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Background and Objectives: Enhancing human health is the primary objective of nurses. Among the most 

frequent, potentially dangerous mistakes that impact patient care are medication errors. These errors are seen as 

a worldwide issue that raises death rates, hospital stays, and associated expenses. 

Aim is to study the medication errors of ordering, dispensing and administering and to compare the errors occur- 

ring in the Saidu group of teaching hospital with those occurring in the other health care setups around the word. 

To identify the most common mistake regarding the preparations of medication. To assess nurse’s errors concern- 

ing administration of medication. To evaluate nurses’ knowledge regarding Post administration of medication. 

METHODOLOGY: At the Saidu group of teaching hospitals in Swat, a descriptive cross-sectional study was 

carried out. At Saidu Group of Teaching Hospital SWAT, 79 critical care nurses in total were chosen for the study 

and given an adopted questionnaire to complete. Questionnaire was consisted of four major parts, the demo- 

graphic section, knowledge section, attitude section and practice. Data were entered into the SPSS version 26 

software for analysis. And the results were represented in the form of frequency and percentages. For ethics 

stability, consent form is used and ethical approval was granted from college faculty and hospital committee. 

RESULTS: The mean age in our study was 31 in which 68 % were male while 32% were female. 68% of the 

study participants (Nurses) label the medication cup and few nurses do not label the medication cup with patient’s 

name or room number. Only 20% of participant did not report medication error. 

CONCLUSION: Knowledge about medication process among nurses were good but further need a bit of 

improvement. 
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Any departure from the doctor's prescription order as it 

appears on the patient's chart is commonly referred to 

as a pharmaceutical mistake. Medication mistakes in 

hospitals happen roughly once every patient every day. 

Error rates for dosages administered during the 

cart-filling process range from 0.87% to 2.9%. A 

dispensing error occurs when pharmacy employees 

provide medications to nursing units or directly to 

patients in an ambulatory care pharmacy.(4). In 1983, 

2876 people died from ME. By 1993, this number had 

risen to 7391, a 2·57-fold increase(16). Globally medi- 

cation errors are among the major health and economic 

concerns. Annually 44,000 people die from prevent- 

able medication errors.1 One in every hundred Medi- 

cation errors lead to adverse reaction that can result in 

death (11).Approximately 20% of all medication 

administrations result in error(17). Between one and 

two errors per patient each day go undetected in addi- 

tion to those that are reported (5).Increased lengths of 

stay, readmissions, patient mortality, post-discharge 

impairment, and emotional anguish for the patient, 

family, and administering nurse are among the mone- 

tary and personal expenses linked to these 

mistakes(6).Errors can be found in five distinct stages 

of the MA process: prescription, typing, dispensing, 

administering, and patient condition/documentation 

monitoring(5). The administration stage is especially 

prone to mistakes (11). Errors are more likely to occur 
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throughout these intricate procedures when requests or 

disruptions occur simultaneously (5). MA takes up 

between 16 and 40 percent of nurses' time (18). Since 

MA does not happen in a vacuum, it was determined 

that it actually "constitute[s] the day" because it was 

impossible to distinguish its effects from other duties, 

rather than taking up a specific amount of the nurses' 

day. Nurses' capacity to provide safe and efficient 

patient-centered care is impacted by how process 

interruptions are handled given the strong emphasis on 

MA (8). 

Significance of the Study: 

The medication error is one of the most common 

mistakes occur in health care system and nurses with 

pharmacist and physician have in important role in 

stopping these errors so our aim is to highlight these 

errors and give suggestion to overcome these errors. 

Rational: 

Patient admitted at health care setup have a chance of 

having victim of medication error so through this 

study we want to identify the statistics of these error 

and give suggestion about lowering the frequency of 

these error. 

Operational definitions 

Registered Nurse: A nurse is a person who is formally 

trained in a nursing institute and possesses a valid 

registration with Pakistan Nursing council. 

Knowledge: Knowledge is understanding or aware- 

ness of nursing staff regarding the protocols of Medi- 

cation administration. 

Attitude: A settled way of thinking or feeling of nurs- 

ing staff regarding Basic Life Support. 

Practice: The actual application of Basic Life Support 

guidelines on patients by the nursing staff. 

 
Type of Research 

This is quantitative research, descriptive in nature. The 

data for this study was collected through a closed 

pre-coded questionnaire. Questionnaire included with 

closed ended questions. Quantitative examination is a 

method to test objective hypotheses and the relation- 

ship among variables (9). In our questionnaire there 

are four parts including demographic, educational 

level, practice and attitude of nurses toward the medi- 

cation error. 

Research Strategy: 

A cross-sectional study was designed in public sectors 

of Swat to analyze the frequency of medication error 

and attitude of nurses toward the medication error. The 

study was conducted in public hospitals, (Public Hos- 

pital) Saidu group of Teaching Hospital, from March 

20 to April 20 2022. The study was conducted through 

pre coded, structured questionnaire. Questions were 

related to educational level and attitude of nurses 

toward the medication error. The questionnaire was 

given to the nurses of inclusion criteria randomly. 

