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Abstract

Background: Medication errors are a serious and complex problem in clinical practice, especially in intensive care
units whose patients can suffer potentially very serious consequences because of the critical nature of their diseases
and the pharmacotherapy programs implemented in these patients. The origins of these errors discussed in the
literature are wide-ranging, although far-reaching variables are of particular special interest to those involved in
training nurses. The main objective of this research was to study if the level of knowledge that critical-care nurses
have about the use and administration of medications is related to the most common medication errors.

Methods: This was a mixed (multi-method) study with three phases that combined quantitative and qualitative
techniques. In phase 1 patient medical records were reviewed; phase 2 consisted of an interview with a focus
group; and an ad hoc questionnaire was carried out in phase 3.

Results: The global medication error index was 1.93%. The main risk areas were errors in the interval of
administration of antibiotics (8.15% error rate); high-risk medication dilution, concentration, and infusion-rate errors
(2.94% error rate); and errors in the administration of medications via nasogastric tubes (11.16% error rate).

Conclusions: Nurses have a low level of knowledge of the drugs they use the most and with which a greater
number of medication errors are committed in the ICU.
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Background
Pharmacotherapy is a very important resource within
the health system context. However, it is not without pa-
tient risk and its improper use can cause a wide variety
of damage, both iatrogenic in nature and those derived
from mistakes made as part of the complex processes
comprising the drug-use system. The term ‘drug-related
problems’ is now preferred because it encompasses a
much broader range of adverse drug reactions and medi-
cation errors and interactions [1–4].
The magnitude of this problem was highlighted in

1999 by the Institute of Medicine, which estimated the
annual mortality due to medication errors at 7000
deaths, with clinical error being the most prevalent
problem [5]. Comparison of different publications is

difficult because of differences in the variables used,
measurement and detection methods, and study popula-
tions, as well as the lack of an internationally standar-
dised taxonomy that clearly defines what constitutes an
error, potential error, error cause, or contributing factor
[6]. Despite this, various studies estimate that incidents
related to medication account for 6–12% of hospital ad-
missions and 2 in every 1000 hospital deaths, and there-
fore constitute a serious public health problem [7–9].
Intensive care units (ICUs) are especially vulnerable to

errors and their consequences, which are potentially
more serious for ICU patients. Critically ill patients ad-
mitted to the ICU accumulate an average of 1.7 medical
errors every day, and many patients suffer a potentially
life-threatening error during their stay. Medication
errors are the most common type of error and account
for 78% of serious medical errors in the ICU [10, 11].
This is because of the critical nature of the patients in
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these units, the broad, dynamic, and complex pharmaco-
therapy used to treat them, and the organisation of the
service (excessive care burdens, communication prob-
lems, frequent changes of staff, etc.), all of which is ag-
gravated by the urgent nature of the work undertaken in
these units [10–12].
However, little or nothing is said about the lack of

training or experience of the professionals working in
ICUs [13]. Most studies focus on the drug administra-
tion stage, and claim that most errors occur during this
pharmacotherapeutic administration stage [14]. None-
theless, how errors in the initial stages of prescription
and transcription can generate later repercussions is also
worth studying [7, 15].
Published work has identified certain pharmacological

groups as having extensive multicausality error risks;
among these, antibacterial drugs are particularly import-
ant because of their widespread use and frequency of
errors in their use [16, 17]. Another high-risk group are
pharmaceuticals that cannot be administered via a naso-
gastric tube (NGT) [18, 19] as well as high-risk medica-
tions in general [6, 20–22]. However, key determinants
must first be identified in order to define effective error
prevention strategies [10, 23–25].
Several authors claim that human factors (e.g., errors

in dose calculation, absence of double checking, low
adherence to protocols, and especially, poor drug know-
ledge among professionals) most strongly influence the
medical error rate [6, 13, 21, 26, 27]. Effective prevention
strategies currently focus on detecting failures and rede-
signing the system to prevent such problems based on
the relationships between the causes (or individual
factors) and the environment. In this sense, it is clear
that human errors are a consequence of the system,
rather than a specific cause of error [7, 28].

