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ABSTRACT 

A medication error is any preventable event that may cause or lead to inappropriate medication use or patient harm 

while the medication is in the control of the healthcare professional, patient, or consumer. Medication errors, are 

very common and, are among the top ten leading causes of morbidity and mortality in hospitalized patients 

globally(Brady et al 2019).In Uganda the most common cases of medication errors occur at during prescribing, and 

90% of them  occur during the administration phase where nurses are the primary caregivers in medicine 

administration(Hutchinson, Bucknall, 2018). 

A descriptive cross sectional study was carried out using quantitative techniques in specific period of two weeks in 

January 2021. The purpose of the study was to assess the factors contributing to medication errors among medical 

workers at Rwamwanja health center III in Kamwenge district. Respondents were selected by purposive sampling 

method and a sample size of 32 respondents was used. A self administered questionnaire was used to collect data. 

The data collected was analyzed using a computer data analysis package like Microsoft excel. 

The study findings showed that majority thirty (94%) of the respondents indicated that they only use the prescription 

to guide administration of medicines to patients and  most  twenty (63%) of the respondents indicated that they 

sometimes find difficulty in calculating drug doses for concentrated drugs which require accurate dilution like 

magnesium sulphate for treatment of eclampsia and intravenous artesunate. 

The study findings shows that more than a half of respondents nineteen (59%) had been in service between 1 - 2 

years. The study findings revealed that more than a half of respondents eighteen (56%) indicated that they handle 

between 31– 50 patients daily. 

The researcher concluded that the medical workers related factors contributing to medication errors at Rwamwanja 

health center III in Kamwenge district included interruptions of medical workers while giving medication to patients 

and failure to read some bad hand writing of some prescribers. The health facility related factors contributing to at 

Rwamwanja health center III identified in this study included limited staff allocated to work in heavy day shifts, 

high turn up patients. The researcher recommended that the ministry of health should formulate and disseminate 

specific and clear SOPs to guide medication of patients among medical workers and The health center management 

should create local SOPs to act a reference point nurses and medical workers during administration of medicines.  

https://www.sciencedirect.com/topics/nursing-and-health-professions/morbidity
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DEFINITION OF KEY TERMS 

Medication Error: any preventable event that may cause or lead to inappropriate   

   medication use or patient harm while the medication is in the control  

   of the healthcare professional, patient, or consumer. 

Health worker:   Any individual who has gone through training from a recognized   

              institution and has skills to manage health care supplies at any level  

   of care. 

Health facility:         A health facility is, in general, any location where healthcare is provided. 
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CHAPTER ONE: INTRODUCTION 

1.1 Introduction 

This chapter presents the background of the study, the statement of the problem, purpose of the 

study, objectives of the study, research questions, and the significance of the study findings.  

 

According to WHO (2019) a medication error is any preventable event that may cause or lead to 

inappropriate medication use or patient harm while the medication is in the control of the 

healthcare professional, patient, or consumer. Such events may be related to professional 

practice, healthcare products, procedures, and systems, including prescribing, labeling, 

packaging, nomenclature, compounding, dispensing, distribution, administration, education, 

monitoring and use. 

Globally, medication errors are the leading causes of avoidable patient harm in the health care 

system across the world (Al-Shara, 2011). 

Medication errors in African health care setting are common health problems with a prevalence 

rate of over 65% (Knapman, 2017). Medication errors are the most common types of errors 

posing dangerous consequences for patients, health professionals and health institutions. The 

administration of medications is primarily the nurse’s responsibility, on which a nurse spends up 

to 40% of their time on administering medications. Nurses represent the last safety check in the 

chain of events in the medication administration process, and are the last safeguard of patient 

wellbeing. 



2 
 

In Sub Sahara Africa, Medication errors are the most common type of medical errors that occur 

in hospitals, and in East Africa it is one of the leading un reported   cause of death higher than 

cancer, and AIDS combined. Medication errors especially those that occur during administration 

are highly prevalent systemic medicines. In a study done in China in Jishuitan Hospital1 in 3 

patients had at least one type of medication error (Seki, Yamazaki, 2018). 

The administration of a medication to a patient is one of the most valued nursing practices. 

Performing it safely is among the most crucial professional responsibilities of nurses (Garrett, 

2017).  

In Uganda, the most common (98%) of the cases of Medication errors occur during prescribing, 

transcribing, dispensing and/ or administering of medicines. However, (90%) of the medication 

errors most frequently occur during the administration phase. Most of the medications are 

administered by nurses (Hutchinson, Bucknall, 2018). 

The frequently perpetrated types of medication errors include; wrong dose, wrong time, wrong 

drug, wrong route, omission of doses, wrong patient, lack of documentation, and technical errors 

(Hutchinson, Bucknall, 2018). 

At Rwamwanja Health Center, cases of medication errors are common but the majority remain 

un-reported. In the year 2020, 21 patients developed adverse drug toxicities due to over dosage, 

36 outpatient hypertensive patients returned to the facility with wrongly dispensed medicines in 

the previous visit. 

The medication errors at Rwamwanja HC III have resulted in many profound hazardous 

consequences including morbidity, mortality, adverse drug events, and additional cost of 

treatment and prolonged and hospitalization.  
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This study therefore assessed the factors contributing to medication errors among medical 

workers at Rwamwanja Health Center III in Kamwenge district.   

1.2 Problem statement 

In Uganda the most common cases of medication errors occur during prescribing, and 90% of 

them occur during the administration phase where nurses are the primary caregivers in medicine 

administration (Hutchinson, Bucknall, 2018). 

