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Abstract  The purpose of this study was to evaluate nurses’ perceptions and the barriers that decrease the 
likelihood of reporting a medical administration error. Medication administration errors are a significant problem 
within the healthcare community and may be underreported or not reported due to a variety of factors. These may 
include personal perceptions, fear, misunderstanding of what constitutes an error, whether the significance of the 
error changes the requirement that all errors should be reported, and apprehension of the consequences for reporting 
and handling the error. This study included a quantitative survey of nurses in the KSA region and asked questions 
relating to their fears, perceptions, potential barriers, perceived barriers, and beliefs regarding medication 
administration errors. As was found, nurses underreport errors and may not consistently understand that all errors, 
regardless of perceived significance, should be reported through the same channels as for all other errors. This study 
also found that nurses tend to lack honesty with regards to their beliefs about how they report their own medication 
administration errors in; leading to the assumption that nurses either do not understand the appropriate protocols for 
error reporting or do not believe they have committed errors when they have. Finally, this study has offered 
suggestions for changes to the error reporting framework to dispel misconceptions and ensure nurses understand that 
all errors need to be reported regardless of significance, perceptions, or related fears. 
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1. Background and Overview 

1.1. Introduction 
Medical Administration Errors (MAEs) are occurrences 

of humans or are system transcription-related errors in 
which patients are administered incorrect dosages or 
incorrect medications, or in which they sustain surgical 
injuries, or MAEs occur when patient identity is mistaken 
in some form [1]. Other errors related to patient treatment 
can be less serious, but still result in an MAE and must be 
reported by the nurse within the system. Upwards of 65% 
of nurses have either experienced MAEs directly or have 
heard about MAEs from co-workers working on similar 
shifts [2]; however, most errors are never reported due to 
nurses’ fear of being reprimanded or fear of being judged 
due to incompetence [3]. As Alduais, Mogali, Al Shabrain, 
Enzazi, and Al-awad [4] explain, “the most common 
barriers preventing the staff from reporting the medical 
errors are fear of being blamed, fear of being punished, 
difficulty in filling the form, lack of knowledge of what 
should be reported, or the medical error reporting system 
is inadequate” (p. 72). Regardless of the reason, it is 
estimated that nearly 100,000 people die every year from 
MAEs that are never reported [4]. 

Further, in most cases, there is no established process 
for checking on and handling errors that do not also 
include blame on the individual [4,5]. Also, administrative 
staff do not generally check randomly for errors without 
causing additional problems among staff through 
suspicion [6,7]. An additional significant barrier to 
achieving error-reduction in healthcare systems, is the 
capacity for data collection on all types of medical 
administration errors [8]. Even though MAEs are a 
substantial problem for healthcare systems, MAEs remain 
either underreported, unreported, and/or untracked to help 
administrators and nurses identify where improvements to 
a system could be achieved to improve care [9,10]. And 
consistently, nurses are simply refusing to report MAEs 
[2]. 

Important to this study was the lack of research in the 
area of healthcare, safety, quality, and guidelines for 
reducing MAEs through more accessible error reporting 
processes. By region, Saudi Arabia is limited in its 
academic research as well [11]. Thus far, there is a lack of 
an established system geared towards error reporting, and 
there is a sizeable lack of research investigating and 
analysing the obstacles to MAE reporting amongst RNs in 
the KSA [12]. Secondly, when considering that patient 
safety and nursing practices are negatively affected as a 
result of medication errors, the study will motivate  
those who are responsible for developing policies and 
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procedures in the KSA to highlight and direct greater 
efforts towards ensuring MAE reporting amongst 
registered nurses. 

Therefore, the context of this study was in Qassim, 
which is positioned in the KSA’s central region. In this 
area, there are 159 primary healthcare centres, 18 public 
hospitals and 5 private hospitals. Also, there are 
approximately 8,000 nurses tending to 2,700 beds [13]. 
The government of the KSA provides all citizens of the 
country with free healthcare services, as noted by  
Alkolibi [14], with the system categorised into a national 
healthcare system. Responsibility falls to the government 
to provide healthcare services through various private and 
public hospitals and primary healthcare centres (PHCs). 
The Saudi Ministry of Health (MoH) is recognised  
as the government agency afforded the responsibility  
of providing curative, rehabilitative, and preventative 
healthcare services.  

1.2. Significance of the Study 
There have been many academic studies on MAE 

reporting and nurse perceptions; however, there exists a 
gap in the literature in comparing the perceptions of 
nurses and perceived barriers to the reporting process. 
There is empirical evidence that nurses consistently refuse 
to report errors [6,15,16]; however, there is little in the 
literature to explain whether changes to a system would 
have an impact on nurse behaviours and feelings towards 
MAEs. 

Aboshaiqah [11] explained that, of all the barriers  
to error reporting, “fear, disciplinary action, and 
punishment” (p. 130) were the most significant to nurses. 
In this, healthcare systems create a significant obstacle: 
principally by making the punishment for an error too 
serious in consequence for the error to be consistently 
reported, even by nurses who value their work and 
patients highly [17]. Reason [1] places additional criticism 
on healthcare system administration, noting that the entire 
purpose of error departments is to properly punish the 
individual involved, incite fear among other nurses and 
staff to ensure the error is not repeated, and mandate 
extensive or repetitive training for an incident that was 
potentially accidental and not negligent. This is an 
important distinction and has not been disproven in the 
available literature on this topic, making Reason [1] an 
important source on the barrier of punishment that nurses 
experience or perceive. Anderson, Kodate, Walters, and 
Dodds [7] cite the same; however, also note that the 
propensity to not report errors is generally accepted within 
departments because being punished or dealing with 
colleagues who have been punished is too difficult to 
manage with all of the other stressors in the day to day. 
This leads to the assumption that the system actually 
promotes the underreporting of medical administration 
errors. 

Therefore, because medication errors adversely affect 
nursing practices, quality patient care, and patient safety, 
this study presented an important discussion in the field to 
determine why nurses are consistently underreporting 
MAEs. Further, this study explored systemic issues for the 
process of developing policies and procedures in Saudi 

Arabia to place a greater emphasis on the importance of 
nurses reporting MAEs. 

1.3. Aims and Objectives of the Study 
The primary aim of this study is to identify? Barrier 

elements within the Saudi Arabian healthcare system that 
make medication error reporting more difficult for nurses. 
The objectives are to examine whether improvement to 
these elements would change nurses’ perceptions and 
perceived barriers to error reporting. The study seeks to 
provide an understanding of MAE reporting practices 
amongst registered nurses, and determine reasons why 
nurses avoid reporting MAEs. Further, this study sought 
to contribute to developing organisational guidelines  
and medication administration policies to change the 
likelihood of nurses’ reporting MAEs. Finally, this study 
made the assumption that there are certain influencing 
factors at each stage of the error. This means that an 
occurrence management process can be used to track 
choices made by the nurse prior to the error, during the 
error, and following the error to determine whether the 
system for reporting the error increased the likelihood of 
the error’s occurrence. 

1.4. Research Questions 
This research hypothesizes that there are connections 

between demographic characteristics that link similar 
perceptions of error reporting by RNs in Saudi Arabia. 
The research questions have been formed based on the 
Almutary [18] study to determine whether nurses are  
more or less likely to report errors based on specific 
characteristics, perceptions, or fears. The research 
questions for this study included: 

1.  How accurately are medication administration 
errors reported by RNs in Saudi Arabia? 

2.  Are RNs working in Saudi Arabia aware of the 
importance of reporting medication administration 
errors? 

3.  If medication errors are not reported accurately, 
which factors affect the willingness of RNs to 
report medication administration errors in Saudi 
Arabia? 

4.  Is there a relationship between nurses’ demographic 
characteristics and their willingness to report 
medication administration errors in Saudi Arabia? 

1.5. Summary 
Chapter One has presented a brief overview of the 

background, rationale, significance, and aim of this study 
on perceptions and perceived barriers to nurses in regards 
to medical administration errors within the Saudi Arabian 
healthcare system. Due to the serious nature of MAEs, this 
study sought to identify why Saudi nurses, knowing the 
consequences for patients and the healthcare system, 
would fail to consistently report MAE occurrences. As the 
current literature contains a gap in the comparison 
between nurses’ perceived barriers and their likelihood of 
reporting MAEs both internationally and in Saudi Arabia, 
this study sought to fill the gap and, if possible,  
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demonstrate significance in certain barriers over others. 
Chapter Two reviews the available literature to examine 
current MAE reporting procedures in Saudi Arabia and 
factors most likely to contribute to inconsistent MAE 
reporting to determine the most impactful barriers for 
nurses. 

2. Literature Review 

2.1. Introduction 
Throughout the course of patient care, medication 

errors can arise, whether during the prescribing, 
dispensing, administrating, or transcribing stage [19]. 
MAEs are acknowledged as a significant threat to patient 
safety, which results in a greater degree of mortality  
and morbidity [12]. In the view of Bower, Jackson,  
and Manning [20], medication administration errors 
encompass anything outside the prescribed or intended 
action for the patient as administered by the doctor, nurse, 
or nursing staff. This includes each stage of the 
medication administration process, from selection to 
administering the medication to the patient [20,21]. 
Alsulami, Conroy, and Choonara [15] believed that MAEs 
should include incomplete patient charting; and further, 
Shawahna et al. [22] added context to patient charting, 
meaning every question should be acknowledged during 
patient interviews. Shawahna et al. [22] also noted that 
proper behaviours should be followed, including any and 
all drug administration procedures, and any applicable 
dispensing and disposing instructions. As Bower, Jackson, 
and Manning [20] cited, the process is complex and  
time-consuming; which, in and of itself, can create 
moments for misuse, miscalculation, misreporting, and 
lead to incidents where nurses would prefer to avoid 
reporting the incident due to the immensity of the situation 
[23,24]. 

Further, error reporting is a fundamental practice in 
nursing; if this is not done, medication safety will not 
improve and system weaknesses will not be amended to 
reduce or altogether circumvent instances of medication 
error. This is because healthcare practitioners can learn 
from their mistakes and implement different practices. 
Within the system is a process for reporting in which a 
numerical value is given, which could provide valuable 
insight into the causes underpinning the medication errors 
and the processes that can be improved upon. Nonetheless, 
very few research efforts have been directed towards 
safety issues, such as that of MAE reporting, in the Saudi 
context. Accordingly, it is critical that the possible  
factors and issues potentially contributing to medication 
error reporting failure amongst nurses be identified and 
examined. 

Error reporting and recording requires a sufficient  
and professional system, especially when seeking to 
encompass medication errors, with such a system 
providing consistent and accurate information relating to 
the reasons behind error occurrence, and further allowing 
changes to be made within the healthcare system so as to 
reduce such errors [8,10]. A system such as this is viewed 
as fundamental, not only in relation to patient safety but 
also for the organisation as a whole: essentially, the 

system enables the more proficient identification of errors 
and thus can facilitate prevention [25]. 

2.2. Reporting of Medication Administration 
Errors 

When medication errors arise, it is common for nurses 
to be positioned at the frontline as they are responsible for 
administering most medication requests in hospitals [9,22]. 
From an ethical and professional perspective, nurses 
shoulder the responsibility for performing their job in the 
best interests of their patients and for protecting those in 
their care; such as through the safe administration of 
medications [26]. Accordingly, ensuring improved patient 
safety through fostering a culture that encourages the 
empowerment of nurses to identify, challenge, and report 
unsafe practices, including those relating to medication 
administration, is critical [27]. Notably, however, the KSA 
is lacking a countrywide benchmarking database for 
nursing quality indicators, including MAE reporting [28]. 
Furthermore, in regards to safety problems occurring from 
MAEs, data is lacking which highlights healthcare system 
deficiencies [12] and informs on the untouched area of 
research that is preventing, challenging, and reporting 
MAEs in the KSA. Further, in many healthcare systems in 
the KSA, the ease of error reporting makes the process too 
difficult for nurses to manage with all of their other duties 
during the day to day [21]. Not only can such issues cause 
health facility challenges in terms of implementing safety 
and quality standards in the KSA’s nursing practices [28], 
but unmanaged MAEs can exponentially reduce the 
overall quality of care available. Further, Asad et al. [21] 
noted that the entirety of the system is designed to make 
errors easier to create, and does not leave a lot of room for 
fixing them after they occur. 

