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ABSTRACT

Background and objective: Children have a higher risk of being exposed to medication errors and are more prone to harm
due to reasons such as differences in their growth and development, and their physiological and psychological characteristics
which are different from those of adults. The purpose of this study is to determine pediatric nurses’ attitudes towards reporting of
medication errors and causes of not reporting of medication errors and to determine their views on the incidence of medication
errors.
Methods: The study was conducted in a Children’s Hospital in the province of Izmir, with the participation of 179 pediatric
nurses. To collect the data, two forms were used in the study, socio-demographic questionnaire and Questionnaire for Medication
Errors.
Results: While 34.6% (n = 62) of the nurses thought that medication errors never happened in the clinics over the past year.
While 94.4% (n = 169) of the participating nurses did not report any medication errors within the past year, 5.6% reported 1-2
times. The highest proportion (75.4%) (n = 135) of the nurses, the reason for not reporting medication errors was the fear of
receiving legal punishment.
Conclusions: Reporting medication errors is low level. In conclusion, the main reason for not reporting medication errors was
the perception of receiving punishment. Implications for nursing and/or health policy: Education to nurses should be given at
regular intervals and in small groups by using case samples. If the managers are to promote reporting, they should eliminate the
perception of receiving punishment, and make necessary arrangements to develop non-accusatory culture aiming to learn from
the results of reported errors.

Key Words: Medication error reporting, Medication errors, Medical errors, Pediatrics and medication errors, Nursing medication
errors, Pediatric nursing

1. INTRODUCTION

Medication errors are of an important place in medical errors.
It has been reported that 672,000 patients are injured and
98,000 patients die due to preventable medication errors each
year.[1] The World Health Organization (WHO) has empha-
sized that one in every ten patients is injured because of errors
or adverse events during their hospital process in developed
countries, that this rate is even higher in developing countries

and that children are more at risk.[2] Medication errors are
a preventable cause of death, especially among the children.
Children have a higher risk of being exposed to medication
errors and are more prone to harm due to reasons such as
differences in their growth and development, and their physi-
ological and psychological characteristics which are different
from those of adults.[3] Preventable medication errors not
only adversely affect human health but also increase the cost
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of healthcare. According to a report published in 2013, the
cost of preventable medication errors in the United States
(US) is at an average of $ 20 million (between 15 and 28
million dollars).[4] The European Medicines Agency has
reported that the estimated annual cost of preventable medi-
cation errors in European countries varies between 4.5 and
21.8 billion euros.[5]

Medication errors occur as result of the combination of
system- and human-induced causes.[1, 6] A lot many factors
such as lack of the favorable environment, policies and proce-
dures for the preparation of medicines, negative work culture,
lack of effective communication between health workers, in-
adequate system through which medication is prescribed,
fatigue, inadequate training and experience play a role in
the occurrence of medication errors.[7–9] In addition, that
medication used has no pediatric forms and that calculation
of drug doses for children in accordance with their weights
is not accurately made may lead to medication errors too.[8]

Preventing patients admitted to hospitals for treatment from
getting harm due to medication errors is the main task of
those who provide health care services. The most important
method to reduce errors is to report the error and to have it
analyzed.[10] In studies on the issue, it seems that reporting of
medication errors is insufficient.[11] It was found that nurses
tend not to report medication errors due to various reasons.[9]

Yılmaz[12] reported that nurses did not report medication er-
rors for two reasons: (1) fear of the negative consequences of
the error reporting (29.9%), (2) fear of being accused of the
error if medication errors inflict any harm to patients (64.2%).
In Manal and Hanan’s[7] study about nurses’ perception of
medication errors, it was determined that nurses did not re-
port medication errors because they were scared that they
might be scolded by nurse managers. Wang et al.[13] reported
that review of the hospital reporting system revealed that of
those who said that they reported medication errors, some
did not.

