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ABSTRACT

Aims. This study aimed to identify the most common types of medication errors and the most important factors that contribute
to the occurrence of these errors. It also aimed to identify the main barriers to not reporting medication errors at the Benghazi
Medical Center (BMC). Methods. The study used the descriptive approach, and the BMC was chosen randomly to be studied
among the hospitals in the city of Benghazi. The study population consisted of all nurses working at the Benghazi Medical
Center which were (332) nurses, and the response was (90%). The questionnaire was used as a study tool, and for data analysis,
(SPSS) used statistical methods of percentages and frequencies. Results. From the nurses' point of view, the most common type
of error in (BMC) was "giving the dose at an unspecified time" (82.7%), and that the most important factors that contributed
to medication errors were related to personal factors, namely too much pressure (78.3%), and the most factor related to the
surrounding environment was the factor "being interrupted and distracted while working by another person" (75.0%). As for
the factors related to poor communication due to writing, the most important factor contributing to the occurrence of error was
the inability to read instructions due to poor doctor handwriting (73.0%). In addition, the main barrier to not reporting
medication errors was the nurses' uncertainty about what a medication error was (47.3%). Conclusion. Working on creating
electronic systems that include detailed report forms for reporting errors and address all factors that negatively affect the work
are worth.
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INTRODUCTION

Medication errors are increasingly recognized as a public health concern. It is generally accepted that medication errors
have been made in all three levels of the healthcare system (primary, secondary, and tertiary) [1]. According to the Food
and Drug Administration agency, approximately 100,000 or more medication errors are reported annually in various settings
such as home care, hospitals, and pharmacies [2]. Furthermore, more than 77 percent of medication errors are preventable
[3]. Medication errors are a major cause of avoidable injury and harm in health care systems; the cost associated with
medication errors has been estimated globally at $42 billion annually [1].

The financial costs resulting from injuries related to drug accidents were estimated to be about $887 million in the year
2000 [4]. Medication errors are the most common type of medical error, and they can result in high mortality, long hospital
stays, disability, increased economic burden, life-threatening conditions, birth defects, or increased treatment costs [5,6]
In particular, medication errors have been used as a measure of patient safety [3]. In 2002, the Agency for Healthcare
Research and Quality, indicated that medication errors led to the deaths of approximately 7,000 people around the world,
which was more than death from work injuries (6000 cases of death) [7]. The studies presented thus far provide evidence
that hospitals have an estimated 400,000 preventable drug-related injuries, about 530,000 are in outpatient clinics, and
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800,000 are in long-term care settings [8,9]. A research study conducted by the World Health Organization/Regional Office
for the Eastern Mediterranean and applied in 6 countries in the Eastern Mediterranean Region (Egypt, Jordan, Morocco,
Sudan, Tunisia, and Yemen) drew attention to the high rate of mortality and permanent disability associated with adverse
events in some countries of the region. This study was conducted between 2005 and 2008, based on a review of the medical
history. The result was that up to 18% of patient admissions in some countries in the region were associated with harm to
patients as a result of the health care they received, measured as adverse events.[10]. While a variety of definitions of the
term "medication error" have been suggested, this paper will use the definition first suggested by Yu and Dooley (2005). It
means "a failure in the treatment process that leads to, or has the potential to lead to, harm to the patient.” [11].This study
aimed to identify the most common types of medication errors according to the opinions of the nurses at the Benghazi
Medical Center and to look at the most important main factors that lead to the occurrence of these errors. In addition, identify
the barriers that prevent nurses from reporting these errors and link them to demographic variables such as sex,
qualifications, and experience.

METHODS
Study design and setting
This study followed a quantitative research approach, which was a descriptive cross-section study design.

The study setting and participants
The Benghazi Medical Center (a public hospital) was selected randomly. The study population consisted of all nurses
working at the Benghazi Medical Center, and their number was 400.

Data collection procedure

This study's data were gathered using a self-administered close-end questionnaire adapted from previous study [12]. It
contains the demographic characteristics and questions related to the objective of this study that divided into three sections,
the first section dealt with the most common types of medication errors and consisted of 11 quires. The second section
consists of factors that lead to the occurrence of medication errors and consists of nine questions. The third section consists
of the main obstacles to not reporting medication errors, and it consists of six quires. Collection data was from September
1 to October 31, 2021. The Cronbach s Alpha value of the questionnaire was 88.

RESULTS

This part includes the statistical analysis of the research data using the statistical program and the tables for this analysis. It
can be seen from the data in Table 1 that the percentage of females was higher than that of males. As for marital status, half
of the participants in the study were single. In addition to that, the highest percentage of nurses participating in this study
were working in the departments of emergency and internal medicine.