The difficulty in implementing a system-wide MAE 
reporting system is that the errors either come from the 
staff through negligence or accident, or the errors come 
from the system itself. Indeed, there are two common 
approaches to handling MAEs in a healthcare system: the 
person approach, or the system approach [1]. In the person 
approach, blame is placed directly on the individual 
involved in the medical error and “views these unsafe acts 
as arising primarily from aberrant mental processes such 
as forgetfulness, inattention, poor motivation, carelessness, 
negligence, and recklessness” ([1], p. 768). Other person 
errors tend to occur due to other errors, oversights, 
misunderstanding directions, or mishandling information 
due to any reasons encompassed by being an 
overburdened human working too many hours on an extra 
shift [20]. The system approach assumes that the nurses 
and administrators are trained well enough so that errors 
should never be intentional; however, errors can still occur 
when charts have been mishandled, when doctors give the 
wrong information, when patients give the wrong 
information, or when communication breaks down along 
the way between doctor, administrator, nurse, patient, and 
back up the line from patient to doctor [29]. 

Regardless of the reason or type of error, the reality is 
that errors are not being reported due to fear, perception of 
the seriousness of the mistake, perception of blame, and 
administrative rules. In a system where MAEs are 
consistently reported, barriers to reporting would not be a 
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concern; however, in a system limited by the barriers, the 
greater concern is realistically addressing the barriers. 
This means addressing the barriers directly; as though they 
are a separate element to the error reporting system. This 
will help ensure a better understanding of the barrier 
impact and the limitations created by the barriers. Once 
barrier impact is discovered and evaluated, then measures 
can be taken to address each barrier individually. It would 
become a systemic discovery and evaluation process in 
which barriers can be resolved or reduced. At the same 
time, the limitations created by the barriers can also be 
addressed. This would mean beginning an educational 
process among administrators, doctors, and nurses to help 
establish the value of error reporting for both patient 
safety and the overall quality of care provided in the 
hospital.  

2.3. Types and Nature of Errors 
Errors can encompass any aspect of patient care or 

charting. Errors can be seemingly insignificant to a nurse, 
critical mistakes made during patient care, or they can be 
exceptionally dangerous and cause immediate harm to a 
patient [16]. In any regard, the nature of errors is 
something highly discussed in the literature as numerous 
sources have attempted to understand what leads to more 
errors or why nurses consistently refuse to report those 
errors. Agreement has been made that fear, perception of 
punishment, and the role of administration in handling 
errors, discourage nurses from reporting errors [12,17]. 
However, what the literature cannot agree upon is the root 
cause of the barrier to medication error reporting and the 
framework to change the cause in a substantial manner 
[30,31]. 

Research by Reason [1] considers fear-based approaches, 
noting that people were more likely to commit errors 
when they react in fear-based situations. Errors like these 
may not be immediately apparent; but further, errors of 
this type may become systemic and repeated by the same 
individual over time [5,21]. This leads to the implication 
that human error is more substantial than believed; 
however, also implies that there must be consideration for 
the human element. Further, even in the best and most 
efficient systems, errors can occur due to the human 
element; which means that some errors can never be fully 
rectified, addressed, or handled in a way that would 
change the degree of human error responsible for 
accidental errors. Therefore, types and the nature of errors 
can be mild to extreme, depending purely on the context 
of the hospital and the individual’s current day-today 
stressors. 

Additionally, errors can be caused by simple, 
unpredictable factors like monotony, competency, or 
simply miscommunication [32]. This can also include the 
variability of the day-to-day, the daily toil of caring for 
patients, and completing paperwork [32]; or, errors can be 
caused by nurses not fully understanding the technology 
required for entering patient information [6]. Over and 
over, the literature noted that time spent on the job, 
additional tasks added to an already busy day, too many 
conflicts among co-workers, additional stress from the 
home or work environment, and any number of other 
internal or external factors could drastically increase the 

likelihood that a seasoned nurse makes a medication error 
[4,11,21,31]. Indeed, stress and additional factors that 
influence stress were commonly discussed in the available 
literature, making stress and factors that influence stress 
one of the primary themes to the literature on the creation 
of medication errors. Therefore, even in organizations 
where nurses regularly report errors, there can be 
circumstances that increase the likelihood of an error. 
Further, errors caused by stress or workload may be errors 
that go unreported because nurses may forget an error was 
made or be too stressed to realize that an error occurred. 

2.4. Causes and Factors that Contribute to 
Medication Administration Error 

An organisation’s culture that is seen to encourage the 
safety of patients is closely related to healthcare staff’s 
errors [23]. As such, garnering insight into the barriers to 
MAE reporting, as perceived by nurses, is a critical stage 
in improving overall medication safety. In the KSA, on 
the other hand, researchers have directed very little 
emphasis to MAE reporting-related obstacles amongst the 
nursing population [17,27]. Despite the fact that a number 
of studies have considered the issue of medication errors, 
very few have examined the link between medication 
errors and the characteristics of nurses as a factor in 
medication error predictors [4,11,21]. 

This leads to the implication that research is far from 
understanding the real reasons for errors and linking the 
likelihood of errors to characteristics could potentially be 
an invaluable relationship. To this, Cheragi et al. [2] 
explained that, in many cases, demographics and 
characteristics can have nothing to do with the creation of 
errors or the lack of error reporting. The authors noted that 
“there were no statically significant relationships between 
medication errors and years of working experience, age, 
and working shifts” (p. 229). However, the authors also 
noted that “a significant relationship was found between 
errors and intravenous injections and gender, likewise 
errors in oral administration were significantly related to 
the number of patients” (p. 229). This means that there are 
some instances when the type of error is more related to 
certain characteristics; however, the workload, including 
the number of patients needing treatment in a given shift, 
can have as much to do as anything, with the cause of 
errors. 

Importantly, in these circumstances, nurses may not 
report errors because they feel shame; but more likely, 
they will not report errors because they may not have 
noticed an error being made. This means that job stressors 
and workload in a given shift may be more critical to the 
creation of errors than any other factor. If this is the case, 
then, nurses are not as at fault as administration would 
have them believe. It also means that errors could 
immediately be reduced given a higher number of nurses 
on shift or additional staff to reduce workload where 
possible. 

Additionally, the reporting process is not uniform 
across healthcare systems [3] nor is it simple for nurses 
even when an error is caught and reported immediately 
[34]. This means that the process itself, in some ways, is 
what makes error reporting more difficult for nurses. For 
instance, Tabatabaee et al. [3] gave an example in which 

 



 American Journal of Nursing Research 602 

errors not reported leads to more errors of the same type. 
However, in the same instance Tabatabaee et al. [3] 
explained that nurses may not know the error exists or 
may not want to report the error due to the amount of 
work involved in resolving the error. For errors that seem 
insignificant to the nurse, like administering medication in 
a lesser dose, the results may not even be immediately 
apparent. True And, by the time the error could be 
reported and handled by staff or administrators, the nurse 
would already be administering a second dose to the 
patient due to the time elapsed. Thus, in this scenario, the 
nurse may feel that time would be wasted reporting and 
handling the error; especially in cases where the nurse 
believed the error may not have caused any harm or be 
noticed by any other nurse or staff. 

This does not account for nurses who do not realize that 
an error has been made [11] or nurses who cause an error 
by making a previously-made error [3]. Tabatabaee et al. 
[3] mentions cases where nurses can be overburdened and 
have too many tasks on their schedule to effectively 
complete every task on time and without issue. In these 
circumstances, human error can be made, like a nurse 
forgetting to document a patient allergy, and errors can be 
made further down the line due to that initial error. 
However, though the nurse did not realize at the time that 
an error was made, there could be instances down the line 
where other nurses realize a mistake had been made and 
attempt to rectify the mistake, by noting the patient allergy 
in the chart, without acknowledging that a specific nurse 
actually made the mistake. These cases, despite being 
categorized as errors [11], may not be reported either, due 
to nurse relationships within the workplace environment 
[3]. These errors can extend to a nurse’s noticing an error 
made by a colleague and deciding to not report, and they 
can also extend to a nurse that sees an error in passing but 
does not stop to handle the error or report the error 
because they think another nurse is tending to the situation 
[3]. 

These instances demonstrate that error reporting may 
not be as simple as noticing an error and reporting that 
error immediately to administration for appropriate 
handling [4,11,21]. It also means that, in some cases, 
nurses may not consciously believe an error was made or 
that the error was significant enough, in their eyes, to be 
reported [3]. Therefore, the argument becomes something 
of a moral one, in which nurses are tasked with reporting 
an error, no matter the type of error or scale of error, 
simply because an error was made and that is the process 
required for errors in the medical field.  

The inherent problem with this, however, as sources 
including Bahadori et al. [31], Almoajel [17], and 
Almutary and Lewis [12] discussed, is that there are 
ramifications for reporting that, even in circumstances 
where the nurse believes the consequences are 
insignificant, the error reported becomes a mark on the 
nurse. They have now confirmed an error and may be 
watched by superiors and others to ensure that additional 
errors do not occur. For errors that seem inconsequential 
to the nurse, the anxiety of making staff, doctors, and 
other nurses aware of an error may be far too significant a 
source of blame and create an added barrier to reporting. 
However, in the long-term, not reporting errors could lead 
to not reporting more serious errors, and even more 

significant errors, because the nurse did not report errors 
initially and the ease of not reporting again may be more 
desirable than reporting the error. The nurse then creates a 
greater barrier to reporting due to past behaviors and 
perceptions of non-reported incidents.  

However, this does not account for errors made out of 
oversight, forgetfulness, belief that another nurse has 
reported the error, or any other circumstance brought 
about by a long day of work in a stressful environment 
[4,11,21]. Errors caused by these human circumstances, 
though still errors of great significance to the process of 
error reporting, may be easier to let slide or fail to report; 
especially in cases where the nurse realizes that a mistake 
was made but the situation was resolved without any 
visible consequences for the patient or quality of care [12]. 
Not only does this become a moral issue, but the process 
for error reporting becomes a decision, an active decision 
to not report an incident because the nurse believes the 
error or oversight was handled without additional issues. 
In these cases, the nurse may begin to report less overall 
and feel that errors with no visible consequences are not 
errors that necessarily need to be reported since they have 
been resolved through other means [26,33,34].  

2.5. Strategy to Minimize Medication 
Administration Errors 

Minimizing errors begins with understanding what 
causes reduced error reporting. This means that any 
strategy intended to increase error reporting must first 
address the causes of under or non-reported errors, errors 
resulting from human oversight, errors seen but not 
reported due to nurse relationships, errors seen but not 
reported due to belief that others would resolve the issue, 
and errors seen but forgotten about during the course of a 
stressful day [3]. At this stage, understanding that nurses 
may forget, choose, or simply fail to report an error is the 
primary step in acknowledging that the system needs work 
and an additional strategy is needed to resolve underlying 
reasons as to why nurses may or may not report  
an error. Also, this assumption implies that nurses are 
underreporting errors they, personally, may feel are not 
consequential to the overall quality of care and that 
serious, consequential mistakes are reported and handled 
immediately. However, it could be argued that, even in 
highly dangerous mistakes, nurses may feel the same 
hesitancy in reporting errors as they would in errors  
that seem devoid of consequences [26,36,34]. Therefore, 
the assumption has to be made that, regardless of 
circumstance, type of error, perceived seriousness of the 
error, or workload of the nurse on a given day, every error 
must be reported with the same intent to resolve the issue 
and improve the process for handling mistakes in the long 
term.  

Therefore, the strategy must include a process for 
addressing error reporting within the hospital directly to 
determine whether the nurses in Saudi Arabia feel  
the same about error reporting as their counterparts  
in the literature. Then, assumptions can be made and 
frameworks can be implemented to determine how error 
reporting can be immediately improved and improved 
over the long term [26,33,34]. Importantly, a strategy for 
error reporting should include stages in which errors of 
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every type can be handled effectively while promoting an 
environment in which errors, though part of being human, 
are something that nurses need to acknowledge and 
actively work against [26,34]. Further, Mohammad, 
Aljasser, and Sasidhar [33] noted that sometimes altering 
the frequency of errors is as simple as giving nurses time 
off between long stretches of shifts. Many hospitals in the 
KSA currently do not have a limitation on the number of 
hours a nurse is allowed to work following an unexpected 
shift in which a stressful circumstance occurs [13,33].  

