What Are Medication Dosage Errors in Hospital Settings?

Holding healthcare providers accountable for preventable medication errors

Medication plays an important role in modern hospital care. From antibiotics to pain relievers to
IV drips that must be adjusted by the hour, the medications patients receive are meant to
support healing and prevent complications. But when the wrong dose is given, or the right
medication is delivered in the wrong amount or at the wrong time, the results can be serious.

These mistakes happen more often than most people realize, and they harm at least 1.5 million
patients each year. Medication dosage errors are preventable, which makes them even more
frustrating for the people harmed by them. Read on to understand how these errors happen,
what signs to watch for, and how to know if you have a medical malpractice case.

What is a medication dosage error?

A medication dosage error happens when a patient receives a medication in a dose, strength,
frequency, or manner that differs from what the prescribing doctor ordered or what established
medical guidelines consider safe. These are not minor slips. A dosage error means something
went wrong between the moment the medication was ordered and the moment it was given to
the patient.

Dosage errors can happen in several ways. An overdose occurs when too much medication is
given, either in a single dose or across multiple doses. An underdose involves giving too little
medication, which may leave the patient’s condition untreated or worsening. Mistakes also
happen when the medication is given too frequently or at the wrong time of day. Some drugs
need to be taken at precise intervals, and even a few hours off can affect how the medication
works.

Other errors involve the route or form of the medication. A drug meant to be taken orally may
be given through an IV. A concentrated medication may not be diluted properly. These are not
rare scenarios. Hospitals handle thousands of medications every day, and the more complex the
medication plan, the more chances there are for something to go wrong.

Where do dosage errors happen in hospitals?

Dosage errors can occur anywhere medications are used, prescribed, prepared, or administered.
Certain hospital environments are more prone to mistakes simply because of the pace or
complexity of treatment.

e The ER: Doctors and nurses in the ER often work with limited information. Patients arrive
without full medical histories, and decisions must be made quickly. In these moments,
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weight-based medications, sedatives, and painkillers can be miscalculated or given too
rapidly.

e Operating rooms: Anesthesiologists adjust medications minute by minute. Any
miscalculation of anesthesia, paralytics, or sedating medications can cause complications
before, during, or after the procedure.

e Post-surgical recovery units: Patients coming out of anesthesia receive pain medication,
antibiotics, fluids, and other treatments. Confusion during handoffs from the surgical
team to the recovery staff can lead to incorrect dosing.

¢ Intensive care units: ICU patients rely on continuous medication drips, pumps, and
machines that must be set accurately. A small mistake in programming a pump can alter
the dose drastically.

e General inpatient: Nurses handle multiple patients at once, and medication schedules
can overlap, get interrupted, or be misread. Even hospital pharmacies can contribute to
the problem if medications are mislabeled, compounded incorrectly, or placed in the
wrong storage bin.

What causes medication dosage errors in hospital settings?

There is rarely a single reason behind a dosage error. These mistakes usually result from several
breakdowns happening at once. Understanding the root causes can help patients and families
understand how these errors slip through.

Miscommunication among hospital staff

Hospitals rely heavily on communication, and a missing detail during a shift change or a
misunderstood verbal order can set a dangerous chain of events in motion. Nurses and doctors
hand off patients multiple times a day, and if medication instructions are not written clearly or
confirmed properly, the next person in line may not get the full picture. Verbal orders, especially
during emergencies, are notorious for leading to dosage mistakes when they are not repeated
back or documented correctly.

Human error

Even highly trained medical professionals make mistakes. Fatigue plays a major role, especially
during long shifts or overnight hours. A simple misread of a label or a small math mistake when
calculating a dose can have major consequences. Pediatric medications are particularly sensitive
because dosing is based on weight, and even a small miscalculation can result in a child
receiving far too much or far too little medication.

System-related failures



Technology is supposed to reduce errors, but it can contribute to them when systems fail or are
not used correctly. Electronic medical records can auto-populate incorrect data, duplicate
medication orders, or fail to update changes. Medication pumps can malfunction or be
programmed incorrectly. Barcode scanners may not work, leading staff to skip verification steps.
Even medications stored in similar packaging can cause confusion, especially when staff are
rushed.

Incorrect patient information

Many medications rely on accurate patient information, especially body weight. If a patient’s
weight is recorded incorrectly, all weight-based medications will be affected. Missed allergies or
confusion between patients with similar names can also lead to dangerous errors.

What are the potential consequences of dosage errors?

The impact of a dosage error depends on the medication involved and the patient’s overall
health. Some errors may cause mild discomfort, while others can be life-threatening.

Immediate complications may include severe allergic reactions, dangerously low blood sugar
from insulin errors, respiratory depression from opioid overdoses, heart rhythm problems, or
sudden drops in blood pressure. These are the types of reactions that often require emergency
intervention.

Underdosing can also be harmful. A patient treated with too little of an antibiotic for an
infection may see the condition worsen or spread. A patient who receives too little pain
medication may experience unnecessary suffering or complications from unmanaged pain.

Some dosage errors cause long-term damage. Organs such as the kidneys and liver are
especially vulnerable. Patients may need additional surgeries, extended hospitalization, or long-
term treatment to recover. In the most serious cases, a dosage error can be fatal.

Beyond the physical harm, dosage errors can erode trust. Patients may lose confidence in their
providers or fear returning to the hospital, even when they need care.

How can hospitals prevent medication dosage errors?

Medication safety requires a team effort. Hospitals must create systems that reduce the risk of
mistakes and encourage staff to follow strict safety protocols, including:

e Communication protocols: Hospitals that use structured handoff tools, mandatory read-
back rules for verbal orders, and standardized documentation tend to have fewer dosage
mistakes.



e Technology: Electronic medical records help track orders and provide alerts when
something seems off. Barcode scanning ensures the correct patient receives the correct
medication. Smart pumps limit how much medication can be administered at one time.

¢ Training and supervision: Hospitals must invest in ongoing training to help staff stay up
to date on medication safety practices. High-risk drugs such as opioids, chemotherapy
agents, blood thinners, and insulin require extra oversight. Pharmacists play an
important role in double-checking orders and counseling nurses and doctors about
dosing.

e Patient involvement: Asking questions about medications, confirming names and doses,
and speaking up when something seems unusual can prevent errors from reaching the
bedside.

What should patients and families do if they suspect a dosage error?

If you believe a medication error has occurred, act right away. Notify the nurse or physician and
ask them to check the medication order. Write down what you observed, when the medication
was given, and any unusual symptoms. Request copies of your medication administration
records. Report the incident to the hospital’s patient safety department so the error can be
investigated.

After leaving the hospital, follow up with your primary doctor to check for complications. If you
suffered harm, consider speaking with a medical malpractice attorney to understand your rights.

When does a dosage error become medical malpractice?

Not every medication mistake is malpractice. To qualify as malpractice, a dosage error must
involve a clear breach of the accepted standard of care and must cause actual harm. This means
a healthcare professional failed to act the way a reasonably competent professional would have
acted under similar circumstances.

A New Mexico malpractice lawyer at Szantho Law Firm can help uncover what happened and

whether it could have been prevented. We review medical records, medication logs, pump data,
and hospital policies. We also calculate the full extent of the harm, from additional medical
expenses to long-term complications, lost income, and emotional distress.

You also won’t owe anything upfront. Our team works on a contingency fee basis, which means
you pay nothing unless we win your case. If you’re ready to take the next step, contact us online

or by phone today to schedule your free consultation. Let Szantho Law Firm fight for the
accountability, justice, and compensation you deserve.
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