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Abstract

Medication errors have been a long and growing problem within all health care
areas. Prevention and education is the key to prevent the errors from occurring. All
efforts must be made to achieve an overall goal of an error-proof heatbozaety. The
purpose of this study was to determine if the anonymity of medication erronimgport
would make a difference in the amount of medication errors reported. Research has
shown that many nurses and health care professionals find it stressful t@arepoor
due to fear of disciplinary action or blame; a no-blame culture must be impezimeta
our health care society. By making the reporting process anonymous nursesltind hea
care professionals may find it less stressful to report a medicationewnan’s
system model was used as a conceptual framework regarding the fektimgs o
healthcare professional when the medication error occurs.

Findings from this study showed a decrease in the amount of medication errors
reported once the reporting process became anonymous. The study was limitethen tha
results tallied were from the conception of the new anonymous reportingmrogra
Perhaps the study could have shown different results after the anonymous program had
been used for more time then just three months. Reporting of medication errorsy whethe
it is anonymous or not, should be encouraged within the health care system so that we

can further educate how to prevent medication errors from occurring in the future.



© 2010 Kristina McCall

All Rights Reserved



TABLE OF CONTENTS

ALL RIGHTS RESERVED......cciiii i e e
TABLE OF CONTENTS ... e
CHAPTER | INtrOdUCHION. .. ... e e e e e e e e e e
SIgNIfICANCE...... o
Conceptual Framework.............cooiiiiiiiiinnnnne.

Purpose and Rationale................c.coev i,

CHAPTER Il

Review of Literature. .. ... ..o oo e

CHAPTER 1lI

Methodology......c.o oo
Research Design........ccoooviiiiiiii i

SBUING ..ttt

LS (U 1 1S 101
Ethics & Procedure. .. ... .cooo oo oi i e

Data ColleCtion.......covev e e

Page



Data ANAlYSIS. ... .ot 20

CHAPTER IV
RESUIS ... 21-22
Statistical ANalYSIS. ... ..o 22-24
CHAPTER V
DISCUSSION ... ettt ettt e e et e e e e e e e et e e ans 25-26

Interpretation of FiNdingsS...........ccoccevviiiii i 25

Implication for NUrSiNg.........cccovvii i en 2. 25-26

Implication for Further Research............c.coooiiii i, 26
RETEIENCE. .. e 27-29
Appendix A Permission by Mission Hospital to use data........................ 30...
Appendix B Permission to conduct study from Gardner-Webb University.......... 31

Vi



CHAPTER |
Introduction
Medication errors can be a serious problem in the health care system. Bose er
can even become life threatening, as well as prolong a hospital stay foti¢iné. fas
important to find ways to prevent medication errors. While this may not be an iatmedi
goal, it can be something to strive for in the future. Determining causes ofarthew
they are made is the key to learning how to prevent them. There are marty &spe
consider regarding a medication error, but the purpose of this study is to look at the
proposal that the reporting of a medication error may be increased if theerepame is
anonymous. Nurses and health care professionals are often hesitant to Irepoisal
made due to fear of disciplinary action, but it is believed that by making theimgport
process anonymous that the process will increase, and by increased repratslearn
from past mistakes to achieve our long-term goal of preventing medicatios &it
together in the future.
Statement of the Problem
Studied show that “Medication errors are avoidable actions that may caesd or |
to wrong medication use or patient harm” (Madegowda, Hill, & Anderson, 2007, p. 175).
Medication errors can be related to a nurse’s personal practice, tladdavsiupplies or a
breakdown in the communication of prescribing or drug company information.
Education and distraction can certainly play a part in a medication err@&llas w

Medication errors are caused from many aspects of care, including theaplsyohoctor



and student nurses involved; there are many avenues the patient’s medicatiakemay t
before it actually reaches the patient (Madegowda et al., 2007, p. 175).

