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Abstract

Background Medication errors are the most common types of medical errors that occur in health care organisations; however,
these errors are largely underreported. Objective This study assessed knowledge on medication error reporting, perceived
barriers to reporting medication errors, motivations for reporting medication errors and medication error reporting practices
among various health care practitioners working at primary care clinics. Setting This study was conducted in 27 primary care
clinics in Malaysia. Methods A self-administered survey was distributed to family medicine specialists, doctors, pharmacists,
pharmacist assistants, nurses and assistant medical officers. Main outcome measures Health care practitioners’ knowledge,
perceived barriers and motivations for reporting medication errors. Results Of all respondents (N =376), nurses represented
31.9% (n=120), followed by doctors (n=_87, 23.1%), pharmacists (n=63, 16.8%), assistant medical officers (n=53, 14.1%),
pharmacist assistants (n=46, 12.2%) and family medicine specialists (n="7, 1.9%). Of the survey respondents who had expe-
rience reporting medication errors, 56% (n=62) had submitted medication error reports in the preceding 12 months. Results
showed that 41.2% (n=155) of respondents were classified as having good knowledge on medication error and medication
error reporting. The mean score of knowledge was significantly higher among prescribers and pharmacists than nurses,
pharmacist assistants and assistant medical officers (p <0.05). A heavy workload was the key barrier for both nurses and
assistant medical officers, while time constraints prevented pharmacists from reporting medication errors. Family medicine
specialists were mainly unsure about the reporting process. On the other hand, doctors and pharmacist assistants did not
report primarily because they were unaware medication errors had occurred. Both family medicine specialists and pharmacist
assistants identified patient harm as a motivation to report an error. Doctors and nurses indicated that they would report if
they thought reporting could improve the current practices. Assistant medical officers reported that anonymous reporting
would encourage them to submit a report. Pharmacists would report if they have enough time to do so. Conclusion Policy
makers should consider using the information on identified barriers and facilitators to reporting medication errors in this
study to improve the reporting system to reduce under-reported medication errors in primary care.
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Impacts on practice

¢ Identification of key barriers and avenues to medication
error reporting should facilitate the development and
improvement of a more effective and efficient medica-
tion error reporting system.

e Given the importance of improving medication delivery
in the healthcare system, more education and training
programmes on the error reporting process are needed
for all healthcare practitioners in primary care clinics
involved in the medication use cycle, including learn-
ing to report near misses.

e Lessons learnt from reported medication errors should
be translated into improving prescribing and dispens-
ing processes and practices to encourage more active
reporting from healthcare practitioners.

Introduction

The National Coordinating Council for Medication Error
Reporting and Prevention (NCC MERP) has defined medi-
cation errors (MEs) as “any preventable event that may
cause or lead to inappropriate medication use or patient
harm while the medication is in the control of the health
care professional, patient, or consumer” [1]. This defini-
tion also includes near misses or potential errors, which
fall under category A and B using the NCC MERP clas-
sification system.

MEs are the most common types of medical errors that
occur across healthcare organisations; however, in many
countries, they are mostly underreported. Errors indicate
a problem within a system, which warrants investigation;
an error reporting system allows healthcare organisations
to mitigate the contributing factors, prevent recurrence of
errors, and learn from the errors [2, 3]. However, failure to
report MEs limits the development of prevention strategies.

Error reporting is a voluntary process. Therefore,
underreporting poses a significant challenge. Several bar-
riers to error reporting as well as motivations to report
errors have been previously described: numerous studies
cited fear as a major barrier to error reporting, either in
hospitals [4-9], primary care settings [10-12] or nursing
homes [13, 14]. The time constraints was another inhibi-
tor of reporting [4, 8, 9, 11, 14-16]. Additionally, lack of
feedback to reporters or organisations hinders reporting [5,
6,9, 14, 17-20]. Furthermore, errors resulting in no harm
discourages reporting [4, 5, 8, 14, 15, 18].

In contrast, healthcare practitioners (HCPs) are highly
likely to report errors associated with severe outcomes [8,

15, 21]. Clear reporting procedures encourages reporting
[8, 15, 19, 20]. In addition, learning from past mistakes
[6, 17, 22] and errors has led to improvement of current
practices [8, 22], compelling HCPs to increase reporting.