Therefore, the system needs improvement in terms of 
recording and reporting errors by understanding the reasons 
and factors behind the occurrence of errors [33,34] along 
with the development of a way to reduce the number of 
errors caused purely by humans [24,35]. Then, the process 
becomes less about punishing nurses who make errors  
and more about improving the quality of patient care  
by nurses being mindful of errors that can be easy  
to make under stress, higher workloads, or simple 
forgetfulness [1]. In turn, nurses would begin to exhibit 
more mindfulness in regards to daily tasks and tasks 
undertaken during more stressful times, because it may 
become easier to be mindful of verifying tasks over 
working without conscious thought which can lead to 
unintentional mistakes [36]. They may even see potential 
errors before they occur and take steps to avoid them [32]. 
Once every nurse begins to shift their way of thinking, and 
the system begins to help better manage mistakes and 
resolve errors without punishment or fear, the system may 
begin to have higher degrees of efficacy, lower rates of 
error, and nurses with less fear and reduced stress over 
potential errors [33,36]. This type of system is essential, 
not only in terms of ensuring patient safety in general, but 
also for enabling improved error identification and, as a 
result, the prevention of critical errors [33,34].  

Bahadori, Ravangard, and Aghili et al. [31] believed 
that patient safety can be ensured to an even greater 
degree when a priority is placed on “establishing a 
mechanism to improve quality rather than focus only on 
finding the culprits and blaming them” (p. 1). Al-Saeed 
[37] cautioned that even a semblance of blame can reduce 
error reporting; while Alghami and Urden [28] cited a 
need for reestablishing the value of improving quality 
overall instead of spending time on the faults that can 
occur. A blame process is not efficient, nor is it 
appropriate for resolving errors [1]. And more, a blame 
process shifts the ideological stance that the error is the 
only focus and not the quality of care [27]. When nurses 
are afraid for their job and make a mistake they feel is 
inconsequential, additional mistakes can cascade if that 
first mistake was never reported. They may even feel 
overwhelmed by the past mistake and fear that, if they 
report the mistake, they’ll make even more mistakes due 
to increased pressure from co-workers and administrators 
[38]. This can extend to situations where the nurse makes 
a mistake, fails to report the mistake in a timely manner, 
then makes another similar mistake. If they report the 
second mistake, they should report the first mistake; 
however, they may be in even more serious trouble for not 
reporting the first mistake in a timely manner [31,38]. As 
the authors found, even when nurses made an error, and 
were aware of the error, the likelihood of the report being 
made was not based on patient safety, but the nurse’s own 

concern of being punished [31]. To some extent, 
administrators and “managerial factors had [even] greater 
roles in the refusal” ([31], p. 1) to report an error because 
nurses felt insecure or fearful of being reprimanded by 
their leaders. They may also fear having a mark in their 
record or fear that a promotion may be lost due to a 
mistake they believe to be inconsequential [31,38]. 
Therefore, systems that place blame on the individual are 
missing the greater context of the fear that reduces the 
likelihood of errors being reported and that may even 
contribute to additional errors, even of the same type, 
being made in the future [34]. 

Additionally, Bahadori et al. [31] noted that administration 
was one of the primary factors for non-reporting; which 
means that the system for reporting is inadequate and 
creates a substantial barrier. The authors suggested 
“designing a system for reporting on medication errors 
properly and accurately, training nurses in the quality of 
reporting on medication errors and above all, establishing 
a mechanism to improve quality” (Bahadori et al., p. 5). 
This mechanism would change the rate at which nurses 
report errors, thus “reducing their occurrence, and, finally, 
improving patient safety” (Bahadori et al. p. 5). Ultimately, 
this would be a major change within the nursing 
environment and many hospitals may not be capable of 
implementing a more sufficient system for error reporting 
than the one they currently have. Much of this can also be 
attributed to frustration at the current system and 
administrators not understanding why nurses would 
respond to error reporting with fear or apprehension. 
Therefore, a change at the level required would include 
education from the top down, from administration to 
doctors to nurses, to reestablish the importance of error 
reporting and demonstrate appropriate methods for 
reporting that reduce blame and fault. 

2.5.1. Changing Attitudes towards Errors and 
Reporting an Error 

Barriers to error reporting are primarily created by the 
nurses themselves due to perceptions, fears, previously 
reported errors, and the environment in which errors are 
expected to be reported. Alanko and Nyholm [36] offered 
the thought that changing attitudes towards MAEs must 
first start with “developing and improving the physical 
environment” (p. 2) after which “error reporting, and 
medication management protocols [can be] emphasized as 
methods to prevent medication errors” (p. 2). This is a 
simplistic way of identifying the fact that the barriers to 
reporting come from the process of reporting, the process 
for handling errors, and the lack of encouragement from 
administration to report errors without punishment. That 
said, changing attitudes would require a shift in the 
framework for communication between nurses, doctors, 
and administrators. For this to occur, there would need to 
be an educational process required of all staff that 
imparted the importance of reporting and the significance 
of accountability for crossing the barrier and reporting an 
MAE. For instance, given that fear and negative 
perceptions are critical barriers, reducing the impact of 
these barriers would require a direct impact on nurses’ 
fears and perceptions regarding the reporting process. The 
suggestion, then, is that an accountability process be 
enacted that rewards nurses for reporting errors that could 
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have been dangerous [31,36]. Acknowledging the mistake 
in this way would lead to a greater response time for 
correcting the mistake and reduce the fear associated with 
reporting. 

2.6. Summary 
Chapter Two explored the available and relevant 

literature related to the severity of the problems created by 
barriers to medication reporting processes. Ultimately, 
systems are inadequate for handling error reporting; but 
further, an organizational system may be the root cause of 
error occurrence. Therefore, as is explored in the next 
chapter, research was conducted to evaluate a more 
adequate error reporting system and related educational 
processes needed to ensure nurses understand the 
significance of errors, understand that admitting fault is an 
important part to error recovery and handling, and, 
through changes to administration, alter the system of 
blame placed on nurses in error. 

Patient care outcome improvement is often the focus for 
reporting medication errors. This approach to care is 
central to many health care facilities. 

3. Methods 

3.1. Introduction 
The purpose of this chapter is to explain and establish 

the methodology and research design used during this 
current study. This study was designed to identify 
elements within the Saudi Arabian healthcare system that 
make error reporting more difficult for nurses. This study 
assumes that nurses either do not report errors due to their 
misunderstanding of the severity of the error or they do 
not report the errors due to fear or other factors which 
would make handling and moving on after the error more 
difficult. Therefore, this study has been designed to 
determine the factors most likely to impact a nurse’s 
likelihood of reporting and to determine the factors or 
reasons why nurses may fear reporting errors or decide to 
not report errors altogether. Finally, this study assumes 
that there may be certain factors prior to the error, during 
the error, and following the error that are more likely to 
increase the likelihood of the error’s occurrence or 
recurrence. 

3.2. Research Design 
The research design of this study has been modelled 

after the Saudi Arabian Nursing Medication Error study 
[18] which established a descriptive correlational design 
through the use of a structured survey that focused on 
identifying factors most closely related to avoidance of 
error reporting by nurses in Saudi Arabia. The design then 
follows a quantitative approach to the data to provide a 
rationale for the given factors that may be most related to 
error reporting avoidance. Therefore, the present work 
gathers data through the application of a structured 
questionnaire [39] and utilises the MAE Reporting Scales 
tool developed by Wakefield, Uden-Holman, and 
Wakefield [40] and validated by Almurary [18] to 

determine the overall inclination of registered nurses to 
report medication administration errors. Three individual 
items were measured: 1) demographic and background 
data, 2) opinions and views pertaining to MAE, and  
3) possible barriers facing the reporting of MAEs. The 
questionnaire was administered amongst a sample of RNs 
working in Saudi hospitals, recruited through convenience 
sampling. Nurses had the opportunity to opt out of the 
survey prior to responding to the questions; however, as 
the results were anonymous, there was no feasible way to 
remove survey results for an individual if they decided to 
opt out at a later point. 

3.3. Setting 
The context of this study was in Qassim, which is 

positioned within the KSA’s central region. In this area, 
there are approximately 8,000 nurses tending to 2,700 
beds [13]. The healthcare system in this region is free and 
categorised as a national healthcare system [14]. As the 
government, or the Saudi Ministry of Health, is 
responsible for providing the healthcare services, certain 
assumptions were made about the quality of care available 
throughout the healthcare system. These assumptions 
included basic curative, rehabilitative, and preventive 
healthcare services for the residents of the KSA. Therefore, 
this study was carried out in two public hospitals (tertiary 
referral centres), both of which are supervised by the 
Ministry of Health (MoH) in the Qassim region.  

3.4. Sample 
There are approximately 8,000 nurses, both domestic 

and international, working in the KSA. A total of 400 
nurses from two Qassim hospitals in the Kingdom of 
Saudi Arabia (KSA) were approached to take part in a 
written survey, of whom 293 responded (73.25% response 
rate) and agreed to take part in the questionnaire. This 
meets the goals of the participant selection process which 
was to achieve between 250-300 participants. The subjects 
were recruited from the nursing population, regardless of 
the ward in which they worked, but they must have 
worked in their hospital setting for a minimum of one year 
so as to ensure their participation in the administration of 
medication. Both incidental and convenience sampling 
were applied based on the Schneider and Whitehead (2013) 
model for selecting participants that met the population 
and sample requirements. The criteria for the sample were 
as follows: 1) subjects needed to be enrolled and 
registered nurses, 2) nurses could be Saudi or non-Saudi 
nationals, 3) work experience in the hospital setting had to 
be a minimum of one year so as to ensure their 
involvement in medication administration practice, and  
4) all nurses had to be fluent in English to avoid 
interpretation or transcription errors during the 
questionnaire. There were no other inclusions necessary 
for this study; however, an assumption was made that 
nurses recruited for this study would have a basic 
knowledge of error reporting procedures in their ward and 
have knowledge about the process and procedures for 
error reporting. This assumption was made based on the 
context of this study and the inference that nurses in the 
KSA were expected to report errors when they occurred, 
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regardless of circumstance [2]. As Griffith [26] explained, 
“while nurses can interpret the values and principles for 
use in community settings, the standards are not 
negotiable or discretionary” (p. 458). This means that, in 
spite of how nurses handle error reporting, they were 
expected to know, understand, and follow the rules for 
error reporting regardless of circumstance or type of error.  

3.5. Research Instrument 
The questionnaire is similar to the questionnaire used in 

the Saudi Arabian Nursing Medication Error study [18] as 
this study sought to identify similar factors in error 
reporting avoidance. Additionally, this study used the 
“Unwillingness to Report medication Administration 
Errors’ Scale...[that measures] high internal consistency 
for the scale with a Kuder-Richardson Formula 20”  
([18], p. 21). This means that factors are measured for 
consistency ratings between other factors to determine 
whether some factors related more consistently to others 
or if nurses felt more consistently towards certain factors 
over others. As Almutary [18] explained, there are several 
assets and several failures to using this particular method. 
On one hand, the survey process through consistently 
allows for themes to be connected and explored; however, 
in the themes there is the limitation that other factors 
which may be important to the study’s conclusions get left 
behind. Additionally, there are circumstances in which 
respondents may answer positively towards one factor and 
negatively towards another related factor, regardless of the 
authenticity for actually rating one positive while the other 
is rated negative. In these cases, a thematic approach may 
be equally limiting because it is important to review all 
factors both within and outside of the context of themes. 