It is important to recognize the cost caused from medication errors. “Total
national costs are estimated to be 37.6 billion to 50 billion dollars for adverse, @rghts
17 billion to 50 billion dollars for preventable adverse events” (To err is huBualding
a safer health system, 1999). The Institute of Medicine (IOM) recepbtyted that
“preventable medication errors injure at least 1.5 million people in hospitalsaldne
cost a traditional amount of 3.5 billion dollars annually” (IOM, 2006).

Adverse events that are preventable are one of the leading causes of death in t
United States. “As many as 98,000 Americans die in hospitals each yeasals afre
medication errors” (Madegowda et al., 2007, p. 177). Most medication errors happen
during the administration of the medication by nurses. The administration aficimee
is the last phase done by the nurse. Because of the increased stressenatha rairse
it may be more stressful to ensure that the five steps in the administratiedichtions
are performed: (a) the right drug, (b) the right dose, (c) the right route, (dyhihéme,
and (e) the right patient (Madegowda et al., 2007, p. 176).

Reporting of medication errors is challenging, it causes more timeefontise to
do the paperwork involved. Nurses often take for granted that not making an error is
equal with good nursing, and they may fail to report medication errors iftnal &arm
has come to the patient. Some things associated with medication errors ioalude
staffing numbers, interruptions or distractions by others while passinigatieds,

knowledge deficit (IOM, 1999), and “seasonality” (winter months when daylight is the



least) (IOM, 1999). Environmental stressors can also play a role, sumbnas r
temperature, nurses may feel fatigued if the room is too hot, or if there is thamse
in the room. Lacks of sleep and fatigue can also be associated with medigati®n e
(Madegowda et al., 2007, p. 176).

It is clear that medication errors are a significant and growing prabl&ealth
care. The American Society of Health-System Pharmacists (AB&Pyonducted and
reported results from national surveys over many years. Nursing, howeva@nasypr
source involved in medication administration, and this profession has reported inadequat
research (Madegowda et al., 2007, p. 176). It has been shown that research reported by
pharmacists tends to focus on dispensing of medication instead of medication
administration (Madegowda et al., 2007, p. 176). All medication errors should be
reported to learn from mistakes that are made and pursue a future of safe oredicati
administration. Some nurses may feel ashamed or too embarrassed to replicaiane
error; there is even fear of legal consequences. This pattern is chapgngliscussion
of medication errors allows better analyses to design a system thag wekistant to
errors. Many can see the value of reporting medication administration hazads be
medications actually reach patients ("Tips for increasing errortre@gr2009).

Because medication errors are a significant and growing problem in health car
action needs to be taken to eliminate medication errors and improve nurgingdace
hospital costs, and improve patient safety and satisfaction (Madegowd&60@| p.

180). Medication errors can be a significant concern affecting patiety sathe

United States hospitals and create dangerous consequences for the patierdctieveay



nurse does when it comes to patient care involves a possible time for errorsaand put
patient safety at risk. However, this is particularly true when it coonesetication
errors. We must first understand the cause of medication errors in order to wartt tow
preventive measures. As mentioned before certain things can cause imeeéicats
such as, education deficits, stressors, like time and staffing shortagéssadre things
that can be corrected. Bailey, Engel, Luescher, & Taylor (2007) did atstfiolyus on
the reporting of medication errors and how anonymity may or may not increase the
likelihood of reporting the error. It is the hope that if the nurse who does the nadicati
error can report the error in such a way as to remain anonymous, that the likelihood of
reporting will increase so that more can be learned as to the cause cditroaderrors.
Conceptual/Theoretical Framework

The Neuman Systems Model originates from a general systems the&ogutiss
on the client as a system, which may be an individual (such as a patient or aogg), f
group, or group of people and on the client’s response to stressors. “The cliemt sys
includes five variables (physiological, psychological, sociocultural, dpwetntal,
spiritual), and is conceptualized as an inner core (basic energy resouncas)den by
concentric circles that include lines of resistance, a normal line ofsefand a flexible
line of defense” (Tomey & Alligood, 2006, p. 336). It is considered that each of the five
variables is part of the concentric circles. “Stressors are tepsaalucing stimuli which
may be intrapersonal, interpersonal, or extrapersonal in nature” (TorAdig&od,
2006, p. 336). The Neuman Systems Model is an open systems model that sees nursing

as being mainly concerned with defining proper accomplishment in streesirelat



situations or possible reactions of the client, patient, or nurse; since environmental
exchanges are shared, both client and environment may be positively or negatively
affected by each other (Neuman, 1989, p. 11).

