poisons
information centre over a 7-year period showed that
mometasone lotion was the most common pharmaceutical
product accidentally instilled into the eye [7]. This indicates
several system failures, such as storage of drugs, labelling of
the products, packaging similarities and limited
pharmacological knowledge of nursing staff.

To reduce medication administration errors and to ease the
burden of medication management for nurses, most nursing
homes in Australia use dose administration aid (DAA) devices
that are prepared by pharmacies [8]. DAAs are used to organize
oral medications according to the day of the week and time of
day that they must be taken [9]. These devices are reported to
save time and reduce errors in medication administering in
nursing homes [8]. Using DAAs facilitates delegating some
basic medication administrations tasks to personal care
workers, who are not required to complete the extensive

medicine training required for nurses [8]. However, DAAs can
only be used for solid dosage forms such as tablets and
capsules; they are not suitable for many other types of
medications, such as liquids, semi-solid preparations,
dispersible or effervescent tablets, moisture-sensitive
medications and topical products [10]. Thus, it is equally
important for both nurses and personal care workers who are
involved in medication administration to have relevant
pharmacological knowledge of the medications that they
administer.

Lack of pharmacological knowledge of nursing and care staff
can be addressed by strategies such as collaborative learning
activities with pharmacists or nurse educators [11], regular
continuing professional development activities [12], on-site
training about common medications they administer [11],
facilitating access to pharmacology and medication information
resources [13] and developing a systematic approach to
respond to medication error incidences that have occurred, by
providing sufficient training and education to prevent further
similar incidences [4,14]. There is also a need for further
research to identify evidence-based strategies to address the
gap in the pharmacological knowledge of nursing staff, to
reduce medication error incidences and improve patient safety.
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