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Throughout the medical profession, medication administration errors (MAE’s) are common. Nurses abide by a code of ethics to cause and do no harm and yet, more than 98,000 people perish from medical and medication errors that could have been prevented (Stetina, Groves, & Pafford, 2005).   Medication errors have serious consequences that directly impacted 10-18% of all reported injuries within the hospital setting (Mayo & Duncan, 2004). The purpose of this paper is to critique a qualitative research study by Stetina, Groves, and Pafford (2005) entitled Managing Medication Errors and critique a quantitative research entitled Nurse Perceptions of Medication Errors: What We Need to Know for Patient Safety by Mayo and Duncan (2004). The goal is to help understand the nurse’s perceptions and definition of what a medication error is and why many MAE’s go unreported within hospital settings. This critique includes the following information: a nursing practice problem of interest and PICOT statement. Also included is information on the background, study method and results, ethical considerations, and conclusion of each research study.
Qualitative Study

In the study, Managing Medication Errors – A Qualitative Study, the authors address the fact that medication administration errors continue to plague hospitals within the United States and is a major concern for patient safety (Stetina et al., 2005). Medication and medical errors account for nearly 98,000 deaths in a hospital settings throughout the United States yearly, per the Institute of Medicine (IOM) report published in 1998; most of which are preventable (Stetina et al., 2005). MAE’s cause nearly 7,000 of these deaths annually, substantially increase medical healthcare costs, necessitate longer hospital stays, and can cause lifelong disability for the patient, and can lead to death. Medication errors are preventable and research shows that nurses intercept up to 86% of MAE’s before reaching the patient (Anderson & Townsend, 2015, p. 42). On the other hand, the authors explored that many nurses believe that a late medication does not always represent and MAE error, that the nurses’ judgment on if the medication should be administered, and that there is an increased need for computerized and risk management system checks to reduce MAE’s (Stetina et al., 2005, p. 16). 
Purpose and Research Questions
The purpose of this study was to examine the management of MAE’s, to identify how nurses define MAE’s, how the nurse determines if the medication is given, and how the administration of medication errors affect the daily practice. The authors argued that computer reporting systems rely on the nurse to voluntarily self-report MAE’s, so specific studies were chosen to determine why so many MAE’s go unreported (Stetina et al., 2005). The study sought to find answers to what the nurse defined a medication error as, what is the nurse’s belief about medication errors that do not cause harm to the patient, is a late medication a reportable error, what fears do the nurse have about the consequences of reporting the error, what the nurses reasons are for not reporting and implicating a peer when medication errors occur, and reviewed literature from other studies that provided scenarios to see if the nurse considered the situation to be a reportable medication error event. Thus, this study addresses many differing views of what a medication error is, when or why a MAE is reported, and why many nurses are reluctant to report MAE’s. The authors also used the data to help facilities to understand why nurses may be reluctant to report MAE’s which is relevant to the research (Stetina et al., 2005).
Literature Review

The author did not disclose the method of how the research was retrieved; however, the studies reviewed were both quantitative and qualitative and were part significant to the research. The study was performed in 2005 and much of the literature reviewed by the authors dated from 1997 through 2003 which were very relevant as to the perceived causes of MAE’s, in what situations would a medication error be reported or not reported, what scenarios constitute an MAE, and what barriers and perceptions are predominantly causing nurses to not report MAE’s. The authors revealed that there were inconsistencies within the studies reviewed as to what the definition of medication error is and the probability of reporting medication incidence once the error is confirmed to be a MAE (Stetina et al., 2005). Although there was adequate information within the research reviewed, the authors maintained that more research is needed on broader scale to understand how workloads and organizational skills affect the daily activities of medication administration to identify why barriers continue to burden nurses from reporting all MAE’s (Stetina et al., 2005). 
Conceptual/Theoretical Framework