In all hospitals in Turkey, patient safety reporting systems
aiming to report errors have been established. However, the
data are not collected and evaluated in a single center. There-
fore, data on the percentage of medication errors in pediatric
patients, medication error-related injuries and deaths and the
number of medication errors reported are obtained from a
limited number of individual studies. In their study[14] con-
ducted on patient safety in a university hospital, Ünsal Altan
et al.[14] determined that 83.1% of the nurses did not report
any errors within the last 12 months. In a similar study by
Başbakkal, Taş, and Bal Yılmaz[15] it was determined that
the nurses reported only very few of the errors.

Harm caused by medication errors affects pediatric patients

more adversely. In order to prevent pediatric patients’ ex-
posures to medication errors, reporting of medication errors
which will make it possible to perform root cause analysis
should be increased. Therefore, there is a need for studies
to determine pediatric nurses’ knowledge of and attitudes
towards error reporting. In Turkey, there are a limited num-
ber of studies conducted on this issue. Among these stud-
ies are Törüner and Uysal’s[16] and Ozkan, Kocaman, and
Öztürk’s[17] studies. In their study of 119 pediatric nurses,
Törüner and Uysal[16] concluded that many errors were not
reported for various reasons although 88% of the nurses
stated that they used the medication error reporting system.
The nurses stated that due to following reasons they did not
report medication errors: they were afraid that they might
be accused if an adverse event occurred in patients (52.9%),
they might receive disciplinary punishment (42%) and their
colleagues might lose their confidence in them (50.4%).

1.1 Aim
The purpose of this study is to determine pediatric nurses’
attitudes towards reporting of medication errors and causes
of not reporting of medication errors and to determine their
views on the incidence of medication errors.

1.2 Study questions
(1) What is the pediatric nurses’ knowledge level related

to medication errors and reporting of medication er-
rors?

(2) According to pediatric nurses, how frequently do med-
ication errors occur?

(3) How frequently did pediatric nurses report medication
errors?

(4) What are the reasons for pediatrics nurses’ not report-
ing medication errors?

2. METHOD

2.1 Study type
The study is a descriptive study.

2.2 Setting
The study was conducted in a Children’s Hospital in the
province of Izmir. The hospital has 371 beds, 80 of which
are in the intensive care units. The hospital serves approxi-
mately 582,216 outpatients and 18,133 inpatients a year. The
hospital was deemed worthy of the TSE-ISO EN 9000 qual-
ity certificate in 2006. A safety reporting system has been
used in the hospital since 2011. The safety reporting system
includes medication safety, transfusion safety, surgery safety
and others. Error reporting is made through the hospital in-
formation management system. The identity of the person
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reporting the error is not known, but the time and date of
the reporting and the clinic where the reporting is made are
known. The use of the safety reporting system is voluntary.
Staff members can report errors by phoning or submitting a
petition.

2.3 Sampling
In the hospital, 392 nurses were employed. Of them, 147
were employed in intensive care units, 130 in clinics and 115
in outpatient units. Of the nurses, those who worked in the
outpatient clinics and operating theaters, who started work-
ing recently and who were in the orientation process were
not included in the study. The sample size was determined
as 184 at a 95% confidence level with a ± 5% margin of
error. Survey forms for the study were responded by those
184 nurses on a voluntary basis. Five of the forms were not
evaluated due to incomplete information, and thus the sample
consisted of 179 nurses.

2.4 Data collection tools
To collect the data, two forms were used in the study.

Socio-demographic questionnaire: The questionnaire in-
cludes items questioning the nurses’ age, gender, education
status and employment status.

Medication errors reporting form: The form prepared in
accordance with literature consists of 11 questions. The form
was developed to determine pediatric nurses’ views on medi-
cation errors, and the frequency and reporting of medication
errors. The cases included in the form reflects each type of
medication error (e.g., wrong dosage, wrong time).[7]

2.5 Data collection
Data collection forms to be used in the study were pilot-
tested with five nurses. No changes were made on the forms
after pilot testing. During the data collection phase, face-
to-face interviews were held with the nurses working in the
clinics and intensive care units. Of the nurses, those who
agreed to participate in the study were informed about the
importance of the study and then the forms indicating that
they volunteered were obtained. In order to obtain objective
results, questionnaires were left in the clinics and collected
back on the same day.

