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Abstract:

Patient safety and medical errors are one of the major challenges that health systems in all
countries are grappling with to minimize and reduce the damage caused by them. An
organizational culture of safety affects employees’ attitudes, beliefs, perceptions, and values
related to safe practice as well as their behaviors and level of engagement. The objective of the
current study was to determine the barriers for nurses’ reporting of medical errors. This was an
exploratory descriptive qualitative study, conducted from March 2020 to July 2020 in the all
departments and intensive care units (ICUs) in Beni-Suef University Hospital. In-depth
interviews were held with twelve nurses. When barriers to error reporting were examined, the
three areas identified from the data were: (The nurses’ perceptions of error, Fear and, Barriers
related to the system). This work may provide a road map for just culture implementation. Future
qualitative and quantitative research should explore effects of just culture on safety reporting
patterns and specific events such reducing medication errors or risk-taking behaviors.
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1. Introduction:

Patient safety is crucial to the health care
quality despite some times is missed due to
the complexity of the healthcare systems.
There is a growing recognition that an
institution's ability to avoid harm will be
realized only when it is able to create a
patient safety culture among its staff [1].

It has become well recognized globally that
hospitals and other healthcare organizations
are not as safe as they should be [2]. It is
likely that millions of patients globally
suffer from injuries, disabilities or even
death due to medical errors. The WHO
reported an adverse event rate of about 10
percent, which would mean that one in every
ten patients seeking healthcare suffers an
adverse event. Patient safety problems are
believed to be hidden in health care

organizations, especially in developing
countries where less is still known about the
impact of the problem [3].

It is believed that medical errors are
symptoms of a diseased health care system.
Error prevention efforts must therefore be
directed mainly at the weaknesses in the
system. This indicates that health care
organizations should focus on continuous
systems improvement in order to effectively
minimize errors. Medical errors must be

investigated to identify weaknesses in the

K

systems or processes instead of rushing to
blame the staff [3].

It is widely believed that people can learn
from their and others mistakes and if lessons
are learned and shared, more people become
aware, then they would become more
effective in preventing similar mistakes. An
effective safety event reporting system is an
essential part of a comprehensive patient
safety culture [4].

(1.2) Safety Events Burden:

- Global burden: It is estimated that 421
million hospitalizations occur in the world
annually with approximately 42.7 million
adverse events (AESs) resulting in 23 million
disability-adjusted life years (DALYS) lost
per year. AEs disproportionately affect
people in low- and middle-income countries
where more than two thirds of all AEs and
the DALYs lost occur [5].

- Eastern Mediterranean Region and
Africa burden: A study carried out in 26
hospitals of two African countries (Kenya
and South Africa)

Mediterranean countries (Egypt,

and six Eastern
Jordan,
Morocco, Sudan, Tunisia and Yemen) found
that almost one third of patients impacted by
AEs had died, 14% had sustained permanent
disability and 16% had sustained moderate
disability and 80% of AEs were preventable.

The study listed causes related to availability
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and implementation of patient safety

protocols and policies, training and
supervision of clinical staff and reporting as
the most common AEs [6].

In the Eastern Mediterranean Region: each
AE causes an average of 9.1 additional days
of hospitalization. It is estimated that the
adverse

annual economic burden of all

events in low/middle-income countries
ranges between US$1,976 an US$21,276
million with average cost US$7,295 million
[5].

A study in Lebanon found that AEs
reporting to be a major predictor of a
positive patient safety culture in health care
organizations [7].
(1.3) Beni-Suef

Context: In a recent study; El-Shabrawy et

university  hospital's
al. assessed for the first time the patient
safety culture in Beni-Suef university
hospital by using the Hospital Survey on
Patient Safety Culture (HSOPSC) [8].

This study showed that all the fourteen
safety culture dimensions were lower than
the AHRQ (2014) benchmark report and all
should be given care and attention with
prioritization. The four safety issues with
lowest positivity were:

1) Frequency of events reporting (23.2%),

2) Non-punitive response to errors (30.3%),

3) Communication openness (31.2%), and

Yev

4) Feedback and communication about
errors (32.9%).

