
W H Y  T H I S  R E P O R T

Patient safety is experienced at the bedside as a sequence of small
decisions under time pressure
For nurses, safety is rarely one isolated event. It is the medication that must be scanned while another patient calls for help, the subtle

change in mental status that needs escalation before vital signs collapse, the rapid-response call that must happen without hesitation,

and the handoff that has to transfer not only facts but also risk and responsibility. These tasks are all familiar. The harder question is

whether the surrounding system gives nurses enough time, staffing, authority, and usable technology to perform them reliably on every

shift.

The survey points to that system tension. Medication administration is the most frequently selected clinical safety risk, yet staffing and

workload dominate the questions about preventable error and the ability to act on concerns. Nurses value barcode medication

administration, rapid-response pathways, structured protocols, and workload visibility. But their strongest safety improvement is more

fundamental: adequate nurse staffing.

This report analyzes an MDForLives survey of nurses across six countries. The response export is the numerical source of truth. Administrative survey fields are
excluded, and question-level response bases vary across items. Open-ended comments are interpreted qualitatively without assigning theme percentages.

M E T H O D O L O G Y

Survey profile and analytical approach
The survey recorded 377 responses, including 299 complete records, for a 79.3% completion rate. Respondents were drawn from the

USA, UK, Canada, Italy, France, and Germany. The country metadata contains 376 country responses, while clinical question bases

range from 306 to 321 because some partial records contain usable answers and some respondents did not answer every item.

Most quantitative questions were single-select. The frontline safety-measure question allowed up to two selections. Survey percentages

are reported exactly as exported. The open-ended item asked nurses what patient-safety challenge had changed their practice and what

remained unresolved. Comments were reviewed for recurring practical themes, but no coded qualitative percentages were created.

E X E C U T I V E  S U M M A RY

What nurses are telling us about frontline patient safety

0 1

Medication administration is the most frequently
selected clinical safety risk
39.3% select medication administration, ahead of clinical
deterioration, falls, and care transitions.

0 2

Acute mental-status change is the clearest immediate
escalation signal
59.7% choose it over sudden hypotension, a new oxygen
requirement, or reduced urine output.

0 3

Barcode medication administration leads error-
prevention choices

51.3% select barcode medication administration as the strongest
single intervention.

0 4

Staffing and workload dominate preventable-error
pressure

38.5% select inadequate staffing and 37.8% select excessive
workload as the leading contributors.

0 5

Adequate staffing is the strongest frontline safety
measure

84.7% select adequate nurse staffing in a choose-up-to-two
question.

0 6

Workload visibility leads the future-tech question
35.9% select real-time workload dashboards as the emerging
capability most likely to improve nursing safety.
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S E C T I O N  0 1  ·  M E D I C AT I O N  S A F E T Y

Medication administration is where nurses most often locate the
immediate safety risk
39.3% identify medication administration as the clinical situation presenting the greatest
patient-safety risk.

C O N T E X T

Medication administration is a high-frequency nursing task that combines

preparation, patient identification, order interpretation, dose and route
verification, documentation, response monitoring, and often patient education.

The work happens in an environment where interruptions, missing

medications, changing orders, high-alert drugs, and competing patient needs
can all appear in the same medication round.

W H AT  T H E  D ATA S H O W S

Among the 321 responses to this item, 39.3% select medication

administration, 30.2% clinical deterioration, 18.7% patient falls, and 11.8%
care transitions. The distribution matters because it places medication

administration clearly first without making the other risks marginal. Nurses are

balancing multiple safety domains, but the act of giving medications remains
the most frequently identified flashpoint.

T H E  I N S I G H T

The result is consistent with a system view of medication safety. WHO

describes medication-related harm as a major component of preventable harm
and explicitly links medication errors to weak systems and human factors such

as fatigue, poor conditions, and staff shortages. The survey brings that global

problem down to the nurse's medication round, where a safe process needs
both verification and the practical capacity to follow it.

W H Y I T  M AT T E R S

Medication safety programs should therefore be assessed as workflows, not

just as policies. Scanning compliance, medication availability, order clarity,

interruption management, high-alert processes, and pharmacy
responsiveness all influence whether the bedside check works as intended.