Cases of medication errors at Rwamwanja Health Center are common but the majority remains 

un-reported. In the year 2020, 21 patients developed adverse drug toxicities due to over dosage, 

36 out-patient hypertensive patients returned to the facility with wrongly dispensed medicines in 

the previous visit. In the ART clinic, 14% of the patients reported to have been dispensed with a 

wrong   antiretroviral regimen which was only corrected by health workers after returning to the 

facility with adverse side effects of taking the wrong regimen. This indicates that the cases of 

medication errors among nurse and midwives are very common in Rwamwanja Health Center 

III. (Rwamwanja Health Center III medical records 2020). This is a discrepancy from the 

expected standard of care where all patients should receive their medication accurately without 

errors. Efforts in medical error reporting in Uganda spearheaded by the National 

pharmacovigilance through the National Drug Authority have recently made attempts to record 

and report medical errors. These reports have mainly focused only on a few drugs related adverse 

effects and maternal audits, leaving other medical errors underreported (Kiguba, 2015).  

These medication errors have resulted in many profound hazardous consequences including 

morbidity, mortality, adverse drug events, and additional cost of treatment and prolonged 

hospitalization.  
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This motivated the researcher to carry out a study to the factors contributing to medication errors 

among medical workers at Rwamwanja Health Center III in Kamwenge district. 

1.3 Purpose of the study  

To assess the factors contributing to medication errors among medical workers at Rwamwanja 

Health Center III in Kamwenge district in order to identify strategies which can lead to 

eradication of medication errors and end the health risks associated with it among patients. 

1.4 Specific objectives 

i) To assess the medical workers related factors contributing to medication errors at Rwamwanja 

health center III in Kamwenge district. 

ii) To determine the health facility related factors contributing to medication errors at 

Rwamwanja Health Center III.  

1.5 Research questions 

What are the medical workers related factors contributing to medication errors at Rwamwanja 

Health Center III? 

What are the health facility related factors contributing to medication errors at Rwamwanja 

health center III? 
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1.6 Justification of the study 

At Rwamwanja Health Center III, medication errors are still a common problem. In the year 

2020, 21 patients developed adverse drug toxicities due to over dosage, 36 outpatient 

hypertensive patients returned to the facility with wrongly dispensed medicines in the previous 

visit. In the ART clinic, 14% of the patients reported to have been dispensed with a wrong ART 

regimen which was only corrected by health workers after returning to the facility with adverse 

side effects of taking the wrong regimen. 

Although the Ministry of Health through, the District Health Team continuously provides 

medication standard operating procedures intended to minimize medication errors, medication 

errors have persisted and continued to cause health hazards to patients.  

Despite of the above efforts all these problems still exist.  

However, no study has ever been done at Rwamwanja Health Center III to establish the factors 

contributing to medication errors and reasons for these existing problems are not known and 

have never been researched.  

This motivated the researcher to carry out this study and this study can be useful as follows: 

The Ministry of health can find this study useful as it can be a benchmark to address the problem 

of medication errors in other health facilities in the country.  
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The District Health Team can benefit from this study as it can provide firsthand information to 

the nurses about health facility related factors contributing to medication errors and come up 

with possible measures to mitigate the problem.  

The health facility team can use the study findings to find local solutions to medication errors 

existing within the health facility staff.  

The study findings can help the researcher to compile a research report in partial fulfillment of 

the requirement for the award of a diploma in midwifery of Uganda Nurses and Midwives 

Examinations Board.  
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CHAPTER TWO: LITERATURE REVIEW 

2.1 Introduction 

This chapter presents the literature published by authors on factors contributing to medication 

errors among medical workers. The literature was obtained from research articles, journals 

publications and previous research reports.  

 The scope of literature was guided by the objectives of this study as indicated below. 

2.2 Medical workers related factors 

Benner (2016) examined 21 cases of nursing errors and their taxonomy and they revealed that 8 

out of 21 patients’ cases died as a direct result of medication errors. They revealed that the most 

common causes of medication errors included failing to follow a step of the medication 

procedure, misunderstanding of verbal order by telephone and pharmacy error. 

Moxham (2018) in Mexico found that factors related to medication issues were; nurses did not 

know the different types and functions of the infusion devices or setting wrong infusion rate and 

not calculating medication dose precisely.  

A cross sectional study, conducted in Malta, Italy on nurses’ perceptions about medication errors 

revealed that 37% of the nurses considered the physical exhaustion/tiredness as the top source of 

medication errors (Jones, 2017).  

Similarly, Stratton, (2016) in Mexico found that lack of good physical and psychological status 

(i.e., stress, fatigue) were mentioned as a factor that led to medication error. 
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Mahmood (2016) in Nigeria found that, illegible handwriting of medication orders is responsible 

for medication error. The study found that unclear writing of prescriptions causes more than 150 

million pharmacists make calls to physicians for further information. 

Jones (2017), in Ethiopia found that non-adherence to the proper steps of the medication 

procedure, such as the failure to follow the "5 rights" and the checking-rechecking process, were 

major potential risk factors leading to medication errors. 

In Uganda, Kazaoka (2016) stated that miscommunication factors such as no explanation 

between the nurse and the nurse manager about medication errors, are responsible for the 

medication errors. 89% of nurses who participated in the study and had less than 5 years of 

experience were characterized by a low level of awareness relevant with the explanation and 

confirmation of medication information. Miscommunication, however, can appear not only 

between nurses, but among clinicians in general.  

2.3 Health facility related factors 

Ozkan (2018) in Germany, revealed that a clinical environment characterized as busy and 

complex, where interruptions and distractions in workflow are constant, causes over 46% of 

medication errors. The study indicated that interruptions or distractions ranked among the top 

five factors contributing to medication errors. Interruptions and distractions occur when a nurse 

is performing an intervention and before finishing with it, another task arises. As a result, the 

duration of nursing tasks increases and nurses have to manage many interventions 

simultaneously.  
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In Georgia a study on root causes of medication errors attributed medication errors primarily to 

"interruptions or distractions". In this study they identified sources of nurses’ distraction were; 

other patients, and co-workers or events on the unit. Similarly, (Leape, 2017), conducted a 

qualitative study on adult and pediatric nurses, and found that both categories, considered the 

factor "interruptions or distractions" as the top factor of medication errors (Knapman, 2017).  