Event reporting is an essential component
for achieving a learning patient safety
culture; which can only happen in a non-
punitive environment where events can be
reported without the staff being blamed,
shamed or the failure is concealed. As
demonstrated in El-Shabrawy study; 85.2%
of the studied group have not reported any
events in the past year and 7% had reported
only one or two events [8].

Nurses are the front lines of safety and
quality health care delivery and the health
care professionals who are with the patient
almost 24 hours a day. Their role is critical
in nearly all aspects of patient assessment,
safety and care. Nurses are required to
understand and develop the skills needed to
improve health care processes and to take
that as a professional responsibility [9].

This study may provide a road map for
attitude, skills
knowledge of patient safety culture and

Beni-Suef

enhancing nurses' and

safety event reporting at
University Hospital.

The current study was designed to determine
the barriers for nurses’ reporting of medical

errors.
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2. Subjects and Methods:
2.1. Study type and sampling:
This
qualitative study, conducted from March
2020 to July 2020. Two randomly selected

was an exploratory descriptive

departments from Beni-Suef University
Hospital had been chosen. Sampling was
strictly limited to those who provide direct
patient care. Registered nurses, female, or
male with at least 1 year experience, in staff
or management positions were invited to
participate in this phase.

2.2. Data Collection Methods:

An information questionnaire on socio-

demographic  characteristics and an
interview form were used as data collection
instruments. The semi-structured interview
form, designed based on a review of the
literature, consisted of three open-ended
questions:

(1) Can you please provide an example of an
event that you believe would be classified as
a medical error?

(2) Why do you think physicians and nurses
prefer not to make a report when they come
across a medical error?

(3) What do you think about the adequacy
and functionality of your present reporting
system?

Errors were defined as “anything that
happened in your own practice related to

the testing process that should not have
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happened, that was not anticipated, and that
makes you say, ‘That should not happen in
my practice, and I don’t want it to happen
again’.”

All interviews were conducted by the same
researcher and recorded. The interviews
were held in a quiet corner of the unit where
the respondents worked a room where no
interruptions would be experienced. Each
interview took 30 to 45 min.

2.3. Data Analysis:

All

transcribed verbatim in Arabic language

interviews were audio-recorded and

then translated in English. Data analysis

began after the first interviews were
transcribed. Thematic content analysis was
guided by methods described in [10]. The
voice recordings were transcribed by the
researcher. Then we do open coding of data
creating main themes and sub-themes. To
ensure the validity of the research, data
continued to be collected until data
saturation was reached. Care was shown to
hold the

environment so that the barriers to error

interviews in an appropriate
reporting could be understood. We also

included in the analysis spontaneous
comments made throughout the interviews
that related to barriers and motivators for

reporting.
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2.4. Ethical Consideration:

All the individuals included in the study had
been informed about the procedures
regarding the study and informed of their
rights to refuse participation or withdraw
from the study without having to give
reasons. Participants were guaranteed
anonymity and all information provided
would be treated with confidentiality. Before
the interviews, a written consent and
statement of voluntary participation of the
participants was obtained after they were
informed about the purpose of the research
and how it will to be conducted, as well as
the fact that the interviews would be

recorded. The required administrative

(REC) was obtained prior to the beginning
of the work.

3. Results:

A total of twelve nurses were interviewed:
three males and nine females with an
average age of 33.24 +4.67 years old. Half
of the interviewed nurses hold bachelor’s
degree, three nurses had diploma degree and
three nurses had master’s degree. Table (1)
shows the characteristics of the participants
in the sample.