Aims if this study
This study identifies the main medication errors that
occur in the ICU at a general hospital in the city of
Valencia (Spain). We analyse the causes of these errors,
based on the perception of expert professionals and
determine if the level of knowledge that nurses have of
the use and administration of medications is related to
the errors most commonly committed in this context.

Methods
Design
To exhaustively explore the above question, we carried
out a mixed method study with an embedded or nested
concurrent design. The study structured into three
phases that involves collecting quantitative and qualita-
tive data at the same time, but the quantitative data of
the first phase dominated and guided the investigation,
nesting other qualitative (second phase) and quantitative

(third phase) techniques to allow us to a more complete
and profound view of the phenomenon [29, 30].

Sample
The study was carried out at a general resuscitation and
intensive critical care unit in a tertiary-level hospital
serving a population of 364,255 inhabitants. Of the total
535 beds at the centre, the ICU had 13 beds, of which 4
were in isolation rooms.
In the first phase of the study (phase 1), a random

sample of 87 admitted episodes was selected from the
total admissions over the year. We set the confidence
level at 95%, the design effect was 1 (simple random
sampling), and the accuracy was 10%. The random
selection of cases was carried out through the statistical
program SPSS 22. For the second phase (phase 2), a
discussion group was formed which comprised four
professionals with extensive healthcare experience as
well as a researcher and a teacher in the field of nursing.
In the last phase (phase 3), the sample comprised nurses
from the unit who voluntarily gave their consent to
participate in the research.

Procedure and data collection instruments
In phase 1, we carried out an analysis of medical records
(prescription and transcription records) in order to
understand the baseline situation at the unit being studied.
This included a sociodemographic description of the sam-
ple, an analysis of the main active ingredients in the drugs
most commonly administered and their respective admin-
istration routes, high-risk medications, potential errors, po-
tential drug interactions, and the main areas of risk.
Medication errors were analysed according to the method-
ology proposed by the Adverse Drugs Events Prevention
Study [31]. In the same way, the error (type) classification,
cause, and/or contributing factor(s) were defined using the
taxonomy published by the National Coordinating Council
for Medication Error Reporting and Prevention [32]. To
determine the existence and level of severity of potential
drug interactions, we used the Multi-Drug Interaction
Checker® database from Medscape (2018) [33].
A qualitative phenomenological methodology was

proposed for phase 2 which allowed the detailed study
of determinants that influence the causes of medication
errors through the perceptions or experiences of the
professionals at the frontline in the ICU under study.
In phase 3 we designed a form to describe and evaluate

the level of drug knowledge nurses, and the drugs most
commonly used and/or misused in critical care. No vali-
dated questionnaires designed for purposes like our own
had previously been published in the literature and so we
developed a tool based on our results from the previous
two study phases and the input and opinions of leading
professionals in the field. Finally, a questionnaire was
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elaborated with closed questions of multiple answers, of
which the participants had to choose one.
This questionnaire was organised around five well-dif-

ferentiated areas with the aim of collecting data about
the sociodemographic characteristics of the sample (1),
access to information (2), notification of errors (3), con-
sideration of errors (4), and levels of drug knowledge (5).
For the design of the questions of part 1 (sociodemo-

graphic characteristics) and 2 (access to information) we
base ourselves on no validated questionnaires published
in the bibliography [13, 34]. Experts helped us in the
elaboration of the questions of part 3 (notification of
error) aimed at knowing how nurses notify an error, if
they know the existence of the notification procedure of
errors of the center and if they use it. In part 4 (consid-
eration of errors) we wanted to know if the nurses knew
how to differentiate between error of medication and
cause of error, for this we consulted the taxonomy
published by the National Coordinating Council for
Medication Error Reporting and Prevention [32]. In
section 5 (level of drug knowledge) from the results of
phase 1, experts in pharmacology elaborated questions
in relation to the drugs most used and with which the
nurses committed a greater number of errors. To guide
the writing of the questions in this part, no validated
questionnaires published in the literature were consulted
[13, 34]. Finally, a total of 13 questions were included,
the topics were as follows (number of questions for each
shown in brackets):

Pharmacology: identification type antibiotic (18),
pharmacological target (27), posology (20), interactions
(25), identification high risk drugs (26).
Drug management: administration routes (21, 22, 23, 24),
high risk medication administration (28, 30).
Drug dose calculation: dilution, concentration and
infusion rate of high-risk medications (19, 29).

