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Abstract
[bookmark: _GoBack]Aims. To explore mental health nurses’ knowledge, attitudes and clinical judgement concerning medicines management in an inpatient setting with a view   to enhancing training.
Background. Medicines management is a key role of mental health nurses, but little research has been conducted into their training needs.
Design. An exploratory mixed-methods design was used involving individual interviews with participants to investigate their responses to hypothetical medicine administration scenarios.
Methods. Interviews were held with a convenience sample of 50 Registered Nurses working in a specialist mental health hospital between November 2012– February 2013. Participants were presented with clinical vignettes describing eight scenarios they might encounter as part of their medicines management role and asked about how they would respond. Responses were assessed by two independent raters against ten quality standards underpinning the vignettes.
Results. The median number of responses that were judged to demonstrate adequate awareness of associated quality standards was 4 (range 1–7), indicating that many participants did not appear to be aware of, or compliant with, current UK medicines management guidance and local policy. Many would not report a ‘near miss’ or medicines administration error. There was a lack of awareness of guidance on verbal prescribing, consent to treatment rules and the administration of off-label/ unlicensed drugs. Past year attendance on a medicines management course, time since registration and self-reported knowledge of national standards for medicines administration did not discriminate between total score on the 10 quality standards. Conclusion. The medicines management training needs of participants appeared not to be fully met by the existing learning sources. The use of vignettes to assess nurses’ training needs requires evaluation in other settings.
Introduction
Psychotropic medications are frequently prescribed to psychiatric inpatients worldwide and medicines management forms a central part of the mental health nursing role in most developed and developing countries (Gray et al.  2010). Medicines management comprises a set of activities whose aim is to ensure that the optimal therapeutic effect is achieved while potential adverse reactions are minimized (White 2004). It includes accessing a prescriber and medicines supplies, dispensing and administering medicines, monitoring effectiveness and side-effects, recording administration, managing adherence and patient engagement and providing   education   and   information (Gray et al. 2002, Baker et al.  2006, National Mental Health Development Unit 2009). Medicines management demands knowledge of psychopharmacology, mathematical skills, an ability to work with finite resources and to manage the environmental and contextual influences that affect concentration during medicines administration (Hemingway et al. 2012a). In inpatient psychiatric settings, nurses encounter additional challenges, including patients who refuse, or attempt to secrete, medication, the issues of capacity and consent and rapid tranquillization. To consider the situation in one developed country, the UK, the duties of nurses in relation to medicines administration are detailed in the following documents: the Nursing and Midwifery Council (NMC) Standards for Medicines Management (2010), the Code of Practice (Department of Health 2008) and local hospital/ trust policies.
Background
In the last few years, several developments have aimed to improve medicines management training for mental health nurses based on a competency framework (e.g. Hemingway et al. 2012a, b) or on a psychological model of skills aware- ness (Snowden 2010, Snowden & Barron 2011). Other studies have explored mental health nurses’ experiences of inpatient medicines management (Duxbury et al.2009, 2010), independent nurse prescribing (Jones et al. 2007, Nolan & Bradley 2007, Wix 2007, Bradley et al.	2008, McCann & Clark 2008), use of PRN (pro renataor ‘as needed’) medication (Baker et al. 2010, Usher et al. 2010), delegation of administration (Dickens et al. 2008) and medication errors (Haw et al. 2005, 2007). A search of the literature indicates that some issues remain unexplored in
empirical research including reporting of near misses and of colleagues’ errors, assessment of patient’s mental capacity and the administration of unlicensed medicines. The use of clinical vignettes has been described as, potentially, a very useful research tool to explore non-observable phenomena (Hughes & Huby 2002); however, this approach does not appear to have been used with mental health nurses before in studies of their knowledge and clinical judgement about medicines management.
The study
Aims
The principal aim of this exploratory study was to investigate the knowledge, attitudes and clinical judgement of mental health nurses about a range of issues related to inpatient medicines management. Secondary aims were to determine if different groups of nurses differed in their responses: those who attended medicines management training in the past year compared with other participants, those who qualified within the past 5 years compared with the rest and those who reported a high level of knowledge of current professional medicines administration standards compared with those who did not.
Design
The study used a mixed-methods design. Eight clinical vignettes describing medicines management scenarios were presented to participants. Semi-structured interviews were conducted to explore their knowledge, attitudes and clinical judgement. The content of responses was then rated independently against quality standards associated with the vignette scenarios.