Figure (1) shows that; when barriers to error
reporting were examined, the interviewed
nurses were truthfully open and willing to
discuss the topic. The three areas identified

from the data were:

regulations were fulfilled. The ethical (1) The nurses’ perceptions of error
approval of the faculty of medicine, Beni- (2) Fear, and
Suef University research ethical committee (3) Barriers related to the system,

Table (1): Demographic Characteristics of the interviewed nurses; (No= 12)

No. %
Gender; No (%) Male ’ 2
Female 9 75
Age; (Mean £SD years) 33.24 +4.67
Bachelor’s degree 6 50
Educational Level; No (%)  Master’s degree 3 25
Diploma degree 3 25
<5 years 3 25
Years in practice; No (%)  5-10 years 7 58.33
>10 years 2 16.67

KR!
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Surgical units 2 16.66
Internal medicine
_ _ 3 25
Work Setting; No (%) units
Intensive care units 5 41.67
Emergency services 2 16.67

Nurses’
perceptions of
error

- Lack of knowledge about
medical errors

error

- Non-reporting of near miss
errors

- Seriousness of error

AN

- Fear of stigmatization

L Disapproval/censure .
- Considering errors normal ; ; pt}?l . ) -Lack of a reporting system
- Not considering it as an - AL OUIOSIIE -Having to affix an identifying
status/job/position

- Fear of uncertainty
- Fear of material sanctions
- Fear of legal sanctions

Barriers
related to the
system

that

€ITor1sS are

-Thinking
personalized
-Lack of a developed reporting
culture

name to the report

-Lack of belief in the need for
such a system

-Attitude of the administration
-No support from

administrators

Figure (1): Main Themes and Sub-Themes Related to Barriers to Medical Error Reporting

by Nurses in the present study.

(1) The nurses’ perceptions of error:

The interviews started by asking the nurses
about the meaning of word (error). Most
stated they thought of medication errors,
others talked about events that caused
patient harm. Then nurses were asked to
recall an error-related event that had ‘stuck
with his/her.” Most of the nurses related

their own error experiences with little

Yo.

encouragement. A few nurses were more
reticent about sharing their own stories,
discussing primarily errors made by others.

The nurses in the study were hesitant about
which situations should be considered
medical error; in general, the examples that
nurses said about medical errors were as

follows:
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“Administering medications by an incorrect
route”,

“Giving a patient the “other person’s
dose,” and

“Committing omissions in communication
with other units or staff™.

For many of the nurses, the error occurred at
a time in their nursing career when they
were either inexperienced as a nurse or new
to a particular nursing role or work
environment or at a time when they ‘“felt
taxed by the demands placed on us,
including the need to complete our work in a
specified time frame (e.g. the nurses’ shift
hours)”.

At the same time, the nurses stated that they
believed that reporting an error depended on
the extent of the harm the error caused a
patient, that only those errors that were big
enough to cause injury to the patient needed
to be reported.

A nurse stated, “Should we exaggerate the
simple things??”

Another said “The error is an error when a
serious complication occurs”

Another opinion, some participants said that
errors that were serious enough to cause
patients harm should be concealed to protect
the person responsible, and that it was
necessary to keep these hidden as much as

possible. One nurse said, “There were no

Yoy

complications with the patients; why should
we make the event too obvious !/

Majority of the interviewed nurses in the
present study did not believe in the need for
a reporting system, did not think it to be of
any use, and said that that they did not report
medical errors when they witnessed them.
(1) Fear:

The nurses stated in the interviews that they
preferred not to report errors when they
witnessed them or were responsible for
them. The primary reason for this was fear.
According to the participants in this study,
most of the nursing concerns were
summarized as:

“Afraid of blame, of being described as
ineffective and incompetent”,

“Fear of being described as lack of
knowledge and ineffectiveness in my work as
a nurse”,

“Fear that this mistake will keep chasing me
in my work and among my colleagues, and
to point out what I did wrong....,

“Fear of punishment or transfer to another
department or elsewhere”

Feeling personally responsible for an error
was a barrier for some participants. For
example, “I never thought of reporting
something that I did,” and “If it’s something
[ failed on it’s a lot easier to say, I'm not

’

sure that was an error.’
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Another type of fear was the fear of paying

for a machine that was accidentally

destroyed. Sometimes, there have been
issues with compensation; as one nurse said
“To avoid paying for the material damages
or deducting it from my salary”.