Therefore, based on the focus of this research, to 
identify possible barriers and outcomes of MAEs, there 
must be a framework for identifying the root cause of 
particular factors once the data has been collected. To 
meet this need, the theoretical framework for this analysis 
utilised the Root Cause Analysis (RCA) as explained  
by Doggett [42] in conjunction with API’s [30] RCA 
investigation to identify, describe, and eliminate errors in 
the reporting system caused through accident, mistype, or 
other fixable errors. The RCA framework asserted that the 
event occurring can be altered when the types of errors 
being caused are understood and a system is implemented 
in which errors can be prevented. Therefore, identifying 
when MAEs most often occur, and when they could be 

preventable, is fundamental to the thesis. API’s [30] RCA 
system outlined seven primary objectives to identify, 
describe, and plan for preventing errors by defining their 
root cause to form preventive outcomes in future 
situations. These objectives included: 1) identify the event, 
gather information, 2) select leadership, 3) describe incident, 
4) define factors, 5) define root causes, 6) prepare changes 
and implement them, and 7) monitor the changes and 
evaluate the outcomes ([30], p. 1). For the purpose of this 
discussion, it was important to evaluate all factors, large 
or small, which could impact the nurse’s MAEs, reporting 
of MAEs, or prevention of MAEs while defining reasons, 
based on personal characteristics and from within the 
workplace environment, which could impact MAEs both 
initially and in the long-term. Based on this, the objective 
was to discover legitimate root causes for MAEs and 
prepare a framework for implementation in the KSA that 
could prevent or reduce MAEs and drastically improve the 
error reporting process for nurses. If environmental factors 
were most significant, changes were supported to reduce 
environmental factors on increased MAEs or it was 
determined where changes could be made to the 
workplace environment to remove the catalyst in MAEs. 

Doggett’s [41] framework for RCA is founded in the 
theory that the problem must always have a cause; and 
further, that the cause will almost always create the same 
problem. Therefore, the framework reviewed the problems 
to determine the area of effect and the characteristic of 
effect, as created by the root cause. For example, Doggett 
[41] noted that understanding the root cause allows for 
correction of the issue by way of managing the root cause. 
Addressing the issue without understanding the root cause 
is, then, not necessarily addressing the issue or allowing 
for a complete removal of that issue in the long term. 
Following the questionnaire and analysis of the content 
within the questionnaire, the RCA is applied to determine: 
1) the precise issues in MAEs, and 2) the precise causes of 
MAEs. Based on varied perspectives and varied self-
reported performances of nurses and their knowledge of 
MAEs, there may be numerous root causes or there may 
be just one. For the purpose of this analysis, the number of 
root causes does not matter; only that they can be fully 
defined and understood to allow for forward movement in 
the management of MAEs. 

To utilise the framework, Dogget’s [41] Root Cause/Effect 
diagram was filled out to determine the characteristic or 
effect by defining known causes and minor causes which 
may impact known causes, as in Figure 1, below. 

 

Figure 1. Root Cause / Effect Diagram (Source: [41]) 
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Once all of the causes have been determined and their 
area of effect has been evaluated, the root cause is defined 
and preparation begun for implementing a system that 
resolves the root cause and improves MAE reporting. 
Ultimately, the goal, and the rationale for choosing 
Doggett’s [41] RCA framework, is to best understand the 
root cause and contributing factors to the root cause which 
impact MAEs and error reporting by nurses in the KSA. 

3.5.1. Demographic Questions 
Demographic questions included basic personal 

questions about the respondents including: age, gender, 
years of nursing experience, education level, ethnicity, and 
area (ward) in which they worked. As Almutary [18] 
explained, “it is important to address personal factors to 
identify potential factors which may have contributed to 
the unwillingness to report MAEs” (p. 24). This extends to 
basic demographics, which can explain a lot about the 
type of background of the nurse and may inform on other 
factors which may help identify why certain decisions 
were made. Almutary [18] gave the example that “RNs 
may have been trained with different attitudes due to 
ethnicity…and other studies indicate that culture could 
affect nursing practice” (p. 24). This means that nurses 
from specific ethnicities or cultures may be more or less 
likely to report MAEs than other cultures or ethnicities, 
purely based on how they were educated about errors and 
whether the significance of MAEs was made a critical 
aspect of their training. It is important to indicate that the 
researcher does not believe, nor is there any obvious 
evidence, that one culture or ethnicity over the others may 
be more or less likely to report or avoid error reporting. 
Therefore, although the acknowledgement is made that 
this is a possibility, the assumption is made that these 
factors may not be important to the likelihood of a nurse 
reporting an error. Further, this leads to the implication 
that although demographics are important to this study for 
categorization purposes, there may be no data to indicate 
that any one demographic is critical to the error reporting 
process. Therefore, it is assumed that any demographic 
can be as important as any other to the decision of a nurse 
to report MAEs; however, it is also assumed that none of 
the demographics may be important to the error reporting 
process. 

3.5.2. Reporting Medication Administration Errors 
This section of the survey was designed to determine 

how nurses report MAEs and what their feelings are 
towards the reporting process. There were three main 
questions asked: 1) reflecting back over your career as a 
RN, have you ever made a medication administration error, 
2) if you made a medication error/s in Saudi Arabian 
hospitals, did you report the medication error/s that you 
made, and 3) do you have any concerns about or do you 
feel that you would face any barriers if you were to report 
a medication error in Saudi Arabia? As can be seen, these 
questions serve two purposes: 1) to identify what nurses 
know and understand about medication errors, and  
2) whether they feel they can report errors in their current 
situation as RNs in a Saudi Arabian hospital. These 
questions were important for defining the population; but 
also, for understanding who the nurses were and what they 
believed about the process for reporting MAEs. These 

questions also helped determine how nurses feel about 
error reporting avoidance and whether they feel enough 
fear in a given situation to refuse to report an error. An 
important distinction that was made during the results 
section of this study, was to determine how nurses feel in 
regards to reporting errors they may feel were small or 
insignificant and whether perception of significance of the 
error plays a critical role in the likelihood of reporting the 
error. 

3.5.3. Potential Barriers to Reporting Medication 
Administration Errors 

This section of the survey sought to determine 
participant perceptions for reporting medical errors. A 
total of six questions were asked, including: 1) when a 
medication error occurs, I think it should be reported to 
the department, 2) I believe that reporting medication 
errors is a worthy use of my time, 3) I will report a 
medication error even if it does not harm the patient, 4) I 
will report an error even if it is not possible to improve the 
patient’s health status subsequent to the error, 5) I am 
willing to report an error only when similar errors have 
occurred previously in the department, and 6) I would 
report an error even if I was not involved in it. As can be 
seen, participants can share their perceptions and opinions 
here, and begin to demonstrate which factors are more 
important when dealing with personally reporting an error. 
Of greatest importance to the results were questions 
asking about whether they would report an error if a 
patient was not injured, and whether they would report 
only if other errors of a similar type had been reported 
previously. These informed to the greatest degree on the 
nurse’s perceptions about reporting and the reporting 
process. As is discussed, personal factors, administration 
factors, and reporting process factors were the factors 
most represented by the perception-based questions. 

3.6. Instrument Testing 
The data collection process was validated during the 

Almurary [18] Saudi Arabian Nursing Medication Error 
study [17]. As Almutary [18] explained, the instrument 
“enabled the researcher to ensure that every single part 
included in the survey was clear and easy to understand” 
(p. 26). This included acknowledgement of the type of 
questions being asked, as well as the purpose, and 
“reflected the clarity of the tool...and ensured the best tool 
was used” (p. 26). 

3.7. Data Collection 
Permission, consent and ethical approval were gathered 

from all hospitals involved prior to the initiation of the 
study. Subsequently, various organised steps were 
followed by the researcher in gathering the data. Primarily, 
the study approval and a formal letter were sent to the 
hospital directors, nursing managers and head nurses of 
the hospitals. Secondly, the researcher attended nursing 
management meetings to provide an overview of the study, 
complete with information pertaining to targeting nursing 
management. Thirdly, the researcher carried out a brief 
presentation, lasting no more than ten minutes, targeting 
all nurses and providing a key overview of the information 
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relating to the scope and aims of the research so as to 
ensure a clear insight into the study and its individual 
processes.  

Next, the questionnaire was distributed amongst the 
sample in the form of a hard copy (Appendix 2), along 
with the inclusion of the Participant Information Sheet 
(Appendix 1) and a return envelope. Survey boxes for the 
completed questionnaires were placed in the nursing staff 
rooms, and checked each week. Two weeks after 
distribution, a reminder poster was displayed on the notice 
board to remind all nurses to complete their questionnaire; 
this helped to ensure the greatest possible response rate 
and ensured the inclusion of any nurses who had not 
previously had time to fill out the questionnaire.  

When seeking to satisfy the study purpose and provide 
answers to the research questions, the development  
of the most appropriate instruments is pivotal [39]. The 
data collection instrument is a 28-item self-administered 
questionnaire, designed by Hyfa [12]. Permission to use 
the instrument was gained from the author, and changes 
were made as necessary. The questionnaire was broken 
down into three sections, and was expected to take no 
more than ten minutes to complete. The process of data 
collection was to ensure adherence to the conventions  
of a descriptive cross-sectional study design. All nurses 
meeting the recruitment criteria were invited to partake in 
the study and to complete the questionnaire.  

Before the study was carried out, the researcher 
provided all targeted participants with various information, 
including an information poster, a questionnaire, and 
demographic data sheet, complete with return envelope. 
The same population also received a reminder within 
seven days of the initial request. Boxes for the completed 
questionnaires were placed in the staff rooms.  

3.8. Ethical Consideration 
Prior to carrying out the data collection stage of  

the study, the first step was gaining approval for  
the research, which was afforded by the Office  
of Research Ethics and Integrity at Queensland  
University of Technology. Subsequently, the proposal was 
communicated to the General Directorate of Health 
Affairs in Qassim, Saudi Arabia for ethics approval; this 
was done as the two hospitals involved in the study fall 
under the supervision and authority of the General 
Directorate of Health Affairs in Qassim. Finally, there was 
the circulation of the official letter of approval within the 
two hospitals; which was done via hospital directors with 
the objective of ascertaining approval from each of the 
hospitals.  

All of the target participants were invited to partake in 
the study. A summary of the research, detailing its scope 
and aims, was provided so as to ensure the target 
population was well informed of the study objective and 
its processes, including their part in the information 
gathering and their guaranteed privacy. 

The confidentiality and privacy of participants were 
respected and ensured at all times, which further expanded 
to anonymity protection [39]. Accordingly, throughout the 
data collection, identification numbers or names were not 
used. Moreover, there was no reporting of the results 

in specific categories that could potentially allow for 
establishing which employees fell into which categories. 
In addition, as a further attempt to safeguard privacy,  
there was the inclusion of an envelope for completed 
questionnaires. Furthermore, all data were stored 
electronically, with the inclusion of a password; this 
information was not used for any purpose besides that of 
the current study. Lastly, the subjects were advised of 
their ability to withdraw from the study at any time [42]. 

3.9. Data Management and Statistical 
Analysis 

The questionnaire asked demographic information, 
including: gender, age, education, and ethnicity. Questions 
then asked specifically about nursing, including: area of 
specialty, whether they had witnessed medication errors, 
and the protocols they were expected to follow upon 
witnessing any errors. Next, respondents were asked about 
their perceptions of medication errors within their 
department; this was followed by a final section on their 
willingness to report medication errors, impacts from 
administration, and reporting process factors which may 
or may not impact on how they are able to report 
medication errors. The focus of the questionnaire was to 
assess, using perception-based questions, what nurses 
believed about medication errors and whether nurses have 
support from administration, including appropriate 
processes, which may or may not impact their ability to 
sufficiently handle the medication error. 

All data gathered during the questionnaire were entered 
into the Statistical Package for the Social Sciences (SPSS 
12,0,01 for Windows) to find emerging themes and 
patterns in nurse perceptions and beliefs. Additional 
themes and patterns were sought from questions that 
involved administrative support and the reporting 
processes themselves, to make determinations regarding 
the protocols and frameworks in place for nurses to 
appropriately handle reporting errors. 

The areas of focus within the questionnaire provided a 
basis for the analysis and created a collection of themes 
for the Root Cause Analysis by Doggett [41], which 
helped to define problem areas to ultimately treat and 
eliminate those problems. The goal, then, was to examine 
emergent themes and build upon perceptions by nurses  
to develop outcomes that would suggest where 
improvement to the system could be made. Using this 
process, the analysis was able to address the research 
questions, identify areas where there were significant 
problems, and explain how improved error identification 
and handling would impact the prevention of critical 
errors and increase overall patient safety within the 
healthcare system. 