Research design: 

A descriptive cross-sectional study was conducted in 

public hospitals of Swat. For data collection a struc- 

tured questionnaire with consent form was attached, in 

which aim of the study and rights of participants and 

rules clearly mentioned. Questionnaire included with 

demographic knowledge practice and attitude section. 

Pilot study was done by 20 questionnaires to remove 

any type of error. 

Pilot study: 

Pilot study was done in Saidu Hospital Swat (SGTH). 

20 Nurses were asked to fill the questionnaires. All 

Nurses had experience more than year in Nursing. 26 

of our questions only few were found incorrect which 

is been remove from questionnaire. 

Target Population 

More than 420 nurses working in Saidu hospitals of 

Swat, which was a target population for this study 

Sample Size 

79 sample size was selected for the study, Nurses from 

Saidu government hospitals, Male and female with 

various designation from hospital was the part of it. we 

use RAOSOFT for finding our accurate sample size in 

which we take 10% error the reason we did not take 5% 

is we are the beginners so chances of error are there 

then we take 95% confidence level because its mostly 

used and our total population is 430 nurses in SGTH. 

So, the RAOSAFT give us sample size of 79 as a refer- 

ence we attached the screen shot at the end of the study 

Sampling Technique 

Due to shortage of time and lack of resources we apply 

Non probability descriptive cross sectional sampling 

technique. 

Data Collection Methods 

Data was collected through a questionnaire which 

include close ended questions. And questionnaire was 

the instrument of the study every participant has asked 

in consent form that if they want to leave the study at 

any time, they are free to leave. Questionnaire is the 

best and suitable data collection method for quantita- 

tive study as proved by many articles. 

Research Instrument 

Well structured, close ended questionnaire was my 

research instrument. The questionnaire covered four 

parts: 

Demographic data 

Educational level 

Practice of nurses 

METHODOLOGY 
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Attitude of nurses toward medication process 

Research survey: 

When we modify our questionnaire and remove the 

incorrect questions from it then we visited to the Saidu 

group teaching hospital and discussion with the staff 

about the research and explain the questioned to them 

which they find difficult. Some staff just simply reject 

to give us data while some said that leave the question- 

naire and come after an hour and take it and some filled 

it on the spot. 

Inclusion Criteria: 

All those registered nurses in SGHT having a least 

one-year experience and performing duty in different 

wards and willing to share experiences with us are 

come in our inclusion criteria. (n=50). 

Exclusion Criteria: 

Nurses who are not present in hospital during our study 

or  those  who  are  not  willing  to 

share their experiences with us are come in this part of 

our study. 

Sampling: 

The sample was drawn by non-probability convenient 

sampling techniques from the nurses available at the 

hospital at the moment. 

Research Instrument: 

For conducting the survey, we used questionnaire as an 

instrument. A close ended questionnaire was used with 

a nominal question. The language of the questionnaire 

is English. The questionnaire consists of five portions, 

the consent form, the demographic questions and the 

educational level the practice and attitude of nurses 

toward medication error. 

The demographic part: 

In this part of the questionnaire, we have asked the 

participants about age, gender, qualification. We also 

asked the nurses about their position and the options 

which we gave were diploma, specialization, BSN and 

MSN. Number of years in Nursing has been asked. 

Data Analysis: 

Data analysis was performed using SPSS, version 26, 

software. Frequency distribution tables for categorized 

variables, and numerical indices of minimum, maxi- 

mum, mean and standard deviation (SD) for research 

quantitative variables were provided by means of 

descriptive statistics, and tables related to comparisons 

and correlations were done using analytical statistics. 
 

 
Interpretation: The graph reveal mean age of the study 

participants (Nurses) is 31. And the standard deviation 

is 5.4. 

 

 
4.1 Graph no 1: Mean age and standard 

deviation of the study participants 

In our study most of the study participants were male 

(68%) and less were female nurses (32%). 
 

Graph no 2: Gender 

Interpretation: 

The education of nurses who were selected for the 

study was Diploma Nurses (15%), generic BScN 

(38%) and Post RN (47%). 

Table No 1: ignorance of medicines minor side 

effect by the nurses 
 

Do you check patient’s armband prior to administer medication 

   
Frequency 

 
Percent 

 
Valid Percent 

 
Cumulative Percent 

Valid Yes 47 78.3 78.3 78.3 

No 13 21.7 21.7 100.0 

Total 60 100.0 100.0  

RESULTS 
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Interpretation: Approximately all the study partici- 

pant’s nurses check the expiry of the medicines before 

administering the medication to the patients 
Table No 2: Nurses checking patient armband 

prior to administer medication 
 

Interpretation: The mean experience of the nurses 

who were selected for the study was 8 year and stan- 

dard deviation was 5.5%.The major reason for not 

participation and incomplete participation were family 

restrictions, time constraints and unexpected distance 

(attending) phone calls, physician calls for consultation 

and crying of children). Total 384 nursing mothers 

participated in study. Each district contributed around 

33% participants. The socio-demographic variables of 

the study were district of residence, age and education 

of nursing mothers, number of children and place of 

delivery of last child. that among total participants, 

72% (n=277) nursing 

Table No 2: Nurses checking patient armband 

prior to administer medication 
 

Do you prepare and carry medication of more than two patient at a time 

   

 

Frequency 

 

 

Percent 

 

 

Valid Percent 

 

 

Cumulative Percent 

Valid Yes 29 48.3 48.3 48.3 

No 31 51.7 51.7 100.0 

Total 60 100.0 100.0  

Majority(78%) of the nurses check the patient armband 

before administering the medication to reduce the 

chances of error and very few ignore to check the arm- 

band of the patients. 