The five variables have unstable degrees of development and wide range of
interactive style and prospective. The term, physiological refers to lwoddyization
and meaning. Psychological refers to mental processes and associatimtuliboal
refers to both social and cultural functions. Life development processestmeée
developmental stage. Spiritual refers to spiritual belief or influetkanthy the client.
The psychological, sociocultural, and life development variables can be used to
determine what a nurse is experiencing when a medication error is counemitkef
anonymity relieves this anxiety to a point. For this study, the psycholpgocaocultural,
and life development variables refers to how the nurse will react when a noederadr
is made and adjust accordingly.

Although no articles regarding Neuman’s model related to medication errors
could be found, her systems model can be useful in determining how a nurse’s anxiety
may play a role in the reporting of the error, and the nurse’s perceptioa iofiportance
of reporting medication errors to prevent future occurrences.

Purpose and Rationale

The purpose of this study was to determine if anonymity affects the repaoirting

medication errors. It is believed that most medication errors are undetecegue to

fear of disciplinary action. It is possible that the reporting of medicativossewill



increase with anonymity and that more education can be learned from thetetors

occur to prevent and reduce medication errors in the future.



CHAPTER I
Literature Review

A limited literature review was accomplished using the Cumulative lradex t
Nursing Allied Health and Literature (Cinhal) and Health Sourceldaa& The
keywords used were medication errors, anonymous medication error reporting,
medication error reporting, and preventing harm to patients during medication
administration. The amount of research is abundant concerning medication rmarthre a
reporting of medication errors. This review is particularly interested ireSearch of
anonymous reporting of medication errors.
Medication Errors

Madegowda (2007) did a retrospective, non-experimental descriptive study
comparing and contrasting three nursing shifts in regards to the number of reported
medication errors, the units on which they occurred, and the types and sevenbyof er
The study was conducted over a 12-month period in a 100-bed rural Midwestern hospital.
One hundred, thirty-three errors occurred over a 12 month period. There were several
findings in this study: one being that most errors happened on Friday during the second
shift and in the month of January; the greatest number of medication errors occurred
during the winter months when there is the least day-light. The route mostepiteted
was with IV administration. The majority of medication errors found in thisystugte
omissions. Another finding of the study showed that a medications error was due to no
pharmacist availability after 9:00 pm on the evening or night shift to check medicat

orders.



The purpose of a qualitative study by Potylycki et al., (2006) was to recognize the
practice and attitude toward medication error incidents and the practiqgeodfrg them.
The report was done at a Pennsylvania Hospital that consisted of three catimg@iLses
treated over 40,000 inpatients a year. A team was developed to help produce a
nonpunitive culture toward the reporting of medication errors. A baseline survey was
conducted to determine underlying practices and attitudes on medication errors and
medication error reporting. Based on the findings, an implementation to monditakl
and administrative processes was developed. To measure the findings a pre tast post
guestionnaire was developed to determine staff practices and attitudes oatioredic
error reporting. The baseline survey took about ten minutes to complete and had 45
guestions using a five-point Likert scale. The post-survey questionnaire wias, ot
had an additional three questions regarding the nonpunitive patient safety podicy. T
guestionnaire was given to all staff members who prepare, administer,iranscr
educate, or oversee medication administration. A total of 665 staff members eaimplet
the survey over a three-year period. The findings showed that medication etinors wi
more serious injury to the patient are more likely to be reported than thosessith le
severe outcomes. A primary barrier to medication error reporting wasaheff
disciplinary action. The results of the post-survey after education and conatmumic
were offered by administrative staff showed an improvement. Reportindiaatien
error was done without fear of disciplinary action by the supervisor, and thiekttdfey
could openly discuss and learn from the incident after attending an educatoksthep

(Potylycki et al., 2006).