Successive revisions and a previous pilot test (with 15
participants) were necessary to analyze the convenience
of the different questions, answers, writing, design and
presentation, adapting and merging some items to adjust
the response time to about 15–20min, as well as the
elimination of some questions to increase the internal
consistency with a Cronbach’s alpha of 0.801. The final
questionnaire is presented in the Additional file 1.

Data analysis
The research focuses on a broad phenomenon (medica-
tion errors, their determinants or causes and the level of
drug knowledge), this forces us to use a multiple
methods design in which quantitative data predominate
(analysis of medication errors) nesting other qualitative
(determinants of medication errors) and quantitative

data (the level of drug Knowledge) that complement first
phase. This own differentiation in the objectives that
each phase of the study aims to achieve requires us to
analyze and interpret the data of each phase separately.
The quantitative data relating to phases 1 and 3 were

analysed using SPSS (v22) software. Because the
variables did not follow a normal distribution we used
nonparametric statistical tests and searched for correla-
tions between variables using Spearman’s linear
correlation coefficient analysis. To establish possible
differences between quantitative and qualitative variables,
the Kruskal–Wallis test was used for variables from three
or more independent groups, and the Mann–Whitney U
test was used for variables from two groups.
The qualitative analysis of the data from the second

phase of the study was characterized by what Valles calls
“omnipresence of the analysis” [35], referring to the fact
that said analytical activity occurs at all moments of the
investigation; It was already present in the formulation
of the problem and the design of the study, in the field
work with the discussion group to try to discover im-
portant determinants or direct the conversation towards
aspects that were interesting for the researcher.
However, what is usually associated as equivalent to data
analysis was the transcription of the conversation, the
coding and recoding of text segments, as well as their
ordering and regrouping. In this phase, the greatest
analytical deployment and synthetic replication of the
interpretive activity took place, in order to finally
identify four major categories from which different sub-
categories emerge whose relationships are represented
graphically in a conceptual map.
Initially, the analysis of the content of the transcript

was carried out by three experts in the investigation of
medication errors in an independent way, afterwards
several commons were made until reaching a consensus
in which the same codes were reached regarding certain
portions of text, making various adjustments and
saturating codes to reduce redundancy and variability, as
well as ensuring the validity, coherence and sensitivity of
the data presented [36].

Ethical and legal considerations
The study was undertaken according to the conditions
of respect for individual fundamental rights and the
ethical postulates affecting biomedical research on hu-
man beings, according to the Declaration of Helsinki
and the Good Clinical Practices of the European Union.
In addition, the research protocol was approved by the
Clinical Research Ethics Committee at General Hospital
of Valencia (Spain) (authorisation number JUA-FAR-
2015-01) prior to commencing the study. Likewise, the
authors declare the non existence of any type of conflict
of interests.
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Results
Phase 1: review and analysis of medical records
Of the total 87 episodes admitted to the ICU, 51.7%
were men; the average patient age was 57.7 ± 16.13 years
and the average length of stay was 5.97 ± 7.41 days. Most
of the patients (63.22%) were admitted to the unit post-
operatively after complex major surgery (critical surgical
patients), whereas 36.78% of the cases were admitted for
a non-surgical critical problem. We analysed 2634 drug-
dose units used, corresponding to 152 different main ac-
tive drug ingredients, of which 23.5% were considered
high-risk. Each patient received an average prescription
of 14.51 medications.
For the 2634 medications administered, we detected a

total of 316 potential errors, corresponding to a global
medication error index (GMEI) of 1.93%. The intraven-
ous route was the most commonly used (76.92%),
followed by pressurised inhalation (8.96%), and the sub-
cutaneous (4.82%), nasogastric (4.25%), and oral (3.42%)
routes. Other routes (epidural, rectal, transdermal, sub-
lingual, and intramuscular) were used at rates account-
ing for less than 1% of the total.
When reviewing the prescriptions and transcriptions

