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The purpose of this group was to establish a system or routine to reduce medication
errors with intravenous (IV) fluid and medications. They created a mnemonic called the “3C’s”
(Schmidt, Taylor, & Pearson, 2017) to reduce the number of medication errors in the clinical
setting. They aimed to minimize the mistakes per 10,000 medications to reduce patient harm.
With their unique system that they evaluated with sociotechnical probabilistic risk assessment
(ST-PRA), they saw a reduction of twenty-two percent in medication errors after implementing
their system. They applied their theory only to IV medication and fluid administration in which
the 3Cs stood for connections, clamps, and confirm pump settings. This mnemonic was used so
nurses could easily remember the steps during their medication administration check-off. This
system successfully prevented and reduced errors with IV fluid and medications in the hospital
where it was used.

I would recommend this article to others because it provided me with a way to prevent
these medication errors. This has happened to me a couple of times in the clinical setting. We are

all humans and make mistakes, and I once did not realize until hours later that I did not connect



the IV tubing to the patient’s IV site. Another time, I forgot to open the clamp to the secondary
tubing, and the patient received the medication late. I will use this system to reduce these errors
myself. This can easily be applied in the clinical setting or any unit because it is easy to
remember. It could help reduce medication errors with IV fluid and medication administration.
One of the limitations of this system is that I do not know how to apply it to other medications.
We still have medication errors in the hospital, not just with IV medications but with
intramuscular (IM), subcutaneous (SQ), and parenteral (PO). I noticed no bias or assumptions
from the authors. I hoped the article would also suggest focusing during medication
administration and not getting distracted. However, I probably could do some research to try to
find some techniques. Overall, the article is excellent and has a perfect way of remembering

what to look for and what to do to reduce errors with IV fluid and medication administration.
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