Sample/participants
The study was conducted at a large, charitable psychiatric hospital in the UK. Most patients are referred because of specialist or complex mental health problems and a history of offending and/or challenging behaviour. Most are detained under the Mental Health Act of England and Wales 1983 (amended in 2007) in low or medium secure wards. Potential participants were registered mental health nurses working with adolescent or adult male or female patients. Two of the researchers (CH, JS) visited wards to explain the purpose of the study and to provide information sheets. Very little research has been conducted into this topic to inform selection of an appropriate sample size; given the exploratory nature of the study, therefore, we decided to recruit a convenience sample of 50 nurses.
Data collection
Clinical vignettes
In developing vignettes, we followed the principles of Barter and Renold (1999), namely that each should appear plausible, should depict events which participants are likely to have personal experience of, provide sufficient context to allow participants to understand the situation being depicted, but retain sufficient ‘fuzziness’ to allow them to define the situation in their own terms, be readily under- stood, internally consistent and not too complex. Initially, CH used clinical and research experience of observing medicines administration to patients (Dickens et al. 2007, 2008, Haw et al. 2007), NMC Standards for Medicine Management (2010), Code of Practice (Department of Health 2008) and relevant hospital policies to develop a series of vignettes with questions and prompts to be asked at interview. The vignettes were discussed with the Hospital’s Nursing Training and Development Officer and amended. Each vignette was associated with one or more quality standards (Table 1), which were derived from local policy and national standards. The revised schedule was piloted on six nurses and the results discussed by the authors before agreeing on the final schedule (Supporting Information).
Interview format
Individual interviews with nurses were conducted between November 2012–February 2013. Each participant was asked to read the vignette and was then asked what actions they would take (‘what would you do in this scenario?’). Participants were given further prompts (e.g. ‘is there anything else you would do?’). Supplementary questions were then posed (Table 1) to participants. For some vignettes (Supporting Information), new information was provided as supplementary material following exhaustion of the initial scenario. At the end of the interview, participants were requested to name any other difficult medicines management scenarios they had experienced. Each interview lasted 30–40 minutes. Detailed field notes of participants’ responses were taken and subsequently typed. Participants were asked how many years they had been qualified, when was their most recent attendance on a medicines management course and their self-reported knowledge of the NMC Standards for Medicines Management (2010) (Table 2).
Ethical considerations
Research ethics approval was not a requirement according to local regulations as the study was deemed to be a training needs analysis. Approval for the project was obtained from the Hospital’s Head of Clinical Effectiveness and the Director of Nursing.
Data analysis
Analysis was conducted using the principles of conventional qualitative content analysis, which is appropriate for study    of phenomena about which little is known or where there is no existing theory to guide the investigation (Hsieh & Shannon 2005). Data were analysed on a question-by-question basis rather than as a whole corpus. Data analysis for each question commenced with repeated reading of transcriptions accompanied by note taking and generation of initial codes for individual’s responses. Similar codes were linked to form categories comprising conceptually similar responses. Judgements about whether the data for each participant met the associated quality standard for the vignette or not were made on the basis of all responses to the vignette under discussion. Quantitative data were entered into SPSS version 20 (SPSS Inc, Chicago, IL, USA). Frequency analysis of category level data was conducted; as the data for quality standards adherence were not normally distributed, the non-parametric Mann–Whitney U Test was used to test for differences between groups of nursing staff on their median scores on these items.
Validity and reliability/rigour
The category labels and coded responses were initially generated by CH and then verified independently by a second researcher (JS). The adherence or non-adherence of each of the ten quality standards was rated independently by CH and JS based on the full response to each vignette. Any discrepancies (<10%) were resolved through discussion by all three authors.
Results
Fifty-two nurses were invited to participate in the study and 50 (96%) agreed to do so. The majority were experienced staff nurses administering medication on a daily basis; 42% had attended a medicines management training course within the last year; and 38% reported having a good working knowledge of the NMC Standards for Medicines Management (Table 2).
Near miss (wrong patient/drug)