From the table, it is clear that more than half of the participants had more than five years of experience. Slightly more than
half of the participants in this study had a diploma, the lowest was a bachelor's degree, and at the very least it was a master's
degree. The demographic variable (shifts in work) The highest was the morning shift, and the lowest was the night shift.

Table 1. Distribution of the research sample according to demographic characteristics

Personal variable Categories Frequency Percentage
Male 52 17.3%
Sex Female 248 82.7%
total 300 100%
Diploma 169 56.3%
Qualification Bachelor 123 41%
Master 8 2.7%
Total 300 100%
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Less than 5 years 107 35.7%
Years of experience More than 5 years 193 64.3%
total 300 100%
General surgery 38 12.7%
Internal medicine 58 19.3%
Obstetrics and gynecology 40 13.3%
Department Pediatric 43 14.3%
Emergency 78 14.3%
Other departments 43 26%
Total 300 100%
Morning 138 46%
Day 62 20%
Shift Night 35 11.7%
All 65 21.7%
Total 300 100%

The key findings from table 2 that present the types of medical errors The most common in the BMC was that giving the
dose at an unspecified time (the wrong time) was the first type. From the eleven types, the mission to give the dose was the
second. Also, according to the frequencies and percentages of the nurses' answers, they were (giving the drug at a faster rate
than the doctor prescribed) and (an error in the way the drug was given as directed) the third and fourth errors. The type of
error that ranked last was giving a medication different from the one prescribed.

Table 2. The most common medication errors among nurses

N Medication error Frequency | Percentage
1 Giving the dose at an unspecified time (wrong time) 248 82.7%
2 Mission to give the dose 203 67.7%
3 | Giving the drug at a faster rate, slower than the doctor prescribed 199 66.3%
4 An error in the way the drug was given as directed 173 57.7%
5 A smaller dose, more than the doctor prescribed 155 51.7%
6 Error in the number of doses 145 48.3%
7 Giving the drug in the wrong concentration 199 39.7%
8 Giving a medication different from the one prescribed 93 31%
9 Giving the medicine in the wrong place 109 36.3%
10 Giving the medicine to the wrong patient 151 50.3%
11 The doctor prescribed the wrong medicine 166 55.3%

In Table 3 and from the perspective of nurses, it was found that interruptions and distractions while working by another
person were the first environmental factors. (Inadequate training in administering medication) and (working with a nurse
who does not have enough experience) were the second and third environmental factors, respectively. Of the nine
environmental factors, (the lighting is not enough) was the last.
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Table 3. The most important environmental factors that contribute to medication errors

N Factor related to the surrounding environment frequency | Percentage
1 Interruptions and distractions while working by another person 225 75%
2 Poor communication between nurses 211 70.3%
3 Poor communication between doctor and nurses 187 62.3%
4 Lack of adequate adaptation of the nurses 177 59.3%
5 Working with a nurse who does not have enough experience 213 71%
6 Inadequate training in administering medication 222 74%
7 There are no instructions on how to administer the drug inside the 152 50.7%
departments

8 Lighting is not enough 107 35.7%
9 There is a disturbance in the department 195 65%

Table 4 shows that ‘too much pressure’ was the most critical personal factor that contributed to the occurrence of medication
errors at the Benghazi Medical Center. The second personal factor, from the point of view of the participants in the study,
was fatigue. Lack of skills to administer medicine was the last personal factor that led to medication errors.

Table 4. The most important personal factors that affect the occurrence of medication errors

No Personal factors Frequency Percentage
1 Stress 226 75.3%
2 Too much pressure 235 78.3%
3 Fatigue 231 7%
4 Lack of sleep 203 67.7%
5 Lack of knowledge of medicine 133 44.3%
6 Miscalculation of dose 108 36%
7 Lack of skills to administer medicine 130 34.3%
2 Difficulty deali_ng Wit_h the inst_allation of solutions and 110 36.7%

administering drug intravenously
9 Personal neglect 151 50.3%

From the table 5, the most important factor related to miscommunication due to writing was the inability to read the
instructions due to the bad handwriting of the doctor. (An error in writing the patient's name or number on the medication)
was the last percentage from the other (6) factors.

Table 5. The important factors related to poor communication due to writing

N Factor related to poor communication due to writing Frequency Percentage
1 The inability to read_ t_he instruction due to the bad 219 73.0%
handwriting of the doctor

2 Not interpreting doctors’ instruction correctly 183 61%

3 Not understanding abbreviations 155 51.7%

4 Similarity to the names of medicines 152 50.7%

5 Similarity to the names of patients 130 43.3%

6 An error in writing the patients name or number on the 128 42 7%

medication
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The table (6) presented the barriers to reporting the medication error, which in the first place was (because | was not sure
what the medication error was). The second barrier was (because | do not know for sure when I should report the medication
error through the accident report). The last barrier was (because of the fear of the reaction of colleagues at work).