Low and Belcher (2002) did a retrospective comparative design study in which
they compared medication error rate for each one thousand medication defages b
and after the implementation of the bar code administration system (BCMAgtondet
the error rate for the BCMA system. The study was done on two medical umits a
Midwestern government hospital over a 12-month period. The study explored the
difference in a medication error rate 12 months after implementation BGNA (Low
& Belcher, 2002, p. 179). The Technology Assessment Model was used,; it is a five-step
model which includes need, safety, efficacy and effectiveness, economatsap@nd
social impact. Evaluating the effect of new technology as it relates to redieerors
was the focus of the study. The participants used in the study included a total of 38
registered nurses and 13 licensed practical nurses; this was unchangechéutiig t
month periods of the study. The medication error rate was expected to be lowireafter
BCMA implementation, but the results showed a slight increase (18%). This may be
explained by many factors: the variation in the reporting system, the statiawe been
unfamiliar with the technology, medication errors are not correctly oot the
BCMA did not make a difference in the medication error rates. Before the
implementation of the BCMA, the nurses were responsible for reporting a ti@dica
error, but after implementation, the computer system did the reporting. The findings
suggest that an increase in medication error rates may be due to a dffarbow
medication errors are reported. The results probably do not indicate an increase i
medication errors, but instead an increase in the number of the errors reporte®l (Low

Belcher, 2002).
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Preventing Harm to Patients during Medication Administration

Covell and Ritchie (2009) used a concurrent mixed-method design to explore how
nurses react to a medication error to find a plan that nurses believe may prefeim
reporting of medication errors in a hospital. The study was held at a 1000-bed yniversit
health center in a large city in eastern Canada. The health center corfsistbiaspital
campuses and has around 3,000 registered nurses employed. A convenience sample of 50
registered nurses staffed in different clinical settings was usedurses from each
campus. Each nurse held a bachelor’s degree in nursing. The data collectioewnter
was from 45 to 60 minutes long and then the questionnaire was given to the participant.
The nurse was asked to remember a previous medication error, give the scetario of
events and answered five open-ended questions about how they reacted to the incident.
The results showed that 71% of the nurses indicated that they believed that less than 60%
of medication errors were reported on their units, and expressed that this wasduainly
to fear of disciplinary action being taken against them. The participanen®ss to the
guestionnaires and interviews showed that the nurses were aware that medicason e
were under-reported and factors within the work environment may have contributed t
their decision to report a medication error. The study also found the typel it
error is influenced by the facilities definition of a medication error. Tdrfgs suggest
that when nurses make a medication error, they will use a decision-mategpbefore

reporting the error (Covell & Ritchie, 2009).
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Medication Error Reporting

A study by Elnour, Ellahham, & Qass&®007) reported the benefits of
implementing a computerized medication safety program called “Med Safetéool”
report all types of medication errors. The MedSafe tool is used to track docuomeotat
medication errors and adverse drug reactions. The MedSafe tool was desitimed by
Institute of Safe Medication Practices (ISMP) of Canada to encourage vgluntar
reporting of medication errors and it is hoped that health care providers candearn f
past mistakes. The study was done at Al Ain Hospital, in the United Arab Esmvatch
has 450 inpatient beds and serves as a teaching hospital to nursing students. A random
sample of 370 inpatient nursing staff as a control group completed a pre anelpost, s
reporting questionnaire and, in-service, training, and educational matezral®ftiered.
The in-services were conducted by a pharmacist with ten nurses per clatsssheas
held for 1 % hours each morning. A new medication safety program (Med Safe Tool) was
implemented in all the inpatient nursing stations. The production of medication errors
reported was analyzed. There was also a control group of 185 nurses that used the paper
incident reporting method during the same time period. The results showed areincreas
in the number of medication errors reported using the Med Safe Tool, most errors
occurred during the administration phase of a medication pass. By using theageporti
tool a no-blame culture was noticed toward reporting of medication errors.ntimegs
showed that the main reason for under reporting of medication errors were time
constraints and staffing shortages. The total number of medication errorgdegsny

the Med Safe Tool were 98 versus 11 for paper reporting during the same time period.
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The results suggested the use of computerized medication systems, bar coding and unit
dose dispensing to prevent further medication errors (Elnour et al., 2007).