Forty-two (84%) participants recognized this scenario as a near miss, three (6%) were uncertain and five (10%) said it was not a near miss. When asked whether they would report a near miss, 20 (40%) said they would report it, nine (18%) said they were uncertain and 21 (42%) said they would not report it. The associated quality standard for this vignette, that the scenario was recognized as a near miss and that the near miss would be reported, was met by 14 (28%) participants. When asked what factors prevented nursing staff from reporting near misses, four (8%) could not conceive of why a near miss should not be reported; a
further 16 (32%) said in this instance no actual error had  been made; 14 (28%) cited pressure of work; 12  (24%)  feared being labelled as incompetent; 11 (22%) feared disciplinary action; two (4%) said  no  harm  had  resulted  from the near miss; and one each (2%) said the incident was ‘just    a one off’ and worried that reporting the incident  would  result in withholding of a salary increment. The most com- mon responses to a supplementary question about future re-occurrence of this problem were: communicating the risk to colleagues (24, 48%); marking the two charts so they could be easily distinguished (19; 38%); and being extremely vigilant (15; 30%).
Administration of PRN on the basis of a verbal order
Most participants (41; 82%) said they would contact the duty doctor and ask them to come to the ward and prescribe oral PRN Haloperidol. Other responses included attempted de-escalation of the patient including explaining to them they were only prescribed IM medication (7; 14%); taking a telephone prescription from the duty doctor (8; 16%); offering the patient IM Haloperidol (6; 12%); and looking in the patient’s notes to see if there was a reason the Haloperidol was only prescribed IM (6; 12%). Two (4%) said they would administer oral Haloperidol and then ask the duty doctor to write it.  Almost all (49; 98%) knew that administering Haloperidol orally when the prescribed route was IM was a medication error and should be reported. However, only four participants (8%) were aware that the prescribing doctor must also put the prescription in writing before a nurse can administer the medicine and therefore only these participants fully met the associated quality standard for the vignette. A further seven participants (14%) would not accept a verbal order, but were unaware that the doctor could remotely submit a fax or e-mail or write the prescription in the patient’s electronic notes. Fifteen (30%) said it was necessary for two nurses to listen to the doctor on the telephone and then record the prescription, while another 16 (32%) said only one nurse need do this. Six (12%) said they were not confident about taking verbal messages and/or could not remember the correct procedure.  Participants were asked how they would prevent this situation from arising again. Thirty (60%) said they would ask the ward doctor to write oral PRN medication.  Twelve (24%) would ask for an O/IM prescription, a practice which is not recommended by the National Institute for Clinical Excellence (2005) Guideline on the Short-term Management of Disturbed/Violent Behaviour.
Reporting a colleague’s recording omission error
Most participants (37; 74%) said they would try and contact the nurse who had made the recording omission at home, while six (12%) would wait until that nurse was next on duty. Nine (18%) mentioned asking the patient if   they had had their medication, while six (12%) said the patient’s recall might be unreliable. Almost all (45; 90%) recognized this scenario to be a medication error, while three (6%) were uncertain, one (2%) said it was a ‘near miss’ and one (2%) said it was not an error. When asked whether they would report the missing signature/reason for omission as a medication error, almost half (22; 44%) met the associated quality standard for the vignette by saying that they would report it using the error reporting system. Seven (14%) said they would tell the ward manager, nine (18%) would not report it, four (8%) would give the nurse concerned a chance to sign the chart and four (8%) would only report it if the nurse had not actually administered the medication.  Two (4%) said they would not report it if it happened just once. Participants who said they would not report a missing signature error were asked why not. Their responses were: not wanting to get others into trouble (9, 18%), there could be a good reason it was not signed for (6, 12%), it is a very common problem (4, 8%), too much paperwork (3, 6%), it would upset the nursing team (2, 4%) and a belief that if the drug had been administered but not signed for it was not an error    (2, 4%).
Administration of night-time sedation to a sleeping patient
Thirty-nine (78%) participants said they would not disturb the patient and would withhold the Zopiclone. Of these, 27 (69 2%) mentioned writing ‘withheld’ on the medication chart and documenting their actions in the patient’s notes. Two participants (4%) would check themselves that the patient was asleep. Eight (16%) would wake the patient up and administer Zopiclone, while two (4%) would ring the duty doctor for advice. Two (4%) thought the patient might have taken an overdose and so would closely observe them. If the medicine to be administered was instead the antidepressant Mirtazapine, 41 (82%) said they would wake the patient and administer the drug, five (10%) were uncertain as to what to do and four (8%) would let her sleep. When asked why they would wake the patient for Mirtazapine but not for Zopiclone, 32 out of 41 (78 0%) participants recognized the importance of regular administration of an antidepressant to treat the patient’s depression effectively thus meeting the associated quality standard for the vignette. Three (6%) mentioned that missing a dose of antidepressant could lead to discontinuation symptoms and five (10%) said hypnotics could be addictive.