The nurse is the final active participant in administration, but the risk is

produced by the wider medication-use system.

Clinical situation presenting the greatest patient-safety risk

Medication
administration

39.3%

Clinical deterioration 30.2%

Patient falls 18.7%

Care transitions 11.8%
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S E C T I O N  0 2  ·  E A R LY  D E T E R I O R AT I O N

Acute mental-status change is the escalation signal nurses prioritize most
strongly
59.7% say an acute mental-status change should trigger immediate clinical escalation.

C O N T E X T

Clinical deterioration outside the ICU can present as a pattern of subtle

change before a dramatic collapse. Nurses are often the clinicians with the
most continuous contact with the patient, which makes bedside recognition

and escalation a core safety responsibility. The survey asks respondents to

choose the single finding that should trigger immediate escalation.

W H AT  T H E  D ATA S H O W S

Of 318 responses, 59.7% choose acute mental-status change. Sudden

hypotension is next at 21.7%, followed by a new oxygen requirement at 15.1%

and reduced urine output at 3.5%. The strength of the mental-status result
suggests that nurses place substantial weight on a sudden departure from the

patient's neurologic or behavioral baseline.

T H E  I N S I G H T

A change in mental status is not just another observation. It can be an early
sign of hypoxia, infection, metabolic disturbance, medication effect, neurologic

change, or other deterioration. AHRQ's rapid-response safety resources

include acute mental-status change among common calling criteria,
reinforcing why nurses may treat it as an escalation trigger rather than a

finding to watch passively.

W H Y I T  M AT T E R S

Organizations need escalation criteria that support nurses in acting on pattern
recognition, not only on threshold breaches. Early-warning scores and

monitoring technology can help, but they should not create a situation where

clinical concern must wait for the algorithm to become abnormal. Training,

authority, and a response culture that welcomes early calls are essential
complements.

Finding that should trigger immediate clinical escalation

Acute mental-status

change
59.7%

Sudden hypotension 21.7%

New oxygen requirement 15.1%

Reduced urine output 3.5%
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Barcode medication administration leads the prevention strategies, but
reliable use depends on the surrounding workflow
51.3% choose barcode medication administration as the intervention that best reduces
medication administration errors.

C O N T E X T

Barcode medication administration sits directly inside the nursing medication

workflow. When the patient wristband and medication are scanned against the

electronic medication administration record, the system can add a point-of-
care verification step before the drug is given. It is an attractive safety

mechanism because it operates at the moment of action rather than only in

retrospective review.

W H AT  T H E  D ATA S H O W S

Among 316 responses, 51.3% select barcode medication administration,

24.1% independent double-checks, 17.1% high-alert medication protocols,

and 7.6% medication reconciliation. The result gives barcode medication
administration a clear lead. Open-ended comments also mention barcode

scanning as a practice change, while some respondents still identify

medication or drug errors as unresolved.

T H E  I N S I G H T

AHRQ's medication-administration safety resources describe barcode

medication administration as a technology that can reduce wrong-patient and

wrong-medication errors when used appropriately. The qualification matters.

Scanners that fail, medications that do not scan, workarounds, late pharmacy
supply, or a workflow that forces the nurse to bypass the system can weaken

the benefit.

W H Y I T  M AT T E R S

The implementation question is therefore not whether the hospital owns
barcode technology. It is whether the end-to-end process supports consistent

use. Leaders should review scan reliability, override and workaround patterns,

reasons for non-scan events, device availability, missing-dose workflows,
interruptions, and whether alerts are actionable rather than simply frequent.

Intervention that best reduces medication administration errors

Barcode medication
administration

51.3%

Independent double-
checks

24.1%

High-alert medication
protocols

17.1%

Medication reconciliation 7.6%
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Preventable nursing errors are concentrated around staffing capacity and
workload pressure
38.5% select inadequate staffing and 37.8% select excessive workload as the leading
contributors to preventable nursing errors.