3.10. Summary 
This chapter explained and evaluated the research 

design, including the survey process and content, the 
instrument, and expectations from the survey overall. This 
chapter also expressed ethical considerations and 
explained the process for data analysis which will be 
discussed in the chapter to follow. 
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4. Results 

4.1. Introduction 
This chapter will present the findings of this study and 

make evaluations based on the results of the survey. First, 
descriptive statistics were conducted, followed by a basic 
assessment of the variables to determine connections, links 
between factors, and relationships of importance between 
the variables. To follow will be a discussion of the results 
including, 1) elements within the healthcare system that 
contribute to a reduced rate of error reporting, 2) factors 
most likely to contribute to nurses’ perceptions and perceived 
barriers to error reporting, 3) a breakdown of personal fears 
and perceptions as found during the survey process, 4) nursing 
administration concerns, 5) demographic characteristics 
that alter the likelihood of reporting errors, and 6) whether 
nurses understand the reporting system for errors and 
whether they believe the system is adequate. These 
elements all connect back to the research questions for this 
study and will help in the formulation of conclusions. 

4.2. Demographics 
A total of 400 nurses from two Qassim hospitals in the 

Kingdom of Saudi Arabia (KSA) were approached to take 
part in a written survey, 293 of whom responded (73.25% 
response rate) and agreed to take part in the questionnaire. 
This met the goals of the participant selection process 
which was to achieve between 250-300 participants. To begin, 
participants were asked questions about their demographics 
and their responses, as shown in Table 1, below. 

Table 1. Descriptive Statistics for Demographic Variables 

Gender Percent 
Male 2.0 
Female 98.0 
Total 100.00 
Education Percent 
Diploma/Associated Diploma 20.8 
Bachelor degree 76.8 
Postgraduate 2.4 
Total 100 
Years of Experience Percent 
less than one year 3.1 
between one to 5 years 61.9 
between 5 to 10 years 18.5 
greater than 10 16.4 
Total 100 
Age Percent 
less than 25 11.3 
between 25-40 80.1 
greater than 40 8.6 
Total 100 
Ethnicity Percent 
Arabian 13.7 
Asian 85.3 
Western .3 
Other .7 
Total 100 
Areas of Work Percent 
Medical wards 15.7 
Surgical wards 15.7 
Pediatric wards 4.4 
Intensive care unit 23.9 
Emergency department 16.4 
Dialysis unit 2.7 
Other 20.5 
Total 100 

As seen, an overwhelming majority (98%) of the 
respondents were female, with only 2% being male. This 
is not necessarily unusual for the nursing profession; 
however it does indicate that there can be no specific 
connections made between gendered decisions either 
exclusively being male or female. This ratio also indicates 
that, regardless of gender, perceptions will be based on 
another demographic variable unless they are based on 
perceptions instead. For age, a majority (80.1%) of the 
respondents were between 25 and 40, with only 11.3% 
being less than 25, and only 8.6% being older than 40. 
This is somewhat indicative of what is expected to be a 
normal distribution; however, it also indicates that any 
specific factors which may be connected to age may not 
be significant in regards to this study. It also indicates that 
the majority of nurses will probably perceive situations the 
same, unless age is not proven to be a significant 
demographic variable. For education, the majority (76.8%) 
of nurses had bachelor degrees, with only 2.8% having 
any postgraduate education, and 20.8% having only an 
associate’s diploma. Again, this is somewhat normal for 
the population, as the majority would be expected to have 
at least bachelor degrees for the type of work being 
conducted as an RN. It does demonstrate that a large 
percentage only have associate’s degrees, which may end 
up being significant to the results if perceptions are 
skewed based on experience.  

Next, the majority (85.3%) of nurses were Asian, with 
13.7% identifying as Arabian, .3% identifying as Western, 
and .7% identifying as another ethnicity. Again, this may 
or may not be significant to the results as the majority of 
respondents identified as a single ethnicity. It may help 
inform on perceptions as this study moves on to the 
conclusions; however, the expectation is that ethnicity will 
not be a significant factor to perceptions or willingness to 
report medical administration errors. For years of 
experience, the majority (61.9%) of nurses had between 
one and five years, 18.5% had between five and ten years, 
16.4% had more than ten years, and only 3.1% had less 
than one year of experience. This indicates that there may 
be little disparity between perceptions, unless perceptions 
are linked to personal valuations over age or experience. 
Also, this indicates that a majority of nurses have around 
the same level of experience. This may change 
perceptions about error reporting; especially if a standard 
for not reporting or fear of reporting is represented by a 
group of nurses at the same level of experience. Also, 
there is a significant number of nurses (18.5% and 16.4%, 
for a total of 34.9%) with a high level of experience, the 
majority having between one and five years of experience. 
This may change the dynamic within the healthcare 
system; especially if nurses with more experience are less 
likely to report errors based on knowledge of the system 
or on the repercussions for error reporting. This could be a 
critical element to the process of exploring why nurses 
may be less likely to report errors. 

Finally, for areas of work, there was no clear majority 
between wards. The highest percentage (23.9%) was 
represented in the intensive care unit, the next at 20.5%, 
then the emergency department at 16.4%, and medical 
wards and surgical wards tied at 15.7%; then there was a 
significant drop to 4.4% in pediatric wards and 2.7% in 
the dialysis wards. This shows that the majority of nurses 
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work in the intensive care unit, the emergency department, 
medical wards, or in surgical wards. This may be a critical 
factor in determining whether ward experience plays a 
role in perception or likelihood of reporting errors. 

To investigate the relationship between medication 
administration error and reporting the error, a cross 
tabulation and linear-by-linear association test was 
conducted. The linear-by-linear association test is an 
alternative test for the chi-square test of independency 
which is less sensitive to the number of participants for 
each category. As the number of observations for some 
categories is less than 5, a linear-by-linear association test 
was the most appropriate. In this test an assumption is 
made that the observations are independent. Firstly,  
Table 2, below, shows that reporting medication error and 
gender are independent based on the p-value of 
0.418 >0.05. 

Table 2 also shows that generally, nurses make medical 
administration errors; except for the two male respondents 
who never made an error. This indicates that every nurse 
participating in the survey has made an error at some point 
during their career; and further, that many (117 total) have 
made multiple errors over the course of their careers. Next, 

Table 3, below, shows the crosstabulation between years 
of experience and reporting errors. 

As (Table 3) can be seen, the p-value for the 
independency test for years of experience and reporting 
medication administration error is also greater than 0.05, 
so a conclusion can be made that there is no statistically 
significant relationship between the number of years of 
experience and the likelihood of having made a reporting 
error. This indicates that not only is there not a 
relationship between the two variables, but the likelihood 
of having an error is not more likely to increase given 
more or less years of experience; meaning errors are based 
more on the individual or the individual’s skills, 
knowledge, and perceptions. Next, crosstabulation of 
education and reporting errors is shown in Table 4, below. 

As (Table 4) can be seen, the results of cross tabulation 
of education and reporting medication error show that 
there is an association between education and reporting 
errors with a p-value of 0.003 <0.05. According to the 
results, nurses with diploma level education are far less likely 
to report medication errors despite having a potentially 
high number of errors that occur. Finally, a crosstabulation of 
age and reporting errors is shown in Table 5, below. 

Table 2. Crosstabulation of Gender and Reporting Errors 

 Gender Total Male Female 

Report_Error 

Never Count 2 110 112 
% within Report_Error 1.8% 98.2% 100.0% 

Some Count 0 43 43 
% within Report_Error 0.0% 100.0% 100.0% 

All Count 4 117 121 
% within Report_Error 3.3% 96.7% 100.0% 

Linear-by-Linear Association test p-value= 0.418 

Table 3. Crosstabulation of Years of Experience and Reporting Errors 

 less than one year between one to 5 years between 5 to 10 years greater than 10 

 

Never Count 2 66 18 23 
% within Report_Error 1.8% 60.6% 16.5% 21.1% 

Some Count 1 26 12 4 
% within Report_Error 2.3% 60.5% 27.9% 9.3% 

All Count 6 78 19 15 
% within Report_Error 5.1% 66.1% 16.1% 12.7% 

Linear-by-Linear Association test p-value= 0.053 

Table 4. Crosstabulation of Education and Reporting Errors 

 
Education 

Diploma/Associated Diploma Bachelor degree Postgraduate 

Report_Error 

Never Count 36 71 5 
% within Report_Error 32.1% 63.4% 4.5% 

Some Count 8 35 0 
% within Report_Error 18.6% 81.4% 0.0% 

All Count 14 105 2 
% within Report_Error 11.6% 86.8% 1.7% 

Linear-by-Linear Association test 0.003 

Table 5. Crosstabulation of Age and Reporting Errors 

 
Age 

Total 
less than 25 between 25-40 greater than 40 

Report_Error 

Never Count 12 89 11 112 
% within Report_Error 10.7% 79.5% 9.8% 100.0% 

Some Count 7 34 2 43 
% within Report_Error 16.3% 79.1% 4.7% 100.0% 

All Count 14 98 8 120 
% within Report_Error 11.7% 81.7% 6.7% 100.0% 

Linear-by-Linear Association test 0.489 
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As can be seen, age and reporting error are independent 
with a p-value of 0.489, meaning that there is no 
statistically significant relationship between age and 
reporting medication error. This means that not only does 
age not factor in to likelihood of reporting an error, but 
that age is not connected to the likelihood of creating a 
medical administration error either. Therefore, age as a 
demographic is not significant to the results. 

4.3. How accurately are Medication 
Administration Errors Reported  
by RNs in Saudi Arabia? 

To answer this research question, nurses were asked to 
reflect back over their career and to state whether they had 
caused a medication administration error. The results are 
shown in Table 6, below. 

Table 6. Frequency of Nurses with Medication Administration Errors 

 Frequency Valid Percent   

Valid 
Yes 42 14.4 Chi-Square 147.247a 
No 249 85.6 df 1 

Total 291 100.0 Asymp. Sig. .000 
 
As shown, 14.4% of nurses committed a medication 

administration error, with 85.6% reporting that they have 
never committed a medication administration error. To test 
whether the observed value for each category (those who 
answer yes and those who answered no) was different 
from the expected value, a chi-square goodness of fit test 
was conducted. The expected value for all categories was 
assumed to be the same. The results of chi-square goodness 
of fit for this question shows that the observed results (42 
Yes and 249 No) are statistically different, to a significant 
degree, when compared with the expected value (145.5) 
and the p-value result for the test of <0.0001. This means 
that far more nurses were expected to respond in the 
affirmative than did. This could be due to fear, shame, or 
any other factor that may impact their decision to state the 
truth on the questionnaire; however, it could also mean 
that the nurses responding in the negative have committed 
an MAE but have not reported that MAE. Ultimately, this 
could indicate that either nurses believe they have not 
committed an MAE of serious enough consequence or 
because they have not reported the MAE, that they should 
not then claim to have committed an MAE. In any case, 
the expected values are far different from the actual values. 

4.4. Are RNs Working in Saudi Arabia 
Aware of the Importance of Reporting 
Medication Administration Errors? 

Nurses were then asked if they have committed a medical 
administration error and whether they reported that error 
to administration. The results are shown in Table 7, below. 

Table 7. Frequency of Nurses who have Reported Medication 
Administration Errors 

 Frequency Valid Percent   

Valid 

Never 112 40.6 Chi-Square 39.587a 
Some 43 15.6 df 2 

All 121 43.8 Asymp. Sig. .000 
Total 276 100.0   

As seen, 40.6% of participants have said that they never 
report medical administration errors, while 43.8% reported 
all medical errors, and only 15.6% of respondents 
acknowledged that they reported some medication 
administration errors. The observed frequency including 
Never (112), Some (43) and All (121) were compared 
with the expected frequency (92) and tested using a chi-
square goodness of fit test. The p-value for this test 
calculated at less than 0.001, which suggests that there is a 
highly statistically significant difference between the 
observed and expected values. Again, as in the previous 
table, nurses are either not responding accurately or they 
are not responding accurately because they don’t believe 
they have committed a medication administration error 
worth reporting. This is a significant distinction to make 
and signals deeper issues within perceptions of nurses and 
potential fears of nurses that impact the error reporting 
avoidance or refusal to acknowledge medication 
administration errors that are less significant to the 
perception of the nurse. 

4.4.1. Personal Fear and Medication Administration 
Error Reporting 

Next, nurses were asked about their perception of 
reporting medical errors. Five questions were asked in this 
category, as shown in Table 8, below. 