for these 87 admissions, we identified an error rate of
1.32%. The most common error (accounting for 71% of
the total) was the lack of a complete written prescrip-
tion, while 29% of the remaining errors occurred during
transcription of the prescriptions (omission of dose,
incorrect dose, or erroneous dose-administration fre-
quency or infusion rate). A more detailed analysis of the
drug groups or administration techniques indicated as
potential areas of risk in the literature, revealed substan-
tially higher error rates in this study (Fig. 1).

Among the errors detected, deviations in the schedule
of antibiotics administration—important because their
efficacy is time dependent— were found in 65.9% of
cases. In addition, there were significant errors in the di-
lution, concentration, and infusion rate used for high-
risk drugs, especially those containing noradrenaline
(32.9%) or potassium chloride (ClK) (47.9%) as active
substances. Administration via a NGT caused errors
resulting from the manipulation of oral pharmaceutical
formats, with acetylsalicylic acid being involved in 32%
of cases. The rate of drug interactions (Fig. 2) was also
very high (fi = 1811), although the clear majority of these
were mild or moderate.
There were significant correlations between most of

the variables analysed, and this confirmed that there is a
wide range of causes behind these errors. As expected,
the more drugs administered and the longer the hospital
stay in the unit, the higher the probability of detecting
more errors and drug interactions (p = 0.001 for both re-
lationships). There was also a strong relationship be-
tween the causes of error identified in the prescription
and the subsequent errors committed in the transcrip-
tion of these prescriptions (p = 0.003); the use of abbrevi-
ations and the absence of a dose, administration route,
and/or schedule specified in the prescription was the
main reason for errors related to dose omission, incor-
rect doses or administration frequency, and/or errone-
ous infusion rates in the transcript.
Importantly, we also found significant differences

(Mann-Whitney U test p < 0.05) between patients in in-
tensive medical care versus those admitted to the critical
care unit post-surgery in relation to key variables in the
commission of medication errors (Table 1). Similarly,

Fig. 1 Error rate for the risk areas analysed

Escrivá Gracia et al. BMC Health Services Research          (2019) 19:640 Page 4 of 9



the presence of secondary diagnoses or comorbidities
also affected the number of errors detected for these
patients (Table 2).

Phase 2: discussion group
The information obtained from the focus group conver-
sation allowed us to identify four major areas that lead
to medication errors: (1) the critical-care context itself;
(2) organisation of the ICU service; (3) personal factors;
and (4) the medication administration process. These
categories emerged from several subcategories which
can be drawn on a broad conceptual map of interrela-
tions. According to the professionals in the focus group
these medication errors result from varying and complex
multiple causes which are present in ICUs (Fig. 3).
Among this wide network of subcategories, the most
commonly cited were relationships in the work environ-
ment; level of professional knowledge; preparation of
dilutions; and the belief or perception that mistakes are
not made (also including a mistaken understanding of
what constitutes an error).

Phase 3: level of drug knowledge
The level of drug knowledge was analysed in 38 nurses
(81.6% female). Of these, 75% had participated in continu-
ing education, 15% of them specifically in pharmacology.

In turn, 60% of the professionals in our sample did not
know if the centre’s training program offered courses
related to pharmacotherapy or error prevention. We dis-
covered that 32.5% of the sample reported possible errors
following the procedure established at the hospital, 27.5%
informed the attending physician and/or pharmacy ser-
vice, and the remaining 35% limited their communication
to their colleagues and/or supervisor. It also became clear
that professionals have an erroneous understanding of
what constitutes a medication error for different variables;
85% of the participants identified the omission of a dose
as an error, while only 45% identified a delay of more than
1 h in the administration of an antibiotic dose as an error.
With respect to drug knowledge, 42.5% of the nurses

in our sample failed more than half the questions on the
test. The average score was 47% and the highest score
was 69.2%, which reveals a low level of drug knowledge
among these professionals. The main drug knowledge
gaps detected by this test are shown in Table 3.