Administration of medicine to a patient who lacks mental capacity
Twenty-nine (58%) of participants recognized that, due to the length of his inpatient stay, the patient’s prescription should have been authorized on a Mental Health Act form   T3, thus meeting the first quality standard for this vignette. The most commonly cited methods of  assessing  the  patient’s capacity related to: ‘ascertaining whether  the  patient knew why he is prescribed Clozapine’ (23; 46%); ‘whether the patient knows what  Clozapine  is  used  for’ (14; 28%); ‘identifying whether the  patient  believes  that  the medicine has had any benefit’ (13; 26%); and ‘whether the patient has knowledge of the side effects of Clozapine’ (12; 24%). Participants were asked if they would still administer a dose of Clozapine if the patient appeared not to have any understanding or knowledge about his/her medication and that the treatment was, therefore, not properly authorized. Thirty-two (64%) said they  would  still administer the Clozapine, with 9 (28 1%) of these stating that the drug should not be abruptly discontinued (thus meeting the second quality standard for this vignette); 18 (36%) said they were uncertain; 20 (40%) said administering Clozapine in this situation was contrary to consent to treatment rules, 19 (38%) thought it was in accordance with the guidance and 11 (22%) said they did not know. Most (47; 94%) would contact the patient’s consultant and discuss the situation.
Providing information about a medicine’s unwanted, common side effects
Sixteen (32%) participants said they would tell the patient they would sit down with them after the medication round, four (8%) would invite the patient to talk to the doctor and five (10%) would give the patient a drug information leaflet. Twenty-three (46%) mentioned the importance of being honest with patients and building a therapeutic alliance. Most (45; 90%) would state that Olanzapine can cause weight gain, although, of these, 29 (64 4%) said that they would tell the patient they could help them prevent weight gain by exercise and healthy eating.  Four (8%) would deflect the patient’s concerns by emphasising the importance of taking the medication. Only 12 (24%) said they would discuss the benefits of taking the medication. When asked if they would they tell the patient that Olanzapine ‘commonly’ causes weight gain, 22 (44%) said they would not. The majority (46; 92%) met the quality standard for the vignette because they were aware that they had a duty to ensure that the patient knew about side effects before administering medication.
Administration of unlicensed and off-license medicines
Ten participants (20%) said they would administer an unlicensed drug that they personally had no knowledge of. However, when asked if administering an unlicensed drug in this situation would be contrary to the NMC Standards, 28 (56%) said yes, 13 (26%) were uncertain and nine (18%) said no. Participants were asked what information they would like to know about the medicine before administration. Most (32; 64%) focused on side effects and a smaller proportion (23; 46%) on potential benefits. Just one participant volunteered that the benefits should out- weigh the side effects and risks. In total, 28 (56%) participants were judged to meet the quality standard requiring them to be aware of the potential side effects, risks and benefits of any medicine they administer. Participants were asked what documentation they would look for in the patient’s notes. Their answers were: the consultant should record a clear rationale for the drug’s use (17; 34%), a statement that the medicine is being used for an unlicensed indication (12; 24%), clarification of the patient’s consent status (6; 12%) and details of potential side effects and monitoring (5; 10%). Finally, we asked whether participants would still administer this off-label drug if they felt there was no clear evidence of the benefits outweighing the side effects and risks. Six (12%) said they would administer the medicine because the patient was treatment-resistant and therapeutic options were very limited, four (8%) would give it under duress as it was difficult to stand up to doc- tors, 14 (28%) would give it provided another doctor had recommended it and other staff were in agreement and 26 (52%) would not administer the drug.
Solo administration of controlled drugs/injections
Twenty-eight participants (56%) were aware that Temazepam was kept in the CD cupboard and 24 (48%) knew it     was subject to CD regulations. Twenty-three (46%) said they would get a second nurse to assist with the CD procedure, while one participant (2%) said they would use a Healthcare Assistant because of the difficulty in getting a second nurse. Most participants (45; 90%) said they would never administer and had never administered an injection (or CD) on their own in an inpatient setting, although five (10%) mentioned having done so because of staff shortages. Two (4%) said that in the community depot, antipsychotics were administered by a single nurse and one (2%) mentioned immunizations. Just two (4%) could envisage giving an injection to save a life.
Other difficulties and dilemmas in medicines management