C O N T E X T

A safety process can be well designed and still fail when too many tasks

compete for the same attention. Nurses do not experience staffing as an

abstract workforce metric. They experience it as the number and acuity of
patients assigned, the availability of help for a second check, the ability to

answer an alarm promptly, the time required for documentation, and whether

an unexpected deterioration can be absorbed without another patient
receiving less surveillance.

W H AT  T H E  D ATA S H O W S

Among 312 responses, inadequate staffing is selected by 38.5% and

excessive workload by 37.8%. Communication breakdowns account for 13.8%

and care interruptions for 9.9%. The two leading options are distinct but nearly
tied. One describes resource supply; the other describes task demand. Their

proximity shows that nurses see preventable errors emerging when available

capacity and real workload no longer match.

T H E  I N S I G H T

Joint Commission's current workforce resource management goal emphasizes

competent, safe staffing and planning that reflects patient population and

service needs. The survey gives this principle a bedside expression: staffing
quality determines whether medication administration, surveillance,

communication, and escalation can happen at the intended standard during

the actual shift.

W H Y I T  M AT T E R S

Workforce interventions should avoid treating headcount as the only variable.

Skill mix, unit layout, patient acuity, admission and discharge flow,

documentation load, availability of support staff, and predictability of surge
demand all affect whether a staffing plan is safe in practice. A nominally filled

roster can still produce unsafe workload if demand is misaligned.

Factor contributing most to preventable nursing errors

Inadequate staffing 38.5%

Excessive workload 37.8%

Communication
breakdowns

13.8%

Care interruptions 9.9%
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After initial stabilization, nurses most often prioritize a formal rapid-
response pathway
43.2% select activation of rapid-response protocols as the action that should follow initial
patient stabilization.

C O N T E X T

Initial bedside stabilization is only the first step when a patient is deteriorating.

The next action needs to move the patient into a pathway with clear clinical

ownership, appropriate expertise, and a plan for reassessment. In many
hospitals that may involve a rapid-response team, the responsible clinician, or

both depending on the trigger and severity.

W H AT  T H E  D ATA S H O W S

Among 308 responses, 43.2% choose activation of rapid-response protocols
and 37.7% choose notifying the responsible clinician. Escalation to clinical

leadership is selected by 10.1%, while incident reporting is selected by 9.1%.

The result favors immediate clinical response over administrative follow-up,
which is appropriate to a still-evolving clinical event.

T H E  I N S I G H T

Current safety guidance on clinical deterioration emphasizes organization-

wide recognition and response pathways, clear activation criteria, staff
training, and rapid access to appropriate responders. The survey suggests

nurses recognize this escalation architecture. What matters operationally is

whether the pathway is easy to activate and whether calling it early is
supported rather than discouraged.

W H Y I T  M AT T E R S

Rapid-response systems should be designed around a low-friction call for

help. Nurses need to know what criteria apply, who responds, how fast they
respond, what happens if the primary team is unavailable, and how

responsibility changes after the team arrives. Simulation and debriefing can

expose delays that are not visible in policy documents.

Action that should follow initial patient stabilization

Activate rapid-response
protocols

43.2%

Notify responsible

clinician
37.7%

Escalate to clinical
leadership

10.1%

Initiate incident reporting 9.1%
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Shift-to-shift handoff leads the transition-risk question, but risk is
distributed across the care journey
30.2% select shift-to-shift handoff as the transition creating the greatest risk of patient
harm.

C O N T E X T

Handoffs occur when the outgoing nurse is often finishing documentation and

the incoming nurse is simultaneously orienting to several patients. Similar
vulnerabilities appear when a patient moves from the ED to an inpatient unit,

leaves the ICU for a ward, or goes home. Every transition combines

information transfer with a change in who is responsible for noticing and acting
on risk.

W H AT  T H E  D ATA S H O W S

Among 308 responses, shift-to-shift handoff leads at 30.2%, followed by

hospital discharge at 25.6%, ED-to-inpatient admission at 23.7%, and ICU-to-
ward transfer at 20.5%. The relatively even distribution is important: nurses

are not pointing to one uniquely unsafe transition. They are identifying a

recurring vulnerability whenever responsibility and information cross a
boundary.