The study included a review of research taken from the nurses’ perspective. The study did not include a conceptual or theoretical framework to guide the study. The research article reviewed consisted of surveys, scenarios, and through observation. The research study results revealed the top three perceived causes of MAE’s to be: 1. Failure to adhere to the five rights of medication administration safety, 2. Nurses fatigue, and 3. Illegible handwritten orders from the physician (Stetina et al., 2005). In another study, twelve scenarios were presented to see if nurses would report a medication error: only one situation was identified 100% as a reportable event even though all the scenarios presented were MAE’s (Stetina et al., 2005). Within the focus group study, the number one reason for not reporting MAE’s was for self-preservation, fear of repercussions, and the nurse’s perception of what constitutes a MAE’s event. Lastly, one study revealed results that the perception of a non-reportable medication error was one that could be rectified without harm and one that did not result in a safety concern for the patient (Stetina et al., 2005). All the research reviewed supported the reason for performing the study by exploring how nurse define what a medication error is, the practices of reporting medication errors, and how the nurse decides to report or not report MAE’s. 
Quantitative Study

Protection of Human participants

The quantitative study critique is from the Journal of Nursing Care and Quality, Nurse Perceptions of Medication Errors: What We Need to Know for Patient Safety (Mayo & Duncan, 2004, p. 75). There were no informed consents used for this study; instead, a random sample of 5000, out of nearly 9000 nurses, from 16 Southern California hospitals were mailed the survey to obtain 1000 participants for the research. Nine hundred eighty-three nurses responded with a 20% rate of participation (Mayo & Duncan, 2004). Although the survey was performed voluntarily, the random list of participants was provided by the United Nurses Association of California/Union of Health Care Professionals (UNAC/UHCP) (Mayo & Duncan, 2004, p. 76).  The researchers did not seek approval for the study, the UNAC/UHCP and Southern California Kaiser Permanente Nursing Research Programs supported the study (Mayo & Duncan, 2004). 
Data Collection

The method used to collect the data within the study was the Modified Gladstone which enabled the authors to capture and measure the data from the surveys (Mayo & Duncan, 2004). The authors did not specifically address variables that would directly or indirectly affect the outcome of the study. However, with mailed surveys, there are disadvantages in the rate of return being lower than an interview (Trochim, 2006). The way the authors justified utilizing a mailed survey was to send out 5000 surveys which historically had a rate of return of 25-45% in previous studies mailed to UNAC members (Mayo & Duncan, 2004, p. 76). This research response rate was 20%. The authors did not state the time-period for collecting the data, or the data sequence of data collected for the survey. The study information included a list that showed the types of hospitals included in the study to be government, military, acute care, private, and organization hospital settings (Mayo & Duncan, 2004). 
Data Management and Analysis
The Modified Gladstone enabled the authors to capture and measure the participant responses from the survey that included: perceived causes of MAE’s, the percentage of MAE’s self-reported, the types of incidents that are identified as MAE’s reportable to physicians, managers through reporting systems, how many MAE’s were personally reported through an online reporting system, the nurse’s views and perceptions about reporting MAE’s, and the demographics of the nurse. The data analyzed with the Modified Gladstone was deemed acceptable and a reliability test-and-retest method was used for redundancy and verification management. The aim of the study focused on the nurse’s perception about the causes of MAE’s, evaluation of scenarios of MAE’s, nurse’s opinions about reporting MAE’s, and the demographics of the nurse within a hospital setting (Mayo & Duncan, 2004, p. 66). 
Problem Statement: PICOT Format

Among MAE’s within a hospital setting (P), do nurses who accurately report MAE’s and near miss events (I), compared to nurses who do not accurately report MAE’s and near-miss events (C), lead to improved patient safety, reduction of MAE’s, and near-miss events (O), during a patient’s length of stay (T)?