Most participants (44; 88%) described some other difficulties and dilemmas with medicines administration. The main themes were: pressure of work, distractions during medication rounds and needing a second qualified nurse to administer and check a CD (12; 24%), problems with  prescription charts (e.g. poorly written and unsigned prescriptions) (11; 22%), difficulties with persuading patients to take medication (9; 18%), lack of training about medicines administration (5; 10%), difficulties with calculations (3; 6%) and patients demanding PRN medication that the nurse considered they did not need (3; 6%).
Comparison of participants on total scores on 10 quality standards
Participants’ correct responses to the 10 quality standards are given in Table 3. The median score on the 10 quality standards was 4 (range 1–7). As total scores were not normally distributed, non-parametric statistical tests were used to test for differences between groups. Median scores of the 21 participants who had completed a medicines management training course within the past year were compared with those of the remaining 29 participants. The results were not significant (median scores 4 vs. 4, P = 0 88). The 20 participants who had qualified as mental health nurses within the last 5 years were compared with the 30 who had been qualified for longer on the same quality standards and again there was no significant difference in the median scores (4 5 vs.  4, P = 0 68).  Finally, the 19 participants who reported they had a good working knowledge of the NMC Standards for Medicines Management were compared with the remaining participants on the ten quality items. Although those with self-reported good knowledge had a higher median score than those that did not, the result did not reach statistical significance (median scores 5 vs. 4, P = 0 21).
Discussion
Very little is known from previous research about mental health nurses’ knowledge and attitudes about a range of medicines management issues. The participants who took part in this exploratory study were mainly experienced senior staff nurses who were on the front line of medicines management, administering medication on a daily basis. It was surprising, therefore, that many were apparently not up to date on the current NMC Standards for Medicines Management (2010). Participants’ responses to clinical vignettes were judged to adhere to 10 associated quality standards on a median of four occasions (Table 3). Only one standard (informing patients about possible risks and side effects) was very widely met; a further three (understanding the importance of regular administration of therapeutic medication, correct authorization of medicines for detained patients and knowledge of the risks, benefits and side effect profile of all administered medicines) were met by more than half of the participants. Participants’ responses about administration of medicines on the basis of a verbal prescription, about the legitimacy of solo administration of medication by injection and the importance of not abruptly stopping a drug like clozapine suggested particular knowledge limitations (all <20% adherence to the associated quality standards). Issues related to near misses, reporting the error of a colleague and the local policy status of the controlled drug Temazepam were in the mid-range.
Our study therefore highlights a potential knowledge deficit across a range of medicines management issues among the mental health nursing workforce. This is important because both nurses’ knowledge and their deviation from correct procedures contribute to medication errors, which can result in patient harm (Brady et al. 2009). We examined whether there were significant differences between groups of nurses based on various features relating to their experience, training and medicines management-related self-efficacy. No differences were found; this is disappointing as it might have provided information about where to target education and training resources to improve knowledge. Furthermore, the lack of difference reinforces the conclusion that the knowledge deficit is not confined to a single, narrow group of mental health nurses.
Participants’ responses also suggested that a wide range of other factors, in addition to knowledge, were perceived to contribute to their decision-making and medicines management behaviour. For example, the reasons given for not reporting a near miss or a colleague’s error largely reflected those given in studies conducted in other settings. So, while knowledge is reported as a contributory factor to medication errors in other healthcare settings (Wakefield et al.1996, Ulanimo et al. 2007, Chiang et al. 2010), there are additional factors.  Fear is commonly reported by nurses as a reason for not reporting such events (Wakefield  et  al. 1996, Osborne et al. 1999,  Mayo &  Duncan 2004,  Chiang  & Pepper 2006, Mrayyan et al. 2007, Koohestani & Bagh- cheghi 2009, Chiang et al. 2010, Hartnell et al. 2012). Similarly, the pressure of work cited by a quarter of nurses in the current study as a reason for not reporting a near miss has precedents in studies in other non-mental health settings (Chiang & Pepper 2006, Sanghera et al. 2007, Almutary & Lewis 2012, Hartnell et al.  2012).  Furthermore, in our study, a small number of nurses said they would not report an error because they did not want to get a colleague in trouble. Participants’ responses to the vignettes highlighted the wide range of factors that they perceived to be contributing factors to their decision-making including their beliefs about the likely consequences of their decision (e.g. in relation to non-reporting of a ‘trivial’ missing signature); their professional identity (e.g. fear of being labelled as incompetent); social influences (e.g. not wanting to get others into trouble); memory and attention (e.g. pressure of work); environmental context and resources (e.g. again pressure of work).