2.6 Data analysis
The data were analyzed using the SPSS 20 software package.
For the analysis, frequency, number and percentage, means
and standard deviation were used.

2.7 Study ethics
To conduct the study, necessary permissions were obtained
from Non-interventional Clinical Research Ethics Commit-

tee of University (dated October 30, 2014 and numbered
228), and Izmir South Region Public Hospitals Association
General Secretariat (dated January 6, 2015 and numbered
235 923 79/044). The participants were assured that the data
to be obtained with the data collection forms would not be
used for any other purpose and would not be shared with
third parties.

2.8 Limitations of the study

The study was conducted only in one children’s hospital. The
results are only valid for this hospital. A study with a larger
sample including pediatric nurses in other hospitals can be
carried out.

3. RESULTS

Sociodemographic characteristics of the nurses participating
in the study are as follows:

The mean age of the participating nurses was 35.25 ± 6.1.
Of the nurses surveyed (n = 101), 56.4% were in the 29-38
age group, 24% (n = 43) were in the 39-43 age group, 19.6%
(n = 35) were in the 19-28 age group, 93.9% were female,
45.8% (n = 82) had a graduate degree, 35.8% (n = 64) had an
associate degree, 12.3% (n = 22) had a high school degree,
6.1% (n = 11) had a master degree, 49.2% (n = 88) worked in
the clinics, 44.1% (n = 79) worked in the intensive care units,
6.7% (n = 12) worked in the emergency rooms, 71.5% (n =
128) worked day and night shifts alternately, 21.2% (n = 38)
always worked day shift, 7.3% (n = 13) always worked night
shifts, 54.2% (n = 97) worked 41-50 hours a week, 27.9% (n
= 50) worked 40 hours a week, 17.9% (n = 32) worked 51
hours or more a week, 89.4% (n = 160) received education
on patient safety, and 86% (n = 154) received education on
medication safety.

In Table 1, approaches displayed by the nurses when they
confronted medication errors were evaluated. Of the nurses,
62.6% (n = 112) stated that they would report the adminis-
tration of wrong medication error. In the case of failing to
administer the medication to the patient, 97.2% (n = 174)
of the nurses stated that they would not report the error. Of
the near miss cases, the wrong medication order and wrong
medication administration technique (route) were reported
by 12.8% and 46.4% of the nurses respectively.

Table 2 shows that 98.3% (n = 176) of the nurses surveyed
agreed that errors resulting in patients’ death should be re-
ported. The rate of the participants who thought that medi-
cation errors which do not reach patients should be reported
was 51.4% (n = 92). The rate of the undecided participants
in this case was 19% (n = 34).

Published by Sciedu Press 27



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2017, Vol. 7, No. 9

Table 1. Pediatric nurses’ assessment of medication errors with case examples
 

 

Case Examples 

Type of the 

medication 

error 

I report only to the 

physician 

I consider it as 

medication error 
I report it as an error  

Yes  

Number    

% 

No  

Number    

% 

Yes  

Number    

% 

No  

Number    

% 

Yes  

Number    

% 

No  

Number    

% 

A patient is sent to medical center out the 

hospital for MRI. Therefore, the patient’s 

intravenous ampicillin therapy scheduled at 

10 o’clock is delayed 2 hours. 

Wrong Time 
165  

92.2 

14       

7.8 

18     

10.1 

161    

89.9 

5    

2.8 

174 

97.2 

You notice that the drug dose calculated in 

the patient order form you have received 

from the hospital information management 

system is high. 

Wrong Order 
152      

84.9 

27      

15.1 

27    

15.1 

152   

84.9 

23    

12.8 

156 

87.2 

After inserting the intravenous catheter to 

administer amphotericin B prescribed to 

the patient for the first time, you visit other 

patients to administer their drugs. When 

you come back 30 minutes later, you see 

that the patient has cyanosis on her hand 

and around the lips. 