Table 8. Perception of Reporting Medication Errors 

Survey Question Yes No p-value 
When a medication error 
occurs, I think it should be 
reported to the department 

286 (98.3) 5 (1.7) <0.001 

I believe that reporting 
medication errors is a worthy 
use of my time 

221 (78.1) 62 (21.9) <0.001 

I will report a medication error 
even if it does not harm the 
patient 

286 (97.6) 7 (2.4) <0.001 

I will report a medication error 
even if it is not possible to 
improve the patient’s health 
status subsequent to the 
medication error 

274 (94.2) 17 (5.8) <0.001 

I am willing to report a 
medication error only when 
similar errors have occurred 
previously in the department 

109 (37.3) 183 (62.7) <0.001 

I would report a medication 
error even if I was not involved 
in it (for example another 
nurse on my shift made a 
medication error and I know 
they did not report) 

229 (79.2) 60 (20.8) <0.001 

 
As shown, 98.3% with a p-value of less than 0.001, 

think an error should be reported to the department, which 
indicates a high degree of significance. 97.6% believed 
that a medication error should be reported even if it 
wouldn’t harm the patient, while 94.2% believed that the 
medication error should be reported even if it was not 
possible to change the patient’s outcome. These questions, 
it is important to note, demonstrate that the majority of 
respondents not only believe in these outcomes but also 
agree that they would report the MAE in the given 
scenarios. This, however, is where the respondents begin 
to disagree. In terms of believing that an MAE should be 
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reported even if the nurse was not involved, only 79.2% 
answered in the affirmative. For believing that MAEs are 
a worthy use of time, only 78.1% agreed. The question 
with the most dissent, whether the MAE should be 
reported only if similar errors had occurred in the 
department, received 62.7% answering in the negative.  

4.4.2. Potential Barriers to Reporting Medication 
Errors 

To determine potential barriers to reporting medication 
errors, questions regarding personal, administration, and 
reporting processes were asked. The results are shown in 
Table 9, Table 10, and Table 11, which follow. 

Table 9. Personal Factors that may Impact Perception 

Survey Question Yes No p-value 
I would be viewed as incompetent 
by colleagues 53 (18.3) 237 (81.7) <0.001 

I would be discriminated against by 
co-workers (e.g. I may feel that co- 
workers might consider me to be 
usually involved in medication 
errors) 

46 (15.9) 244 (84.1) <0.001 

Other employees in the hospital 
would become aware of my 
medication error. 

93 (31.8) 199 (68.2) <0.001 

It is likely I would face 
repercussions (e.g. salary deductions 
or contract termination) 

97 (33.1) 196( 66.9) <0.001 

It is possible I may face a lawsuit or 
legal action (patient or family suing 
the me) 

111 (37.9) 182 (62.1) <0.001 

Patient or family may develop a 
negative attitude toward me with a 
loss of confidence in my abilities 

93 (31.7) 200 (68.3) <0.001 

 
First, participants were asked about personal factors 

that may impact perception. A statistical chi-square 
goodness of fit test was performed to see whether the 
observed values were significantly different from expected 
values. As seen, the majority of participants answered in 
the negative, demonstrating that they did not believe the 
outcomes of the questions would occur. In total, 84.1% 
believed they would not be discriminated against for 
reporting a medical administration error, while 81.7% 
believed they would not be viewed as incompetent by 
colleagues. After this, there is a bit more disparity in the 
answers. For example, only 68.3% believed they would 
not be seen by others with a negative attitude; 68.2% 
believed their error would not be shared throughout the 
hospital; and 66.9% believed they would not face 
repercussions. Importantly, 37.9% believed they would 
face a lawsuit or legal actions. As shown in these last few 
questions, many nurses (though not a majority) did  
feel that negative consequences would be initiated  
upon reporting an MAE. And further, some of those 
consequences were severe and potentially career ending, 
which could indicate a significant reason to not report.  

Additionally, as listed above for all questions, p-values 
are less than 0.001; which indicates that for all questions 
related to personal factors, there is a highly statistically 
significant difference between observed values and 
expected values. This means that nurses are either not 
reporting accurately or answers to other questions may 
have changed the overall outcomes for these questions. It 

is difficult to examine why nurses would underreport 
questions based on perceptions; but it could be as simple 
as looking at the number of nurses reporting in the 
affirmative to having committed an MAE and breaking 
down the results to show that nurses are either not 
answering correctly or they do not believe the MAEs they 
have committed are significant enough to warrant 
classifying them as MAEs. Therefore, other answers 
would be skewed to fulfill this viewpoint. Next, 
participants were asked about administrative factors, as 
seen in Table 10, below. 

Table 10. Personal Valuations of Perceptions 

Survey Question Yes No p-value 
I would be hesitant to report 
a medication error (or would 
not report my medication 
error) due to a nursing 
administration concern. 

80 (27.5) 211 (72.5) <0.001 

I would receive negative 
feedback from nursing 
administration if I were to 
report a medication error/s 
(e.g. this will affect my 
annual performance 
evaluation or, result in me 
having to complete another 
medication administration 
competency exam) 
Nursing administration 
believe that medication 
errors are a measure of the 
quality of nursing care 
provided 

200 (68.3) 93 (31.7) <0.001 

Nursing administration 
would focus on the 
individual nurse as the 
primary cause of the 
medication error rather than 
examine the system as a 
potential cause of, or 
contributor to the medication 
error (e.g. environmental 
causes, poor 
communication) 

137 (46.6) 155 (53.4) 0.292 

The response to staff by 
nursing administration 
would not match the severity 
of the medication error 

110 (39.3) 170 (60.7) <0.001 

 
As seen, participants were asked about administrative 

factors and how those factors impacted their perception of 
reporting errors. In this survey the term ‘nursing 
administration’ means Head Nurse, Nursing Supervisor 
and/or Nursing Director. Interestingly 72.5% of nurses did 
not see nursing administration as a barrier to report 
medical errors. The chi-square goodness of fit test 
demonstrates that the observed values for this question 
were significantly different from the expected values (p 
values were less than 0.001). Again, participants have 
either underreported other issues impacting the way they 
have answered so far, or the predictions for expected 
values are just not correct. 

Also, 68.3% participants were afraid that reporting a 
medication administration error could create negative 
feedback from nursing administration; while 46.6% of 
nurses agreed that nursing administration would focus on 
the individual nurse as the primary cause of the 
medication error rather than examine the system as a 
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potential cause of, or contributor to the medication error. 
For this question a chi-square goodness of fit test found 
that there was no significant difference between Yes and 
No responses as the p-value was greater than 0.05. This 
means that factors which may have impacted the positive 
or negative responses were not at play in this particular 
question. This could mean that more nurses, overall, 
believe that administration will blame the nurse with more 
experience; or that more nurses fear the chance that 
administration will blame the nurse with more experience. 
Finally, 60.7% answered in the negative that the nursing 
staff would not match the severity of the medication error. 
Table 11, below, shows personal valuations of reporting 
procedures. 

Table 11. Personal Valuations of Reporting Procedures 

Survey Question Yes No p-value 
Incident report forms are too 
complicated 51 (17.6) 238 (82.4) < 0.001 

Incident reporting wastes too 
much time (e.g. filling out report, 
contacting the physician) 

40 (13.7) 253 (86.3) <0.001 

I would not know how to report a 
medication error if it occurred 39 (13.3) 254 (86.7) <0.001 

 
As seen, participants were asked about the process of 

reporting the medication administration error and the 
majority of participants disagreed that the complications 
associated with completing the reporting forms made them 
less interested in reporting the error. 82.4% of participants 
disagreed about the complexity of incident reporting forms; 
while 86.3% believed that filling a reporting form was not 
a waste of time. Finally, only 13.3% of participants did 
not know how to fill in the incident forms. Chi-square 
goodness of fit tests for all three questions indicate that 
there is a highly statistically significant difference between 
observed and expected values. Again, this could be 
significant in terms of how nurses view their own behaviour 
and willingness to report errors made; however, it could 
also indicate that nurses are somewhat in denial as to the 
type of errors that constitute medical administration errors. 
This would mean that many of these perceptions are 
skewed because the nurse believes incorrectly about the 
types of errors and the reporting processes for all errors.  

4.5. If medication Errors Are not Reported 
Accurately, which Factors Affect  
the Willingness of RNs to Report 
Medication Administration Errors  
in Saudi Arabia? 

Next, nurses were asked if they had any concerns of if 
they felt that they would face any barriers if they were to 
report an MAE in their current department. The results are 
shown in Table 12, below. 

Table 12. Frequency of Nurses with Concerns about MAEs 

 Frequency Percent   

Valid 
Yes 79 27.0 Chi-Square 53.840a 
No 202 68.9 df 1 

Total 281 95.9 Asymp. Sig. .000 

As seen, 281 participants answered this question and 
68.9% of those nurses responded that they did not feel, 
personally, there were any barriers to reporting. The  
chi-square goodness of fit test returned a p value of 0.05 
which indicates there is a statistically significant 
difference between the observed and expected values 
(140.5). Again, this means that nurses are either 
underreporting this question, they have underreported 
other questions, or they do not believe they have 
committed an MAE due to the perceived significance of 
the error. 

4.6. Is There a Relationship between Nurses’ 
Demographic Characteristics and  
Their Willingness to Report Medication 
Administration Errors in Saudi Arabia? 

The data has shown that there are many significant 
connections between demographics, perceptions, and 
legitimate barriers to reporting. Perhaps the most 
significant variable to perception is the fact that the 
predicted values often did not match the actual values  
for the questions. This leads to the assumption that  
nurses either do not know what constitutes a medication 
administration error, they believe that significance 
determines whether the error is classified as a medication 
administration error, or they believe that because  
they have not committed a significant error that they  
had no reason to report an error. Also significant was the 
disparity in responses as to perceptions about what  
would happen in the workplace environment, which 
indicates that nurses may not be completely aware of the 
process for error reporting, that most nurses are indeed 
punished when reporting an error, or that the degree of the 
error makes a difference in terms of perceived or actual 
punishment and consequences within the workplace 
environment. 

4.7. Summary 
Chapter Four examined all of the quantitative data  

and made assessments about what was seen in terms of 
connections, correlations, and rationale for nurses 
answering as they did during the survey. Chapter Five will 
complete the discussion on the results, including a 
breakdown on how the results impact the research 
questions and what the study achieved overall. 

5. Discussion 

5.1. Introduction 
After the results of the questionnaire were analysed, the 

research focused on answering the research questions and 
determining the connection between error reporting, 
perceptions of barriers to error reporting, and whether 
demographics had any correlation to the error reporting 
process. To follow are the findings of the questionnaire 
and the results, alongside conclusions and assumptions 
made about the data. 
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5.2. Registered Nurses’ Perceptions of 
Reporting Medication Administration 
Errors 

The majority of nurses had around the same level of 
education, experience, and were within the same age 
group. These factors, though not significant on their own, 
may result in changes to perceptions regarding error 
reporting; especially if a standard for not reporting or fear 
of reporting is represented by a majority of nurses in a 
specific ward. The reason this was significant is due to the 
nature of the groupings, and the likelihood that nurses of 
similar experience will work with one another and be 
tasked with the same assignments and administration elements. 
Nurses may begin to act as a team and disregard certain 
aspects of the job which are not perceived as critical to the 
day-to-day and would not cause harm to a patient [7]. 
Nurses may also hide aspects that may have accidentally 
resulted in an error due to their being overworked or 
having too many patients to handle at once during the day 
[16]. This then leads to the assumption that nurses who 
underreport small errors may continue to avoid reporting 
errors at all and, even when circumstances may be more 
serious, may not report the error due to previously not 
having reported errors that seemed less significant [23,33]. 

Also seen was an indication that the likelihood of 
having an error is not more likely to increase based on 
years of experience; however, this leads to the assumption 
that errors were more likely to be based on the nurse’s 
skills, knowledge, perceptions of error reporting, and fears 
[7,15,33]. At the same time, age was not connected to 
likelihood of committing an error; however, nurses 
consistently responded differently in regards to predicted 
values and actual values. Original assumptions about this 
meant that perhaps nurses were not responding accurately 
on the survey due to shame, fear, or belief that they had 
not committed an error considered to be an MAE that 
must be reported. Additionally, this led to the assumption 
that nurses may not believe the errors they have 
committed were significant enough to warrant believing 
they had committed an MAE at all [7]. On the one hand, 
this makes sense from a practical viewpoint. Given that 
nurses have so much to handle during their day-to-day 
coupled with extreme days and days where they are 
overburdened [24,35], they can be led to the belief that 
there was a reason for an error being committed, and that 
that reason was not their fault [31,38]. In any case, 
consistently, predicted values were different from the 
reported values in the survey. 