Factors unique to a particular healthcare setting that act
as barriers to ME reporting need to be addressed and under-
stood, and effective ways to remove them should be imple-
mented. Equally important, efforts should also be directed
at exploring factors that encourage reporting. Globally,
research on ME reporting mostly focuses on secondary care,
while the primary care setting has been neglected.

Aim of the study

This study aims to assess the knowledge of ME reporting,
barriers to ME reporting, main facilitators for ME reporting
as well as ME reporting practices among various HCPs in
selected primary care clinics in Malaysia.

Methods
Design

This is a cross-sectional study conducted from March to
May 2016, using a validated questionnaire. HCPs working
at selected primary care outpatient clinics under the Ministry
of Health Malaysia (MoH) were involved in the study.

Participants

Four states were involved, which were conveniently sampled
to represent four regions in Peninsular Malaysia. A district
was selected in each state, and all primary care clinics under
the MoH listed under each district were then included as
the target study sites. A total of 27 clinics were involved in
this study.

The target population were the HCPs: family medicine
specialists (FMSs), doctors, pharmacists, pharmacist assis-
tants (PAs), nurses, and assistant medical officers (AMOs),
with an estimated total number of approximately 14,000
potential respondents. A response from 374 HCPs was
required to yield a margin of error of 5% and confidence
interval of 95%. A total of 462 questionnaires were distrib-
uted, taking into consideration approximately a 20% non-
response rate.

The total number of samples for each category of HCPs
in each clinic was determined by proportion, and the poten-
tial respondents were randomly drawn from a full list of the
target population in each clinic obtained from the respec-
tive district health office. However, all FMSs were included
because of their small number in every district (one or two
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per district). Due to this small number, FMSs and doctors’
group were combined as a prescriber group for ANOVA test.

Questionnaire development and distribution

The questionnaire was constructed following a comprehen-
sive review of literature and was based on the clinical expe-
rience of the researchers. A series of in-depth interviews
exploring knowledge, barriers, facilitators and reporting
practice was conducted among a purposely sampled group
of similar HCPs to support the questionnaire development
process [23]. Findings from the interviews were incorpo-
rated into the drafted questionnaire. Three clinical pharmacy
experts, highly experienced in ME reporting practice and
research in Malaysia, assessed the content validity of the
questionnaire’s individual items to verify its importance and
relevance. The content validity index for individual items
(I-CVI) was 0.94, and the content validity index for scales
(S-CVI) was also 0.94, indicative of the questionnaire’s good
content validity. Prior to this survey, the questionnaire was
validated with a convenience sample of 175 respondents
who were excluded from this study. The validity and reliabil-
ity of the questionnaire were assessed. A Cronbach’s alpha
value of greater than 0.7 for all items (knowledge, barriers,
facilitators) indicates good internal consistency. The cor-
relation coefficients for all scales of knowledge were fair to
good (ICC exceeded 0.4) and more than 0.7 for barriers and
facilitators supported the instrument reliability.
The questionnaire consisted of five parts:

i. Respondents’ background (eight questions);

ii. Knowledge on ME reporting (22 questions) which
applied “true/false” options;

iii. Barriers to reporting MEs (23 questions divided into
five main categories: disagreement about errors,
reporting effort, concern-related factors, administra-
tive/organisation and working environment);

iv. Facilitators for reporting ME (14 questions divided
into four main categories: errors, monitoring, admin-
istrative, provider-related);

v. ME reporting practices (two questions on experience
with reporting MEs)

Questions on barriers and facilitators used a 5-point Lik-
ert scale, with responses ranging from 1 — strongly disagree
to 5 — strongly agree.

The questionnaires were mailed to the respondents
through the pharmacist of each clinic, who acted as a medi-
ator. The pharmacist distributed the forms, reminded the
respondents to fill in the forms, and gathered the completed
questionnaires. The compiled questionnaires were then col-
lected personally by the main researcher.
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Data analysis

Data was checked for completeness, coded, and entered
into a database developed in Microsoft Access. Completed
data was then transferred to SPSS version 21 for analysis.
Frequencies and percentages (%) were produced for the
respondents’ characteristics. The total knowledge score was
calculated from part ii of the questionnaire by giving one
point (1) for each correct answer and zero (0) for incorrect
answers or for no response. Respondents who scored <12
were grouped as low knowledge, those with a score of
13-20 as having fair knowledge and those with a score >21
as having good knowledge on ME and ME reporting. The
key barriers to ME reporting and facilitators for reporting
were indicated by category and individual statement using
mean scores.