Failure to 

monitor the 

effects of drugs 

107      

59.8 

72      

40.2 

76    

42.5 

103    

57.5 

70    

39.1 

109      

60.9 

During the nurse visit at 8 o’clock in the 

morning, you find out that night dose of 

ventolin was not administered to the 

asthma patient because the patient was 

sleeping. 

Failure to 

administer the 

drug to the 

patient 

101      

56.4 

78     

43.6 

94    

52.5 

85    

47.5 

32    

17.9 

147 

82.1 

Although the patient order requires 

administering 2 cc of diluted ceftriaxone, 

you administer 4 cc of ceftriaxone. You 

notice your error during the next treatment. 

Wrong 

dosage/Wrong 

preparation  

78       

43.6 

101     

56.4 

115    

64.2  

64    

35.8 

37    

20.7 

142 

79.3 

During the shift change at 4 P.M., you 

notice that drug administration rate was set 

at 215 ml/h instead of 125 ml/hour at 2 

P.M. in the infusion pump of the catheter 

inserted into the vein of the patient having 

total parenteral nutrition therapy. 

Wrong drug 

administration 

rate 

77        

43.0 

102     

57.0 

117    

65.4 

62    

34.6 

51    

28.5 

128 

71.5 

You notice redness and itching on the 

patient’s arm you administered Isolayte P 

solution an hour ago, and you notice that 

the expiration date of the solution is past. 

Administration 

of expired 

drugs 

55        

30.7 

124     

69.3 

121   

67.6 

58   

32.4 

89    

49.7  

90 

50.3 

You and the nurse who has recently started 

working in the hospital and accompanies 

you on the day shift notice that the patient 

you provide care has undergone respiratory 

arrest. Your investigation reveals that your 

partner administered “an ampoule of 

aldolan” instead of “an ampoule of 

andolor”. 

Wrong 

medication 

54        

30.2 

125     

69.8 

107    

59.8 

72    

40.2 

112    

62.6 

67 

37.4 

You notice that the student nurse under 

your supervision has added Ventolin in the 

injector to the IV pump set via the second 

route, which in fact should be administered 

in the nebulizer.  

Wrong route 
48        

26.8 

131    

73.2 

117    

65.4 

62    

34.6 

83    

46.4 

96  

53.6 

 

While 34.6% (n = 62) of the nurses thought that medication
errors never happened in the clinics over the past year, 40.8%
(n = 73) thought a few times, 11.7% (n = 21) thought once
a month or less often, 6.1% (n = 11) thought a few times

a month, 5.6% (n = 10) thought a few times a week, and
1.1% (n = 2) thought every day. While 94.4% (n = 169) of
the participating nurses did not report any medication errors
within the past year, 5.6% reported 1-2 times. While 50.3%
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(n = 90) of the participating nurses believed that medication
error reporting is satisfactory, 49.7% (n = 89) thought the

opposite.

Table 2. Medication errors to be reported or not to be reported according to the pediatric nurses
 

 

Medication Errors  
To be reported Not to be reported Undecided  

Number % Number  % Number  % 

A medication error has occurred, but there is no harm to the patient 
because it has not reached the patient. 

92 51.4 53 29.6 34 19.0 

The medication error has reached the patient but has caused no harm. 152 84.9 11 6.1 16 8.9 

The medication error has reached the patient and it requires monitoring. 160 89.4 7 3.9 12 6.7 

The medication error causes a temporary harm to the patient and requires 
treatment or intervention. 

173 96.6 3 1.7 3 1.7 

The medication error requires the patient’s hospitalization and causes a 
temporary harm to the patient. 

172 96.1 4 2.2 3 1.7 

The medication error causes a permanent harm to the patient.  174 97.2 1 0.6          4 2.2 

There is a possibility that the medication error might result in death and 
an intervention is required to keep the patient alive. 