A descriptive correlational study by Mayo and Duncan (2004) describedsurse
perceptions about medication errors. The study was designed to examine what nurses
believe constitutes a medication error, what is reportable, and whato#&rreporting
exist. A random sample of five thousand registered nurses was selectedah sever
settings. The population and sample were from the United Nurses Association of
California practicing in 16 Southern California acute care hospitals. Wonkgsetti
consisted of private, government, military, and health maintenance orgamizati
hospitals. The Modified Gladstone instrument was used to measure the study. A self
report survey method was used to collect data. Five thousand surveys were nthiled wi
the hope of a final sample of 1000 participants. Nine hundred eight-three nurses
responded, representing a 20% return rate. The findings revealed that there are
differences in the perceptions of nurses about the causes and reporting of oredicati
errors. Causes included illegible physician handwriting and distractedaticed
exhausted nurses. Only 45.6% of the 983 nurses believed that all drug errors are reported,
and reasons for not reporting include fear of manager and peer reactions (Mayo &
Duncan, 2004, p. 209). It is estimated that 95% of medication errors are not reported due
to the staff fearing punishment (Mayo & Duncan, 2004, p. 210).The study called
attention to the need to clarify with nursing staff what constitutes a miedieator.

Luk, Ng, Ko, & Ung (2008) used a qualitative approach to evaluate medication

errors in clinical areas of a general hospital in Macau, China hospital. Se\staresbi
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nurses who were involved in a medication error were asked to participate in gnhn-de
interview. The interviews were taped, transcribed and analyzed using cordbsisaa
Each interview lasted between one and two hours. During the interviews theppatsci
were asked about their history of medication errors. Questions such ash¢if) a s
explanation of the incident, (2) reactions of the participants with regard to thiemezfc
the patient, (3) staff and senior staff members feelings about the incét)eat, (
explanation of patient supervision after the incident, (5) the consequences aritbeduca
learned from the incident, (6) an opinion of the incident reporting system, and (7)
suggestions for improving the system. All seven participants were fewitievorking
experience between one to five years; workers in different areas imskdleal-surgical,
pediatric, outpatient, and emergency departments. All participants wereslsalins
afterwards by both their immediate supervisor and nursing administratorginggiueir
feelings and attitudes about medication error reporting. The findings duitheshowed
that no serious harm was done in the reported medication errors and patients were
managed well after the incidents, with no related complaints from the patanties.
The nurses experienced fairness and respect during the examination ofcietsnioy
administrative staff.
Anonymous Medication Error Reporting

Grant and Larsen (2007) did a comparative study by evaluating a voluntary,
anonymous medication error reporting system. This system looks mainly aingpodrt
near-miss and patient harm events, and an assessment of patient harm bydee bedsi

nurse in a pediatric intensive care unit (PICU). The study was conducted in a 32-bed
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combined medical and surgical PICU located in a university-affiliatédrgrcare

facility. The Patient Safety Report (PSR) was developed which is anranasymethod

for collecting when medication errors, near-misses, or patient harm o€higsool was
developed from review of past PICU-based incident reports and clinical exqeefiem

a group of PICU providers. The PSRs are color-coded cards in six different wstegor
that are related to different areas of PICU patient care. The categugiaboratory,
medications, equipment, patient care/dietary, patient transport, and respearyhe
study occurred during an 18-month time frame and before beginning the PSRlthe PIC
staff received a one-on-one education program, which defined levels of patiennldarm a
the need to report near-miss events. A series of educational sessiongendsrgall

patient care providers giving them the goals of the PSR.