T H E  I N S I G H T

AHRQ TeamSTEPPS defines a handoff as a structured transfer of information,

authority, and responsibility and emphasizes acknowledgment by the receiver,
clarity of information, and opportunity to ask questions. That framing matches

the nursing task. A safe handoff is not a data dump. It makes severity, recent

change, pending work, contingency plans, and ownership explicit.

W H Y I T  M AT T E R S

Organizations should standardize the minimum critical content while allowing

enough flexibility for the clinical setting. Structured tools such as I-PASS can

support consistency, but the practical test is whether the receiving nurse
understands what is unstable, what could go wrong next, and what action is

expected if it does.

Transition creating the greatest risk of patient harm

Shift-to-shift handoff 30.2%

Hospital discharge 25.6%

ED-to-inpatient
admission

23.7%

ICU-to-ward transfer 20.5%
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S E C T I O N  0 7  ·  F R O N T L I N E  S A F E T Y  M E A S U R E S

Adequate nurse staffing overwhelms every other safety measure in the
choose-up-to-two question
84.7% select adequate nurse staffing as one of the measures most likely to improve
frontline nursing practice.

C O N T E X T

When nurses are asked to select up to two safety measures, the question

moves from identifying where risk occurs to identifying what would improve

daily practice. This is where the survey becomes especially clear about
system priorities.

W H AT  T H E  D ATA S H O W S

Among 308 respondents to the choose-up-to-two item, 84.7% select adequate

nurse staffing. Standardized clinical protocols are selected by 43.2%,
structured handoff tools by 26.3%, and real-time escalation systems by 26.0%.

Because respondents could select two options, these percentages are not

components of a single 100% total and should not be added together.

T H E  I N S I G H T

The scale of the staffing result does not mean protocols, handoff tools, or

escalation systems are unimportant. It suggests nurses see those tools as

dependent on the capacity to use them. A standardized protocol cannot create
time. A handoff tool cannot ensure attention when the receiver is immediately

pulled into another urgent task. An escalation system cannot help if the nurse

hesitates because the unit has no one available to cover other patients.

W H Y I T  M AT T E R S

Safety improvement portfolios should therefore connect workforce planning to
process redesign. Staffing interventions can be paired with standard protocols,

handoff structure, escalation tools, and technology, but the measures should

be evaluated together. The core question is whether the bundle reduces the
gap between expected safe practice and what can actually be performed on a

pressured shift.

Safety measures most likely to improve frontline nursing practice

Adequate nurse staffing 84.7%

Standardized clinical
protocols

43.2%

Structured handoff tools 26.3%

Real-time escalation
systems

26.0%
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Staffing shortages do not only create errors. They also limit nurses' ability
to respond to safety concerns
53.1% identify staffing shortages as the single factor that most limits nurses' ability to act
on safety concerns.

C O N T E X T

Patient safety depends on more than recognizing risk. The nurse must be able

to stop, reassess, call for help, find another clinician for a check, move the
patient, or stay at the bedside while another team member covers competing

needs. The survey asks what most limits that ability to act.

W H AT  T H E  D ATA S H O W S

Among 307 responses, 53.1% choose staffing shortages, 26.7% time
constraints, 12.7% limited escalation authority, and 7.5% communication

barriers. This result is different from the earlier preventable-error question

because it focuses on action rather than cause. Staffing remains dominant in
both.

T H E  I N S I G H T

The repetition across separate questions strengthens the interpretation

without requiring a derived percentage. Nurses identify inadequate staffing as

a contributor to error, adequate staffing as the strongest safety measure, and
staffing shortages as the biggest barrier to acting on concerns. The same

system variable appears at the beginning, middle, and end of the safety

pathway.

W H Y I T  M AT T E R S

Leaders should examine not only incident rates but also rescue capacity. How

quickly can a nurse obtain a second set of hands? Can an assignment be

redistributed when a patient deteriorates? Are there clear escalation channels
when the primary clinician is delayed? Does the nurse have authority to

activate them without fear of criticism? These operational questions determine

whether concern becomes action.

Factor that most limits nurses' ability to act on safety concerns

Staffing shortages 53.1%

Time constraints 26.7%

Limited escalation

authority
12.7%

Communication barriers 7.5%
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Nurses place real-time workload visibility ahead of predictive safety
technology
35.9% select real-time workload dashboards as the emerging capability that could most
improve nursing safety.

