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Medication errors: Nurse's Perceptions of main types and leading
factors, and reporting attitudes in North West Bank Governmental
Hospitals.

By
Rana Abdelrazaq Lutfi Al-Sarawan
Supervised by
Dr. Zaher Nazzal

Abstract

Background: Medication errors are considered as public health problem
due to the harm they cause to the patient through increasing the mortality
and morbidity rates, to the healthcare system through increasing the cost,
and to the healthcare provider who may loss his confidence in his
capabilities and in the system, so considerable efforts have been directed to
medication errors in the recent years globally, so this study had been
conducted to describe nurse’s perception about the main types, leading
factors, reporting attitude and main obstacles against reporting medication

CITors.

Methods: This is a descriptive cross sectional study, total number 340
nurses in 6 governmental hospitals in north west bank, were approached in
the hospitals where they work, during their work shifts, and asked to
answer a self administer questionnaire of 6 parts developed according to
the literature, 200 nurses completed it. Descriptive statistics were used for

data analysis.

Results: The response rate was 59%, and the most common perceived type
of medication errors was wrong time, were 79% of nurses reported that

medication given one hour before or after intended time is occurs
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frequently, more serious types of medication errors was reported to occur
in less frequency. While heavy work load was reported as the first leading
factor for medication error reported by 80% of the nurses followed by in
adequate staff. 22% of the nurses said that they do not report their ME by
any mean; however 78% of the nurses said that they report medication
error they commit verbally and 59% of them said that they write an
incidence report too if they commit a medication error, nurses working
experience more than 5 years where associated with higher percent of the
nurses who report their medication errors using incidence error, p value
0.014.Thinking that the error had been committed is not serious and not
needed to be reported was the most common obstacle against reporting
medication error, and while most of the nurses said that they know the
exact definition of medication errors and when to report them, case
scenarios showed that a big gap exists between actual knowledge and what

1s perceived.

Conclusion and Recommendations: Medication errors are committed in
the Palestinian hospitals, personal factors and shortage of nurses and the
heavy load on the governmental hospitals are the main contributing factors.
More efforts should be paid by policy makers, and managers to identify and
solve underlying causes and unified clear definition of ME should be more

attention for reporting medication errors should be given.
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Introduction
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Chapter One

Introduction

1.1 Background

Although patient safety has always been a main concern for health
care professionals, it is only within the past decade that studies have linked
errors to medical-nursing personnel to adverse events and adverse

outcomes for patients [ 1]

The institution of medicine (IOM) first report first Quality Chasm
report, To Err Is Human: Building a Safer Health System [1], estimated
44.000- 98.000 deaths annually in the USA, attributed to medical errors
[2,3], and even on the lower estimated number, they set before vehicle
crashes and breast cancer as causes of death. The report categorized
medical errors in different types, include: diagnostic errors like (error or
delay in diagnosis, failure to employ indicated tests, use of outmoded tests
or therapy, failure to act on results of monitoring or testing), treatment
errors like (error in the performance of an operation, procedure, or test,
error in administering the treatment, error in the dose or method of using a
drug, avoidable delay in treatment or in responding to an abnormal test,
inappropriate (not indicated) care), prevention errors like (failure to provide
prophylactic treatment, inadequate monitoring or follow-up of treatment)
and others 1.e. (failure of communication, equipment failure, other system

failure)

Medication errors (ME) alone account for an estimated 7,000 deaths

annually, and ME is defined as: "any preventable event that may cause or
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lead to inappropriate medication use or patient harm while the medication
1s in the control of the health care professional, patient, or consumer" and

this error may be committed by physician, pharmacist or nurse [1,4]

ME could be occur during (ordering, transcribing, dispensing,
administering, or monitoring) of medication process. In hospitals, three
fourth of ME occurs at the prescribing and administration stages. However,
prescription errors occur at rate 0.1- 0.3 errors per patient per day [5,6]. A
major study in USA using direct observation of administration[7] carried
out at 36 different health care facilities found that medication
administration error (MAE) rate is 11 percent, even with excluding of
doses administered outside the scheduled time (“wrong-time” errors). So
since a hospital patient receives on average at least ten medication doses
per day, this figure suggests that on average, a hospital patient is subject to
one administration error per day. ME could be serious and lead to a
preventable adverse drug event (ADE) which is a serious type of

medication error, defined as any injury due to medication [6].

In hospitals, medication delivery passes through 3 steps, the
physician orders the medication, a pharmacist prepares the medication, and
the nurse administers it. So although medication delivery to the patient is
not only the responsibility of the nurse, but this step should be paid more
attention as; if the physician makes an error (prescription error), there are 2
chances to catch it. If a pharmacist makes an error (preparation error), there
1s 1 chance to catch it. If the nurse makes an error (administration error), it

often reaches the patient [8].



Administration Medication Errors

In fact, the responsibilities of the nurses are to prepare the
medications, administer them to the patient, monitor, evaluate and report
any adverse drug reaction (ADR) due to medication [9]. It is estimated that
40% of the nurse’s time 1s spent on medication preparation and
administration to the patients [10] thus medication administration is a core
role of the nurse’s career. So while they are feeling worry about the
patient's health and safety; committing a ME by a nurses has a negative
impact on themselves, they will feel upset, guilty, terrified and they may
loss the confidence in their abilities as clinical practitioner, and that may
lead them finally to feel anger at themselves and at the system [11]. Add to
this the more serious effect of the ME that may lead to mortality or
disability for patients who seek the treatment in the first place to improve
their health, ME may lead them to feel unsafe and they may loss their

confidence in the healthcare system [1, 12].

When they occur

When it comes to Administration of the Medication, there are 5
rights, educated to the nurses as part of their education; they are; giving the
right drug at the right dose, in the rout at the right time to the right patient.
Despite the fact the nurses do their best to attach to those rights, sometimes,
due to lack of knowledge about drugs and their adverse events, or systemic

or personal factors, Administration Medication Error (AME) occurs [11],
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and AME are defined as any “deviation from physician order” [13], and it

was that the most sever harm or death due to ME caused by AME [14, 15].

Burden of the problem

The impact of ME on morbidity and mortality were assessed in a
case-control analysis of ADR in hospitalized patients in USA for 3 years,
the researchers found significant increases in the cost of hospitalization
from increased length of stay, ranging from $677 to $9,022. Increase in
patient mortality rate (odds ratio = 1.88 (1.3-3.7) and post-discharge
disability [16].

Main types

When refer to the 5 rights of administration of drugs to the patients
(right drug, right dose, right rate, right time, and right patient) we can

conclude that not adhering to these elements will lead to committing ME.

[11]

The most common types of ME are giving the dose at wrong time,
missed dose, wrong rate — too fast or too slow, wrong duration, over/ under

dosage, extra dose and wrong strength [17].

Leading Factors to medication errors

Although some ME may occur due to individual factors like lack of
knowledge, yet system factors may contribute to committing medication

errors and so the environmental factors.
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It is known that there are two systems for drug dispense in hospital.
The first one is stock based system, in which stock is kept in the wards, and
nurse dispenses the drugs for each patient according to physician orders,
prepare it and administer it. This system is associated with higher rate of
MEs. The second system is the unit-dose dispensing system; drugs are
dispensed in amounts that fulfill the needs of each individual patient for
only 24 hours. This system is proved to be associated with less numbers of
ME. In the Palestinian governmental hospital, the first system in dispensing
the medication is adopted for most of drugs, and that makes the nurses
responsible for dispensing, preparing and administrating of the medication
to the patients [18]. In addition to heavy work load, lack of training and

knowledge are main factors that lead to ME.