After nine months of data collection, the health care providers realized there we
frequent reports of patient harm so the PSR was modified to assess the degieatof pa
harm. The assessment scale used was “mild harm”, “moderate harm”, ané ‘teavet
depending on the error type. The incidents collected in the PSR were compared with the
traditional error reporting that was done on paper, which is not anonymous and i8 entere
into a database for comparison. During the total 18-month study period, a total of 1,119
PSRs were reported and 590 paper incidents reported. Staff completed the paper repor
with the PSR 27% of the time. There were 698 near-miss events reported in the PSR
system and no near-miss events reported in the traditional paper system (Gaase &,

2007, p. 217).
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The main findings in this study are that anonymity in the PSR system stresses
problems with communication, patient identification, and patient transportation, and the
PSR does capture near-miss events. The study showed that the PSR is moialbenefic
than the traditional paper format in that near miss events were reported, lpatientas
known at the time of the event, more events are reported, and the two are different in
frequency and category of event (Grant & Larsen, 2007).

A study by Patrician and Brosch (2009) examined nurse’s reasons for noadicati
errors, reasons for not reporting the error, and the perceived practicemihgpn a
medical unit. The study compared anonymous medication error reports with those from
institutional reporting mechanisms. Quality of the work environment, stafftrog r@and
workload were evaluated to determine the relation with perceived erantingp
practices. The study was descriptive and correlational and included sdorens,
unusual incident reports, and actual staffing data. The data was collectadge a |
military hospital over a four-week period.

The cross-sectional survey had two instruments: the Medication Admiistrat
Error (MAE) survey and the Revised Nursing Work Index (NWI-R). The MAkzesy is
a 77-item instrument that measured nurses’ perceptions of reasons for roedigatis,
the extent of the unreported medication error, and reasons for not reporting the
medication error. The nursing work environment was measured with the NWI-Rr.surve
Each nurse answered whether they agreed with the statement “This is present i
current job situation” using the Likert Scale. The longitudinal surveys consisted of

coupon books that were developed to coincide with anonymity of the medication error or
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near-miss reporting process. The nurses could complete the coupon anonymously and
place in a locked box on the unit. There was a number or code on each coupon to
determine which unit the coupon originated from, no attempt was made to match the
coupon with the nurse so that anonymity was observed. The overall response rate for the
cross-sectional survey was 16% and 11% for the longitudinal survey using the coupon
books. It was noted that the response rates for the coupon books steadily declined over
the four-week period. The number of coupons returned (462) showed that 108 had reports
of errors, nurses committed 75 of the errors, while doctors and pharmacists cdmmitte
the other 33 errors (Patrician & Brosch, 2009).
Summary of Literature Review

The previous studies reviewed show that it is a serious and detailed problem. The
literature review found that tools have already been put into place by mditiefaii
the hopes of preventing medication errors. Computer order entry and bar coding are
among the newest technologies designed to prevent medication errors since
communication and patient identification have been found to contribute most to
medication errors. If the reporting of a medication error can be irctéashow more
accurate results of how serious the problem is, it is hopeful that education can be put into
place to eventually prevent medication errors in the future. One of the most common
issues when it comes to reporting an error is fear; a no-blame and non-punitive cult
has been applied to many areas of the health care system. It is believgdhta&iry
medication error reporting anonymous, that there will be less fear of lladghe

disciplinary action. The overall goal is to reduce the occurrence of medieators, not
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to place blame. The findings of this study can help guide future endeavors to reduce

medication errors.



18

CHAPTER 1l
Methodology

Research Design

A descriptive survey design was used in this study to determine if changing
medication error reporting to an anonymous report would cause the reportieg of t
medications errors to increase. Data used by the researcher indlyisvsts retroactive
data collected by the hospital using a Medmarx computer system called “Bss&r
Setting

This researcher used retroactive data from medication error reporting9ra@d
compared to that of 2010 in the same time period, March to May. The data was obtained
from a trauma hospital in Western North Carolina that has over 800 medical beds and
employs over 1,800 registered nurses and over 650 medical staff. The inpatient units
include medical, surgical, women'’s services, mother/baby services, orthopedioss,t
and four large ICU units. The average daily consensus of the units can range foom 15
40 beds.
Sample