 
Graph no 7: Nurses check medication expiry 

when administering medicines 

 

 

 

 

 

 

 

 

Interpretation: 

Maximum number (72%) of the study participant’s 

label syringes and bags with medication, name and 

room number of the patients 

 
This study was conducted with aim of identifying 

potential medication errors with their prevalence in 

Saidu group of teaching hospital, in resource limited 

setting. The role of nurse in preventing medication 

errors was also investigated. It was found that medica- 

tion errors were common in health care setup. 

In our study the nurses that much open to answered the 

that what type of medication error they done and what 

were the conserveness after the incidence but most of 

the nurses 93.3% said that its necessary to report any 

error in the medication process. Through discussion 

with staff, we find out that most of the error occur in the 

administrative phase of medication process as same to 

the study saying that Approximately 78% (158) of the 

202 surveys received included medication error in 

administration. (22). During the study period, 136 (68 

%.) medication errors were encountered in medication 

orders (n=200) by clinical pharmacists. Male gender 

was found most susceptible to medication errors 

(70.59%). Among the identified errors, prevalent error 

found was dosing error (27.21%), followed by incom- 

plete prescription error (13). 

Majority 68.33% of the participants in our study were 

male while only up to 32% were female which is also 

one of the reasons of low number of medication error as 

the study say that the response rate to the survey was 

8.2%. Approximately 78% (158) of the 202 surveys 

received included medication error descriptions; we 

analyzed these 158 accounts. Of those nurses who 

admitted making an error, 87% were women(22). 

T1 .he  work load in government hospital is too huge 

because the number of nurses is too few in Saidu hospi- 

tal. In our study 67% replied that there is enough staff 

DISCUSSION 

   

Frequency 

 

Percent 

 

Valid Percent 

 

Cumulative Percent 

Valid Yes 12 20.0 20.0 20.0 

No 48 80.0 80.0 100.0 

Total 60 100.0 100.0  

 

 

Do you label syringes and bags with medication, name, and room number 

  
 

Frequency 

 

Percent 

 

Valid Percent 

Cumulative 

Percent 

Valid Yes 43 71.7 71.7 71.7 

No 17 28.3 28.3 100.0 

Total 60 100.0 100.0  
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and the rest replied that there is no enough staff to 

handle work load which result poor patients care. Edu- 

cational level section of our questionnaire has seven 

questions and the response to these questioned were 

100% positive everyone knows the basics and have 

knowledge about medication error. Explanation of side 

effect from any medicines to the patients is important 

because it keep important role in patient’s care. In our 

study 71.6% nurses replied that they explain the medi- 

rate Is also that majority 73.3% nurses did not adminis- 

ter the medicine prepare by another nurse. And 97% of 

the participant have check the expiry rate before 

administering medicine. 
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cation side prior to administering the medicine to the 

patients. 

One of the main reasons of control medication error 

rate Is also that majority 73.3% nurses did not adminis- 

ter the medicine prepare by another nurse. And 97% of 

the participant have check the expiry rate before 

administering medicine. 

 
Results of the study confirm that frequency of medica- 

tion error among nurses is not too much high but still it 

is significant and should be taken as a part of concern. 

The reason of low frequency of medication error is the 

educational level of nurses which was quite good and 

other reasons were the attitude of nurses toward medi- 

cation process they check expiry before administration 

and explain the process to their patient. But still need 

to give more education on how to lower the frequency 

of error and what to do if any error occurs because 

some nurses answered that they did not report if medi- 

ation error occur. 

Recommendation: 

This study result showed that the ratio of medication 

error among nurses selected from Saidu government 

teaching hospital Swat KPK is low. The main reason 

behind this is the work experience which was more 

than 8 year and the strong reason was educational 

level. 38% were BScN and 46% of nurses done their 

post RN only few were only diploma nurse which was 

the reasons of low medication error frequency. In one 

study the researcher said that 87% of error occur from 

female nurses and our study 68% were male but still 

need to overcome this problem and completely remove 

the medication error for which the government need to 

arrange session in which the more experience nurses 

need to take the class and share their experience. 

Limitation 

Due to insufficient time and lack of resources our 

research study is limited to Saidu government teaching 

hospital Swat KPK and to a sample size of 79 staff 

nurses. And convenient sampling method is applied 

because of insufficient time. 

One of the main reasons of control medication error 
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