P- Problem or population: Among MAE’s within a hospital setting,

I- Intervention:  nurses who accurately report MAE’s and near-miss events,
C- Comparison: nurses who do not accurately report MAE’s and near miss-events,
O- Outcome: improved patient safety, reduction of MAE’s, and near-miss events,

T- patient’s length of stay?
Findings/Interpretation of Findings

Nine-hundred and eighty-nine nurses responded to the survey representing a 20% rate of return. The RN mean age was 44.6, 95% female, average nursing experience reported at a mean of 18.5 years, and over 62% of participants worked full time. Of those who responded, 49% of participants were white-Caucasian, 34% Pacific Islanders, 8% Hispanic, and 4% African American. Degrees amongst the participants were 11% diploma, 40% with associate degree, 44% with Bachelor degree’s, and 3% with Masters degrees. The top three perceived causes of MAE’s reported were: 1. The physician/practitioners handwriting, 2. Being distracted, and 3. Being exhausted and tired. With the classification of reporting MAE’s, respondents showed that 96.6% would classify a fast running total parental nutrition rate as a medication error, and 91.8% would not report withholding a dose of digoxin as a MAE due to the lab report being late. Approximately 56% of nurses stated that a late lab would constitute a call to the physician and 11.2% would complete a MAE report. Five out of six nurses stated that the physician would be notified and would not complete an incident report. Less that 50% of the nurses surveyed stated that all MAE’s should be reported to management via incident reporting. Approximately 92.6% of nurses stated an understanding of what constitutes a MAE and 91.3% would report MAE’s via incident report. Barriers for not reporting MAE’s were: 76% were afraid of the manager, 61.4% were afraid of peer reaction and reputation, 52.9% did not believe the MAE justified an incident report; meaning, the MAE did not cause harm to the patient (Mayo & Duncan, 2004, pp. 63-65). 
Limitations

Generalization of the study presented limitations due to the study only including a random sample of unionized nurses in California that does not represent all nurses nationally. The list of medications within the scenarios did not include all high-risk medications used within the hospital setting. Limitations of additional causes of medication errors may not have been identified within the study, and with mailed surveys, there was no definite way to insure all the information was read and answered per the researchers intended understanding (Mayo & Duncan, 2004). The study was presented in a coherent and logical manor that enables the reader to clearly understand the findings.  
Implications for the Nursing Practice

The result of the study showed there is a need for hospitals to clarify what constitutes a medication error, when to report a medication error, and identified gaps in knowledge vs. perceived knowledge of what constitutes a medication error. The study results also supported that the characteristics of a nurse, years in practice and experience, is not directly related with the nurse’s definition of what a MAE is. Nurses differed in their perceptions of what determines an MAE and when the safety of the patient was at risk. Educating management is also a necessity since study results clearly identified barriers to reporting MAE’s. Barriers included fear of management, fear of disciplinary action, fear of retaliation, and fear of losing one’s job. Additional education and discussions among nursing staff needs to occur to stop the perception and ideology that not all near miss and MAE’s need to be reported (Mayo & Duncan, 2004). 
Conclusion


Critiquing the qualitative and quantitative studies helped give clarity to what a nurse’s definition and perception of a medication error. Patient safety is the priority of the nurse and the nurse must understand what justifies a MAE and near-miss event, report the MAE and near-miss event accurately, and should use sound and ethical judgment when delivering medications to all patients.  Both study results showed fear as being the number one barrier for not reporting MAE’s, lack of knowledge of what a medication is, and that all medication errors including near-miss events must be reported even if no harm reached the patient. The study results also revealed that nurses fear to report MAE’s and near-miss events due to possible job loss, will require corrective action, and will place a damaging mark on nursing licensures.  Incident reporting is a way for risk management to identify educational needs, training, and a way for all nurses to learn from peer’s experiences. Non-reported MAE’s can cause harm to the patient, can impact the nurse’s self-perception, decrease confidence, and trustworthiness; it is unethical.  Nurses must always provide the best possible care and holistically advocate for the patient always. This includes reporting medication errors. 
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