An ANOVA was used to test the significant differences
between professional groups (prescribers, pharmacists, phar-
macist assistants, nurses, and AMOs). A post hoc test was
used as comparison procedure if an ANOVA showed a sig-
nificant difference. A value of p <0.05 was considered to be
statistically significant.

Ethics approval

The Medical Research and Ethics Committee Ministry of
Health Malaysia (NMRR-13-1219-17743) and International
Islamic University of Malaysia Research Ethic Committee
(IREC 162) approved this study. Permission was obtained
from the respective directors of the Health State Department
and the District Health Office. The survey questionnaire was
enclosed with a cover letter briefly describing the survey and
a consent statement. Completing and returning the question-
naire served to signify the respondent’s voluntary consent.

Results
Respondents’ characteristics

A total of 376 respondents returned the completed question-
naires, yielding a response rate of 81.4% (Table 1). Women
constituted the majority of respondents (74.8%). About half
of the respondents (52.1%) were in the age group of 25 to
34 years old. Nurses represented 31.9% of total respond-
ents, followed by doctors (23.1%) and pharmacists (16.8%).
Approximately 35% of respondents had five years or fewer
of working experience. Almost 65% of the respondents had
not attended any formal training on ME reporting during
their working tenancy.
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Table 1 Respondent Characteristics

Table 2 ME reporting practices

Characteristics Frequency %
(n=376)
Age group, years
<25 19 5.1
25-34 196 52.1
3544 102 27.1
45-54 48 12.8
>55 11 2.9
Sex
Male 91 24.2
Female 285 75.8
Ethnicity
Malay 305 81.1
Chinese 45 12.0
Indian 23 6.1
Others 3 0.8
Profession
FMS 7 1.9
Doctor 87 23.1
Pharmacist 63 16.8
PA 46 12.2
Nurse 120 31.9
AMO 53 14.1
Total Duration of service (years)
<5 129 343
6-10 107 28.5
11-15 64 17.0
16-20 34 9.0
>21 42 11.2
Attended training on ME reporting
Yes 121 32.2
No 243 64.6
Unknown (missing) 12 32

ME reporting practice

More than two-thirds of the respondents (70%) stated that
they had never reported any ME. Of those who had experi-
enced reporting MEs, only 56% submitted ME reports in the
preceding 12 months (Table 2), with 82.3% (n=51) report-
ing five or fewer MEs, 8% (n=>5) reporting 6 to 10 MEs and
9.7% (n=6) reporting 10 MEs or more.

Knowledge on ME reporting

Of all participants (n=376), 41.2% (n=155) were classified
as having a good knowledge of ME and ME reporting, scor-
ing >21 on the ME knowledge portion of the survey. Based
on individual statements, 25.8% (n=97) respondents indi-
cated that MEs were unpreventable, 40.4% (n=152) were

Profession Number of ever Number of
reported ME (%) reported ME
n=111 in the past

12 months
(%)
n=62

FMS 5(4.5%) 2 (3.22%)

Doctor 31 (27.93%) 17 (27.42%)

Pharmacist 43 (38.74%) 25 (40.32%)

PA 14 (12.61%) 8 (12.90%)

Nurse 14 (12.61%) 7(11.30%)

AMO 4 (3.61%) 3(4.84%)

unaware that near misses require reporting, 26.9% (n=101)
assumed that omission errors should not be reported, and
47.9% (n=180) did not know that the Medication Error
Reporting System (MERS) is applicable in healthcare facili-
ties other than those under the MoH. However, the majority
(greater than 80%) of the respondents answered correctly
on questions on who should report MEs and what system(s)
should to be used to report ME.

There was a statistically significant difference in the
total knowledge score of the professionals’ group, F
(4,371)=9.023, p<0.05. A Tukey post hoc test revealed
that the prescribers group had a higher knowledge score
compared to the nurses’ group (1.45+0.312; p=0.000),
PAs (1.34+0.408; p=0.010), and AMOs (1.10+0.390;
p=0.039). A Tukey post hoc test further revealed that the
pharmacists group had a higher knowledge score com-
pared with the nurses’ group (1.460 +0.353; p =0.000),
PAs (1.50+0.440; p=0.006), and AMOs (1.26+0.423;
p=0.025).

