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Human errors

• Most Frequent Error Factor: 
Unsafe Acts - Decision errors 
(47.98% occurrence rate).

• The research suggests for 
proactive training 
(understanding when errors 
occur) with retrospective 
analysis.

Source: Human Error Analysis and Modeling of 
Medication-Related Adverse Events in Taiwan Using the 
Human Factors Analysis and Classification System and 
Logistic Regression (2023). 3



Source: Clinical Simulation in Nursing Students’ Safe Medication Administration: A Systematic Review (2024).
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The Safe Failure Funnel



Planning – Workgroup formation
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Implementation - Enrollment
• Nurses who have less than 5 years of post-registration clinical experience 

were nominated by Ward Managers via online enrollment system.
• There were A.M. and P.M. sessions. A max. of 4 quota in each session. Each 

session was lasted for 90 minutes.

84
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Implementation – Live run

The simulation mirrored live ward 
chaos. Participants faced  

embedded challenges: wrong 
patients, incorrect administration 

times, unclear orders, and 
inconsistent lab readings.

Participants alternated between 
performer and observer roles, 
receiving case background and 

required tasks.
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Implementation – Debriefing 

• When participants finished the scenario, they 
were encouraged to :

• Reflect from experience
• Praise the good practice, learn from others
• Reveal errors for further discussion and develop 

strategy to prevent the future errors.

• Highlights of medication safety alert and selected 
incidents sharing were given to close up the 
debriefing session.
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Assessment Methodology: measuring Both 
Knowledge and Application



Result – Knowledge improvement
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Result – Year of Experience

Junior nurses could obtain knowledge and experience in simulation training. 
Experienced nurses could review practice gap against potential risk.
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Result – Performance errors

Observed Good PracticesObserved Errors
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Result – Medication incident reduction
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Evaluation from participants
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Strength & Limitation
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Implication & Conclusion
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