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Root Cause Analysis of a Medication Administration Error
Root Cause Analysis (RCA) is a structured method applied in healthcare to determine the root causes of adverse events and implement measures to prevent their recurrence. Instead of blaming people, RCA concentrates on system-level failures and contributing factors. This paper discusses a medication administration error that occurred in a clinical environment, the underlying causes and contributing factors, and the application of systems thinking
What Happened? 
To administer medication, this hospital uses a system called BCMA and CPRS for medication orders.  This medication administration mistake happened when a patient received medication treatment for hypertension. The patient accidentally was given an excessive dose of anti-hypertensive medicine prescribed by the provider because of misinterpreting an order. The patient also developed an indication of hypotension, which comprised dizziness and fatigue, and this had to be closely monitored and treated to normalize the blood pressure levels. The accident affected the parties involved tremendously. The patient had a transitional physiological disturbance and anxiety concerning the unwanted response. The family members were concerned about patient safety and confidence in the healthcare system (Ropero-Padilla et al., 2022). Nursing personnel involved felt emotional, like feeling guilty, and feared disciplinary measures, whereas the organization risked negative publicity and had to reassess safety measures.
Why Did It Happen? (Contributing Factors and Root Causes)

The medication error was not caused by one error but a combination of system-wide failures. These contributory factors could be divided into various domains, such as distraction during medication administration.  For example, in this unit, charge nurses are assigned to full assignments and get interrupted during medication administration; by answering phone calls, reporting to call out to supervisors, and dealing with staff drama on the unit, etc. 
Human Factors 
The human factors contributed to the incident. The nurse in charge of giving the medication had a high number of patients, and this resulted in cognitive overload and loss of attention to detail. The prolonged working hours also led to fatigue, which lowered vigilance. Also, the nurse misunderstood the medication order because of the illegible writing or vague electronic records, which emphasized the importance of human constraints in multifaceted clinical settings.

Communication Failures

Another critical contributing factor was breakdowns in communication. High-risk medications were not verified, and the nurse failed to clarify the order with the prescribing provider (Rajakumar et al., 2025). Moreover, the lack of effective communication of handoff during shift changes could have led to the incomplete knowledge of the patient's medication regimen.

System and Process Issues

Weaknesses at the system level played a significant role in the negative event. There were no standardized medication verification procedures, including high-alert medication double-checking, which made the possibility of mistakes more likely. Also, the electronic health record (EHR) system did not have built-in warnings or protection mechanisms to identify abnormally large dosages, and the incorrect dosage was not detected.

Environmental Factors

The clinical setting was typified by a high rate of interruptions, noise, and time pressures that are also known to elevate the risk of errors. The time-constrained environment did not allow the nurse to focus fully while preparing and administering medications. Such environmental distractions are typical causes of negative incidents in healthcare facilities.

Equipment and Technology

Even though technology is supposed to improve safety, the EHR system had limitations that led to the error. The system lacked proper decision support, such as dosage range checks or a warning of possible medication errors. Moreover, in the event barcode medication administration (BCMA) systems were not present or not used, this eliminated an extra safety measure that would have averted the error (Dionisi et al., 2022).

Organizational Factors

Organizational culture and policies also played a role. The problem of staffing shortage has led to workload and burnout among healthcare providers. Additionally, inadequate medication safety protocol training and the absence of a continuous evaluation of competence could have minimized the best practices. Cultures that are not always accommodating open communication and safety reporting may also not encourage employees to seek clarification when they are uncertain about something.

Conclusion

This Root Cause Analysis shows that the medication error was not caused by personal negligence but instead caused by a synergistic interaction of system-level failure, environmental pressure, and communication deficiencies. Healthcare organizations can mitigate the risk of such adverse events by focusing on these root causes, including better staffing, EHR safety features, and protocols to implement double checks and safety culture. RCA is a paramount instrument in fostering patient safety and continuing quality improvement in medical facilities. 
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Appendix A

Fishbone (Cause & Effect) Diagram
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