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PPuurrppoossee.. The purpose of this study was to explore the reasons for medication errors

among health care professionals from a nursing perspective.

MMeetthhooddss.. This was a cross-sectional study of 294 nurses recruited from medical-surgical

wards of six district hospitals in Yun Lin County, Taiwan. An instrument designed to

measure nurses’ perspectives of the reasons for medical errors made by health care

professionals was administered to all 294 nurses. The instrument measured reasons for

medication errors and strategies to prevent them. The content validity index (CVI =

81.3%) and test-retest reliability (r = 0.78) showed that the questionnaire was a valid and

reliable instrument.      

RReessuullttss.. The participants indicated the following reasons for medication errors: (1)

pharmacists provided wrong medicines (92.2%); (2) packaging of many drugs was very

similar (87.0%); (3) nurses did not recheck patients’ names (84.9%); (4) nurses did not

recheck the medicine before giving it to patients (81.8%); and (5) nurses were

interrupted during the process of preparing medication (80.4%).  

CCoonncclluussiioonn.. Medication errors can be minimized by implementing standard

medication-delivery procedures, computerizing prescriptions, decreasing nurses’

workload and improving their work environment.  ( Mid Taiwan J Med 2007;12:157-65 )
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