Table 6. The main Barriers to not reporting medication errors

N Main barriers Freqguency Percentage
1 Because | am not sure what the medication error 142 47.3%
Because | do not know for sure when | should report the o
2 medication error through the accident report 122 40.7%
3 Because of fear of the nursing director reaction 96 32%
4 Because of the fear of the reaction of colleagues at work 42 14%
5 | believe that the mistake | made is not serious and does not 68 99 7%
need to be reported
Because | was afraid that | would be subjected to
6 L . 106 35%
disciplinary measures that would make me lose my job
DISCUSSION

The findings of this study indicate that a remarkable result to emerge from the data is that the most common medication
error among nurses at BMC was the wrong time (not as the prescription time). This may be due to the personal reasons
explained by the nursing staff in this study, the first of which was the heavy workload. Especially, the most of nurses who
participated in this study work in morning shift which is more heavy work at this time. It is noticeable that among all
medication errors the wrong time has less error effect on health, although some classified wrong time as dangerous that may
lead to death in some cases[13].However, According to The National Patient Safety Agency, pointed to that worldwide the
wrong time error is the second most common type of medication error and, has caused severe harm also in the death of
patients[14].This result is in line with the previous result from different studies[12,15,16,13,17] which found that wrong
time was a high percentage among other kinds of medication errors.

The second order of the most common medication errors (missing a dose) (67.7%) (the dose that was not taken before the
next scheduled dose). This result may be attributed in light of the first error, which is an increase in the burden on nurses,
as it was the highest response from both departments. Internal medicine and emergency, and these two higher departments
receive cases mostly for initial diagnosis, and it may also be attributed to the lack of alerting the nursing staff to the
importance of discipline and attention to dose schedules, and the lack of follow-up and permanent alert by nursing directors
to try to avoid that error as much as possible. Second, the study's findings indicate that the factors that contributed to the
occurrence of medication errors were classified into three categories (personal, environmental, and factors related to poor
communication due to writing). The highest factor in agreement with the occurrence of medication errors from the point of
view of the nursing staff was presented within the personal factors, which was (too much work pressure) (78.3%), followed
by (fatigue and Stress) at (77%) and (75.3%), respectively. These factors lead to errors occurring in any work environment,
and the most serious when they are related to the patient's life and health, and previous research provides strong evidence
that a high nursing workload affects patient health outcomes [15]. The second type includes factors related to the
surrounding environment that cause medication errors. The results showed that the most critical factors, which were more
commonly approved as causing medication errors, were (interruption and distraction during work), with an approval rate of
75.0%. This result is consistent with study [18], which showed that the distraction that occurs between the patient and co-
workers or the events that take place in the department are important factors in the work environment leading to the
occurrence of medication errors. In contrast, the current result does not agree with the result of the study (19), which showed
that environmental factors in the hospital have a weak effect on the occurrence of medication errors from the point of view
of nurses. Of the factors related to poor communication due to writing, the factor (the inability to read instructions due to
the doctor’s bad handwriting) was the most important factor (73.0%). This result agreed with the findings of the study (19),
and the findings of the study [18]. There was an initiative by the World Health Organization to address this phenomenon in
2008, which was to encourage the writing of recipes electronically. This is after the number of deaths due to the difficulty
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of reading medical prescriptions in America reached 7000 annually [20]. The reporting-error, which is a good way to
improve safety in hospitals, must include knowing what the error is, addressing harmful circumstances, and admitting
mistakes. The main reason for not reporting medication errors was uncertainty about the nature of the error, which occurred
47.3% of the time. It occurs when the nurse considers that the delay in the dose date, for example, is not considered a mistake
and that it does not have any negative consequences or consequences for the patient’s health, and this result is consistent
with the study [21], which showed that the lack of information leads to medication errors. Although most of the participants
in the study had more than five years of experience at work, 64.3%, most of them were not sure what the medication errors
were. This may be attributed to the lack of training programs regarding medication errors, or to the fact that the educational
level of the participants was the majority: diploma accounted for 56.3% of the total, more than bachelor and master.

CONCLUSION

The most common medication error in Benghazi Medical Center among the nurses was giving the dose at wrong time. In
addition, the most important personal factor that affected the occurrence of medication errors was too much pressure. The
factors related to (the surrounding environment) and (poor communication due to writing) were (interruption and distraction
during work) and (the inability to read instructions due to the doctor’s bad handwriting) respectively. One of the more
significant findings to emerge from this study is that not knowing when the medication error was reported through the
accident report was one of the most important barriers to reporting medication errors.
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