Discussion
Human factors are responsible for numerous medication
errors [27]. However, it has now been shown that
effective prevention must focus on the system, and so
the main risk factors present at different stages of the
pharmacotherapeutic process must be identified and
evaluated so that the system for medication use can be
redesigned to be stronger and more error-proof [37].
In our study, we identified a global medication error

index (GMEI) of 1.93%, slightly higher than that obtained
in other large multicenter Spanish studies (1.74%).

Fig. 2 Classification of the potential drug interactions identified

Table 1 Significant differences between patients admitted to the
unit for critical medical or post-surgical care (Mann–Whitney U test)

Variable Average Significance

Length of hospital stay Medical admission 56.77 0.001

Surgical admission 36.57 0.001

Number of drugs Medical admission 57.72 0.001

Surgical admission 36.02 0.001

Error causes Medical admission 54.23 0.004

Surgical admission 38.05 0.004

Total errors detected Medical admission 56.52 0.001

Surgical admission 36.72 0.001

Drug interactions Medical admission 56.92 0.001

Surgical admission 36.48 0.001

Table 2 Significant differences between the presence or
absence of secondary diagnoses (Mann–Whitney U test)

Variables Significance Secondary diagnoses Average

Age 0.001 Yes 50.37

No 30.57

Number of drugs 0.007 Yes 49.03

No 33.41

Drug interactions 0.046 Yes 47.72

No 36.16
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However, the lack of a common and homogeneous criter-
ion and taxonomy that clearly defines medication errors,
causes and contributing factors explains the existence of
such disparate published results, with a rate that varies
from 0.2 to 25.7% [3, 38–40]. In turn, this lack of criteria
makes it difficult for professionals to have a clear view of
the error, its magnitude and importance in clinical practice.
We identify that in the prescription stage a greater num-

ber of errors occur than in the transcription, being in this
last stage much more varied the type of errors. Our results
are similar to others in the literature, however, we find
again disparity due to the lack of homogeneous criteria
and diversity in the designs of the studies [41]. In any case,

there is a significant correlation between the lack of a cor-
rect and complete written prescription and the subsequent
presence of errors during transcription. Failures that occur
through transcriptions (caused by the lack of a written re-
cipe, abbreviations, etc.) are one of the most frequent
causes of errors and one of the most dangerous errors be-
cause they are often not detected or not are considered
subjectively as errors [23, 37].
A logical and well-studied factor that reaffirms the

results obtained in our study is the correlation between
the use of a greater number of drugs and a longer stay
as factors that increase exposure and therefore the risk
of medication errors and interactions [42–44].
The differences in the errors committed between crit-

ical patients admitted for medical versus post-surgical
care are very interesting. In this sense, the specific na-
ture of post-surgical patient critical care (the therapeutic
purpose, physiopathological processes involved, their
programmed admission, and continuity of care) and the
relative absence of comorbidities, are intrinsic character-
istics associated with shorter hospital stays and simpler
pharmacotherapeutic programs with a lower risk of
exposure, and therefore, of medication errors and drug
interactions [42–44].

Fig. 3 Conceptual map of the results from the focus group discussion

Table 3 The main drug knowledge gaps identified among
nursing professionals

Aspects of drug knowledge addressed Percentage of errors

Preparation/Administration of insulin 92.5%

NGT administration (acetylsalicylic acid) 72.5%

Administration of low-molecular-weight heparin 60%

Dilution/Mixing (noradrenaline) 60%

Dose/Concentration/Infusion speed
(potassium chloride)