Barriers to ME reporting

Of all respondents (n=376), the main perceived barri-
ers were in the category of reporting effort (mean =3.68;
SD =0.65), followed by organisation/administrative bar-
riers (mean=3.46; SD =0.56), the working environ-
ment (mean=3.31; SD=0.86), concern-related factors
(mean=3.26; SD=0.76), and disagreement over errors
(mean=3.02; SD=0.84).

The top three individual barriers (Table 3) were heavy
workloads, time constraints, and unclear reporting processes.
Table 4 highlights the key barriers to reporting MEs as per-
ceived by each professional group.

Significant differences were found among the profes-
sional’s group for two key barriers: heavy workloads
and time constraints, F (4,371)=2.416, p =0.048 and F
(4,371)=13.526, p=0.008, respectively. A Tukey post hoc
test revealed that pharmacists’ group were statistically more
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Table 3 Barriers to reporting MEs (top 10)

Rank  Category Item Mean SD F Sig-F
Reporting effort Heavy workloads 3.90 0.87 2416 0.048
Reporting effort Time constraints 3.85 0.85 3.526 0.008

3 Organisation/ Lack of understanding of the process of reporting (e.g., what to report, ~ 3.82 0.82 0378 0.825
Administrative how to make a report, who is responsible for reporting it)

Reporting effort Additional paperwork following reporting 3.74 0.87 1269 0.282

5 Disagreement over error ~ Unaware medication error has occurred 3.73 096 5.665 0.000
Organisation/ Lack of promotion to encourage reporting 3.70 0.80 0986 0.415
Administrative

7 Organisation/ Lack of feedback from reporting 3.66 0.76 0309 0.872
Administrative

8 Organisation/ Lack of enforcement or emphasis on reporting 3.65 0.82 0485 0.747
Administrative

9 Concern-related factors Concern of repercussion by a higher authority 3.56 1.10  6.700  0.000

10 Reporting effort System or form used for reporting medication error is time-consuming ~ 3.53 092 0.715 0.582

Table 4. Main perceived barr.iers Professional group  Barriers Mean (SD)  Facilitators Mean (SD)

and facilitators to ME reporting

(by professional group) FMS Unclear reporting process  3.86 (1.06)  Error harmed patient 4.71 (0.49)

Doctors Unaware error occurred 4.02 (0.85) Reporting improve practice  4.20 (0.66)
Pharmacists Time constraints 4.19 (0.76)  Ample time 4.35 (0.86)
PA Unaware error occurred 3.78 (0.63)  Error harmed patient 4.02 (0.72)
AMO Heavy workload 3.98 (0.77)  Anonymous reporting 4.02 (0.80)
Nurses Heavy workload 3.95(0.84) Reporting improve practice  4.16 (0.52)

likely to indicate that heavy workload as a barrier to ME
reporting than the PAs’ group (0.465+0.167, p=0.045).
Additionally, pharmacists’ group had statistically higher
agreement that time constraints deterred them from report-
ing compared with nurses’ group (0.440+0.131, p=0.007)
and PAs’ group (0.517+0.163, p =0.014).

Being unaware that a ME has occurred also was sig-
nificantly different among the groups, F (4,371)=5.665,
p=0.01. This barrier was statistically higher in the prescrib-
ers’ group compared with the nurses’ group (0.583 +0.13,
p=0.000), and higher in pharmacists than in the nurses’
group (0.456 +0.146, p=0.017).

The third significant difference in perceived barriers
among the groups was concern of repercussion by a higher
authority, F (4,371)=6.700, p=0.00. Nurses (0.826 +0.166,
p=0.000), AMOs (0.701 £0.199, p=0.004), and PAs groups
(0.571+£0.207, p=0.047) were statistically more likely to
indicate concern of repercussion by a higher authority as
a barrier to ME reporting compared with the pharmacist’s

group.
Facilitators for ME reporting

Overall, the respondents showed a high level of agreement
for the statements in all dimensions of facilitators, with a
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mean of 3.88 and greater in each category. The major per-
ceived facilitators were in the dimension of error (mean
4.01; SD=0.63), provider-related factors (mean=3.94;
SD =0.55), administrative factors (mean=3.90; SD=0.61),
and monitoring factors (mean=3.88; SD=0.61).

