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                Medication Attendant Certified (MAC) Program
Medication Error Report – CONFIDENTIAL

    I. Facility Information
Facility name:  ____________________________________Address: ____________________________________
State ID Number: _______________________________ City, State: ____________________________________
Contact person: ______________________________________________________________________________
Telephone number: _____________________________    Fax number: __________________________________

II. Data Reporting
Date/time of error: _________________________   Resident: __________________________________________
Person discovering the error: ____________________________________________________________________
Others involved in error: ________________________________________________________________________

TYPE OF ERROR (check all that apply):
__Wrong resident                __ Missed dose                         __ Wrong day                          __ Drug expired
__ Wrong drug                    __ Extra dose                            __ Stop order exceeded           __Wrong dose
__ Drug not available          __ Pharmacy error                    __Wrong time                           __ Labeled incorrectly               
__ Wrong route                   __ Transcription error                __Wrong documentation          __Wrong reason
__ Improper storage           __ Improper preparation            __Resident allergic                   __ Improper technique
__ Other
Summary of error: ____________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Prescriber notified: ___ No  ___ Yes:  Date/time: __________________ Medical attention needed: ___No   ___Yes

Pharmacy notified: ___ No  ___ Yes:  Date/time: __________________  Not applicable _____

New orders:           ___ No  ___ Yes:  Date/time: ___________________________________                                                

Resident/family notified: __ No   __ Yes:  Date/time: __________________________________
HSS-MC-02 (originated 8/01/08)
III. Individual Delegation and Assignment Information

a. Was the administration of the medication properly delegated to the MAC?  _____ Yes _____ No               
    If yes, explain: _________________________________________________________________________________
b. At the time of the occurrence, was the MAC responsible in any other resident care tasks?  _____Yes      _____ No  
    If yes, explain: __________________________________________________________________________________
c. How many residents was the involved MAC delegated the task of medication administration for at the time the       
    medication error occurred? ________________________________________________________________________
d. How many MAC’s was the involved delegating nurse supervising at the time of the occurrence? _________________
e. How many MACs were administering medication in the facility at the time of the occurrence? ___________________ 
f.  How many hours had the involved MAC worked when the error occurred? __________________________________
Please indicate the following information about the MAC who was involved in the medication error:
a. The date of the MAC’s initial MAC certification: ________________________________________________________
b. The training program attended by the MAC: __________________________________________________________
c. The length of time the MAC has been employed by the facility as a MAC: ___________________________________

IV. Facility’s Error Analysis – causes and/or contributing factors: 

Indicate the facility’s determination of the cause of the medication error (check all that apply and explain):
a. Verbal miscommunication: ____________________________________________________________________
b. Written miscommunication: ___________________________________________________________________
c. Misinterpretation of medication order: ___________________________________________________________
d. Misinterpretation of delegation directions: ________________________________________________________
e. Proprietary, brand or generic medication name confusion: ___________________________________________
f. Other (be specific): __________________________________________________________________________

Action taken to prevent similar occurrence:__________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________

What type of medication dispensing, storage, and administration system is utilized by the facility?
__ Unit dose blister cards     __ Unit dose boxes     __Pill bottles     __Combination     __ Other ________________

V.  Resident Outcome:  ___ Required additional monitoring                   _____ Required additional treatment
                                            ____ Transferred to acute care facility               _____ Resident expired (explain below)
                                            ____ Other (explain):  _____________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
VI. Statements
Statement from the MAC involved in error describing their perspective of the occurrence.  Use additional paper as needed and attach statements to form.
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Signature: _______________________________________________ Date/time: ___________________________
***********************************************************************************************************************************
Statement from the delegating nurse involved in error describing their perspective of the occurrence.  Use additional paper as needed and attach statements to form.
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Signature: _______________________________________________ Date/time: ___________________________
***********************************************************************************************************************************
Resident/family or other appropriate party’s statement (provide opportunity to make a statement):
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
Signature: ___________________________________________________ Date/time: _______________________

I attest that, to my knowledge, this is a true and accurate report.

_________________________________     ____________________________________   ___________________
Name/title of individual completing report                                 Signature                                              Date/time

_________________________________     _______________________________________   ________________
Name of MAC Supervising Nurse                                             Signature                                              Date/time

_________________________________      _______________________________________    _______________
Name of DON	                                                                        Signature                                               Date/time

Fax to:  Denise Traylor, RN
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