C O N T E X T

New patient-safety technologies are often framed around prediction:
deterioration alerts, fall-risk models, and automated medication checks. The

survey includes those options but also offers a capability focused on

operational visibility: a real-time dashboard showing nursing workload.

W H AT  T H E  D ATA S H O W S

Among 306 responses, real-time workload dashboards lead at 35.9%,
automated medication verification follows at 28.8%, AI-enabled deterioration

alerts at 24.2%, and predictive fall-risk monitoring at 11.1%. The leading option

is therefore not the most clinically sophisticated algorithm. It is the tool that
may help teams see where workload and capacity are becoming unsafe.

T H E  I N S I G H T

The finding fits the rest of the survey. Staffing and workload repeatedly appear

as constraints, so a tool that exposes workload imbalance in real time may
feel directly actionable to nurses. This does not prove that dashboards

improve outcomes. It indicates where respondents see potential value: making

invisible workload visible early enough to redistribute work or escalate staffing
needs.

W H Y I T  M AT T E R S

Technology selection should be tied to a defined safety action. A deterioration

alert needs a response pathway. Automated medication verification needs
reliable data and usable medication workflows. A workload dashboard needs

thresholds, leadership ownership, and the ability to move resources. Without

that action layer, another screen can become another source of information
without changing risk.

Emerging capability that could most improve nursing safety

Real-time workload
dashboards

35.9%

Automated medication
verification

28.8%

AI-enabled deterioration
alerts

24.2%

Predictive fall-risk
monitoring

11.1%

O P E N - E N D E D  N U R S I N G  V O I C E

What nurses say remains unresolved after the protocol is written
The open-ended item asked respondents what patient-safety challenge had changed their nursing practice and what remained

unresolved. The comments are not representative enough to convert into percentages, but they add useful detail about how the

quantitative findings are experienced during real shifts.

Staffing and patient-to-nurse ratios

Several comments describe staffing shortages, unsafe ratios, and high-acuity
assignments as persistent problems. One emergency-department response
describes expected stable and unstable patient loads becoming difficult to

maintain when staffing is short, with concern that patients can "fall through the
cracks."

Workload, time, and documentation

Respondents mention heavy workload, competing priorities, interruptions, and
documentation burden. The practical effect is forced real-time prioritization,
where the nurse must continuously decide which safety task receives attention

first.

Medication errors and barcode scanning

Some nurses describe barcode scanning or double-checking as changes in
practice, while others state that medication or drug errors remain unresolved. The
comments reinforce the difference between having a safety technology and
having a consistently safe medication workflow.

Deterioration and escalation

One detailed response emphasizes proactive assessment, subtle changes in
observations, clinical presentation and communication, and the value of
structured handoffs and escalation. The unresolved problem is consistent
application during high workload and staffing pressure.

Qualitative takeaway: the comments repeatedly return to the same implementation gap seen in the quantitative results. Nurses know the safety actions. The

unresolved issue is whether staffing, workload, communication, technology, and escalation systems support those actions consistently.

N U R S I N G  P R A C T I C E  L E N S

What these findings mean during a shift
The survey becomes most useful when translated back into nursing work rather than treated as a list of percentages.

C L O S I N G  P E R S P E C T I V E

Safer nursing practice depends on making the right action possible
at the right moment
The survey does not suggest that nurses lack awareness of patient-safety principles. It suggests the opposite. Respondents recognize

medication administration as a high-risk workflow, prioritize acute mental-status change for escalation, favor barcode medication administration,

choose rapid-response pathways after stabilization, and identify handoff as a vulnerable transfer point. The problem is reliability under pressure.

The most consistent pressure is staffing. Inadequate staffing is the top contributor to preventable nursing errors. Adequate staffing is by far the most frequently

selected frontline safety improvement. Staffing shortages are the leading limit on nurses' ability to act on concerns. Open-ended responses repeat the same problem

in everyday language: unsafe ratios, heavy workload, time pressure, high-acuity patients, and too few staff.