173 96.6 2 1.1 4 2.2 

The medication error results in death. 176 98.3 1 0.6 2 1.1 

 

As is seen in Table 3, for the highest proportion (75.4%) (n
= 135) of the nurses, the reason for not reporting medication
errors was the fear of receiving legal punishment. While for
74.9% (n = 134) of them, the reason was the fear of being

perceived negatively by the management, the reason was the
fear of being assigned somewhere else for 67.0% (n = 120)
of them. The insecure reporting system was considered as a
reason by 45.8% (n = 82) of the participants.

Table 3. Reasons of not reporting medication errors according to pediatric nurses
 

 

Reasons  
Yes  

 
No  

 
Undecided  

Number  % Number % Number % 

Fear of receiving legal punishment 135 75.4  33 18.4  11 6.1 

Fear of being perceived negatively by the management  134 74.9  32 17.9  13 7.3 

Fear of receiving disciplinary punishment 129 72.1  35 19.6  15 8.4 

Fear of being assigned somewhere else 120 67.0  44 24.6  15 8.4 

If the patient has developed a serious adverse effect, fear 
of being legally investigated 

116 64.8  41 22.9  22 12.3 

Fear of losing teammates’ trust in them 113 63.1  49 27.4  17 9.5 

Fear of losing patients’ trust in them 110 61.5  55 30.7  14 7.8 

Difficulties in the reporting process 107 59.8  40 22.3  32 17.9 

No chance to make revisions in reports  96 53.6  43 24.0  40 22.3 

Fear of not being supported by the management 90 50.3  54 30.2  35 19.6 

Insecure reporting system  82 45.8  60 33.5  37 20.7 

 

4. DISCUSSION

The discussion of the present study conducted to determine
whether the pediatric nurses report medication errors, rea-
sons for reporting or not reporting medication errors and the
frequency of medication errors was based on the following
research questions:

Study Question 1. What is the pediatric nurses’ knowledge
level related to medication errors and reporting of medication

errors?

The majority of the pediatric nurses participating in the study
answered the cases with medication errors correctly. Based
on these results, it can be said that the nurses working in
the pediatric clinics usually know what medication errors
are. Nearly half of the nurses (47.5%) did not consider the
event in which drug was not administered to the patient as
a medication error. In Lan et al.’s study[18] conducted to
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determine the pediatric nurses’ knowledge level regarding
medication errors, 72.9% of the nurses answered the ques-
tions correctly. In Yılmaz’s thesis study[12] on reporting
medication errors, 80.5% of the nurses stated that they were
aware of medication errors. The nurses, in general, knew
what medication errors are. However, when the question was
asked in relation to case samples, “the administration of drug
at a wrong time”, “wrong order” and “failure to monitor the
effects of drugs” were not considered as medication errors
by the nurses (89.9%, 84.9% and 57.5% respectively). These
results show us that nurses did not notice the medication
errors during clinical practices well enough. Therefore, if
nurses are taught about medication errors during medication
safety or patient safety trainings, using case samples can help
them notice medication errors more easily.

In Table 1 reported by the second lowest proportion of the
nurses (12.8%) was a near miss error. In Shaw et al.’s
study[19] investigating reporting of 597 medication errors
in pediatric emergency rooms, the rate of near miss errors
was the lowest (30%). In Sears, Pallas, Stevens, and Mur-
phy’s study,[20] of the 372 reported errors, 127 were potential
errors in other words near miss errors. In a study including
pediatricians, the least reported errors were near miss errors
(7%).[21] There may be various reasons of insufficient report-
ing of near miss errors. The nurses may not have perceived
the errors which neither reached the patient nor caused the
patient any harm as an error, or even if they considered it as
an error, they may have disregarded it because it did not reach
the patient. Another reason for not reporting near miss errors
is that the nurses may have thought that reporting would take
much time. Fear of being accused of making the error may
be another reason for not reporting the error.[22] Reporting
of near miss errors which have not reached the patient is
important. Reporting of near miss errors contributes to the
root cause analysis of medication errors, as a result of which
the underlying cause of the error can be revealed, and regula-
tions to prevent similar errors from happening again can be
developed.[23]

Study Question 2. According to pediatric nurses, how fre-
quently do medication errors occur?