One last reason for not reporting errors is
fear of legal liability; as said by a nurse:
“We need to hide errors for many reasons;
simply I don’t know about the positive or
negative sanctions”’

(2) Barriers related to the system:

Among reasons that prevent nurses from
reporting errors in the present study; that
there was no reporting system in the
hospital, when the errors occurred: “when
an error occurs; it remains within the team,
there was no system for reporting.” People
often report incidents due to the overall
reporting culture within the organization:
“No one required us to report errors; if you
see something wrong, you report it”’; as said
by one nurse.

Nurses in our study said they did not receive
adequate support from the hospital
administration when they did report errors,
that from time to time they would get no
feedback after reporting, and that they
believed when no feedback arrived that

management did not respect them.

Yov

Moreover, nurses said that no effort was
made to delve into the causes of errors that
were made, that attempts to find solutions
remained superficial, that errors were
personalized and blame was readily placed,
or that when errors were witnessed and
reported.

A nurse said: “Usually, we are not informed
of the procedures used to prevent recurring
errors or similar errors, so there is no point
in  reporting, adding to that the
personalization of errors and the feeling of

blame”.

4. Discussion:

(1) The nurses’ perceptions of error:

The main reason for not reporting errors in
the present study was weaknesses in nursing
training programs. Nurses need to be trained
about the meaning and types of errors and
near miss incidents, error management and
how to report errors.

The factors classified in this theme were
based on the nurses’ experiences and error
perceptions which stopped them from
reporting the errors. These factors included:
(Lack of knowledge about medical errors,
considering errors normal, not considering it
as an error, non-reporting of near miss errors

and seriousness of error).
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In health care workplace, nurses may be
under an increasingly workload that can lead
to attention deficits, lack of motivation, and
fatigue. In such situations, individuals may
believe that errors are likely to be made, and
thus acceptable. Studies have shown this to
be true [11].

Although the participants of the present
study did not have a universal agreement on
the meaning of word (error), the majority
considered the impacts and consequences of
errors as important issues in their decision to
report or not, which is consistent with the
results of a large number of other studies
conducted on this issue [12]. Based on the
nurses’ perceptions in this study, errors or
near misses which did not harm the patients
as well as the ambiguity in the notion of
error stopped them from reporting.
Moreover, reporting the errors of no adverse
harsh,
threatening, and aggressive confrontation of

the

outcomes depended on no

authorities.  Generally;  healthcare
personnel tend to avoid reporting the errors
of no adverse outcomes [13] although,
reporting near misses is highly important in
preventing and reducing the likelihood of
error in future and increasing the patient
safety [14].In a recent similar study
conducted in Iran to investigate the barriers

of the reporting and disclosing of medical

Yo

errors via nurses’ perceptions; authors
reported that error reporting was depending
upon the severity of the consequences to the
patients; nurses would not rather report near
miss cases or errors without consequences
even informally [15].

Studies in diverse nursing practice areas
indicate clinical judgment, experience, and
knowledge help determine if an incident
occurred and if it requires reporting [16-18].
New and inexperienced staff showed less
awareness and don’t realize how reporting
errors is useful in promoting patient safety.
This was identified as a problem because
newly graduated make a large percentage of
the staff [19].

Uncertainty about exactly what constitutes
an error also reduces reporting. The lack of a
consistent definition of medical error leads
to discrepancies that vary with individual
perception. This in turn has an impact on
whether a hospital employee will decide that
a particular event is an error and whether or
not the employee will file a report [20-22].
(2) Fear:

The next major theme in this study among
the barriers in reporting the medical errors
was fear. Different fears were identified as
(fear fear of

of stigmatization, losing

status/job/position, fear of uncertainty, fear



Egyptian Journal of Medical Research (EJMR), Volume 3, Issuel, 2022

of material sanctions and fear of legal
sanctions).

In this studied sample, nurses preferred not
to report their errors because of fear of
stigmatization and professional reputation.
In a study conducted in the United States,
nurses refused to disclose error to other
[23].

reputational impact was also reported as a

nurses and physicians Fear of
barrier to reporting errors in the general
wards in lIran [22]. Nurses are afraid of
being considered as professionals who make
a lot of mistakes, because it undermines the
reputation of their profession [24].