Based on individual statements (Table 5), the most com-
monly perceived facilitators of ME reporting were belief
of reporting can improve current practices, errors harm
patients, and training HCPs in using the reporting system
can mitigate errors. Further analysis on the main facilitator
perceived by each professional group is shown in Table 4.

There was a statistically significant difference among
professionals’ groups for the facilitator statement, “Health-
care provider is trained to use the reporting system,” F
(4,371)=4.059, p=0.003. A Tukey post hoc test revealed
that pharmacists’ group were statistically more likely to per-
ceive this factor as motivation to reporting compared with
the PAs’ group (0.359+0.126, p=0.038) and nurses’ group
(0.296+0.101, p=0.036).

Statistically significant difference was also observed
among different professional groups for the statement, “If
there is enough time to report”; F (4,371)=6.592, p=0.000.
A Tukey post hoc test showed pharmacists’ group were sta-
tistically more likely to belief that this factor encouraged
reporting compared with the PAs’ group (0.545+0.151,
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Table 5 Facilitators for ME reporting
Rank Category Item Mean SD F Sig-F
1 Administrative If reporting can improve practices (e.g. prescribing quality, 4.15 0.58 2.439 0.05
dispensing quality, etc.)
2 Error Patient was harmed 4.03 0.72 0.079 0.99
3 Provider-related If healthcare provider is trained to use the reporting system 4.02 0.66 4.059 0.00
4 Error If ME involves medico- legal issues 4.01 0.73 1.796 0.13
5 Provider-related As self-protection if any issue arises later 4.00 0.68 1.345 0.25
6 Error If the same error is repeated 3.98 0.73 0.567 0.69
7 Provider-related If there is enough time to report 3.96 0.80 6.592 0.00
8 Monitoring If there is appropriate monitoring 3.95 0.66 3.770 0.10
9 Monitoring If reporting of medication errors is promoted 3.93 0.74 3.290 0.01
10 Administrative If I know that I will get feedback on the reporting status 3.87 0.74 1.277 0.28

p=0.003), the nurses’ group (0.583 +0.121, p=0.000) and
the AMOs’ group (0.425 +0.145, p=0.030).

More awareness and promotion on the importance
reporting of ME was another facilitator that was found sta-
tistically significant difference among different groups, F
(4,371)=3.290, p=0.011. A Tukey post hoc test revealed
that perception of this facilitator was statistically higher in
the prescribers’ group compared with the AMOs’ group
(0.363+0.125, p=0.033), and higher in the pharmacists’
group than the AMOs’ group (0.416+0.136, p=0.020).

Discussion

Earlier studies on this topic mostly examined perceptions and
attitudes towards ME reporting among nurses [7, 24-26],
nurses or/and physicians [4-6, 19, 20] or physicians, nurses,
and pharmacists [8, 27, 28]. This study, however, goes to a
greater extent; multiple HCPs involved in the medication
use cycle in primary care clinics, namely, doctors, nurses,
pharmacists, PAs, and AMOs were included. Participation of
multiple HCPs is essential as they share equal responsibility
for delivering safe drug treatment to patients. Identification
of measures to improve reporting is very crucial and should
be based on barriers and facilitators perceived by HCPs, tak-
ing into consideration related behaviour change theories [9].

ME reporting practice

A medication error reporting system is effective and efficient
when it enables and encourages HCPs to report any types
of ME irrespective of the severity and near misses [29].
These reports help facilitate early identification of patient
safety issues [30]. Hence, our findings that more than two-
thirds of the respondents had never reported any ME during
their working tenure and that only half of those who had
experienced reporting ME had submitted ME reports in the

preceding 12 months showed that underreporting MEs is
prevalent. This situation prevents better understanding of
the root causes of the problem, thus reducing opportunities
to learn from past mistakes and act on ME reports.

Similar to findings from other studies [6, 31, 32], this
study observed that ME reporting among respondents was
low (30%), an indication of underreporting and yet a promi-
nent culture in primary care clinics. Pharmacists were the
prime ME reporters among HCPs who reported MEs in
the past 12 months, perhaps an indication that the existing
medication error reporting system is mostly known by the
pharmacy staff.