Reporting of ME

Despite the fact that reporting the ME is very important in order to
control those errors and help to identify them and implement the policies
and rules to control them and minimize their occurrence, however, studies
showed that less than 25% of medication errors are reported using

incidence report (IR).[19]

In Palestinian governmental hospitals, an incidence report (IR) form
1s available to report any medical error, (appendix 2), it's not used
frequently, and usually nurses try to avoid filling it unless serious case of

medical error had been committed [8].
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When it comes to report an error many factors prevent nurses from
reporting ME, they could be due to lack of knowledge about the ME in
general, like when the nurse doesn't know the exact definition of the ME, or
when it should reported, or due to fear from managers or peers, and could
be to the personal judgment of the nurse for the ME he committed to be

minor and doesn't deserve to be reported [9, 11, 20, 21].

1.2 Significance of the study

MEs are considered to be a major public health problem. Because of
the harm it may cause to the patients, their families, and to the healthcare
providers. Despite the fact that more and more attention is being paid for
the ME in the world; in Palestine, ME receive little attention and for our

knowledge no studies had been conducted to study ME.

In Palestine, as nurses finish their study in the university, limited
number of education programs regarding medication are taking place, so
nurses will depend on their previous study and learn from their experience.
So errors continue to occur silently, and the ME problems are not

highlighted, unless serious harm occurs.

Although ME is not committed by nurses only, studies showed that
AMEs are the most serious type through the medication process.
Identifying the main types, contributing factors and reporting attitude of the
nurses, will be the first step to understand the extent of the problem and its
scope in Palestine. This could be a base line for the stakeholders to set

strategies and tactics to minimize and solve it.
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Many studies have been conducted about MEs during the
administration phase, to study the contributor's risk factors, the extent of
the problem, the adverse drug events (ADE) resulted from ME, and the

perception and attitudes of the nurses toward ME.

According to the Institute of Medicine’s (IOM), medication-related
errors were a significant cause of morbidity and mortality they accounted
for one out of 854 inpatient deaths [1], and as it is hard to solve the
medication error's problem, if we don't have enough, inaccurate, or
contradictory information about them [6], WHO puts them in its 6 priority

list for researches related to patient safety [22].

Nurses lie in the front line of administrating the medications to the
patients, and they are considered to be the responsible for the patient safety;
thus acquainting their knowledge about the issue, could be the first step to
be able to set policies and strategies to focus on the problem, and build

safer health system.

1.3 Aim and Objectives

1.3.1 Overall aim

The overall aim of this study is to identify the health quality situation
in the Palestinian hospitals by understanding the MEs and so to prevent

them and improve patient safety.



1.3.2 Specific Objectives

1. Determine the main perceived types of medication errors by nurses.

2. Identify the main factors leading to medication errors.

3. Describe the perceptions and reporting attitude of nurses regarding

medication errors.
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Chapter Two

Literature Review
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Chapter Two

Literature Review

2.1 Types of medication errors

The types of ME commonly encountered in the medication process
have been examined in various studies. Leape et al [23] reported more than
15 types of medication errors: wrong dose, wrong choice, wrong drug,
known allergy, missed dose, wrong time, wrong frequency, wrong
technique, drug-drug interaction, wrong route, and extra dose, failure to act
on test, equipment failure, inadequate monitoring, preparation error, and
others. According to studies made in the USA [24, 25, 26], the most
common types of MEs were the following: omission error, improper
dose/quantity, prescribing error, unauthorized drug,wrong time, extra dose,
wrong patient, wrong drug preparation, wrong dosage form, wrong route,

and wrong administration technique.

Benner et al (2002) [27] investigated errors made by nurses. They
categorized 21 case studies of nursing errors from the disciplinary files of
nine State Boards of Nursing in the USA. Eight categories represented the
broad range of possible errors and their contributive or causative factors.
One of the eight categories identified was MEs and constituted seven types
of error: Missed doses of medication, wrong time of administration (60
minutes before or after the prescribed time), intra- venous (IV) rate too fast,
or too slow, wrong concentration of dosage of medication delivered via IV
route, wrong route of administration, wrong patient and wrong medications

administered.
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In Australia, a self-administer questionnaire had been used to get
information about nurses perception for ME. Nurses said that dose at
wrong time, missed dose, wrong rate (too fast or too slow), wrong
duration, over and under dosage, extra dose and wrong strength are the
main types of medication errors from the highest occurring to the least

respectively [28].

In the developing countries, limited number of studies had been done
in this regards. In a study conducted in Saudi Arabia in 2006, 10 000
patient's files were reviewed and 2627 medication errors were identified.
The spectrum of these errors was variable; improper doses, over, under, or
extra dose, wrong drug, wrong rout of administration, wrong duration, dose

omission, wrong strength, or wrong dosage form [29].

In Jordan 200 registered nurses (RN) were asked to answer
questionnaire about ME,126 nurses completed the questionnaire, and
results showed that nurses perceived the following as the main types of
AME: Wrong patient (26%), wrong dose (22%), no or wrong date (12%),
wrong drug (9.5%), wrong time (8.7%), wrong documentation (6.3%),
wrong route of administration (4.7%), no medication(omission of the
dose) (4.7%), wrong frequency of the doses (3.1%) and finally changing
of medication (1.5%) [30].

Limited number of studies had been conducted in Palestine. In a
study had taken place in Gaza, to compare two types of medication

dispensing systems, the researchers, in a part of the study, nurses were
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observed while administrating the medication to the patients. The results
revealed that wrong time errors were the most frequent one, followed by
wrong dose and wrong drug. While, wrong patient and wrong route of

administration errors were negligible [18].

2.2 Factors leading to ME

Osborne et al (1999) conducted a study in the USA to explore
nurses’ perceptions about MEs and their reporting attitude [31]. The main
cause lead to ME was failure to identify the patient (35%), followed by
fatigue and exhaustion (25%). Results also revealed the majority of nurses
noted that most medication errors were not reported because of fear of

reaction from nurse managers and co-workers.

Mayo and Ducan [11], conducted a survey for 983 American nurses
and asked them to rank causes of medication errors as perceived by
participants. Results showed the top three ranked (out of 10) perceived
causes of drug errors were doctors’ handwriting is difficult to read or

illegible, nurses are distracted, and nurses are tired and exhausted.

In Australia [28],154 (RN), completed The Medication Error
Questionnaire (MEQ) that was developed by the researcher, and the study
revealed that ME occurs mostly when; the physician’s hand writing on the
doctor’s order form is difficult to read or illegible, nurses are distracted by
other patients, coworkers, or events on the unit, nurses are tired and

exhausted, confusion between 2 drugs with similar names, dose
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miscalculation by the nurse, the physician prescribes a wrong dose, the
nurse fails to check the patient’s name band with the Medication
Administration Record (MAR), the nurse sets up or adjusts an infusion
device incorrectly, the medication labels/packaging are of poor quality or
damaged, and when nurses are confused by the different types and

functions of infusion devices.