This creates an important design principle for nursing safety programs. Technology and protocols should reduce the amount of effort required to perform safe care,

not add another layer that only works when the unit is quiet. Barcode systems should make verification easier. Early-warning tools should help nurses escalate

sooner. Handoff tools should clarify what matters most. Workload dashboards should make staffing pressure visible while there is still time to act.

The future of nursing patient safety is therefore not a choice between more staff and more technology. The survey points toward an integrated model in which staffing

capacity, clear protocols, escalation authority, communication tools, and well-designed technology support one another. The test is practical: when a nurse recognizes

risk in a busy shift, can the system convert that recognition into timely action before harm occurs?

Design medication systems around actual nursing workflow
Track scanning failures, workarounds, interruptions, missing doses, and alert burden, not
only whether the technology is installed.

Strengthen early-recognition and escalation pathways
Make activation criteria clear, allow clinical concern to count, and ensure response teams
or clinicians are reliably reachable.

Standardize handoffs around risk and ownership
Transfer severity, recent changes, pending actions, contingency plans, and
accountability, with receiver confirmation.

Connect staffing data to real-time safety decisions
Use acuity, workload, and flow information to identify when assignments need support or
redistribution before the unit becomes unsafe.

P E O P L E  A L S O  A S K

Frequently asked questions about nursing
patient safety

What are common causes of medication administration errors in nursing?

Medication administration errors can arise from interruptions, workload pressure, communication failures, confusing orders, medication-system design, and breakdowns in
verification. Safe administration depends on both individual checks and reliable systems around the nurse.

How does barcode medication administration improve patient safety?

Barcode medication administration links the patient, medication, and electronic administration record at the point of care. It can help verify the right patient and medicine
before administration, but it still depends on correct scanning, usable equipment, and appropriate clinical judgement.

What changes in a patient's condition should trigger rapid clinical escalation?

Escalation criteria vary by organization, but sudden changes in mental status, oxygenation, blood pressure, breathing, urine output, or overall clinical appearance can
warrant urgent review. Nurses should follow local early-warning and rapid-response criteria and escalate whenever they are seriously concerned.

Why are nursing handoffs a patient-safety risk?

Handoffs transfer information, responsibility, and accountability between clinicians or care settings. Omissions, unclear ownership, and missed contingency plans can create
risk, which is why structured handoff methods and receiver confirmation are important.

How does nurse staffing affect patient safety?

Staffing affects how much time nurses have for surveillance, medication administration, documentation, communication, and escalation. Safe staffing is not only about
headcount; patient acuity, skill mix, unit workload, and access to support also matter.

Can real-time workload dashboards improve nursing safety?

Real-time workload dashboards can help teams see patient acuity, staffing pressure, pending tasks, or workload imbalance earlier. Their value depends on timely data and
whether leaders can act on the information through staffing, prioritization, or escalation support.
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Medication rounds need protected reliability

Barcode medication administration can strengthen verification, but safe use also
depends on readable orders, medication availability, functioning devices,

minimized workarounds, manageable interruptions, and a nurse who has
enough time to resolve a mismatch rather than bypass it.

Deterioration needs permission to escalate early

Acute mental-status change stands out because it may appear before a
complete physiologic collapse. Nurses need escalation criteria that value clinical

concern, rapid access to responders, and a culture where calling early is treated
as appropriate safety behavior.

Handoffs need contingency planning, not just history

The most valuable handoff content is often what the receiving nurse should
watch next: current severity, recent change, pending actions, what could worsen,
and who owns the response. Structured handoffs work when they support that

anticipation.

Staffing should be managed as dynamic safety capacity

A staffing number at the start of the shift cannot capture every change in acuity
or flow. The emerging interest in workload dashboards suggests nurses want
earlier visibility into when assignments are becoming unsafe and when support

needs to move.

M D F O R L I V E S  F U L L  I N - D E P T H  I N S I G H T  R E P O R T

Nursing Patient Safety: Staffing, Medication
Errors, and Escalation
A nursing-focused analysis of where patient safety is most exposed during medication administration, deterioration recognition,

escalation, care transitions, and overloaded shifts, and what nurses say would make safer practice more reliable.
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