Further, time and again, the fact that the predicted 
values were different from the actual values informed that 
the differences were highly statistically significant to the 
degree that there must be an issue in the way nurses 
responded to the survey. Original assumptions implied 
that nurses who commit errors that they do not believe to 
be significant enough to count as an MAE, might then 
report on a survey of this nature that they have never 
committed an MAE; however, the problem with the 
predicted values and the actual values goes much deeper 
than this. There are several assumptions that can be made 
at this stage; however, the likelihood is that nurses who 
consistently underreport or avoid reporting errors may 
also not believe they have committed errors at all. Thus, 

their responses indicate that not only have they perceived 
to have not committed errors, but that they would not 
report errors if they had. Given the likelihood of nurses in 
this process underreporting the rate at which they have 
committed errors [31,38], the likelihood that they would 
also underreport the actuality of the errors themselves is 
almost solidified [33,34]. 

Additionally, these questions demonstrate that the 
majority of respondents not only believe in the outcomes 
for error reporting, but also agree that they would have 
reported the error had they committed an error. On one 
hand, this implies that nurses believe they would make the 
right decision if given the circumstance [31,38]; however, 
on the other, it implies that nurses are not currently 
upholding the decision, leaving room for additional 
decisions to underreport in the future [33,34]. In some cases, 
they may legitimately believe they have not committed a 
medical administration error when they have [38]; and in 
others, they may believe that the error was not significant 
enough in their eyes to be reported and thus they did not 
need to actually report the error as it occurred [31]. 

Nurses began to show dissent when asked how they 
believed colleagues and administration would respond to 
errors being reported. This is highly significant and 
demonstrates the critical nature of perception to the error 
reporting process. In some cases, nurses believed that the 
consequences to error reporting would be so severe as to 
end their careers, while in others they believed that  
the consequences would not necessarily reflect the 
severity of the error. This disparity is highly significant 
and demonstrates that nurses not only do not agree on how 
reported errors will be handled; but also, that they do not 
fully understand the process for reporting and handling 
errors, including the follow up for the short and the long 
term, for the nurse who committed the error. This 
indicates a serious breakdown in how information about 
medical administration errors and reporting actually is 
within the healthcare system; and more, that nurses may 
fear the consequences too much to report an error and deal 
with the perceived severity of the consequence. 

Basic assumptions were made as to why nurses would 
report differently on the questionnaire; however, the most 
significant implication is that nurses may have felt that 
they could not share their true feelings on reporting errors 
and the error reporting process and thus, they shared what 
they believed to be the right answers on the survey 
[24,33,35]. This implication is based on the disparity 
between the predicted results and the actual results, and 
what the difference between the predicted results and the 
actual results would mean given the known perceptions 
and fears in regards to error reporting. Additionally, though it 
is somewhat difficult to state with confirmation why 
nurses would underreport on questions based on medication 
administration errors, or whether they fully understand 
what it means to make a medication administration error. 
These concepts, however, are difficult to clarify about the 
data, without extended research. 

That said, there were several patterns found during the 
results section of this study, including: 1) differences in 
predicted values of survey responses, 2) nurses potentially 
not reporting MAEs because they did not believe the error 
to be an MAE or significant enough to be reported, and  
3) nurses believing that the consequences would not 
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necessarily match the type of error reported. Using these 
patterns, elements of each will now be placed within the 
Doggett [41] Root Cause / effect diagram to determine the 
impact of the root cause on the characteristics of the effect. 
Elements for the diagram are displayed in Table 13, below. 

Table 13. Root Cause & Effect Elements 

Root Cause (Perception or Fear-Based Effects  
Nurses may believe some errors are not 
significant enough to be considered 
medication administration errors 
(Perception) 

Nurses do not report MAEs 

Nurses may feel the repercussions to be 
too serious if they report MAEs (Fear) Nurses do not report MAEs 

Nurses may not report MAEs unless they 
are highly significant or a patient 
outcome is at risk (Perception) 

Nurses under-report MAEs 

Nurses have a lot of experience and 
know that some MAEs are less 
significant than others (Perception) 

Nurses under-report MAEs 

Nurses do not want to deal with the 
administration processes and 
consequences for handling MAEs 
(Perception) 

Nurses do not report MAEs 

 
As shown, nurses are, at the very least, under-reporting 

MAEs because they either believe the errors being caused 
do not count as medication administration errors, or that 
the errors would have too great a consequence in relation 
to the significance of the error [24,35]. Also, most of the 
root causes are based on perception, and not fear. This 
indicates that nurses, depending on a multitude of factors, 
may view medication administration errors and the 
significance of all errors differently; to the extent that 
some nurses believe some errors to be too insignificant to 
report. This leads to the implication that nurses do not 
report or avoid reporting errors because they believe the 
error to be unfixable, to be inconsequential, or that the 
effort of dealing with the error and handling the 
consequences of the error will be too great in relation to 
the error [32]. Therefore, it can be said that nurses are not 
accurately reporting errors, and that nurses may even be 
inaccurately reporting errors within their own minds; 
leading to avoidance of error reporting when the error 
does not seem as significant as other errors.  

The process for implementing a system that resolves the 
deficiency in error reporting would require education for 
all nurses, changes in policy to ensure nurses understand 
that all errors must be reported, and changes in policy to 
reduce the criminalization and punishment afforded to 
errors that are reported. The evidence shows that nurses 
are either not reporting or not being honest with 
themselves about how often errors are committed and 
whether they would report them; therefore, there is a 
significant problem in the healthcare system in regards to 
ensuring nurses have the appropriate frameworks in place 
to report errors, manage any damage caused by the errors, 
and fix whatever led to the creation of the error. 

5.3. Potential Barriers to Reporting 
Medication Administration Errors 

There were several potential barriers for reporting 
MAEs, most specifically including: personal fears, 
nursing administration factors, and the reporting processes 

[31,38]. This was seen in the disparity between predicted 
results and actual results as well as in the disagreement 
between nurses on what would occur should an error be 
reported and handled by the administration. The barriers 
led to a lessened likelihood of reporting errors as well as 
to potential likelihood for not realizing that an error had 
been made worth reporting. The barriers also show that 
nurses may not fully comprehend that even small errors 
are classified as MAEs, that the punishment for reporting 
an error is part of the process but should not deter the 
reporting of errors, and that the degree of the error does 
not make a difference in terms of perceived or actual 
punishment and the punishment given for the reported error. 

The barriers show, ultimately, that perception is everything 
for nurses. Perception impacts their likelihood of admitting to 
an error, their likelihood of reporting the error, and their 
likelihood of believing that reporting the error will come 
with significant consequences that may damage their 
career [26,33,34]. In all cases, perception changes the way 
nurses view the reporting process and the significance  
of reporting all errors. Therefore, though fear and 
misunderstanding certainly play a critical role in whether 
nurses report errors, it can be said that perception plays 
the most critical role in determining how nurses actually 
understand the error reporting system and determine when 
an error should be reported to administration [27,28]. 

5.4. Registered Nurses’ Demographics and 
Their Willingness to Report Medication 
Administration Errors 

There is a confirmed connection between demographics 
and willingness to report medication administration errors. 
Most significantly, level of experience and years on the 
job were related to the likelihood of reporting an error. 
The assumption was made that nurses with more years on 
the job are more likely to not report errors that they see as 
less significant because the process for reporting the error 
may take too long and be too much of a burden in the long 
term. An indication was also given that nurses of similar 
experiences and years on the job were likely to behave and 
believe in the same manner. This indicates that nurses may 
tend to believe as others in their ward do, and not report 
errors unless they were significant or caused harm to a 
patient. This assumption is based on the significance between 
the variables and the results that indicated that errors were 
more likely to occur based on nurse’s skill, knowledge, 
and perceptions and not necessarily time spent on the job 
or overall experience. Based on this, the conclusion can be 
made that nurses, even nurses who have been on the job 
for many years, can make mistakes that have nothing to do 
with their experience or training. Most likely, errors are 
occurring due to nurses’ being overworked [24,35], being 
in an extreme situation with a patient [33], or being 
distracted by other factors either within the workplace 
environment or within the home environment [33,38]. 

5.5. Practical Implications and 
Recommendations 

There is a significant issue within the healthcare system 
that makes it easier for nurses to avoid reporting 
medication administration errors and less likely to 
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acknowledge the significance of errors altogether [19]. 
There is evidence to indicate that nurses are making far 
more errors than they report on the survey and that, 
potentially, those errors are not deemed significant enough 
by the nurse to count as an error that they would have to 
acknowledge on something like a survey or report to their 
administration. Additional assumptions include nurses 
making far more errors than they report, nurses making 
errors and not reporting them at all, and nurses believing 
that the consequences will be too severe for reporting 
errors that may not seem that significant. Therefore, 
nurses are not reporting errors or they are underreporting 
errors. In either case, the situation is fairly serious because 
it leads to the implication that there is a significant 
problem in the healthcare system when nurses cannot 
maintain basic procedures to ensure errors are noted and 
handled, regardless of the significance. 

Recommendations include placing greater emphasis on 
how to avoid mistakes during the day-to-day and during 
increased emergency situations or shifts where the nurse 
can become overburdened. A recommendation would also 
be made to help nurses share the burden of certain tasks to 
limit the chance of an error and thus reduce the likelihood 
that an error would occur again in the same situation. 
Additionally, because nurses are so reluctant to 
acknowledge and report errors, a recommendation would 
be made to increase training and increase the infrastructure to 
ensure nurses have what they need to accomplish tasks 
during the day-to-day and especially when they may 
become overburdened. Lessening burden would also be 
recommended, but the reality of emergency work would 
not be conducive to this recommendation. However, a 
suggestion would be made that, as the survey showed, the 
nurses in Saudi Arabia need a better system to ensure they 
have everything they need to improve their work 
situations and thus decrease the chances for errors and 
other incidents to occur. Overall, the most significant 
recommendation is to ensure nurses are educated 
consistently and report medication errors without 
recriminations, and that they are supported by a strong 
infrastructure that can ensure errors are avoided altogether. 

5.6. Study Limitations 
There are several limitations to this study, including:  

1) self-reported survey, 2) lack of male participants,  
3) majority of specific ethnicities as respondents, and  
4) not knowing what factors nurses believe to impact their 
own personal belief system in regards to error reporting. 
First, the self-reported survey comes with a number of 
issues. Nurses may understand that the information is 
purely anonymous and that none of the answers would 
ever get back to their supervisors or colleagues; however, 
even in the best circumstances, nurses may underreport 
their own behaviours or make choices on a survey that 
would not reflect their actual day-today behaviours. This 
is, largely, due to human nature; but also, to a fear of 
repercussions even in anonymity. They may even fear 
reporting an error on an anonymous survey because they 
may believe that the errors they have committed were not 
serious enough to warrant being considered actual 
medication administration errors. They may excuse certain 
errors or behaviours and, when answering a survey, 

behave as though the errors never occurred or that they 
can be rationalized due to a long shift, difficult patient, or 
any other number of factors. 

The lack of male participants is a limitation because, 
even if the target population is primarily female, the male 
counterpart is not represented in the survey results. This is 
important because males may act or behave differently 
from females in certain situations; but also, they may 
believe in reporting processes differently from the way 
females would as well. Next, there was a high majority  
of Asian respondents, leaving minority ethnicities  
as the remainder of respondents. This would normally not 
be a consideration; however, because demographic 
characteristics can impact on how and why nurses believe 
and act the way they do in regards to medication 
administration errors, different ethnicities may act or 
behave differently. Finally, not knowing what factors 
nurses believe to impact on their own personal belief 
system is a significant limitation. This comes from the 
discovery that many of the questions had results that were 
not close to the predicted results. As explained, this could 
be due to a variety of factors; however, it could also be 
due to the way nurses believe errors should be reported, 
the nature of errors they have seen in the past, and whether 
they hold themselves accountable for all errors caused, 
regardless of circumstance. Not having this information 
leads to assumptions that may be different if nurses could 
explain why they feel the way they do and why they have 
perceptions about certain aspects of the error reporting 
process. 