Study Question 3. How frequently did pediatric nurses re-
port medication errors?

In the present study, 40.8% of the nurses reported that medi-
cation errors occurred in the clinics a few times a year. How-
ever, only 10 people reported 1-2 errors within the past year,
which suggests that the number of the medication errors re-
ported is fewer than the actual ones. In Wang et al.’s study,[13]

75% of the nurses stated that they reported the medication
errors; however, more than half of those errors were not

recorded in the hospital reporting system.

In the hospital where this present study was conducted, the
number and routes of daily drug administration are as fol-
lows: 800-1000 intravenously, 800 through the oral route,
300-350 through inhalation and 15-20 through the intramus-
cular route. However, although identified error rates in the
research were much higher, only 10 of the nurses participat-
ing in this study stated that they reported 1-2 errors. In their
study, Özkan et al.[17] observed 1686 drug administrations
in children and determined 475 errors. Sears et al.[20] con-
ducted a study including 440 inpatient children to investigate
medication errors which occurred in a three-month period
and reported that 372 errors were reported. In their study
conducted in a hospital in China, Ding et al.[24] observed that
intravenous medication errors occurred at least once a day.
In their 24-hour observation study including 117 intensive
care units in 27 countries, Valentin et al.[25] identified 861
parenteral medication errors. In Otero, Leyton, Mariani and
Cernadas’s[26] study of 1588 medication administration cases,
the medication error rate was 11.4%. These results suggest
that medication errors occur very often, but only some of
them are noticed and a smaller number of them are reported.

In the present study, 94.4% of the nurses stated that they did
not report any errors. This rate is higher than the rates in
similar studies in the literature. In general, nurses knew what
medication errors were and which events should be reported.
However, they did not actively use the error reporting system.
In Wang et al.’s study,[13] 50.9% of the nurses stated that
they did not report any medication errors over the last year.
In Törüner and Uysal’s study,[16] 47.9% of the participants
stated that they reported errors using the system. In Chiang,
Lin, Hsu and Ma’s study,[27] 52.4% of the nurses stated that
they did not report any medication errors. Although the estab-
lishment of the error reporting system in hospitals in Turkey
was realized in 2011, regulations on the types and reporting
of medication errors were put into effect after the Quality
Standards in Health Version 5 was published in 2015.[28]

Therefore, it is believed that error-reporting culture has not
been adequately developed among the health professionals
in the hospital. What is more, as is shown in Table 3, the
nurses’ fear of being punished legally drastically reduced the
reporting of medication errors.

Of the nurses participating in the study, 50.3% thought that
reporting of medication errors was adequate. In You, Choe,
Park, Kim and Son’s study,[29] 47.8% of the nurses stated that
the number of medication errors reported was 20% less than
the number of actual errors, which suggests that nurses re-
frained from reporting the errors for one reason or another. In
Lan et al.’s study,[18] the rate of the pediatric nurses reporting
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medication errors was determined as 79.4%. This relatively
high rate is probably because hospital managements have
tended not to punish those who report medication errors in
recent years.

Study Question 4. What are the reasons for pediatrics
nurses’ not reporting medication errors?