Our participants reported a range of other problems or challenges that they encountered during medicines management including issues commonly reported across healthcare settings such as distraction and poorly written prescription charts (Brady et al. 2009). Our participants also reported issues that may be more idiosyncratic to the study setting including having to persuade patients to take medicines and having to deal with patients who demand PRN medication when they believe it is clinically inappropriate. These issues deserve research attention to develop teachable strategies.
Limitations
The nurses who participated in this study were all working in specialist inpatient settings in the independent sector, so the results cannot automatically be extrapolated to NHS settings or to general adult acute inpatient settings. The participants were likely to be more familiar with specialist prescribing and hence with off-label and unlicensed drug use, than those working in acute psychiatric units.  Of course, the local medicines policy, medication error reporting system and local training programmes also influenced the findings. Another limitation is that we transcribed participants’ responses rather than tape recording them. Thus, we may have lost some of the richness and subtlety of responses. Our method of coding adherence to quality standards dichotomously did not credit partial knowledge and it is therefore possible that this was reflected in the relatively low scores obtained by participants. In a live situation participants may draw on other resources, for example seeking advice from a colleague or looking at the internet; however, these options were infrequently volunteered by participants themselves. It is difficult to comment on our findings in relation to the previous research literature as there is an absence of comparable studies, particularly in psychiatry. It was disappointing that recent attendance at a medicines management training course, recent qualification or self-assessed good working knowledge of the NMC Standards were not associated with significantly higher scores on the ten quality standards. However, the relatively small sample sizes may have affected the power of the study to detect significant differences between groups and the exploratory nature of our study meant we could not ascertain what would be an adequate sample size.
Conclusion
The identification of potential knowledge deficits in mental health nurses’ medicines management practice in this study warrants further investigation in future research. Observational studies and in-depth qualitative interview studies could extend our knowledge in relation to mental health nurses’ experience of difficult medicines management scenarios. Further investigations into the clinical decision- making processes underlying psychotropic medication administration by nursing staff would aid the development of educational interventions. While the design we used had some limitations, the findings of the study do indicate that additional training in issues like those explored here is warranted. Findings from the current study highlight that, while factual knowledge about standards and procedures is key to safe practice, both the environmental context and social influences present a barrier to the adoption of knowledge into behaviour (Michie et al. 2005). Interventions to increase reporting of errors and near misses in mental health settings should therefore focus on  all  relevant aspects and not just knowledge (Haw  et al.  2014).  It will be important to establish the extent to which the knowledge deficit in any given domain of medicines management practice influences behaviour relative to that of factors like social influence, self-efficacy and perceived con- sequences. Training developments should, of course, be evaluated in rigorously designed and well-conducted studies. It is hoped that by highlighting training needs in medication management in mental health nursing and by developing a programme of research in this area, patient safety will be improved.
We used clinical vignettes to explore nurses’ knowledge and attitudes to medicines management issues. The advantage of this is that a relatively large sample of nurses can be recruited into a study and be presented with an even stimulus. In addition, vignette studies can be useful when the scenarios are sufficiently rare that an observational design would be overly time consuming and costly (Hughes & Huby 2002). We found that a further advantage was that the data generated from the interviews were richer than might have been obtained from alternative strategies of knowledge testing, for example, multiple choice questions, where the participants might be able to deduce the correct response by determining alternative options as incorrect (Lau et al. 2011). On the other hand, clinical vignettes can only describe very specific situations and it is unlikely that the results can be generalized to scenarios that differ in any significant way (Gould 1996). We found that participants generally found the vignettes interesting and challenging and were keen to learn more about the interviewers’ view of the ‘correct’ action. This suggests that vignettes like these would make useful educational material in the classroom setting where various options can be discussed.  In the current study, vignettes facilitated the exploration of a much under-researched topic and thus have contributed to the development of the literature.
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Table 1
	