Knowledge on ME reporting

Knowledge of ME reporting is fundamental to ensure HCPs
report every error. To accomplish this, HCPs must be cog-
nisant of the ME reporting system at their workplace, and
the reporting workflow should be explicitly clear, start-
ing with identification of reportable events, what form to
be used, who should report, and to whom the error report
should be submitted to.

In this study, we found that prescriber and pharma-
cist groups have higher knowledge of ME reporting than
nurses, PAs, and AMOs. A similar result was found in a
study among physicians, pharmacists, and nurses in hospi-
tals in Manila; the pharmacists were found to be the most
knowledgeable in ME reporting [28]. This may imply that
both prescribers and pharmacists are well-versed in matters
related to ME reporting and should assist other HCPs. Phar-
macists, who are more knowledgeable in this aspect with
solid basic knowledge on drugs, should play a bigger role
in promoting and engaging other HCPs in ME reporting.
Near misses occur 10-300 times more frequently than actual
events and offer the opportunity to correct the system before
ME cause serious harm [30]. However, this study also found
that about 40% of the respondents were uncertain about the
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need to report near misses, and approximately 30% believed
that omission errors do not require reporting. This indicates
uncertainty around what constitutes a reportable ME, which
need to be addressed and emphasised during training and
education [33]. In addition, reporting near misses yields
positive effects since the events did not cause any harm to
the patient; thus, the reporter will not be blamed. Instead,
such report should be commended as it prevented injury or
harm to the patient [34]. Therefore, in the effort to improve
patient safety, healthcare organisation should highlight on
the importance of learning from what works as well as
from what fails in the healthcare systems. This will help the
organisation to better understand how things go right, pro-
actively and continuously trying to anticipate future events
[33].

Perceived barriers to ME reporting

Our findings suggest that heavy workloads, time constraints,
and lack of certainty around the ME reporting process influ-
ences the willingness of HCPs to report MEs. Several earlier
studies in primary care settings highlighted similar findings,
indicating workload [10, 12] and time constraints [10, 12,
35-38] as being among the obvious barriers to error report-
ing. Numerous studies from other settings have confirmed
these findings [8, 15, 16, 18-20, 31, 39—41]; however, those
results contradicted a recent local study among doctors and
pharmacists in primary care clinics, which found that work-
load did not interfere with the respondents’ ability to report
MEs [42].

Unclear reporting processes (i.e. what to report, how to
make a report, who is responsible for reporting) was also
deemed to be another major hurdle to ME reporting in this
study. Analysis of ME knowledge revealed that the majority
of respondents knew who should report ME and were famil-
iar with the reporting system. However, emphasis should
be given to clarifying the definition of reportable events,
specifically near misses and omission errors; the percentage
of respondents who misunderstood these matters was rea-
sonably high. Omission errors or the failure to administer an
ordered dose to a patient before the next scheduled dose, if
any, was among the most frequently reported types of errors
in previous research [43—47]. However, findings from a local
study based on a review of MEs reported to the National
Medication Error Reporting System showed that omitted or
delayed medicines occurred in 4.2% of total reports received,
which may be due to uncertainty regarding whether such
errors should be reported [48]. Lack of familiarity with the
reporting process was another reason for not reporting, as
revealed by other primary care research study [11, 35, 49,
50]. Similarly, this factor was also prominent in other health-
care settings [8, 14, 16, 19, 20, 22, 51-53].
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Another important observation of this study is that none
of the statements regarding concern-related factors or fear
were among the top five barriers to reporting, contradicting
previous international studies. However, fear of repercussion
by a higher authority (e.g. disciplinary action or legal action)
were prominent among nurses, AMOs and PAs compared to
prescribers and pharmacists. This is consistent with previous
studies of nurses in hospital settings [4, 5, 7, 24, 31, 54-58]
and a study among nurses in community health service [50],
who cited fear-related factors as a major obstacle to ME
reporting. A possible explanation could be that the rela-
tive hierarchy and social influence between groups within
a healthcare organisation deter reporting doctors’ or phar-
macists’ errors by these groups. As frontline staff, nurses,
AMOs and PAs are concerned with the consequences of
reporting — disciplinary or legal actions — due to their direct
involvement with error as well as the possibility of being
blamed [4]. These are complex issues and highly depend-
ent on the culture of each organisation. Previous literature
has identified the most common definition of safety culture
as, “the product of individual and group values, attitudes,
competencies and patterns of behaviour that determine the
commitment to, and the style and proficiency of, an organi-
sation’s health and safety programmes” [59]. Therefore,
healthcare organisations should aim to provide a positive
safety culture in which HCPs feel safe to report and discuss
errors [59], ultimately promoting learning from the incidents
to improve patient safety.