In Turkey, Nielsen, (2015) found that increased workload was observed as a significant cause of 

medication errors in over 78% of the cases. The study elucidated that  nurses usually are 

expected to fulfill many responsibilities and duties during their working shift, thus the possibility 

of medication errors’ occurrence is increased particularly when nursing staff shortage is 

dominant.  

Evans (2017) in Australia, found that medication errors were more common in busy shifts of 

work. He noted that the morning and afternoon shifts were busier and associated with increased 

workload with higher incidences of medication errors.  

A similar study by Kim (2016) in South Korea, revealed that medication errors occurred usually 

in the day shift (43.3%) and the evening (29.7%), rather than the night one (27%). The study also 

revealed that "increased workload" may be responsible for wrong dose medication errors. The 

study alluded to the heavy workload that can be indirectly associated with medication errors, 

which means, that in conjunction with the busy environment, it can cause fatigue and distraction 

and then lead to a failure of a medication step e.g. checking-rechecking method. 

Tang (2016) in Ghana, found that working conditions influence the occurrence of medical errors 

related to intravenous medication. They revealed that hospitals where senior and junior staffs are 

not scheduled to work in similar shifts to allow senior staff oversee the junior staff performance 
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was associated with 67% of the medication error cases. They further added that sufficient clinical 

experience could encourage nurses to detect errors before their occurrence.  

In Nigeria, a cross sectional study found that the health facility physical environmental variables, 

such as insufficient space for documentation, charting (78.6%) was perceived as the leading 

cause  of medication errors coupled with  staff work overload and stress (70.2%) (Hutchinson, 

2018). 

Campbell (2015) in Burkina Faso, found that failure to use the proper documentation was the 

most frequently (85.4%) perpetrated medication error, the nurses failed to properly document in 

132 (95%) of the 139 observed doses. Failure to administer medications at the right time was the 

second most commonly (58.5%) perpetrated incident. Similarly, 33 (23.7%) of the observed 

doses were administered out of the ordered time. The administration of a medication through a 

route other than the ordered route was the third most common incident, as 50 (40%) nurses 

admitted administering medications through wrong routes. 

Adejumo (2017) in  Tanzania,  revealed that most of the MAEs occurred during the 

administration of parenteral medications (58.5%). Nurses admitted to have made medication 

administration errors while administering intravenous (IV) medications. All the nurses that were 

directly observed as they administered IV medications had  some breaches in at least one of the 

six rights of medication administration. 

Sharma (2018) in Kenya, found that; lack of sufficient training (68.5%), inadequate staffing 

(66.9%), and distraction (50.8%) were the three most commonly listed factors for the medication 

administration errors. On the other hand, factors like looking-like drugs and distraction were 

significantly associated with the medication errors  

https://www.sciencedirect.com/topics/nursing-and-health-professions/parenteral-drug-administration
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Corrigan (2016) in Uganda found that insufficient protocols regarding the working environment 

conditions and the late arrival of medication from pharmacy were also responsible for 

medication errors.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



12 
 

CHAPTER THREE: STUDY METHODOLOGY 

3.1 Introduction 

The chapter presents the methodology that was used which included the study design and 

rationale, study setting and rationale, study population, sample size determination, sampling 

procedure, inclusion criteria, definition of variables, research instruments, data collection 

procedure, data management, data analysis, ethical consideration, limitation of the study, and 

dissemination of results. 

3.2 Study design and rationale 

This was a descriptive cross-sectional applying quantitative and qualitative approach of data 

collection, management and analysis. The study was descriptive because the researcher described 

the variables in relation to the factors contributing to medication errors among medical workers 

in Rwamwanja Health Center III. The study was cross sectional in design because data was 

collected in a specific period of two weeks in April 2022. Without further follow up this study 

design is chosen because it is cheap, easy to carry out and can be carried out in a short time to 

enable the researcher to fulfill the time requirement of UNMEB. 

3.3 Study setting and rationale 

The study was conducted in Rwamwanja Health Center III situated in Kamwenge District, in 

Western Uganda. Kamwenge district has area coverage of 1,938 square kilometers with a 

population density of 48 persons per square kilometer. Rwamwanja is situated approximately 

299km to Kampala and 40km from Rwamwanja to Kamwenge. In Kamwenge, Rwamwanja HC 
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III is located along Nkoma Sub County in Kibaale County.  The facility offers preventive 

curative and rehabilitation services and offer medical, surgical, pediatrics, gynecology and 

services. It also has the outpatient department (OPD) and Antenatal Care (ANC), services for 

pregnant mothers. 

The health facility serves a catchment’s population of 3,338people in a year and mainly serves 

clients staying in rural areas since the population are predominantly peasants.  

 

It has medical workers of various cadres including; Medical Officers, Clinical Officers, Nursing 

Officers, midwives, laboratory personnel, and Nursing Assistants.  

The researcher selected Rwamwanja Health Center III as the study area due to the documented 

facts indicating problems of medication errors among medical workers.  

3.4 Study population 

The study population comprised of medical workers working at Rwamwanja Health Center III 

regardless of their level of qualification. These included 2 Medical Officers, 12 Enrolled Nurses, 

10 Enrolled Midwives, 5 Clinical Officers and 6 Nursing Officers (midwives).  

3.4.1 Sample Size Determination 

The researcher used the Krejcie& Morgan Table (1970) to determine sample size. According to 

Morgan’s Table the sample size is determined from the total target population described below: 
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KRIJCIE AND MORGAN’S TABLE FOR SAMPLE SIZE DETERMINATION 

 

The total study population size (N) i.e. the total number of medical workers in Rwamwanja 

health center is 35, therefore the sample size (S) were 32 respondents as indicated from Krejcie& 

Morgan table as shown above; where it is clearly indicated that when the total population size 

(N) is 35, the sample size (S) should be 32. Therefore, the sample size was 32 respondents’ i.e. 

medical workers.   
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3.4.2 Sampling procedure. 