A descriptive cross-sectional study was conducted in Turkey in 2012
[21]. One hundred seventy four nurses were asked to report their views on
the causes and reporting of ME. Results showed the main causes for ME
were tiredness and exhaust, the seconds main reason was distraction by
patients, other co-workers or events on the unit, nurse fails to check the
patient’s name band with the (MAR), confusion due to similarity of two
drug names, dose miscalculation, physician prescribes the wrong dose,
nurse sets up or adjusts an infusion device incorrectly, confusion of the
different types and functions of infusion devices, physician’s illegible hand
writing, and finally ME occurs due to medication labels/packaging are of

poor quality or damaged.

In the Middle East, two studies to study the ME were conducted in
Jordan. In the first one, Mrayyan et al [20] used the Modified Gladstone’s
scale to collect data on rate, causes and reporting of medication errors.
Results showed that the Jordanian nurses in an educational hospital
classified causes of ME from the most to the least are: poor quality or

damage of medication labels/packaging, confusion by the different types
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and functions of infusion devices, nurses distraction by other patients,
coworkers or events on the unit, difficulty in dealing or setting infusion
devices, tiredness and exhaust by nurses, failure to check the patient's name
band, when the physician prescribes the wrong dose, confusion between
two medications with similar names, the physician's writing on the doctor's
order form is difficult to read or illegible, and finally dose miscalculation.
In the second study [30], 200 nurses in 3 different hospitals were asked to
rank the main causes of ME according to their perception using a self-
administer questionnaire. They ranked heavy workload (41%), new staff
(20%), personal neglect (15%), unfamiliarity with medication (11.9%),
insufficient training (4.8%), complicated prescription (4.8%), and

unfamiliarity with patient’s condition (1.6%) as the main causes of ME.

2.3 Reporting of ME

Accurate reporting is a very important issue when it comes to

prevention of ME, and it depends on individual nurse’s decision [32].

While 3.5% of the nurses in the study of Osborne et al[31] believed that all
MEs are ever reported another study indicated that nurses themselves
believe that only 25% of all MEs are reported using IR [17]. Nurse
managers and physicians also believe that MEs are underreported by nurses
[33]. Wakefield et al [33] study showed that errors of both commission and
omission go unreported. Failure to administer a medication is the most

underreported error because nurses perceive that patients will not be
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harmed in this situation. Conversely, errors resulting in overmedication are

the most frequently reported.

2.4 Factors for under-reporting

In order to be able to report ME, nurses should first be able to
recognize an error has occurred, secondly to belief that the error deserves
reporting, thirdly to be admit that she/he has committed a ME, and finally
ability to overcome the embarrassment and fear of stigma for having

committed a MAE [33].

Under reporting of ME, is resulted by many factors. In their study,
Wakefield et al [33] said that disagreement over the definition of an error is
a major cause of not reporting or under-reporting of ME. Many studies
showed that about 95% of medication errors were not reported because of
staff’s fear of punishment [31, 34, 35]. Additionally, underreporting could
be due to the lack of knowledge about the importance of adherence to the
dose of medication, i.e. Kapborg & Svennson 1999[34] study found that
nurses commonly report errors resulting in overmedication rather than
under medication. Another major cause of under reporting of ME is that
nurse managers reported that they are concerned about the reputation of

their organizations, thus they may not report ME [34, 36].

Mayo et Duncan [11] asked nurses about their reporting attitude, “In
your estimation, what percent of all drug errors are reported to the nurse

manager by the completion of an IR?” 45.6% of the nurses said that all
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MEs are reported using IR, although 92.6% indicated that they knew what
constituted a ME, and 91.3% of them said that they know when to report
ME using IR. And according to the nurses, the main causes behind not
reporting ME, were “afraid of manager reaction”( 76.9%), “afraid of
coworkers’ reactions” (61.4%), and “not thinking an error was serious
enough” (52.9%). However, the majority of nurses (80.4%) do not seem to
fear from disciplinary action (losing one’s job) because of committing an

Crror.

While in the Australian study [28], the RN who answered the
anonymous self-report survey, reported that 12.7% of ME are reported,

through verbal feedback, and only 5.1% of ME are reported using written
feedback.

In the descriptive cross-sectional study that had been conducted in
Turkey [21], 600 nurses filled the modified Gladstone questionnaire, to
describe their reporting attitude; results showed that 41.6% of the MEs
were reported. And when asked about the main obstacles against reporting
ME, nurses arranged them: fear of supervisor nurses’ reactions, and nurses
said that they are usually sure how the medication errors occur, fear of their
colleagues’ reactions I am quite sure that the MEs are usually reported, I
think that ME is not as important as it should be reported, fear of

disciplinary punishment and losing the job.

In their study, Khalifa et al [15], Egyptian nurses were compared

regarding their reporting attitude versus doctors, and pharmacists, results
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revealed that frequency of reporting among nurses was (44%), compared to
(15%) of doctors and (3%) of pharmacists. And the barriers against
reporting MEs, were the absence of clear definition for ME, writing a
report take a long time, and Focusing on individual punishment more than

system improvement.

In Mrayyan et al study [20] in Jordan, (82.8%) of the RNs were
usually sure what constitutes a medication error, and (78.8%) of RNS were
usually sure when ME should be reported using IR, while (65.4%) of the
nurses reported that they don’t report ME because they are afraid of the
reaction they will receive from the nurse manager, and 59.6% of them did
not report ME because nurses are afraid of the reaction they will receive
from their coworkers, (41.1%) of them failed to report a medication error
because they did not think the error was serious to warrant reporting and
finally (40.5%) of the RN reported that the main reason for not reporting
ME, was afraid that they might be subject to disciplinary action or even

lose their job.
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Chapter Three

Materials and Methods

This chapter involves the methodology of the study. It includes the
methodological approach, research design and sample size, selection of the

study population and methods of data collection.
3.1 Study Design

This study is a descriptive cross sectional study, carried out on nurses
working in the governmental hospitals in North West Bank Bank (Nablus,
Jenin, Qalqilya, Tulkarem, and Salfeet), in the period between July-
November 2012.

e Rafidia and Al-Watani hospitals are the main governmental hospitals at

Nablus city where most of the patient seek the health care,

e Darwish Nazal hospital; the only governmental hospital in Qalqilya

city,

e Khalil Suleiman governmental hospital; the only governmental hospital

in Jenin city,

e Thabet Thabet governmental hospital; the only governmental hospital

in Tulkarem city, and

e Yasser Arafat hospital; the only governmental hospital in Salfeet city.
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3.2 Study Population

The study population constitutes all nurses working at the above

mentioned hospitals during the study period.

Inclusion criteria

e All nurses who work in the above listed hospitals.

Exclusion criteria

e Nurses who don’t have the opportunity to deliver medication to patients
in the above mentioned settings were excluded from the study, such as:
nurses working in the administrative departments, out patients’ clinics,

and operation rooms.

e Nurses who are working in the above hospitals for less than 1 month,
as new nurses are under supervision and not allowed to administer the

medication alone.

3.3 Sampling and sample size

A total number of 340 nurses, consisting of all available nurses at the
above mentioned governmental hospitals during study period who

administer medication to the patients were approached.