This argument is supported by Azjen and Madden’s
Theory of Planned Behaviour, which outlines three factors
determining HCPs intentions to report an incident: i) per-
ceived behavioural control, which measures internal and
external resources (ability, expertise, knowledge, time and
cooperation); ii) perception of social expectation of inci-
dent reporting; and iii) general attitudes and personal beliefs
about incident reporting. In a study examining this theory
among community nurses [57], the authors concluded that
the most meaningful factors affecting the intention to report
an adverse incident are the nurse’s perceived behavioural
control and her perception of what her social and profes-
sional community expect of her with regard to adverse inci-
dent reporting. In other words, the nurse needs a positive
organisational culture that supports incident reporting in
addition to adequate resources including support, knowl-
edge, and time that will assist her in performing incident
reporting.

Perceived facilitators for ME reporting

Interestingly, all groups of respondents considered improve-
ment to current practice including prescribing and dispens-
ing quality as a key motivator for ME reporting. Other stud-
ies made similar findings [6, 17, 22, 31], observing that this
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denotes respondents’ desire to see actual positive changes
based on the reported events, reflecting a mutual commit-
ment to improve safety measures for medication use among
both the management and the healthcare professionals at the
clinics. Sufficient evidence of the reporting outcome linked
with noticeable changes and sustainable action in the sys-
tem/organisation is an indication that the reporting system
has achieved its target [3].

An error that caused harm to a patient increases the
respondent’s likelihood to report the ME. Examining atti-
tudes regarding ME reporting indicated that HCPs have a
better positive attitude towards reporting harmful ME. Our
findings also indicated that patient safety with regards to
ME is the top priority of HCPs, consistent with other studies
suggesting that HCPs reported serious incidents or if their
patients’ outcomes were bad [5, 8, 14, 15, 18, 60].

HCPs well trained in using the current ME reporting sys-
tem was another facilitator for ME reporting in this study.
This includes the reporting process — identification of a
reportable event, determination of what form or mechanism
of reporting should be used, and identification of who should
report the error. HCPs acknowledged and valued the impor-
tance of training on the reporting process to ensure they
can fully utilise the reporting system. In addition, earlier
studies emphasised the importance of training HCPs to use
the reporting mechanism to increase reporting [8, 19, 20].

Strengths and limitation

This study was conducted using a validated questionnaire,
which has been tested within the same context of the actual
survey. A high response rate was one of the strengths of this
study. This may be due to high HCP interest in a topic highly
relevant to their patients’ safety, which is a main concern in
delivering a quality healthcare.

Another strong point of this study is the participation of
multiple HCPs groups directly involved in medication safety
as the target population. This provides researchers with a
chance to gain better insight into the problems being studied.

On the other hand, this study is not without limitation.
We noted the small sample size of the FMSs who took part
in this survey which was due to the small number of FMSs
in each district/state and the feasibility issue of including all
FMSs in the country. Therefore, we had combined them with
the doctors in our analysis.

The questionnaire provides no open field questions for
respondents to provide further comments. However, this
limitation was minimised by incorporating findings from
a series of interviews conducted among a similar group of
HCPs during the questionnaire development process into the
drafted questionnaire.

Since this study was carried out in primary care clinics,
the results might not be generalisable to other healthcare

settings. There was also a potential for recall bias, when the
respondents were asked on their reporting experience and
the number of error reports submitted in the past 12 months.

Conclusion

This study quantified the key barriers and facilitators to med-
ication error reporting according to the five main health care
practitioners in primary care clinics involved in the medi-
cation use process. Findings from this study may be used
to develop and/or improve effectiveness and efficiency of
medication error reporting systems, impacting patient safety.
Perceived barriers were mainly centred on issues on report-
ing effort and knowledge of the reporting process, while
respondents showed high agreement on four categories of
facilitators: dimension of error, provided-related factors,
administrative factors and monitoring factors.
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