The data was collected using a Medmarx computer system callédViaster”.
The entire hospital medical staff including physicians and nurses repartsiduication
errors using the Medmarx computer system. The data was collected wific gpees of
concern as to when the errors occurred: During prescribing, dispensing, daionent

or administering of the medication.
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Instrument

No instrument was used to measure this study, as retroactive data wasatmmp
notice differences in medication error reporting once it became anonynibsi&fA
were notified of the change in the reporting of a medication error and itwases] that
all error reporting would be anonymous in hopes that this method would increase
reporting of errors so that healthcare providers can learn from past miatakerevent
them from happening in the future.
Ethics and Procedure

Permission to use the data was granted by the Institutional Review BoBjdb{IR
the studied hospital (Appendix B), along with the approval of the IRB of Gardner-Webb
University (Appendix A). Before making the medication error reportirstesy
anonymous, staff were invited to attend a short in-service explaining theeddés
between the old and new method of reporting medication errors. It was noted that the
method remained the same with the exception of anonymity being added. The medicati
error reporting using the anonymous feature went “live” on March 1, 2010. Data was
analyzed to determine what statistical differences are noted frosanhe time period
during the previous year, March to May.
Data Collection

A comparison of the data from the year of 2009 to the year of 2010 was compared
to see if by adding anonymity, the medication error reporting would increlasestdff
reports a medication error using the Medmarx computer system. Thesevaral aspects

of the report: (1) cause of error, (2) type of error, (3) medication process noele ifw
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the medication administration process did the error occur), (4) staff type, and (8) da
the week the error occurred. The results are tallied on a monthly bassudiiiéooked
at the overall numbers of the total of medication errors reported, and when during the
medication process that the error occurred.
Data Analysis

Data was taken from the original study data and entered into a personal computer
by the researcher of this study. The Statistical Packages of the Snerales (SPSS)
was used for the analysis of the data. The data showed a decrease in the amarat of er
reported in 2009 to that of 2010. Data of when the error occurred in the medication
administration process (prescribing, administering, documenting, or dispewsisiglso

analyzed.
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CHAPTER IV
Results

The purpose of this study was to determine if anonymity would increase the
reporting of medication errors. The study was aimed at the amount of medicatisn err
and if the cause during the medication process of the error changed between two
consecutive years during the same time frame of three months.
Descriptive/Demographic Data

The data consists of medication error reporting from March to May of 2009
compared to that of 2010. The reporting of medication errors became anonymous
beginning in March of 2010. The results consist of a total number of errors reported in
the above mentioned time frames. The data also includes at what point during the
medication process that the error occurred; during prescribing, documeatiagribing,
dispensing, administration, or does not apply (Table 1). Although this data is relbgant, t
overall/total number of errors reported was analyzed to support or disprove that
medication error reporting will increase once the reporting processbesrzonymous.

The data collected by the researcher of this study was entered and anahyged us
the Statistical Package for the Social Sciences, version 17. Table 2 belowttstows
mean and standard deviation for the total number of medication events as well ah for ea
type of medication event for the three months of each of the years included indlgis st
The data showed a decrease in the amount of errors reported in 2009 to that of 2010.
Other data like when the error occurred in the medication administration pras®lso

analyzed.



Table 1

Number of Errors by Method
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Method March March April April May May
2009 2010 2009 2010 2009 2010
Prescribing 23 21 10 13 25 11
Transcribing 12 9 6 14 10 10
Dispensing 22 35 7 10 8 15
Administering 86 51 73 51 64 36
Does Not 11 8 15 3 9 1
Apply
154 124 111 91 116 73
Totals
Table 2
Mean number of medication errors by method
Method Y ear N M SD
Total 2009/2010 3/3 127.00/96.00 23.516/25.865
Prescribing 2009/2010 3/3 19.33/15.00 8.145/5.292
Documenting | 2009/2010 3/3 9.33/11.00 3.055/2.646
Dispensing 2009/2010 3/3 12.33/20.00 8.386/13.229
Administering | 2009/2010 3/3 74.33/46.00 11.060/8.660
Does Not 2009/2010 3/3 11.67/4.00 3.055/3.606