Purposive sampling was used to select respondents where by any medical worker who were 

available were sampled. This sampling method was appropriate because the total number of 

medical workers in the health centre (35) is nearly equal to the sample size determined which is 

32 and also because they are considered to be the ones with information required for research.  

3.4.3 Inclusion criteria 

The researcher selected medical workers working at Rwamwanja health centre. Those who gave 

informed consent.  

The researcher excluded medical workers on annual leave 

 Those who refused to consent to participate in the study. 

3.5 Definitions of variables 

The independent variables included: 

Medical workers related factors: These were determinants of medication errors from the side of 

medical workers for example the cadre of the nurse, duration in service, workload in the 6 rights 

of drug medication and individual challenges on medication errors.  

Health facility related factors: these were determinants medication errors from side of healthy 

facility, management, government and UNHCR such as CME’s on medication errors, 

management of duty allocations, creation of safe working environment and nurse interruptions. 
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The dependent variable: The dependent variable was medication errors among nurses at 

Rwamwanja health Center III. Medication errors are any preventable events that may cause or 

lead to inappropriate medication use or patient harm while the medication is in the control of the 

healthcare professional. 

3.6 Research instruments 

Data collection was done using a questionnaire with both open and closed ended questions.  To 

ensure confidentiality, names of respondents were not captured on the questionnaire, and instead 

the questionnaire was identified by use of serial numbers. The questionnaire was sectioned as 

follows: section I: Background Information, Section II: Medical Worker related factors and 

Section III: Health Facility related factors. 

The questionnaire was pretested before being used among 10 nurses and midwives in another 

health facility at the nearby Bigodi health Centre III to ensure validity and reliability. After 

pretesting the tool shall be checked and refined before the real study so that that the required data 

is collected.  

3.7 Data collection procedure 

Data collection procedure began by the researcher obtaining an introductory letter from the 

principal tutor which was used to seek permission and assistance to the relevant authorities and 

offices. The researcher used the introductory letter to seek permission from the in charge. Before 

data collection, the researcher was introduced to respective respondents who took part in the 

study. The researcher also introduced herself to each individual respondent, explain the purpose 

of the study and seek consent. Those who consented were given the questionnaire to fill on their 

own. The researcher targeted 6 respondents each day for a period of five days.   
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3.7. 1 Data management: 

After data collection the questionnaires were checked for completeness so that any gaps that are 

not filled are filled without interfering with the respondents. The questionnaires were put in an 

envelope, kept in lock and key for safety, and this went on through the process of data analysis. 

After data analysis the questionnaire was kept for future reference.  

3.7.2 Data analysis 

Data was analysed manually by use of a tally sheet and presented in frequency tables, bar graphs 

and pie charts to summaries data. Qualitative data was transcribed using word processor. 

3.8 Ethical consideration 

The researcher obtained an introductory letter from the principal tutor. The letter was taken to the 

in charge Rwamwanja HCIII to seek permission and assistance in carrying out research. Before 

interviewing, each participant was given an explanation on the objectives of the study. Before 

proceeding with data collection, respondents were briefed on the importance and purpose of the 

study. The researcher explained clearly that there were no incentives the researcher will offer to 

respondents after data collection. Respondents were assured of utmost confidentiality of their 

responses by avoiding writing their names and that they were free to quit the study at any point if 

they wish. Respondents were assured that there are no risks that were exposed to through their 

participation in the study. The researcher had to seek consent from respondents and those who 

consented were involved in the study.  
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3.9 Study limitations 

The researcher encountered the following constraints: 

Since the researcher funded the study using personal resources it was financially straining since 

the researcher had limited financial resources. This was overcome by lobbying financial support 

from relatives and friends. 

Shortage of time since there were other activities at School which limited the time available for 

the research study. This was overcome by making a timetable or work plan and strictly sticking 

to the timeline of the timetable. 

3.10 Dissemination of results 

The research report was compiled and distributed as follows:  

i) The original copy was submitted to UNMEB for marking. 

ii) Fort Portal International Nursing school  

iii) A copy remained with the researcher. 
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CHAPTER FOUR: RESULTS 

4.0 Introduction 

This chapter presents the results contained from respondents. Findings are described and 

illustrated using pie-charts and tables.   

4.1 Medical Worker Related Factors 

TABLE 1:  Showing Cadre of respondents(n=32) 

Cadre  Frequency  Percentage  

Medical officers  2 6 

Enrolled nurses  10 31 

Enrolled midwives  9 28 

Clinical officers  5 16 

Nursing officers  6 19 

Total 32 100 

Source: primary  

Table 1 above shows a significant number ten (31%) of the respondents were enrolled nurses, 

9(28%) were enrolled midwives, 6(19%) were nursing officers, 5(16%) were clinical officers 

while 2(6%) were medical officers.  
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Figure 1: Showing Duration in service (n=32) 

 

Source: primary data  

Figure 1 above shows that more than a half of respondents nineteen (59%) had been in service 

between 1 - 2 years while 13(41%) were in service for 3 years and above. 

Figure 2: Showing Number of medical workers allocated to work and make records of work 

done. (n=32) 

 

Source: primary data  

Figure 2 above shows that half of the medical workers sixteen (50%) are allocated to work alone 

in their duty stations, only 6 (19%) are allocated to work three per duty.  