Nurse’s manager in each hospital of the above mentioned hospitals
was visited by the researcher who explained the aim of the study and its
objectives. The number of working nurses in each department during the

study period was provided either by the nurse’s manager or the supervisor
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in each department. Out of 546 nurses reported in the MOH annual report
as working in the above mentioned hospitals [37], a total number of 340
nurses met the inclusion criteria, were working in the above listed hospitals
during study period as following; Rafedia governmental hospital 90 nurses;
Al Watani governmental hospital 35 nurses; Thabet Thabet hospital 66
nurses ;Kalil Sulaiman hospital 77 nurses; Darwish Nazal Hospital 42
nurses; and Yaser Arafat hospital 30 nurses. All nurses meeting the

inclusion criteria were asked to participate in the study.

3.4 Study Variables

Dependent Variables

AME which is defined as "deviations from a physician’s order" [11]

e Types of ME: such as dose at wrong time (1 hour before or after the
intended time), missed dose, wrong rate — too fast or too slow, wrong
duration, over/ under dosage, extra dose and wrong strength or wrong

rout of administration.

e Nurses perception and reporting attitude

o Reporting of the medication errors: (Yes or no), type of report

(written incident form or verbal feedback).

Independent Variables

e Socio-demographic information: Age (continuous), gender (male or

female), and marital status (married or unmarried).
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e Education and experience:

o Level of education: 2 years college diploma, bachelor, master or

other)

o Years of working experience : continuous

o Years of work experience in hospitals (continuous),

e The shift the nurse work in ( morning, day night or rotating), and

e The ward the nurse is working in: maternity, CCU/CCU, internal,

general surgery, pediatric, emergency department, etc).

o Systemic Factors that include :poor physician’s hand writing, inability
to interpret physician order, drug name similarity, patient's name

similarity, writing error, nurse are unable to understand abbreviation

o Personal Factors that include: heavy work load, tiredness, stress, lack
of sleep, calculation errors, low knowledge about drugs, lack of skills
for administrating iv medication, difficulties in dealing with Cannula,

personal neglect.

o Environmental Factors that include: Inadequate staff, distraction,
working with nurse has low experience, inadequate training, bad
nurses- doctors’ communication, disturbance, lack of instructions in

the wards, bad nurse- nurse communication, bad lighting.

e Factors affecting non reporting:
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o Fear of disciplinary action or lose the job (yes or no),

o The error was not serious to warrant reporting (yes or no).

o Fear of the reaction they will of the co-workers (yes or no).

o Fear of the reaction they will receive from the nurse manager (yes or

no).

e Certainty of when medication errors should be reported using incident

reports (yes or no).

e Certainty of what constitutes a medication error (yes or no)

3.5 Data Collection Tool and Process

A self-administered questionnaire for data collection was constructed by
researcher based on the literature review (9, 28, 31). (Appendix 1) It was

divided in six parts as the following:

e Part one: included nurses’ socio-demographic characteristics.

e Part two: nurses were asked to classify the frequency of the types of
ME, each ME was set and nurses were asked to classify each ME
according to its occurrence frequency, from occur frequently, to not

occur.

e Part three: it was about the factors leading to ME. A likert scale had
been used again, to classify the nurses’ perception to each factor, from

strongly agree, to strongly disagree.
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e Part four: examined the reporting of ME, and nurses asked to fill with
the most common method of reporting they use; written, verbal, or not

reporting ME.

e Part five: surveyed the main obstacle against reporting of ME. Nurses
answered with either yes or no for each proposed factor using the

Gladstone modified scale.

e Part six: nurses were presented 5 cases scenarios from the Gladstone
modified scale and they were asked to answer 3 questions related to
ME; to classify each scenario as a ME (yes or no responses) and if they
would or would not report the situation to a physician or complete an

incident report.

The Modified Gladstone’s scale was used to collect data on rate,
causes and reporting of MEs [11, 31]. This instrument measures: first, rate
of MEs reported to nurse managers (one item); second, nurses’ perceived
causes of ME (10 items); and third, nurses’ views about reporting
medication errors (six items,), fourth, case scenarios (5 items). Like in
other studies we didn’t use all parts of the scale; we used the part of the
scale related to nurses’ views about reporting MEs, and the case scenarios

[20, 21].

Tool Validation:

To validate the instrument “forward—backward” method was used to

translate The Modified Gladstone’s scale into Arabic language, and
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Cronbach's Alpha was assessed and it was 0.79 for the translated Arabic
version. And the constructed questionnaire was reviewed by experts in the
field ; prior to data collection, the questionnaire had been pre-tested with a
convenient sample of 40 nurses working in Arab specialized hospital
(private hospital in Nablus city), to ensure the clarity, time, and ease of
administration. Refinements had been made on the basis of feedback from

the pretest on.

Finally Cronbach’s Alpha was assessed for each set of questions, and
the values were as following: the main types of medication errors: 0.79, for
the leading factors to ME, personal factors group of questions Cronbach's
Alpha was 0.83, the environmental factors Cronbach's Alpha was 0.79, and

for the systemic factors Cronbach's Alpha was 0.7

Data Collection

The researcher visited the hospitals, met the nurses at the shifts they
work, distributed the questionnaire, and made sure that nurses understand
the objective of the research and explained how to fill the questionnaire and
to encourage the nurses to fill it, researcher assured the confidentiality of

the information, and the names of participants were not filled by nurses.

3.6 Data analysis

For the purpose of answering the objectives of the current study, we
used the Statistical package for social sciences (SPSS) software version 17

for data entry and analysis. The following data analysis plan was followed:
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e Frequency tables were used to describe categorical variables and mean

and standard deviation were used to describe continuous variables.

e The proportion of each selected answer to items in the questionnaire

was calculated.

e The relations between the dependent and independent variables were

explored using Chi square.

Significance level of 0.05 was considered in this study.

3.7 Ethical consideration

The following ethical considerations were ensured:

e Approval was obtained from the An Najah University- Institutional

Review Board (IRB), graduated studies and MOH. (appendix 3)

e Hospital’s managers and nurse’s manager’s consent were obtained, to

conduct the study in their hospitals.

e Oral consents had been taken from the participants of the study.

e Data was collected anonymously and was kept confidential

e All collected data had been used for research purpose only.
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Chapter Four

Results

This part is the core of the current study presenting the findings of
the survey conducted at governmental hospitals. Out of 340 nurses were
available during the study period in 6 hospitals working in the different
wards of the hospitals, Out of 340 nurses, 200 nurses completed the

questionnaire, the response rate was 59%
4.1 Demographics of the participants

The mean age for the surveyed nurses is 32 years old (SD 7.5), and
the mean years of their working experience was 9.3 years, including 8.7
years of working in hospitals. For the working shift, 74% of them are
working in different shifts, including morning, days and nights shift, 8
departments in each hospitals were approached (general surgery, internal,
gynecology and obstruction, pediatrics, cardio surgery, emergency,
orthopedic and neurology and ICC/ ICU) and then nurses working the
different wards were classified according to the literature in 3 different
groups, surgical includes (general surgery, internal, gynecology and
obstruction, pediatrics, cardio surgery, orthopedic and neurology) and
emergency or ICC/ ICU. Table 1 shows the socio demographic data of the

research sample.
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Table (1): Socio-demographic characteristics of the study participants
(n=200)

Variable Frequency Percent

Marital Status

e Single 51 27.3%

e Married 136 72.7%
Department

e Surgical 124 65.6%

e Emergency 28 15.5%

e CCU/ICU 37 20.3%
Shift

e Morning 32 17.1%

e Day 5 2.7%

e Night 10 5.3%

o All 140 74.9%

For gender, 44% of the study participants were males and 56%

females (figure 1).