Scenario
	Local policy/professional guidance information
	Associated quality standard
	
Other aims
	Supplementary questions

	Near miss scenario involving
	Local policy is that the nurse
	1. Nurse would report a near
	Identify barriers to reporting
	How would you prevent

	wrong patient/wrong drug
	making or discovering a
	miss and would use the
	near misses.
	re-occurrence of the

	(John Hunt/Jonathan Hunter).
	medication error or near
	correct local procedure
	
	scenario?

	
	miss should report it
	to do so.
	
	

	
	immediately using the
	
	
	

	
	Hospital’s electronic error
	
	
	

	
	reporting system (Haw &
	
	
	

	
	Cahill 2011). NMC
	
	
	

	
	(2010: p.37) provide
	
	
	

	
	similar guidance.
	
	
	

	Administration of oral PRN
	A verbal order must be
	2. Aware of the correct
	Recognize that administration
	How would you prevent

	haloperidol to an acutely
	supported by a fax or email
	procedure for taking a
	by a non-prescribed route
	re-occurrence of the

	manic patient on the basis of
	prescription (NMC 2010: p.29).
	verbal order.
	is an error.
	scenario?

	a verbal order when
prescription is IM only.
	The prescription specifies.. .
the route of administration’
	
	
	

	
	(NMC 2010: p.18)
	
	
	

	Reporting a colleague’s
	All errors and near misses to be
	3. Would report a medication
	Identify barriers to reporting
	If you would not report the

	recording omission error
	reported through local risk
	error made by a colleague
	similar errors.
	error why not?

	from the previous shift.
	management systems
	using the correct procedure.
	
	

	
	(NMC 2010: p. 29).
	
	
	

	Administration of sedative-
	N/A
	4. Recognizes and understands
	Recognize common-sense
	What are the differences

	only medicine (Zopiclone) to
	
	the importance of
	approach is not to wake
	between the two scenarios?

	a sleeping patient vs.
	
	administering a therapeutic
	a sleeping patient to
	Would you wake the patient to

	administration of
	
	medicine such as an
	give sedation.
	administer the antidepressant

	antidepressant (Mirtazapine)
	
	antidepressant on a
	
	and if so why?

	to a sleeping patient.
	
	regular basis.
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	Local policy/professional
	Associated quality
	
	Supplementary

	Scenario
	guidance information
	standard
	Other aims
	questions

	Administration of
	By definition, a person who lacks
	5. Aware that in England &
	Identify how nurses assess
	How would you assess

	antipsychotic medicines
	capacity to consent does not
	Wales psychotropic
	a patient’s capacity and
	capacity in this case?

	(clozapine) to a detained
	consent to treatment, even if they
	medication for detained
	consent.
	Would you administer

	patient where the
	co-operate with the treatment or
	patients after 3 months
	
	clozapine even if capacity

	patient’s capacity is
	actively seek it (Code of Practice,
	of compulsory treatment
	
	remained doubtful?

	doubtful.
	2008: p.189).
	needs to be correctly
	
	

	
	Where a detained patient beyond
	authorized.
	
	

	
	the first 3 months of compulsory
	6. Recognizes the importance
	
	

	
	treatment lacks capacity to consent
	of not missing doses or
	
	

	
	to medication, then a Second
	abruptly stopping a drug
	
	

	
	Opinion Appointed Doctor must
	such as clozapine,
	
	

	
	issue a certificate authorizing the
	
	
	

	
	treatment known as a Form T3
	
	
	

	
	(Mental Health Act, 1983,
	
	
	

	
	amended in 2007).
	