 

19(59%)
13(41%)

1- 2years

3 years and above

16(50%)

10(31%)

6(19%)

One medical worker Two medical workers Three medical workers
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Responses on the meaning of the term medication errors.  

All respondents thirty-two (100%) indicated that medication errors mean unforeseen mistakes 

that occur while administering medications to patients  

Figure 3:showing the Guide used by medical workers to administer prescribed medicines to 

patients (n=32) 

 

Source: primary data  

Figure 3 above shows majority thirty (94%) of the respondents only use the prescription to guide 

administration of medicines to patients while only two (6%) use the SOPs of 6 rights of drugs 

administration  

 

 

 

 

30(94%)

2(6%)

Use the prescription Use SOPs of 6 rights of drug administration
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Figure 4: Showing Response on how often respondents find difficulty in calculating drugs 

doses for patients (n=32). 

 

Source: primary data  

From the figure 4 above, most twenty (63%) of the respondents indicated that they sometimes 

find difficulty in calculating drug doses for concentrated drugs which require accurate dilution 

like magnesium sulphate for treatment of eclampsia and intravenous artesunate. 

Figure 5: Showing Responses on how often poor handwriting of prescribers is a problem in 

identifying the prescribed dose, frequency and duration of the medication for patients (n=32). 

 

Source: primary data  

20(63%)

12(37%)

All the time Some time

4(13%)

26(81%)

2(6%)

All the time some times Never
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From the Figure 5 above, majority twenty-six (81%) of the respondents sometimes find poor 

handwriting of prescribers a problem in identifying the prescribed dose, frequency and duration 

of the medication for patients while a significant 2 (6%) never find poor handwriting of 

prescribers a problem in identifying the prescribed dose, frequency and duration of the 

medication for patients 

Figure 6: Showing what respondents do when they cannot read properly the hand writing 

of the prescriber (n=32) 

 

Source: primary data  

Half of the medical workers sixteen (50%) give the dose of drug they know when they cannot 

read properly the hand writing of the prescriber 10 (31%) go back for clarification from the 

prescriber, while six (19%) consult a colleague.  

 

 

 

16(50%)
10(31%)

6(19%)

Give the dose they know Go back to prescriber to clarify

Consult a colleague
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TABLE 2: Showing opinion of respondents on what causes medication administration 

errors among medical workers(n=32). 

Cause  Frequency  Percentage  

Work overload  08 25 

Band hand writing  02 06 

Stress and fatigue at work  06 19 

Interruptions of medical workers while giving 

medication to patients  

14 44 

Poor communication between prescriber and dispenser 

of medicines  

02 06 

Total  32 100 

Source: primary data  

Less than half fourteen (44%) of the respondents indicated that medication errors are caused by 

interruptions of medical workers while giving treatment to patients while a quarter 8(25%) stated 

that medication errors are caused by work overload while the least stated that medication errors 

are caused by bad handwriting and poor communication between prescriber and dispenser of 

medicines. 
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4.2 Health Facility Related Factors 

Figure 7: Showing Average number of patients a respondent handles per day (n=32) 

 

Source: primary data  

Figure 7 above, shows that more than a half of respondents eighteen (56%) indicated that they 

handle between 31 – 50 patients daily while 14 (44%) handle 20 – 30 patients daily.  

Responses on whether medical workers get interrupted/distracted during a procedure or 

medication of a patient 

All medical workers thirty-two (100%) indicated that they often get interrupted during a 

procedure or medication of a patient. 

 

 

 

 

 

14(44%)

18(56%)

20 - 30 patients 31 - 50 patients
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TABLE 3: Showing Responses on the sources of interruptions(n=32) 

Cause of interruption  Frequency  Percentage  

Fellow staff  12 38 

Visitors  06 19 

Phone ring/messages 08 25 

Supervisor  02 06 

Arrival of emergency case  04 12 

Total  32 100 

Source: primary data  

From Table 3 above, shows a significant number, twelve (38%) of the respondents indicated that 

interruptions are caused by fellow staff, a quarter 8 (25%) mentioned phone ringing/message, 

4(12%) mentioned arrival of an emergency case while 6(19%) mentioned visitors.  

Responses on what respondents do in the health facility to minimize being interrupted 

while handling patient medications  

All respondents indicated that there is no facility intervention to minimize interruptions handling 

patient medications. 

Responses on what health facility measure used to handle heavy clinic days 

All thirty-two (100%) respondents indicated that there was no specific action that was done to 

handle heavy clinic days. 
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Response showing which shift has more patients to be attended to.  

All thirty-two (100%) respondents mentioned day shift as the one with many patients to be 

attended to.  

Figure 8: Showing Number of medical workers who work on day shift per department (n=32) 

 

Source: primary data  

From the Figure 8 above, majority twenty-four (75%) of the respondents revealed that 1 – 2 

medical workers work on day shift in a department, while only 8(25%) work more than two on 

day shift in a department.  

Responses on whether junior workers are not always scheduled to work with senior 

workers 

All the respondents thirty-two (100%) indicated that junior workers are always scheduled to 

work with senior workers.  

 

 

24(75%)

8(25%)

1 - 2 medical workers more than two medical workers
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Responses on whether all the required HMIS tools for documenting medication related 

information are always available.  

Majority thirty-two (100%) of the respondents indicated that often the required HIMS tools for 

documenting medication related information are not always available.  

Figure 9: Showing Responses on whether respondents agreed or disagreed with the statement 

that some medication information given to patient is not recorded (n=32) 

 

Source: primary data  

The majority twenty-two (75%) agreed while 8 (25%) disagreed with the statement that some 

medication information given to patient is not recorded.  

 

 

 

 

22(75%)

8(25%)

Agree, medication errors are not recorded

Disagree, medication errors are recorded
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Figure 10: Showing Responses whether Medical Workers had ever attended a CME or in-

service training on medication errors (n=32). 