Figure (1): Distribution of study participants by Gender

Majority (55%) of the surveyed nurses completed their Bachelor
degree, while 39% has diploma degree and 5% have a master degree

(figure 2).
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5%

M Diploma
M Bachelor

Master

Figure (2): Distribution of Study Participants by Level of education
4.2 Types of medication errors

In order to assess the main types of medication errors, nurses were
asked to answer a likert scale questions related to their opinion on the most
common types of MEs the answers varied from occurs often to not occur at
all, the answers of occurs often and sometimes, had been considered as the
errors is committed, while answers of occurs seldom or not occur at all
considered as not occur. The results showed that giving the medication in a
wrong time (one hour before or after the prescribed time) was the most
common ME reported by nurses with 76% of the surveyed nurses agreed
that this error is frequently done. This was followed by giving the IV
medication in a wrong rate, and wrong way of giving the medication “push
or slow" to be the third most common error done by nurses. Table [2]

shows the reported medication errors that are done by nurses.
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Table (2): Type of common medication errors as perceived by nurses

Medication error Frequency (%)

Wrong Time (one hour before or after the right time) 141 (75%)
Wrong Rate (too fast or too slow) 81 (43%)
Wrong Way (push or slow) 49 (26%)
Wrong Concentration (calculation error) 36 (19%)
Wrong Prescribed drug (prescription error) 32 (17%)
Omission of the Dose 29 (16%)
Wrong Amount of the Dose (more or less) 23 (12%)
Wrong Number of Doses (extra or lower) 22 (12%)
Wrong Patient 19 (10%)
Different Drugs 16 (8%)

Different Rout of Administration 14 (7%)

Trying to find any link between socio-demographic characteristics

and the main reported types of ME, each character had been studied with

the main 2 perceived types of ME, one significant relation had been found

between giving the medication in wrong rate and gender, where female

nurses said that error occurs more than male nurses, however, no other

significant associations had been found between ME and socio-

demographic characteristics, table (3) shows the main perceived types E in

relation with socio-demographic characteristics.
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Table (3): Main perceived types of ME in relation socio demographic
characteristics

Giving the drug in the wrong time
Characteristics Done Not Done P value
Gender
Male 72.5% 27.5% 0.39
Female 78.6% 21.4% '
Level of education
Diploma 71% 29% 0.63
Bachelor and master 79% 21% '
Work experience
Less than 5 years 72% 28% 0.47
More than 5 years 85% 15% '
Giving the drug in wrong rate
Characteristics Done Not Done P value
Gender
Male 55% 45%
Female 62% 38% 0.037
Level of education
Diploma 43% 57% 0.45
Bachelor and master 43% 57% '
Work experience
Less than 5 years 46% 54% 0.8
More than 5 years 40% 60% '

4.3 Factors contributing to medication errors

In order to determine the factors contribute to these errors, nurses
opinions were explored in this regards, a likerts scale had been used, nurses
were asked whether each factor contribute to ME or not, and answers
divided from strongly agree to strongly disagree, and to analyze answers,
results of strongly agree and agree considered as yes it contribute to ME,
while answers of disagree and strongly disagree had been considered as no.
Factors were classified into three groups; personal, systematic and

environmental factors. It was noted that personal factors were the most
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common leading factors for ME occurring in hospitals, followed by

environmental factors and systematic factors respectively (Tables 4-6).

Table 4 shows the personal factors leading for ME occurring in
hospital as perceived by nurses. Work load, tiredness, stress and lack of
sleep were the most reported factors in this category.

Table (4): Personal factors leading to medication errors as perceived

by nurses
Factors Frequency (%)
Heavy work load 157 (79%)
Tiredness 143 (74%)
Stress 139 (73%)
Lack of Sleep 136 (68%)
Calculation Errors 76 (38%)
Low Knowledge about drugs 72 (36%)
Lack of Skills for Administrating Medication 61 (31%)
Difficulties in Dealing with Cannula 53 (27%)
Personal Neglect 49 (25%)

For the environmental factors; inadequate staff; distraction by others;

and working with Nurse with low experience were the most common

reported factors as perceived by nurses

Table (5): Environmental factors leading to medication errors as

perceived by nurses

Factors

Frequency (%)

Inadequate staff

153 (77%)

Distract

135 (68%)

Working with Nurse with low experience 118 (59%)
Inadequate Training 117 (59%)
Bad Nurses- Doctors Communication 108 (54%)
Disturbance 99 (50%)
Lack of Instructions in the Wards 95 (48%)
Bad Nurse- Nurse Communication 94 (47%)

Bad lighting

52 (26%)
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In the systematic factors category; poor physicians’ hand writing,
nability to interpret physician order and similarity in drug name were the
most common leading factors for ME (Table 6).

Table (6): Systemic factors leading to medication errors as perceived
by nurses

Factors Frequency (%)
Poor Physicians’ Hand Writing 122 (64%)
Inability to interpret physician order 90 (47%)
Similarity in drug name 78 (42%)
Patient's Name Similarity 71 (38%)
Writing Errors 67 (35%)
Nurse are unable to understand abbreviation 66 (35%)

Trying to find any link between socio-demographic characteristics
and the main contributing factors leading to ME, each character had been
studied with the first perceived leading factor from each category, two
significant relations were found between the leading factors and the gender
of the nurses, where males nurses perceived that MEs occur due to in
adequate staff more than female nurses, and male nurses saw that MEs
occur due poor physician hand writing more than female nurses. No other
significant relations had been found between the main contributing factors
and socio-demographic characteristics, table (7) shows the main

contributing factors in relation with socio-demographic characteristics
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Table (7): Contributing Factors in relation to socio-demographic
characteristics

ME occurs due to heavy workload
Characteristics Agree Disagree P value
Gender
Male 86% 14% 0.16
Female 75% 25% '
Level of education
Diploma 75% 25% 0.7
Bachelor and master 83% 17% ]
Work experience
Less than 5 years 72% 28% 0.32
More than 5 years 83% 17% '
ME occurs due to inadequate staff
Characteristics Agree Disagree P value
Gender
Male 90% 10%
Female 72% 28% 0.005
Level of education
Diploma 80% 20% 0.9
Bachelor and master 79% 21% ]
Work experience
Less than 5 years 74% 26% 0.47
More than 5 years 79% 21% '
ME occurs due to poor physician hand writing
Characteristics Agree Disagree P value
Gender
Male 79% 21% 0.002
Female 54% 43%
Level of education
Diploma 72% 28% 0.2
Bachelor and master 59% 41% '
Work experience
Less than 5 years 60% 40% 0.9
More than 5 years 69% 31% ]

4.4 Nurses’ reporting attitudes

Trying to describe the perceptions and reporting attitude of nurses

regarding ME, we first asked them about the action they used to do if they
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did a ME; nurses were asked do you complete an IR? do you report the ME
verbally? And finally I don’t do anything if I commit a ME. For each
question a likert scale had been used, answers varied between often to
never, often and sometimes be considered as they do, while seldom and

never considered as no.

Twenty two percent of the nurses said that they do not report their
ME by any mean; neither by IR nor verbally, while 78% of the nurses
reported that they report ME they do verbally and 59% of them said that

they write an IR and report ME verbally if they commit it.