Among the reasons for nurses’ not reporting medication er-
rors, the one which takes the first place is the fear of receiving
legal punishment (75.4%). While 74.9% of the nurses did
not report the errors due to fear of being perceived negatively
by the management, 67% did not report them due to fear of
being assigned somewhere else (see Table 3). Fear of losing
the trust of their teammates and fear of losing the trust of
their patients were among the other reasons why the nurses
did not report medication errors. Another reason for not
reporting medication errors by almost half of the nurses was
that it was not possible to make revisions in the reports or
in the medication-error reporting system. In Törüner and
Uysal’s study,[16] 52.9% of the nurses did not report errors
due to the fear of being accused of the error if medication
errors inflicted any harm to patients, 50.4% due to the fear
of losing their teammates’ trust and 42% due to the fear of
receiving punishment. In Manal and Hannan’s study[7] con-
ducted with clinical and intensive care nurses, 76.5% and
67.6% of the nurses respectively did not report medication er-
rors because they were scared of nurse managers, and 54.8%
and 46.5% of them respectively did not report medication
errors for fear of receiving disciplinary punishment or los-
ing their job. Cousins, Gerrett and Warner[30] conducted a
study on the reporting of medication-related events and de-
termined that reporting increased by about 50% each year
between 2005 and 2010. This is probably because not only
has employees’ awareness of patient safety and error report-
ing increased but also culture-making efforts on this issue
have been made. By nature, human beings are prone to make
mistakes. The aim is to minimize errors and to determine
them before they cause the patient any harm. Nurses refrain
from error reporting for fear of being misunderstood by the
managers or receiving punishment. İnceoğlu[31] stated that
individuals’ exhibiting positive or negative attitudes towards
events might be associated with the expectation of getting
reward or punishment.

5. CONCLUSION
Wrong drug preparation, wrong drug administration route
and wrong dosage were considered as medication errors by
90.5% (n = 162), 89.9% (n = 161) and 89.9% (n = 161) of
the participating nurses respectively. Failure to follow the
effects of drugs, failure to administer the drug to the patient,
administration of drugs at a wrong time and wrong ordering

of drugs were not considered medication errors by 27.4%
(n = 49), 23.5% (n = 42), 18.4% (n = 33) and 18.4% (n =
33) of the participating nurses respectively. Evaluation of
the case examples-related results revealed that the rates of
the nurses who did not consider administration of drugs at a
wrong time (89.9%), wrong ordering of drugs (84.9%) and
failure to monitor the effects of drugs (57.5%) as errors were
high. The majority of the nurses participating in the present
study believe that if a medication error reached the patient,
then it should be reported (84.9%-96.6%). The rate of the
nurses who thought that serious errors resulting in deaths
should be reported was 98.3%. It was concluded that the
rate of the nurses who reported medication errors last year
was rather low (5.6%). The percentage of those who thought
that near miss errors should be reported was low. Among
the reasons for not reporting medication errors were the fear
of receiving legal punishment (75.4%), the fear of being
perceived negatively by the management (74.9%), fear of
receiving disciplinary punishment (72%) and fear of being
assigned somewhere else (67.0%). Fear of losing the trust
of the teammates was also among the major reasons of not
reporting errors. In conclusion, the main reason for not re-
porting medication errors was the perception of receiving
punishment.

6. IMPLICATIONS FOR NURSING AND/OR
HEALTH POLICY

According to the participating nurses’ statements, the ma-
jority of them received education on medication safety and
patient safety; however, there were some shortcomings in
noticing and reporting medication errors. Therefore, educa-
tion on this issue should be given at regular intervals and
in small groups by using case samples. The study results
demonstrated that reporting of near miss errors should be
encouraged. Studies show that pediatric patients are more
vulnerable to medication errors and are affected by the nega-
tive consequences of these errors more. In the present study,
heavy workload was seen as the main cause of the errors.
Taking all these into account, the ministry of health can de-
velop policies to reduce the number of patients per nurse in
children’s hospitals. Attempts to reduce the number of pa-
tients per nurse should be made not only in pediatric clinics
but also in intensive care units. If physicians’ medication
orders (especially high-risk drugs, chemotherapeutic drugs,
etc.) are checked by the pharmacist after they are entered
into the computer system, this can help prevent errors from
reaching the patient. To achieve this purpose, an effective
communication between physicians, nurses and pharmacists
should be ensured, and approaches to strengthen teamwork
should be adopted. Among the most important reasons for
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not reporting errors are the fear of receiving punishment and
being misunderstood by the management. If the managers are
to promote reporting, they should eliminate the perception
of receiving punishment, and make necessary arrangements
to develop non-accusatory culture aiming to learn from the
results of reported errors.
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