 

Source: primary data  

From the Table 10 above, majority thirty-one (97%) of the respondents indicated they have never 

attended a CME or in-service training on medication errors, only 1 (3%) indicated that had ever 

attended an in-service training on medication errors.  

 

 

 

 

 

 

 

31(97%)
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Have never attended Have attended



30 
 

CHAPTER FIVE: DISCUSSION OF FINDINGS, CONCLUSIONS AND 

RECOMMENDATIONS 

5.0 Introduction 

This chapter presents the discussion of results. The researcher interpreted the findings to show 

their relevance to the topic. The findings were also related to literature. After the discussion, 

conclusions, recommendations and nursing implication were made. 

5.1 DISCUSSION 

5.1.1 Medical workers related factors 

The study findings revealed that more than a half of respondents nineteen (59%) had been in 

service between 1 - 2 years. This implies that most of the medical workers had less knowledge 

on medication information which could easily lead to medication errors. This is in agreement 

with Kazaoka (2016) in Uganda who indicated that 89% of nurses who participated in the study 

had less than 5 years of experience were characterized by a low level of awareness relevant with 

the explanation and confirmation of medication information. 

The study findings show that majority thirty (94%) of the respondents indicated that they only 

use the prescription to guide administration of medicines to patients while only two (6%) use the 

SOPs of 6 rights of drugs administration. This implies that few medical workers strictly adhere to 

drug administration standard operating procedure which are a major check of reducing 

medication errors. This finding correlates with Jones et al (2017) in Ethiopia who found out that 

non-adherence to the proper steps of the medication procedure, such as the failure to follow the 
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"5 rights" and the checking-rechecking process, were major potential risk factors leading to 

medication errors. 

The study findings show most, twenty (63%) of the respondents, indicated that they sometimes 

find difficulty in calculating drug doses for concentrated drugs which require accurate dilution 

like magnesium sulphate for treatment of eclampsia and intravenous artesunate. This implies that 

significant causes of medication errors are often ignored. In addition, some medical workers may 

be shy to consult when not sure on how to reconstitute a drug formulation or measure a drug 

dose and end up administering medication with errors. This correlates with Moxham et al (2018) 

in Mexico who found out that factors related to medication issues were; not calculating 

medication dose precisely, workers being confused with different types and functions of the 

infusion devices or setting wrong infusion rate.  

The study findings indicated that less than a half, fourteen (44%) of the respondents find poor 

handwriting of prescribers a problem in identifying the prescribed dose, frequency and duration 

of the medication for patients. This implies that this is a major cause of medication errors if the 

name of the drug, its dose and the units of the doses are not clear to the medical workers as 

intended by the prescriber because of failure to interpret the prescribers’ hand writing by the 

medical workers. This is even worse when the medical worker is administering medications 

when the prescriber cannot be accessible for clarification. The medical workers may ultimately 

administer a wrong drug or a wrong dose. This is in line with Mahmood et al (2016) in Nigeria 

who found out that unreadable poor handwriting of medication orders is responsible for 

medication error.  
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5.1.2 Health Facility Related Factors 

The study findings show that more than a half of respondents eighteen (56%) of the respondents 

indicated that they handle between 31–50 patients daily. This implies that Medication errors 

become more common with heavy work load. This implies heavy workload is a common 

problem at the facility of study given that the nurse patient ratio is still big leading to work 

overload which ultimately results in medication errors. This correlates with Nielsen et al (2015) 

in Turkey, who found out that increased workload was observed as a significant cause of 

medication errors in over 78% of the cases. The study elucidated that workers usually are 

expected to fulfill many responsibilities and duties during their working shift, thus the possibility 

of medication errors’ occurrence is increased particularly when nursing staff shortage is 

dominant.  

The study findings show that all thirty-two (100%) of the respondents indicated that they often 

get interrupted during a procedure or medication of a patient. This implies that interruptions of 

the medical personnel have been identified as a common cause of medication errors. This 

correlates with Ozkan et al (2018) in a study in Germany who found out that a clinical 

environment characterized as busy and complex, where interruptions and distractions in 

workflow are constant causes over 46% of medication errors. In this study, interruptions by 

fellow staff ranked the first cause of medication errors. Interruptions and distractions occur when 

a nurse is performing an intervention and before finishing with it, another task arises. As a result, 

the duration of nursing tasks increases and workers have to manage many interventions 

simultaneously. Similarly, Leape et al (2017) in Georgia in the study on root causes of 
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medication errors, the researchers attributed medication errors primarily to "interruptions or 

distractions". In this study they identified sources of workers’ distraction were; other patients, 

coworkers or events on the unit.  

The study findings show that majority twenty-four (75%) of the respondents work only 1 – 2 

staff on the day shift in a department. This implies that day duties are the peak of nursing care 

works due to turn up of many patients. If this finds inadequate personnel, medical workers 

working become extremely busy and they become liable to making medication errors.  This is in 

line with Evans (2017) in Australia who found out that medication errors were more common in 

busy shifts of work. He noted that the morning and afternoon shifts were busier and more 

associated with increased workload with higher incidences of medication errors. Similarly, Kim 

(2016) in South Korea revealed that medication errors occurred usually in the day shift (43.3%) 

and the evening (29.7%), rather than the night one (27%). The study also revealed that 

"increased workload" may be responsible for wrong dose medication errors. They alluded that 

heavy workload can be indirectly associated with medication errors, which means, that in 

conjunction with the busy environment, it can cause fatigue and distraction and then lead to a 

failure of a medication step e.g. checking-rechecking method. 

5.2 CONCLUSIONS 

Based on the findings of this study guided by the research objectives, the following conclusions 

were made:  

The medical workers related factors contributing to medication errors at Rwamwanja Health 

Center III in Kamwenge district included; interruptions of medical workers while giving 

medication to patients, failure to read some bad hand writing of some prescribers, and difficulty 
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in calculating doses of some drugs such as magnesium sulphate, and parenteral artesunate for 

injection.  