Then the nurses were asked about their opinion of the barriers that
prevent them from reporting ME. About half (48%) of nurses said that ME
are not reported because they are thought to be not serious and there is no
need to be reported. Table 8 shows the reasons behind not reporting
medication errors as perceived by nurses.

Table (8): Barriers to the reporting of medication error as perceived
by nurses (n=200)

Barrier to the reporting of medication error Frequency (%)

I think the error I did is not serious and not needed 89(45%)

to be reported

fear from the manager 80 (40%)
fear from disciplinary actions or even leaving my 74 (37%)
work

fear from the peers 72 (36%)

I don't know the exact definition of Medication 66 (33%)
error

i rerlzr; not sure when should I report the medication 66 (33%)
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To find any link between socio-demographic characteristics and the
barriers to reporting of ME, each character was examined with the most 3
barriers using chi square test. A statistically significant relation was found
between reporting ME using IR, and years of hospital work experience, in
this regard, nurses who worked in hospitals for more than 10 years, said
that they report ME by IR more than nurses who worked for less years, (P
= 0.014). No more association were found between socio-demographic

characteristics and the studies outcomes all relations are in (table 9)



Table (9): Barriers to the reporting of ME in relation socio
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demographic characteristics

I think the error I did is not serious and not needed to be reported

Characteristics Yes No P value
Gender
Male 56.1% 43.9% 0.086
Female 42.3% 57.7% '
Level of education
Diploma 50.7% 49.3% 0.87
Bachelor and master 46% 54% '
Work experience
Less than 5 years 45.1% 54.9% 0.47
More than 5 years 55.2% 44.8% '
I don’t report ME because I am afraid of my manager
Characteristics Yes No P value
Gender
Male 47.6% 52.4% 0.14
Female 38.4% 61.6% '
Level of education
Diploma 42% 58% 0.9
Bachelor and master 42.6% 57.4% '
Work experience
Less than 5 years 38.5% 61.5% 0.34
More than 5 years 49.2% 50.8% '

I don’t report ME because
leaving my work

I am afraid from disciplinary actions or even

Characteristics Yes No P value
Gender
Male 47% 53% 0.53
Female 34% 66% '
Level of education
Diploma 37.7% 62.3% 0.23
Bachelor and master 38.6% 61.4% '
Work experience
Less than 5 years 40.4% 59.6% 0.9
More than 5 years 36.2% 63.8% '

4.5 Medication scenario evaluation:

In the last part of the questionnaire, 5 different scenarios for ME -

used in Gladstone survey [7, 11, 15, 27, 41] were presented to the nurses to
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explore their opinions and to assess their knowledge. Nurses were asked to
classify each scenario as a ME (yes or no responses) and if they would or

would not report the situation to a physician or complete an IR.

In the first scenario, nurses were asked about an omission error,
where the patient missed his dose of antibiotic, 70% of the nurses didn’t
consider it to be a ME, while 72% said that they will inform the physician,
54% said they will not write an IR. (Table 10)

Table (10): distribution of nurses answers on the first case scenario.

Case 1

A patient misses his midday dose of oral Ampicillin because he was in x-
ray for 3 hours

Yes No
58 (30%) | 133 (70%)
138 (72%) | 53 (28%)
92 (48%) | 98 (52%)

Do you consider it a ME
Do you notify the physician
Do you complete an IR

The second case scenario, represented wrong time error, where the
patient received his medication 4 hours later than prescribed time, 68% of
the nurses judged it as ME, more than half of the nurses said that they will
inform the physician, and less than half said that they will write an IR

(table 11)

Table (11): distribution of nurses answers on the second case scenario.

Case 2

Four patients on a busy surgical unit receive their 6 PM done of IV
antibiotics 4 hours late

Yes No
Do you consider it a ME 130(68%) 60 (32%)
Do you notify the physician 133 (70%) 56 (30%)
Do you complete an IR 92 (48%) 98 (52%)
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The third case study, represented wrong rate, where the patient
received the dose in a faster rate, than prescribed, 72% of the nurses have a
consensus on the case as a ME, and 79% said that they will notify the
physician, and 57% said that they will complete an IR (table 12) represents
the answers.

Table (12): distribution of nurses answers on the third case scenario

Case 3

A patient receiving TPN feeding via an infusion pump is given 200 mL/h
instead of the correct rate of 125 mL/h for the first 3 h of the 24-h
infusion. The pump was reset to the correct rate after the change of shift
at 7 AM when the oncoming nurse realized that the pump was set at the
incorrect rate

Yes No
Do you consider it a ME 146 (77%) | 43 (23%)
Do you notify the physician 132 (70%) | 56 (30%)
Do you complete an IR 107 (57%) | 81 (43%)

The fourth case study represented an omission error again, 62% of
the nurses believe it to be a ME, while the rest; 38% didn’t consider it to be
a ME, and only half of the nurses said that they will report the case to the
physician or by IR. (table 13) shows the answers of the nurses for this case
study

Table (13): distribution of nurses answers on the fourth case scenario

Case 4

A patient admitted with status asthmaticus on 08/13 at 2 AM is
prescribed albuterol (ventolin) nebulizers every 4 h. The nurse omits the
6 AM dose on 08/13 as the patient is asleep.

Yes No
Do you consider it a ME 119 (63%) 71 (37%)
Do you notify the physician 100 (53%) 90 (47%)
Do you complete an IR 89 (47%) 102 (53%)
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In the fifth and final case study, nurses were asked about an omission
error again, nurses were divided in their answer, half of the nurses
considered it to be a ME, 70% of the nurses said that they will notify the
physician, and 64% of them said that they will report the case using IR,
(table 14) represents the nurses answers

Table (14): distribution of nurses answers on the fifth case scenario
Case 5

A patient is receiving a routine 9 AM dose of digoxin every
day.Yesterday’s digoxin level was 1.8 (the high side of normal). A

digoxin level was drawn at 6 AM today. At 9 AM the nurse holds the
digoxin because the lab value is not available yet

Yes No
Do you consider it a ME 103 (54%) 88 (46%)
Do you notify the physician 148 (78%) 42 (22%)
Do you complete an IR 122 (64%) 68 (36%)
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Chapter Five

Discussion and Conclusion

The aim of this study was to specify the main types of AME
committed by nurses in the hospitals, define the main factors that lead to
those errors, determine the reporting attitude of the nurses when such errors
occur, identify the barriers that prevents nurses from reporting the ME:s,
and to measure their knowledge about MEs. The results of this study have
significant implications for the nursing instructors will help to provide
baseline data in order to be able to control this problem through finding

solutions by the hospital managers, healthcare providers and policy makers.

The response rate in our study was 59%, and that rate is acceptable
in this type of studies, in Deans et al study [28] the response rate was 52%,

and in Mryyan et al [20] study in Jordan, the response rate was 57%.

5.1 Types of ME

In our study, wrong time was perceived as the most frequent ME
occurs in governmental hospitals; 76% of the nurses said that this error
occurs always. this result contradict the study of Al-Shara in Jordan [30],
where nurses reported wrong time as the fifth common type of ME, while it
concurs with many studies like Australian study [28], and USA [11] where
70% of ME were wrong time error, and the results of Gaza study [18],
where wrong time had been observed as the most common ME occurred.
This could be related to the heavy work load and shortage of nurses, the
main reported factors leading to ME, where nurses chose to administer the

medications for the patients in the ward in specific round time. However,
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nurses consider wrong time, as minor error, and they tend to report errors
when they believe that patient safety may be compromised [38]. Wrong
time in general is considered a minor and has few consequences, although
it may cause serious error that sometimes could be life-threatening [18]. On
the other hand the commonness of this error may lead nurses to accept it,
and consider it as normal practice and stop reporting it [28]. Thus more

attention should be given to ME including wrong time.

