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Medication Errors
A Nurse’s Worst Nightmare

BY GENEVIEVE M. CLAVREUL, RN, PHD

BY NOW MANY READERS are aware of
Nurse Julie Thao and the tragic death of
an expectant mother at St. Mary's Hospital
in Madison,Wisconsin. For those who
aren’t, let me provide a very brief synop-
sis gleaned from news reports.

On July 5, 2000, 16-year-old Jasmine
Gant was admitted to St. Mary’s for deliv-
ery. The labor was complicated by infec-
tion, so Thao, an experienced L&D nurse,
removed an epidural anesthetic without a
doctor’s order from a locked cabinet.

Later, she admitted that she thought it was
penicillin. Tragically, the epidural anes-
thetic was accidentally administered, caus-
ing Gant to seize and ultimately die. The
infant was delivered safely via caesarean.

What followed next were the usual
internal and external investigations and
apologies. The hospital investigation
found that Nurse Thao, who fully cooper-
ated with both hospital and state officials,
failed to follow several key hospital pro-
tocols, including having a doctor’s order,
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As the patients’ advocate it is up to the nurse to
safeguard them from mistakes.

scanning the medication’s bar code to doublecheck accura-
cy, and even failing to read the warning on the label. State
officials, after completing their investigation, recommended
filing criminal negligence charges, which, if Nurse Thao was
found guilty, could result in a $25,000 fine and up to three
years in prison, with three years of extended supervision.

Ultimately, Nurse Thao later agreed to a plea bargain of
two misdemeanors: possessing and dispensing a drug with-
out authorization, which brought probation and restrictions
on Thao's nursing license.

The day 1 became aware of this situation, I remember
asking myself, what was that nurse thinking? How could
this truly tragic event occur? Then I began to see the
responses of many of my fellow nurses to the charges filed
against Thao. Nurses throughout Madison, Wisconsin, and
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across the country have weighed in, many angrily.

Supporters of Nurse Thao launched a legal defense fund
as well as initiated legislation that will prohibit the state from
filing criminal charges in cases of medication error. They
argue that shielding healthcare workers from criminal prose-
cution is the only way to ensure an environment of open-
ness. Otherwise a chill will run through the healthcare com-
munity causing healthcare workers to hide errors, not coop-
erate with investigations, or even leave the field altogether.

Another argument is that a nurse is after all only human
and Nurse Thao will have to live with the guilt of causing
the death of a teenager and leaving a child motherless—this
in and of itself is punishment enough.

Many accuse the Attorney General, J.B. Van Hollen, of
overreaching and trying to grab “face-time” in the media. He
was pilloried, accused of being on a witch-hunt for nurses,
and one blogger even went so far as to suggest that should
Van Hollen fall ill, it would behoove him to seek care out-
side the state of Wisconsin.

THE NATURE OF ERROR

However, as nurses, we need to fully debate what happened
that fateful July day, and ask ourselves, did this nurse
perform to her fullest as the patient’s advocate?

When you read the reports you realize that if she had
implemented even one of the many safety checks required
there would have been a different outcome. Should nurses
who make a medication error face the potential of punish-
ment ranging from possible loss of their license to the
threat of jail time, and all degrees of punishment in
between? In my opinion, the simple answer is yes.
However, punishment and consequences must be in direct
relation to the error.

Medication errors made by nurses can occur for a vari-
ety of reasons, such as: inexperience, being overly tired or
overly stressed, too many distractions during medication
preparation, negligence, and lack of familiarity with hospi-
tal safety protocols, to name a few.

Additionally, errors can also be categorized into two types:
errors of omission, such as: the necessary drug is not pre-
scribed, not dispensed, not administered, or not taken;
the other type is an error of commission, such as: the
wrong dose or drug, the wrong patient, the wrong timing
or frequency, or the wrong route of administration.

WHAT THE HOSPITAL CAN DO
In the not so distant past nurses had a tendency to hide
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