The health facility related factors contributing to medication errors at Rwamwanja Health Center 

III identified in this study included; limited staff allocated to work in heavy day shifts, lack of a 

system to allocate junior and senior workers to share duty as a way of guiding junior workers, 

and a facility culture that permits workers on duty to be interrupted which perpetuates 

medication errors.  

5.3 RECOMMEDNATIONS 

To Ministry of Health  

The Ministry of Health should formulate and disseminate specific and clear SOPs to guide 

medication of patients among medical workers. 

The Ministry should create a fund for routine in service training on medication errors which 

should be rolled down to lower health facilities.  

To the Health Facility management  

The Health Center management should create local SOPs to act a reference point medical 

workers during administration of medicines.  
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The Health Center management should make a program for routine CMEs specifically on 

medication practices which will be beneficial to all nursing/midwifery staff to keep them skilled 

on medication practices. 

 

To Medical workers 

The health workers should always use the SOPs on the 6 rights of drug administration i.e. right 

drug, right patient, right dose, right site of administration and right time of medication. This 

helps to minimize errors.   

5.4 IMPLICATION TO NURSING PRACTICE 

Medical workers in their training are trained comprehensively on practices of proper patient care 

including drug administration and nursing care. If the skills learned are practiced daily in patient 

care, they would become a culture in their care of patients and hence medication errors would be 

minimized. It is therefore of paramount importance that medical workers practice the skills of 

medication learned in training schools in their day-to-day practice of patient care.  

 

 

 

 



36 
 

REFERENCES 

Adejumo P (2017). Factors associated with medication errors among health workers in university 

 college hospital. J Nurs Health Sci. ;3(3):22–3. 

Alemu W, Belachew T, Yimam I (2016) . Medication administration errors and contributing 

 factors: a cross sectional study in two public hospitals in southern Ethiopia. Int J Africa 

 NursSci. ;7:68–74. 

Al-Shara M (2011). Factors contributing to medication errors in Jordan: a nursing perspective. 

 Iran  J Nurs Midwifery Res; 16(2): 158-161. 

Benner P, Sheets V, Uris P, Malloch K, (2016), Jamison D. Individual, practice, and system 

 causes of errors in nursing: a taxonomy. J NursAdm; 32(10): 509-523. 

Campbell F, Jankovic D, Martyn St James M, (2015) Prevalence and economic burden of 

 medication errors in the NHS in England. Rapid evidence synthesis and economic 

 analysis of the prevalence and burden of medication error.  

Corrigan JM, (Donaldson MS (2016);. To Err Is Human: Building a Safer Health System. 

 Committee on Quality of Healthcare in America. Washington, DC: National Academy 

 Press;  

Evans J (2017). Prevalence, risk factors, consequences and strategies for reducing medication 

 errors in Australian hospitals: a literature review. ContempNurse ; 31(2): 176-189. 

Hutchinson A, Bucknall T (2018). Nurses' role in medication safety. J NursManag ; 18(7): 

 853-861. 



37 
 

Jones JH, Treiber L (2017) . When the 5 rights go wrong: medication errors from the nursing  

   perspective. J Nurs Care Qual; 25(3): 240-247. 

Kazaoka T, Ohtsuka K, Ueno K, Mori M (2017). Why nurses make medication errors: a   

  simulation study. Nurse Educ Today; 27(4): 312-317. 

Kim KS, Kwon SH, Kim JA, Cho S. Nurses' perceptions of medication errors and their   

  contributing factors in South Korea. J NursManag 2011; 19(3): 346-353. 

Knapman H (2017). Adverse events in drug administration: a literature review. J NursManag;  

  11(2): 130-140. 

Leape LL, Kabcenell A, Berwick DM &RoessnerJ(2018). Institute for Health Care 

 Improvement.  Reducing Adverse Drug Events, Breakthrough Series Guide. Institute for 

 Health Care  Improvement,  

Mahmood A, Chaudhury H, Valente M (2016). Nurses' perceptions of how physical environment 

 affects medication errors in acute care settings. ApplNurs Res; 24(4): 229-237. 

Moradi K, Zandian H, Dezhkameh M, Kazemzadeh (2015). Medication errors among nurses in 

 teaching hospitals in the west of Iran: what we need to know about prevalence, types, and 

 barriers to reporting. Epidemiol Health.  ;39:e2017022. 

https://doi.org/10.4178/epih.e2017022. 

Moxham L, Walker S, HappellB(2018). Shifting supervision: implications for safe 

 administration of medication by nursing students. J ClinNurs 2008; 17(20): 2750-2757. 

Mulatu MA, YesmawYS(2017) . Medication administration error: magnitude and associated 

 factors among nurses in Ethiopia. BMC Nurs;14(1):53. 



38 
 

Nielsen LP, Brock B, Mainz J (2015). How are medication errors defined? A systematic 

 literature review of definitions and characteristics. Int J Qual Health Care 2010; 22(6): 

 507-518. 

Ozkan S, Kocaman G, Ozturk C,(2018). Frequency of pediatric medication administration errors  

  and contributing factors. J Nurs Care Qual 2011; 26(2): 136-143. 

Seki Y, Yamazaki Y (2018). Effects of working conditions on intravenous medication errors in a 

 Japanese hospital. J NursManag; 14(2): 128-139. 

Sharma S, Inamdar S, Bhandari A(2018). Study and evaluation of medication errors in a tertiary 

 care teaching hospital–a baseline study. Int J Pharm Sci. 2012;4(5):587–93. 

Stratton KM, Blegen MA, Pepper G, Vaughn T(2016) . Reporting of medication errors by 

 pediatric nurses. J PediatrNurs; 19(6): 385-392. 