5.7. Summary 
Medication administration errors are a significant 

problem within the healthcare community and may be 
underreported or not reported due to a variety of factors, 
including personal perceptions, fear, misunderstanding on 
what constitutes an error, whether significance of the error 
changes the requirement that all errors should be reported, 
and apprehension of consequences for reporting and 
handling the error. This study has shown that using 
statistical analysis nurses underreport errors and may not 
consistently understand that all errors, regardless of 
perceived significance, should be reported through the 
same channels as all other errors. Additionally, though 
some demographic information was skewed and the 
predicted results did not match the actual results for many 
questions, nurses may not be honest with themselves as to 
what constitutes an error that must be reported. This leads 
to the assumption that some nurses believe the 
significance of the error creates a more lax environment 
and that some errors are not worth the time or trouble to 
report. Finally, this study offered suggestions for changes 
to the error reporting framework to dispel misconceptions 
and ensure nurses understand that all errors need to be 
reported regardless of significance, perceptions, or related 
fears. 

6. Conclusion 

The purpose of this study was to identify nurses’ 
perceived barriers to reporting medication administration 
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errors. The research asked questions through a survey of 
participants to gain an understanding of how accurately 
medication administration errors were reported by RNs in 
Saudi Arabia, to determine whether RNs in Saudi Arabia 
were aware of the importance of reporting medication 
administration errors, and to determine if there was a 
relationship between demographics and whether errors 
were being reported. A final concern questioned the 
willingness of RNs to report errors. 

As found, there were several important patterns 
discovered during the course of this study including:  
1) differences in predicted values of survey responses,  
2) nurses potentially not reporting MAEs because  
they did not believe the error to be an MAE or significant 
enough to be reported, and 3) nurses believing that the 
consequences would not necessarily match the type of 
error reported. These patterns demonstrate that nurses 
were either not responding accurately or they were not 
responding accurately because they did not believe they 
had committed a medication administration error worth 
reporting. Also, nurses may have underreported some 
questions because they underreported other questions, or, 
more likely, nurses did not fully understand what types of 
errors should be classified as medication administration 
errors and rank errors caused on shift in terms of perceived 
significance to their work or their patient. This, of course, 
was the most dangerous of the assumptions presented 
during this study because it highlights the disparity 
between nurses’ perceptions, beliefs, and understanding of 
the protocols for medication administration errors. 

Further, demographics were not shown to be 
exceptionally significant. This can mean one of two things. 
First, that error reporting and perceptions were not 
relegated to any particular demographic; or second, that 
the demographics shown in this study most certainly 
influence the results. Ultimately, this would mean that 
nurses within the target population of this study would 
respond in the same way as nurses who participated in the 
survey. Next, the research demonstrated that errors were 
not necessarily more likely to increase with experience; 
however, errors then, were more likely to be caused by 
other factors such as the nurse’s skills, knowledge, 
perceptions, or fears. 

Then, the research showed that nurses believed the 
process for error reporting would cause more harm to their 
reputation than they could handle. The fear of blame or 
repercussions was significant enough such that many 
nurses may not report errors at all because they do not 
want to tarnish their career, they do not want to handle the 
fallout from the mistake, or they do not want to create 
additional tension between their colleagues. 

Ultimately, nurses were not accurately reporting 
medication errors, and as a result, they may be 
inaccurately reporting errors in their own mind and thus 
do not believe they have committed an error. This leads to 
greater avoidance of error reporting and the concept that 
certain errors can seem less significant and may not need 
to be reported if they do not cause visible harm that would 
be noticed by other nurses or doctors. Finally, the barriers 
demonstrated that nurses, although they cite an 
understanding of the protocols, show that there is an 
exceptional deterrent for error reporting within the  
 

infrastructure of the KSA healthcare system. Therefore, 
changes are essential to ensure nurses understand error 
reporting, that barriers can be reduced for the error 
reporting process, and that perceptions can be altered to 
add greater collaboration to the error reporting procedures. 
In any case, nurses taking part in this study have 
demonstrated that the process is not as simple as it would 
seem and that there are significant reasons why nurses 
choose to underreport or refuse to report medication 
administration errors. 
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Appendix B 

Participant Information 

 

PARTICIPANT INFORMATION FOR QUT RESEARCH PROJECT 
– Survey – 

Barriers Facing Nurses in Reporting Medication Administration Errors 
in Saudi Arabia 

QUT Ethics Approval Number 1600001129 
 
RESEARCH TEAM  
Principal Researcher: Mr Adel Saleh Alatni  Master’s student 
Associate Researcher: Dr Alan Barnard  Supervisor 
School of Nursing, Faculty of Health, Queensland University of Technology (QUT) 
 
DESCRIPTION 
This project is being undertaken as part of a Master’s research project by Adel Alatni. 
 
The purpose of this research is to ask registered nurses their perceptions of barriers to the reporting of medication administration errors in the Kingdom of Saudi 
Arabia.  
 
You are being asked to participate in a survey about medication error reporting by nurses because you are a registered nurse currently working in a hospital clinical 
role in Saudi Arabia.  
 
PARTICIPATION 
You will be asked to complete an anonymous survey that will take approximately ten minutes of your time.  
 
You will be asked questions such as: 

If you made a medication error/s in Saudi Arabia hospitals did you report the medication error/s that you made? (Never / Some / All) 
Do you have any concerns about or do you feel that you would face any barriers if you were to report a medication error in Saudi Arabia? (Yes / No) 

 
Participation is voluntary. You do not have to answer any questions that you are not comfortable with and may withdraw from the study at any time up until you 
submit the survey. However, because the survey is anonymous, once you have submitted your completed survey you will be unable to withdraw. The research is 
supported by your hospital and completion of the survey will in no way effect your relationship with your employer or QUT.  
 
EXPECTED BENEFITS 
It is not expected that this project will directly benefit you. However, your participation will contribute to a better understanding of the barriers experienced by 
registered nurses in reporting medication errors in Saudi Arabia and the development of nursing practice in such a way that enables nurses to report errors safely. 
 
RISKS 
There is no identified risk associated with participation in this project except for a possibility of you experiencing some emotional discomfort from answering 
questions related to drug errors. If you experience any discomfort, you will have access to counselling from a qualified professional within the hospital from the Staff 
Health Clinic. 
 
PRIVACY AND CONFIDENTIALITY 
All comments and responses are anonymous and will be treated confidentially.  The names of individual persons are not required in any of the responses. Survey 
locked boxes for the completed surveys will be placed in the nursing staff rooms, and will be checked each week to ensure confidentiality. 
 
CONSENT TO PARTICIPATE 
The return of the completed survey is accepted as an indication of your consent to participate in this project. 
 
QUESTIONS / FURTHER INFORMATION ABOUT THE PROJECT 
If you have any questions or require further information, please contact one of the researchers listed below. 
 

Mr Adel Saleh Alatni  +96 6 1633 30922 alatni@connect.qut.edu.au 
Dr Alan Barnard +61 7 3138 3893 a.barnard@qut.edu.au 

 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT 
QUT is committed to research integrity and the ethical conduct of research projects.  However, if you do have any concerns or complaints about the ethical conduct 
of the project you may contact the QUT Research Ethics Advisory Team on +61 7 3138 5123 or email ethicscontact@qut.edu.au. The QUT Research Ethics Advisory 
Team is not connected with the research project and can facilitate a resolution to your concern in an impartial manner.  

 

 

 



621 American Journal of Nursing Research  

Letter from MCH 

 

 

  

 



 American Journal of Nursing Research 622 

Letter from AGH 
 

 

 

 

 

 



623 American Journal of Nursing Research  

Appendix C 

Questionnaire 

 

Queensland University of Technology 
School of Nursing and Midwifery 

 
Barriers Facing Nurses in Reporting Medication Administration Errors in Saudi Arabia 

Questionnaire 
Instructions: 

Please complete this survey. There are no right or wrong answers. All surveys are completely anonymous and no 
information you disclose can be linked back to you. Survey locked boxes for the completed questionnaires will be placed 
in the nursing staff rooms, and will be checked each week to ensure confidentiality. 

PART I          Demographics and backgrounds 
PART II         Perceptions of reporting medication errors 
PART III        Potential barriers to reporting medication incidents 
 

Your cooperation and time to participate in this survey is greatly appreciated. 
Thank you 

PART I –Demographics and Backgrounds 
Please complete the following background information (tick the appropriate box) 
1. Gender: 
        Male 
        Female 
2. Age: 
        < 25 years 
        25- 40 years 
        > 40 years 
3. Years of post-graduate nursing experience: 
        < 1 years 
        1- 5 years 
        5.1-10 years 
        > 10 years 
4. Highest level of nursing education: 
        Diploma/ Associated Diploma 
        Bachelor degree 
        Postgraduate 
5. Ethnicity 
        Arabian (e.g. Saudi, Egyptian, Tunisian, Jordanian etc.) 
        Asian (e.g. Philippine, Malaysian, Japanese, Indian etc.) 
        Western (British, Australian, New Zealander etc.) 
        Other 
6. In which areas have you predominantly worked whilst practising as a 
Registered Nurse (you may tick more than one box) 
        Medical wards 
        Surgical wards 
        Paediatric wards 
        Intensive care unit 
        Emergency department 
        Dialysis unit 
        Other 
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7. Reflecting back over your career as a Registered Nurse, have you ever made a medication administration 
error (e.g. this may be as simple as delivering the medication by the incorrect route or at the incorrect time, not just 
the wrong drug or the wrong patient)? 
        Yes 
        No 
8. If you made a medication error/s in Saudi Arabia hospitalises did you report the medication error/s that you 
made? 
        Never 
        Some 
        All 
9. Do you have any concerns about or do you feel that you would face any barriers if you were to report a 
medication error in Saudi Arabia? 
        Yes 
        No 

 
PART II: Perception of Reporting Medication Errors 

Please read the following statements and choose ‘Yes’ or ‘No’. 
 

Nurse’s perception to report medication error/s 

Items Yes No  

When a medication error occurs I think it, should be reported to the department?   

I believe that reporting medication errors is a worthy use of my time   

I will report a medication error even if it does not harm the patient   

I will report a medication error even if it is not possible to improve the patient’s health status subsequent to the 
medication error   

I am willing to report a medication error only when similar errors have occurred previously in the department   

I would report a medication error even if I was not involved in it (for example another nurse on your shift 
made a medication error and you know they did not report)   

 
PART III: Potential Barriers to Reporting Medication Errors 

Included here are three themes, which may potentially have impact upon your willingness to report your medication 
errors. Please read each statement and choose ‘Yes’ or ‘No’. 

a. Personal Factors 
 

I would be hesitant to report a medication error as I believe that: 

Items Yes No  

I would be viewed as incompetent by colleagues   

I would be discriminated against by co-workers (e.g. you may feel that co- workers might consider you to be 
usually involved in medication errors)   

Other employees in the hospital would become aware of my medication error.   

It is likely I would face repercussions (e.g. salary deductions or contract termination)   

It is possible I may face lawsuit or legal action (patient or family’s suing the me)   

Patient or family’s may develop a negative attitude toward me with a loss of confidence in my abilities   

 
b.  Administration Factors 
 

I would be hesitant to report a medication error (or would not report my medication error) due to a nursing administration concern (for this 
survey the term ‘nursing administration’ means Head Nurse, Nursing Supervisor and/or Nursing Director). 

Items Yes No 

I would receive negative feedback from nursing administration if I were to report a medication error/s (e.g. this 
will affect my annual performance evaluation or, result in me having to complete another medication  
administration competency exam) 

  

Nursing administration believe that on medication errors are a measure of the quality of nursing care provided   

Nursing administration would focus on the individual nurse as the primary cause of the medication error rather 
than examining the system as a potential cause or contributor to the medication error (e.g. environmental causes, 
poor communication) 

  

The response toward staff by nursing administration would not match the severity of the medication error   
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c. Reporting Processes Factors 
 

I would be hesitant to report a medication error (or would not report a medication error) because I have concerns about the incident reporting 
process. 

 Items Yes No 

Incident report forms are too complicated   

Incident reporting wastes too much time (e.g. filling out report, contacting the physician)   

I would not know how to report a medication error if it occurred   

 
Thank you for participating in this survey. 
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