The second most common error i1s wrong rate (too fast or too slow),
and that concurs with the Australian study[28], and the study by Al-Kaisi et
al [39], which aimed for exploring the opinion of Palestinian nurses
working at intensive care unit (ICU) and cardiac care unit (CCU) about
medical errors. In this study, nurses reported error in dealing with droper
machine when administering 1.V solutions as part of teqnichal errors,
which is one of the nine themes of the nurses’ experiences of the most
common medical errors in ICU and CCU. Nurses attributed this to the old

fashion mashins they are using.

On the other hand, the following types of MEs were reported less
frequentlt; wrong concentration due to calculation error, omission of the
dose, wrong amount of the dose (more or less), wrong number of doses
(extra or lower), giving the drug to the wrong patient and giving the patient
a different drug of what had been prescriped. This is contrary to what have
been reported in Al sharaa study[30]. Less frequent reporting of theses

errors 1s a good indication, as they are having high potential for causing
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harm and ADE, and its good to note here that nurses are paying more

attention to the issues related to the more serious harm.

Finally, wrong rout of administration is perceived as the least
common error, this result is similar to the finding in Gaza study [18], where
wrong rout was a neglicable error, and that could be explained as nurses

reported that they have good knowledge about drugs.

To explore any existing link between nurse’s characteristics and
main types of ME, nurse’s gender was the only predictor, where female
nurses perceived that wrong rate error occurs more frequent than male
nurses. No such finding had been found in the literature, and that may be

due specialty in the Palestinian hospital.

5.2 Factors leading to ME

In order to set policies and stratigies to eliminate the errors we need
first to asess and treat the leading factors. So great attention had been given
to this issue in our study, and factors were devided in 3 major categories,

Personal factors, enviromental factors and systemic factors.

In the Personal factors category; heavy work load was agreed on by
(80%) of the nurses as the most leading cause for ME, and this concurs
with the finding of Gladestone[11], where heavy work load was reported to
be the main cause of ME. Stress, tierdness, and lack of sleep were the
following major factors leading to ME, and this is similar to results

obtained from Austuralia[28] and Turkey[21] .Generally, fatigue, and lack
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of sleep both led to stress and all together they were proven to be serious
factors leading to ME [40]. From the socio-demographic data we see that
most of the nurses are working in different shifts, and many of them are
working for 2 consicutive shifts, that make them works for 16 hours, and
make them more subjective to commit ME. This could be explained due to
the shortage in working nurses in the hospitals. In addition, in the GH,
nurses are responsible for drug preparation. The least personal factor
perceived to be a leading factor for ME, was personal neglect, 25% of the
nurses agreed on this factor to be present as cause for ME. This indicate
that nurses are doing their best in order to prevent patient harm, and to

adhere to the instuctions.

Regarding the Enviromental factors, inadequate staff was the main
factor, and this is parallel with the reported heavy work load. Unlike the
Ausuraliane study[28] where lack of staff was reported as the fourth cause
of the enviromental factors, as Palesteniane governmental hospitals have a
shortage of working nurses as reported in Abdelrahim study [44]. The
second enviromental factor leading to MEs was distraction by patients or
coworkers, or events in the ward. It had been reported in many studies [41,
42, 43] as the leading caus of ME, and it may be reflected in many ways;
1.e, while nurses are busy doing several tasks, patients, co workers and
others are talking to the nurses asking them questions or asking for their
help . This highlights the value of different distraction elimination
techniques, and suggests educating staff about the importance of not

distracting a colleague who is in the middle of medication management.
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Others, like working with nurse have low work experience and inadequate
training, are the following leading factors. It is noted that the environmental
factors had the highest percent of the agreement as leading factor of ME,
those factors include: bad nurses- doctors communication, disturbance, lack
of instructions in the wards, bad nurse- nurse communication and bad

lighting.

In the systemic factors category, iligiable physiscion hand writing
was reported by (65%) of the nurses as cause for ME. This is in agreement
with the Mayo study [11], where illigiable hand writing was the main factor
led to ME and unlike the Jordanian study[20], where physiscion hand
writing was the least leading cause of ME. In Palestine, the health
information system (HIS) that have been newly implemented in some
governmental hospitals like Rafedia Hospital, will help to overcome and
eliminate this factor, as all orders will be computerized. The second
systemic factor was inability to interpret physician order, which was
reported by 46% of the nurses, and the least leading factor was inability to
understand the abbreviations, which was reported by 35% of the nurses.
This is an important factor that needs to be given more attention, as
misunderstanding of the abbreviation, means nurse could give extra dose or
give the drug in different rout of administration or even in different

concentration, and may lead to very serious ADE.

To explore any existing link between nurse’s characteristics and
leading factors to ME, findings linked nurse’s gender to leading factor to

ME, where males nurses perceived that poor physician hand writing and in
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adequate staff are leading to ME more than female nurses. No such finding
had been found in the literature, and that may be due specialty in the

Palestinian hospital.

5.3 Reporting of ME

Trying to describe the reporting attitude of nurses regarding ME, we
first asked them about the action they used to do if they did a medication

error, and we asked them to identify their reporting method.

Our study showed that 22% of the nurses will not report committed
ME by any mean. This is a very serious issue as reporting of ME is very
important and failure to do this step may mislead the healthcare providers
and will deviate their attention from the real cause of the deterioration of
the patient’s case which is not more than ADE caused by ME, and finally

they take the wrong action and may harm the patient [45].

On the other hand, 78% of the nurses reported that they will inform
about the ME they committed verbally. It is well known that nurses feel
guilty and uncomfortable when committing a ME, and they are worry about
the patient safety [11], at the same time they want to protect themselves
from punishment and from the anger of their managers and patients, so they
chose to inform about the error orally. Yet in addition that verbal report is
not useful when it comes to preparing database for the ME to set strategies
and policies to prevent them, they could go without taking any action if
they reported during work, and simply forgotten due to the many tasks had

to be done.
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In our study, 59% of the nurses said that they write an IR if they
commit a ME, and this is high percentage when compared to other studies.
However, the percentage of reporting ME using written IR, is increasing
over time, while Osbern et al study [31] showed that only 25% of the
nurses report their errors using IR, in Jordanian study [20] in 2007, 42% of
nurses said they will report ME using IR, and in Mayo study[11], 45% of
nurses said they will report ME using IR this could be due to the increase

awareness about ME over years [15].

Yet good to point here that during our meeting with nurses and
nurses managers, some of them said that they know IR, but they never use
it and they avoid using it unless serious case had been occurred, and instead

they write their notes on the (MAR).

Results showed that nurses who worked for more than 10 years in
hospitals report ME they committed by using IR, more than nurse who
worked for less than 10 years, and this finding agrees with the finding of
Mayo and Duncan, where a weak relationship between percentages of
errors perceived reported and years of RN practice. No more relations with
other socio demographic characteristics were found, and this concurs with

the findings in Turkey [21] and Jordan studies [20].