Tang FI, Sheu SJ, Yu S, Wei IL, (2016). Nurses relate the contributing factors involved in 

 medication errors. J ClinNurs 2007; 16(3): 447-457. 

World health organization  (2017) Global patient saftey. Medication Without Harm: WHO; 

 available at https://www.who.int/patientsafety/medication-safety/medication-without-

 harm-brochure/en/ 

World health organization  (2017) Global patient saftey. Medication Without Harm: WHO; 

 available at https://www.who.int/patientsafety/medication-safety/medication-

 without-harm- brochure/en/ 

 



39 
 

APPENDIX I: CONSENT FORM 

I am KABASABIITI JESCAa Diploma in midwifery student at Fort Portal International 

Nursing School. I am carrying out a study on “ASSESSING FACTORS CONTRIBUTING TO 

MEDICATION ERRORS AMONG MEDICAL WORKERS AT RWAMWANJA HEALTH 

CENTER III IN KAMWENGE DISTRICT”. 

Your participation is voluntary and you reserve the right to pull out of the study any time you 

feel you can’t continue with the study. The information obtained from you in this study will be 

treated with utmost confidentiality and will be used for research purposes only.  Please do not 

indicate your name. 

Participant’s Signature/ thumb print ……………………………Date………………….. 

I declare that I explained the information given in this document to the above respondent and 

given ample time to ask me any questions and agreed to take part in this research. 

 

Researcher’s signature………………………………..………….         Date………… 
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APPENDIX II:    QUESTIONNAIRE FOR HEALTH WORKERS. 

Dear Respondent,  

I am KABASABIITI JESCA, a student at Fort Portal International Nursing School, pursuing a 

Diploma in Midwifery and currently conducting a research study on “assessing factors 

contributing to medication errors among medical workers at Rwamwanja health center III in 

Kamwenge district”.  Therefore, I wish to request you kindly spare some time and answer the 

questions below as honestly as possible by ticking or filling in the spaces provided. The 

information given will be purely for academic purposes and will be treated confidentially.  

Instructions: Tick the most appropriate answer 

SECTION I: MEDICAL WORKER RELATED FACTORS 

1. Cadre of medical worker 

a) Enrolled nurse  

b) Enrolled midwife  

c) Nursing officer  

d) Clinical officer  

2. Duration in service  

a) 1 – 2 years  

b) 3 years and above  

3. How many nurses are allocated to work and make records for the work done   on a 

particular duty 

a) One  

b) Two  
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c) Three  

d) Others (specify ………………………………………………) 

4. What is your understanding of the term medication errors  

………………………………………………………………………………………………………

……………………………………………………………………..……………………………….. 

5. What guide do you use to administer prescribed medicines to patients  

a) Prescription for the patient  

b) Standard operating procedure of 6R of drug administration  

c) Others Specify 

………………………………………………………………………………………………

……………………………………………………………………………………………... 

6. How often do you find difficulty in calculating drug doses for patients?  

a) All the time                           c) Never  

b) some times   

7. How often do you find poor handwriting of prescribers a problem in identifying the 

prescribed dose, frequency and duration of the medication for patients 

a. All the time                           c) Never  

b. some times   

8. State what you do when you cannot read properly the hand writing of the prescriber 

……………………………………………………………………………………………………… 
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9. In your opinion at this facility, what contributes to medication administration errors 

among nurses?  

a) Work overload  

b) Stress and fatigue at work  

c) Bad hand writing  

d) Poor communication  

e) Interruptions of nurses/midwives while giving medication to patients 

SECTION II: HEALTH FACILITY RELATED FACTORS  

10. How many nurses are supposed to be deployed at this health center  

………………………………………………………………………………………………… 

11. How many are currently deployed at this facility who perform routine nursing care 

including making medical records  

……………………………………………………………………………………………… 

12. On average how many patients does a  nurse handle per day  

a) 20 – 30 patients  

b) 31 – 50 patients  

c) Above 50 patients 

13. How often do you get interrupted/distracted during a procedure or medication of a patient 

a. All the time                           c) Never  

b. some times   

 

 



43 
 

14. If you ever get interrupted or disrupted, what are  the sources of the interruptions 

a)  Fellow staff   

b) In charge/supervisor  

c) Visitors  

d) Phone ring/message  

e) Others (specify ……………………………..) 

15. What do medical workers do in this health facility to minimize being interrupted while 

handling patient medications  

a)  Personal effort to minimize interruption  

b) No facility intervention to minimize interruption  

16. What health facility measure is being used to handle heavy clinic days?  

a) Heavy duties are given more nurses than light duties  

b) No consideration is done to handle heavy clinic days  

c) Others (specify ………………………………………………………) 

17. Which shift has more patients to be attended to? 

a. Day                              c. Night 

b. Evening  

18. How many staff work during each shift? 

a. Day  

Nurses                   Clinical officers              Doctors              Midwives 

b. Evening 

Nurses                   Clinical officers              Doctors              Midwives 
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c. Night  

Nurses                   Clinical officers              Doctors              Midwives  

19. In preparation of the duty roster, is there a consideration to ensure a senior nurse works 

with junior nurses with less experience  

a) Yes  

b) No  

20. Does the health facility have all the required HMIS tools for documenting medication 

related information  

a) Yes  

b) No  

21. In this facility some medication information about medicines given to patient is not 

recorded. 

a) Agree  

b) Disagree  

22. Have you ever attended a CME or in-service training at this facility  on medication errors  

a) Yes  

b) No 

Thank you for your participation 
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APPENDIX III: MAP OF KAMWENGE SHOWING THE LOCATION OF 

RWAMWANJA HCIII. 
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APPENDIX IV: INTRODUCTORY LETTER 

 

 