	
	

	Providing truthful
	Up to 94% of people taking
	7. Aware that nurses have a
	Identify how nurses approach
	Would you tell this acutely

	information about
	olanzapine gain weight
	duty to inform patients
	informing a patient about
	ill patient that this drug

	unwanted side effects
	(Gupta et al. 1999). About 40%
	about the risks and side
	unwanted side effects when
	commonly causes weight

	(weight gain) of
	of people gain 7% + of baseline
	effects of their medicines
	acutely unwell.
	gain?

	medicines
	weight (Beasley et al. 1997).
	prior to administration.
	Identify how nurses balance
	

	
	In every case, the patient must
	
	competing needs to properly
	

	
	be given sufficient information
	
	inform and act in the
	

	
	about all significant possible
	
	patient’s best interests.
	

	
	adverse outcomes (Code of
	
	
	

	
	Practice, 2008, p. 189).
	
	
	

	Administration of an
	‘You must know the therapeutic
	8. Aware that nurses should
	Recognize need to satisfy
	What information would

	unknown unlicensed
	uses of the medicine to be
	have knowledge of the
	themselves about the relative
	you look for about the

	medicine/administration
	administered, its normal dosage,
	medicines they are
	risk: benefit of off-license or
	medicine before

	of a known medicine
	side effects, precautions and
	administering including
	unlicensed use.
	administering?

	for an unlicensed
	contra-indications’
	their likely effects, benefits,
	
	What information would

	purpose (Minocycline
	(NMC 2010: p. 6).
	risks and side effects.
	
	you look for in the

	for schizophrenia).
	
	
	
	patient’s record?

	
	
	
	
	Would you administer if

	
	
	
	
	the risk–benefit ratio was

	
	
	
	
	unclear?




Table 2 Descriptive data about study participants (N = 50).

Job titleStaff nurse
4
8
Senior staff nurse
30
60
Deputy ward manager
14
28
Ward manager
2
4



Age group
<25 years	3	6
25–34 years
11
22
35–44 years
15
30
45–54 years
15
30
55+ years
6
12













How often in past 6 months have you done a medicines round?
On all/most days	40	80
At least once a week	8	16
At least once a month	1	2
Less than once a month	1	2
How long is it since you attended a

	medicines management training
course or similar course?
	

	<1 year
	21
	42

	<3 years
	16
	32

	>3 years
	4
	8

	Never
	9
	18


How familiar are you with the NMC Standards for Medicines Management?
I have read them and have a good
working knowledge of them
I have read them, but my recall of them is limited
19	38

26	52
I have not read them	5	10
Years since qualification
    Median (range)	7 (0 3–38)	


Table 3 Participants’ correct responses to the ten quality standards.
	Number
	Quality Standard
	Number of correct responses (%)

	1
	Able to recognize the scenario in vignette (1) as a ‘near miss’ and would report it using  the correct local procedure.
	14 (28)

	2
	Aware of the correct procedure for taking a verbal order.
	4 (8)

	3
	Would report the medication error described
in vignette (3) using the correct local procedure.
	22 (44)


	4
	Recognizes and understands the importance of administering a therapeutic medicine such as an antidepressant on a regular basis.
	32 (64)

	5
	Aware that in England and Wales, psychotropic medication after the first 3 months of compulsory treatment needs to be correctly authorized.
	29 (58)


	6
	Recognizes the importance of not missing doses or abruptly stopping a drug such as clozapine.
	9 (18)

	7
	Aware nurses have a duty to inform patients about the risks and side effects of their medication prior to administration.
	46 (92)


	8
	Aware nurses should have knowledge of the medicines they are administering including the likely effects, benefits, risks and side effects.
	28 (56)


	9
	Aware the Hospital treats Temazepam as a Schedule 2 controlled drug and thus administration requires two nurses to check and sign for the drug which is kept in the Controlled Drug Cupboard
	23 (46)

	10
	Awareness of the circumstances under which a nurse may legitimately administer an
injection on their own.
	6 (12)