5.4 Barriers to ME reporting

Like Marryan study [20], majority of the nurses (74%) reported that

they know the exact definition of ME, and they are sure when they should
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report it, this concur with California study[11] where most nurses said that

they know the exact definition of ME.

The most reported barrier to reporting ME was nurses’ believe that
the error they did is not serious and not needed to be reported, if we go
back to the main type of ME in this study, we will find wrong time is the
most perceived one. So althogh nurses know it is a ME, yet they think its
not serious error and no need to report it, add to this the frequent occurance

of this error may lead nurses to accept it as normal habit [27].

The following leading obstacles of reporting ME were; fear from
nurse’s manager, coworkers and fear from being subjective to disciplianry
action, those results are similar barriers reported by Jordanian nurses, while
the disciplinary action was not the main obstacle of reporting ME of the
American nurses [11], and as Marryan et al [20] conclude this could be due
to the difference in health system services between Middle east and United
states. Where the concentration of punishment of indevidual nurse would

be applied instead of concentrating on the system development [15].

5.5 Classefying and reportin of ME

In the last part of the quesstionnare, 5 scinareos for ME were
presented to the nurses and they were asked to calssify them and to detect

their reporting attitude for each case,

In the first scenario, nurses were asked to evaluate it if it was a ME

or not, it was an omission error, where the patient didn’t take his antibiotic
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dose because he was in x-ray for 3 hours, 30% of the nurses reported it as
ME, while 70% didn’t consider it to be ME, and that agrees with California
study [11], and another Jordanian study [46], where 78% and 71% of
nurses didn’t consider it to be a ME respectively. This is striking that
despite 74% of nurses reported that they know what is the definition of
ME, 70% of them didn’t consider dose omission as ME, and this is in
agreement with Wakefield study [33] where nurses worry for over dose

more than omission of the dose.

Higher than Jordanian nurses and the nurses in Mayo study, 72% of
the nurses said that they will notify the physicians, while 42% said they
will write a report of the incidence. It is good to point here that many
nurses consider that writing the incidence in the MAR is enough and thus

no need for IR [46, 11].

The second scenario, was for time error, where for patient on a busy
surgical unit receive his 6 PM done of IV antibiotics 4 h late, 68% of the
nurses classify it as a ME, and that agrees with the California study [11]
where 69% of the nurses agreed on it as ME, while it was less than
Jordanian CCU nurses [46] where 80% of the nurses classify it as ME,
70% of nurses in our study say they will notify the physician, the same in
USA and Jordan, while 79% of nurses in Mayo study[11] said that they
will write IR, 42% in our study reported that they will, and this is less than
half and discord with the pre reported result regarding attitude where 59%

of the nurses said that they will fill IR if they commit ME.
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The third scenario was about rate error, too fast rate of infusion
pump, in which the patient received TPN feeding via an infusion pump at
200 ml/h instead of the correct rate of 125 ml/h for the first 3 h of the 24-h
infusion. The pump was reset to the correct rate after the change of shift at
7 AM when the oncoming nurse realized that the pump was set at the
incorrect rate. less than Jordan study [46] 72% of nurses said that they
consider it to be ME, while 84% in Jordan, this could be due to the nurses
in Jordan study were CCU nurses, and IV medication is a very critical
when it comes to their patients, while 95% of the nurses in USA [11]
consider it to be ME, in our study, 78% of the nurses said they will notify

the physician, while 57% said that they will fill IR.

The fourth scenario was an omission error again, this time results
was different from the first omission error, the case presented was for a
patient admitted with status asthmaticus on 08/13 at 2 AM is prescribed
albuterol (ventolin) nebulizers every 4 h. The nurse omits the 6 AM dose
on 08/13 as the patient is asleep. 62% of nurses consider it as ME, yet less
than the first case study, 52% of nurses said that they will notify the
physician and 46% said they will fill IR. Results are close to USA study
[11], and more than Jordan study, that could be explained as nurses
consider omission error is not serious as the patient’s safety hadn’t been
compromised. But for our nurses difference could be explained due to the
reality the nurses have their own judge on the case and they classify the

error depending on the case not only on the ME definition.
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The last scenario was A patient is receiving a routine 9 AM dose of
digoxin every day.Yesterday’s digoxin level was 1.8 (the high side of
normal). A digoxin level was drawn at 6 AM today. At 9 AM the nurse
holds the digoxin because the lab value is not available yet, when asking
them to decide whether was it a ME or not, nurses split for 54% said it is
ME, and 46% said it is not, while nurses in USA have a less split opinion
as 76% consider it to be ME, on the opposite, most of the nurses in Jordan
[46] didn’t consider it to be ME, only 26.5% did. And 70% said they will

notify the physician and 64% said they will fill IR.

From the five scenarios we can see that there wasn’t strong
agreement on the definition of ME, and although nurses said they know
exactly what the definition of ME is, they split in identifying each case
study if it is ME or not, and that assure the necessity of the hospitals to
have a clear definition of ME, and in 3 of the five scenarios, less than half
of the nurses said they will not report ME, and was striking that in the last
case study, although 54% of the nurses didn’t consider holding the dose as
ME, 64% of them said they will report it in IR, which is could be explained
that nurses are not sure when they should report ME, and what is the exact

cases to be reported.

However, those cases studies mirrored the original classification and

reporting attitude of the nurses regarding ME.
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5.6 Limitations

This study had been conducted in the public hospitals; the private
sector hadn’t been studied, so this study can reflect better the situation in
the governmental sector which is considered the major provider of
healthcare services for Palestinian. In this study we used questionnaire
which could be considered as not the most accurate method to identify the
most common types of ME, yet using other methods like observation may
cause the nurses to do their best to avoid committing ME in front of the
researchers. Another issue is that additional types, causes and barriers to
ME reporting may be unidentified in this survey. However, the most
common from this study could be a starting point to give more attention

and deal with the issues.

5.7 Conclusion

Because MEs are such a concern to the public health, healthcare
organizations, and nurses themselves, this study was undertaken. Nurses
perceived wrong time of administration of medication as the most common
type of ME and this concurs with other studies, while the more serious
types of MEs are of less frequent, any way we shouldn’t ignore them.
Heavy workload, and other personal factors were perceived to be the most
leading causes for ME, and this is due to the shortage of the nurses, and due
to the heavy request of the health services in the public hospitals. Reporting

of ME is a crucial issue, most of the nurses said that they know what is the
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exact definition of ME is, a gap had been identified between the nurse’s

perceived knowledge and their actual knowledge.

However, the knowledge gained from this study can contribute to
educational programs that promote the recognition of MEs, and more
researches should be conducted in participation with the nurses to find the

best strategies to eliminate or minimize MEs.

5.8 Recommendations

Based on the findings of this study, we recommend the followings:

1- A unified clear definition of ME should be set by the healthcare

managers in participation with the nurses.

2- Instructions of reporting ME should be set in the most comfortable

way.

3- Factors that lead to ME, must be considered by policy makers and
hospital managers to set policies and strategies to overcome those

factors to build safer health care system.

4- As similar to other studies, no single or combination of nurse
demographic characteristics were strongly associated with nurse
attitude of reporting MEs. Thus, all nurses in an organization may need
help in identifying what is a ME, when to report it, and to whom, in

order to eliminate or minimize this public health issue.
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