Apply
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The data showed that there was some statistical significance to thetthese
error during the medication administration process while there was mingndicance
in the overall amount of the reported errors. Particularly in the categorypehdiag
(8% increase), administering (30% decrease), and those reports that do n¢t@fply
decrease). No significance was found with the other listed variablesstuthe

An independent samples t-test was conducted to evaluate the hypothesis that error
reporting will increase once the reporting becomes anonymous. The test was not
significant at an alpha level of .05 for the total number of errors reported between 2009
and 20101(4) = 1.536p = .0995. The associated 95% confidence interval for the
difference in means indicates the same results since zero is included ketmtetval:
(-25.036, 87.036). Though it would seem intuitive for there to be an increase in error
reporting once it became anonymous, the results show otherwise.

An independent samples t-test was conducted on each of the sub-categories of
error reporting. For prescribing errors, the associated t-test wagmétant at an
alpha level of .05t (4) = .773p = .242. For documenting errors, the associated t-test
was not significant at an alpha level of .q8) = -.714p = .258. For dispensing errors,
the associated t-test was not significant at an alpha level a{4)5,-.848,p = .222.
For administering errors, the associated t-test was in fact sigmntiican alpha level of
.05,t(4) = 3.493p = .013. The t-test for the errors that were classified under the “Does
Not Apply” header was found to be significant at an alpha level of(49)55 2.810,p =

.024.
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Overall the results indicate that making error reporting anonymous did not
increase the total number of errors reported. However there was an incréase in t
number of errors reported in two of the sub-categories, namely “Administering” and

“Does Not Apply”.
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CHAPTER V
Discussion

Interpretation of Findings

This study examined the total amount of medication errors reported both before
and after anonymity was implemented. The study also looked at areas of wingrttueir
medication process that the error occurred. There are some limitatibresstudy,
particularly the data was collected for only three months and begun at tieptonof
the new anonymous reporting process. It is also difficult to determine if thalove
amount of medication errors decreased or if the amount of medication error geportin
decreased; surveying the staff as to their use of the new computer sysihhave
been beneficial.
Implications for Nursing

Medication errors occur every day due to human error, there is no fool-prpof wa
to prevent a medication error. Education must be the main focus to prevent medication
errors in the future. If data is collected and analyzed, and education is the facukethe
problem areas can be addressed. There must also be follow-up and account#imlitly wi
causing the nurse or health care professional to be fearful of reportingdnetion
error. We must be open to correcting the root of the problem in order to reach the overall
goal of prevention. This study showed a decrease in the amount of medication errors
reported. This may be due to an actual decrease in the amount of medicatiomaders
or may be due to a decrease in the amount of nurses and health care professionals making

a report of the error. We need to encourage reporting of all errors, no mattemiatiw
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they may be so that we can learn from past mistakes. Some small erootsd epay
help to prevent larger errors occurring in the future. It is important to eduaites
report all medication errors no matter what the degree of the medication error
Implications for Further Research

This study focused on the number of medication errors reported both
before and after the reporting process became anonymous. This was implemdrged in t
hope that by changing the reporting process, nurses and health care protessaltl
perceive a no-blame culture. Further studies will need to be compiled to detértinise
is in fact true, as there were limitations to this study. Medication dremes been a
growing concern in the health care industry and ongoing research must be donk to rea
the overall goal of no medication errors in the future. While this study did tallipensm
and compare two separate years, it is believed that further research should toe done
determine the use of the computer system to report the error. It is possilohethedtion
errors are being made, but not reported, possibly due to time constraints. As aifgllow
more research could be compiled to determine what specific educational needsehe
to prevent medication errors from happening in the first place, as educatidyertiesy
key in prevention. In the future the process of reporting an error will baress t

consuming to encourage use of a medication error reporting process.
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