An important reason why nurses may not be
willing to report their errors is a cultural
one. The organizational culture should be
one of acceptance that human errors occur,
but with systemic learning and positive
support to individuals in response to error
reporting [14]. The fear of being blamed by
their peers at the hospital was common for
nurses in the present study. Sari et al.
reported that it may under-report incidents
due to fear of shame, blame and
unsatisfactory processes [25]. Blame culture
is an unhealthy environment for reporting or
learning from mistakes, it is referred to as
being among the most important factors in
the under-reporting of medical errors [22],

[26], [27]

Yot

Fear of punishment and legal consequences
in clinical practice has always been one of
the barriers to error reporting. It is estimated
that about 95% of medication errors are not
reported due to the fear of punishment [28].
A study made on “Incident Reporting at a
Tertiary Care Hospital in Saudi Arabia,”
indicates that incident reports occur at a rate
of 5.8 per 1000 patient days, which falls in
the low range when compared with
internationally reported rates [29]. In the
Iranian study, the fear of occupational
legislation and threat were reported as
factors associated with reduced reporting of
nursing errors [22]. In the study by Elder et
al., the fear of being punished or found
guilty was one of the important barriers of
reporting error by nurses in ICUs [23].The
low rates of reporting errors are due to the
fear of punishment and legal ramification
[26].

(3) Barriers related to the system:

Factors related to hospital system in the
present study are among the identified
themes of obstacles in reporting the errors.
Nurses have reported that they do not
practice error reporting due to the absence of
an error-reporting system. It is essential to
create a positive climate as a motivator

factor to encourage nurses to report.
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Those results indicated that the managers’
inappropriate reactions, especially nursing
manager, in response to the reported error,
they focus on human factors versus systemic
approach, and the subsequent reprimand
were among the barriers hindering error
reporting. These findings are consistent with
research results which mentioned the
reasons for not reporting errors including
lack of positive feedback as well as the
concern that managers might develop a
negative attitude toward the nurses [15],
[30].

Nurses in this study said they get no
feedback after reporting; in a study by
Sanghera et al., in United Kingdom, lack of
encouragement by managers was reported as
a one of the barriers to medication error
reports in ICUs [31]. The literature as well
as the results of this study shows that
administrative attitudes directly affect error
reporting, that every negative feedback will
adversely affect error-reporting rates, and a
complete lack of feedback makes personnel
feel as if they are of no value to
management [26].

According to other studies; even when there
is a system for reporting errors, personnel
have not had enough training about the
error-reporting system and are thus not

adequately aware of its value [11]. Raising
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awareness about systems, making them easy
to use, and developing telephone or online
reporting will increase error-reporting rates
[32]. Reporting systems should be designed
to improve themselves and to avoid personal
repercussions, and employees should not
have to identify themselves in their
reporting.

The presence of a simple and user-friendly
incident-reporting system and
unexaggerated managerial feedback without
negative consequences with focusing in
system approach rather than personal
approach can positively affect the process
and manner of error reporting and patient
safety culture in health care system [33].
From the present study findings and

previous research, to reach effective

disclosure practices, a training role at
healthcare system is necessary to instruct
professional ethics, communication skills
and disclosure guidelines to eliminate the
punitive measures after voluntary reporting
and improve the level of patient safety

culture [34].

5. Conclusion and Recommendations:
The highlighted

nurses’ positive attitude towards patient

qualitative assessment

safety and the importance of patient safety

practices. The reporting barriers explored in
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the qualitative assessment part of the current
study could serve as the foundation for
scaling up the efforts to create effective,
easily accessible, practical reporting systems
that will make employees feel comfortable
and anonymous.

It is recommended to conducting long-term
studies and additional actions are required to
improve patient safety culture and adverse
events reporting, given the importance of
reporting errors and adequate staffing in
improving patient safety, it is recommended
that these items should be considered as a
top priority for healthcare managers and
hospital policymakers, and, The nursing
staff needs more meetings and conferences
to provide them with up-to-date information
in order to improve their attitudes,
knowledge, and skills about patient safety
and how to deal with them.
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