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ABSTRACT
Aim: to identify medication errors in medical prescriptions in a neonatal intensive care unit (NICU); to 
compare the occurrence of medication errors in medical prescriptions, before and after the deployment of 
a medication team in an NICU. Methods: This is an observational, descriptive, retrospective cohort study, in 
which a quantitative approach was used. This study will be operationalized through documentary research 
with regard to medical records. We will use medical records of the period between May 2010 and April 2011 
and from June 2011 to May 2012. The data collection will take place from September to November 2013. The 
research scenario will be the neonatal intensive care unit of a university hospital in the public health network 
of the state of Rio de Janeiro. Expected results: A matrix of analysis to configure the interaction between 
the medication team and the occurrence of medication errors in terms of drug prescription.
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PROBLEM SITUATION AND ITS 
SIGNIFICANCE

The patients of a neonatal intensive care 
unit (NICU) are more susceptible to the effects of 
medication errors than adult patients. Such a fact 
is due to several factors and to the peculiarities 
of the newborn, as the dose calculation is based 
on age and weight, and to the physiological 
immaturity that alters the capacity of newborns 
with regard to the absorption and excretion of 
drugs(1).

The medication system involves various 
professionals, and each step must be monitored 
in order to prevent the occurrence of medication 
errors. Any error, mainly in the last three stages 
of responsibility of the nursing staff (prepara-
tion, administration and monitoring of adverse 
effect), may lead to irreparable consequences 
to the newborn(2).

Among the types of medication error that 
cause harm to the patient are prescription errors, 
defined as those committed in the process of 
prescribing medications. These are subdivided 
into: administrative and procedural errors (errors 
in reading, patient data, drug name, dosage, 
form and route of administration); dosing er-
rors (errors in the strength, frequency, dosage, 
therapy duration and use instructions) and; 
therapeutic errors (medication interactions, con-
traindications, monotherapy, duplicate therapy 
and errors in therapeutic drug monitoring and 
laboratory monitoring)(2).

The Medication Team, composed of 24 nur-
ses, among which there are on-duty, routine and 
leading professionals, was created in May 2011 
for the empirical observation of the occurrence 
of medication errors. Objectives and targets 
aimed at organizing the medication system and 
minimizing process errors were constructed. The 
group of nurses who make up the medication 
team is divided into six 12-hour shifts; in every 

shift, two nurses on duty are responsible for the 
medication room, where at least one is, indispen-
sably, the nurse associated with the medication 
team. An instrument that quantifies the occur-
rence of medication errors after the group was 
established will enable us to construct strategies 
that confers safety in terms of the drug system 
in the neonatal unit(3).

AIMS

Identify medication errors in medical pres-
criptions in the NICU; compare the occurrence 
of medication errors in medical prescriptions, 
before and after the deployment of a medication 
team in the neonatal intensive care unit.

METHOD

This is an observational, descriptive, retros-
pective, cohort study, in which a quantitative 
approach was used. It is operationalized through 
documentary research in medical records in a 
restricted population group. The observation 
unit considers the prescription of medicinal 
products for newborns admitted to the NICU of 
a university hospital in the state of Rio de Janeiro, 
where the study will be set.

Records from May 2010 to April 2011 and 
June 2011 to May 2012 will be used. These 
periods are justified in that they precede and 
succeed the creation of the medication team. 
The data analysis will be performed using an 
Excel spreadsheet, version 2010. The collection 
of research data will take place from September 
to November 2013.

The research of the records will have a 
randomized character. From the same record, 
up to three requirements of three consecutive 
days will be used. This period is enough for the 
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rotation of all groups of nurses of the medication 
team and in such a way that there is no signifi-
cant change in the drug therapy. Therefore, the 
prescription is a single document, prepared on a 
daily basis, with regard to those preterm infants 
who remain hospitalized for a long period.

Prescription errors in terms of administra-
tive or procedural disagreement will be investi-
gated: reading errors, patient data, drug name, 
dosage, form and route of administration will 
also be considered.

The T test will be used to compare the oc-
currence of prescription errors before and after 
the introduction of the medication team.

EXPECTED RESULTS

An analytical matrix to configure the inte-
raction between the team and the occurrence 
of medication errors in terms of medication 
prescription will be created.
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