50%
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From a pharmacological point of view, together with
previously published results, our findings confirm the
existence of important risk areas in critical care related
to the administration of medications via NGTs, although
the intravenous route is the most widely used in this
context [18, 19]; the dose interval of antibiotics [16, 17];
and the dilution, concentration, and infusion speed of
high-risk medications [6, 21, 22, 45, 46].
It is also important to account the possible conse-

quences derived from the numerous potential moderate-
risk drug interactions that we identified in the ICU in
this study [47].
In our study, the professionals identify important deter-

minants that influence the problem (discussion group).
These results coincide with those published in the litera-
ture by other authors [15]. These variables are lack of
communication, poor relationships with the work envir-
onment, excessive pressure at work, interruptions in work
and a misunderstanding of what constitutes an error,
combined with the urgent and critical nature of the
provision of professional medical attention in this context.
The key variables and root causes of this problem must be
continuously analysed so that specific prevention strat-
egies can be defined and to verify their efficacy in clinical
practice through successive observational studies.
The medication errors are have a wide variety of inter-

related root causes, with nurses’ level of drug knowledge
and/or access to information being strongly determining
element [6, 13, 21, 25, 26, 48].
Although we cannot prove that increase in drug

knowledge is not necessarily associated with changes in
clinical practice, many published studies reach similar
conclusions to us, and point out a poor of drug know-
ledge among nurses, especially in the context of ICUs
with the drugs most used and in which accumulate a
higher error rate [24, 37].

Limitations
Our study is partially limited by the intrinsic limitations
that contain the error analysis methods we have used,
which are described in the literature. Another potentially
important limiting factor was that our analysis sample
was small and comprised exclusively nurses, to whom
we passed an not validated ad hoc questionnaire. Conse-
quently, we have not been able to make solid inferences
to the general population. However, in the absence of
validated questionnaires, this instrument served to pro-
vide an approximate description of the level of drug
knowledge, and to reduce the possible bias, we passed
our questionnaire to all the nurses of the studied ICU.

Conclusions
A considerable number of medication errors occur in
ICUs, especially with critical medical patients. The

administration of medications via NGTs, the dose
interval of antibiotics and the dilution, concentration,
and infusion speed of high-risk medications constitute
important areas of risk of medication errors in ICU.
Nurses identify four major areas that lead to medica-
tion errors: the critical-care context itself; organisation
of the ICU service; personal factors; and the medica-
tion administration process. In addition, the nurses
have a low level of knowledge of the drugs they use
the most and with which a greater number of medi-
cation errors are committed in the ICU.
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Abbreviations
ATC: Anatomical, Therapeutic, Chemical; ClK: Potassium Chloride;
GMEI: Global Medication Error Index; ICU: Intensive Care Unit;
NGT: Nasogastric Tube

Acknowledgements
We appreciate the support and facilities provided by the critical care and
pharmacy service of the General University Hospital Consortium of Valencia
(Spain).

Author’s contributions
All authors (JE; RB; JF) have intervened directly in all phases of the study:
bibliographic search, design, data analysis, presentation of results and in the
drafting and revision of the original manuscript. Regardless, we want to
highlight the special involvement of some author in certain stages of the
investigation: JE-Collection, tabulation and quantitative analysis of the data;
RB-Bibliographic search and its classification, preparation of the questionnaire;
JF-Methodology, design and qualitative analysis of the data. All authors have
read and approved the last version of the manuscript, and the correspondence
author (JE) has ensured that this is the case. Therefore, they subscribe the
present Authorship Statement.

Funding
There has not been any source of funding.

Availability of data and materials
The datasets supporting the conclusions of this article are available in the
OSF repository: https://osf.io/te7sa/.

Ethics approval and consent to participate
The research protocol was approved by the Clinical Research Ethics
Committee at General Hospital of Valencia (Spain) (authorisation number
JUA-FAR-2015-01) prior to commencing the study.
All participants expressed their consent to participate in the study. Our
research worked with three different population samples. In phase 1 the
participants gave their written informed consent to participate in the study.
In phase 2, discussion group, before starting the session, the participants
were duly informed and expressed their verbal consent to participate, which
was recorded along with the content of the conversation held. Finally, in
phase 3, after the participants were rightly informed (verbal and written
information), they gave their consent to participate by agreeing to respond
and deliver the questionnaire freely, voluntarily and anonymously. In
addition, the anonymity of the participants is guaranteed at all times.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Escrivá Gracia et al. BMC Health Services Research          (2019) 19:640 Page 7 of 9

https://doi.org/10.1186/s12913-019-4481-7
https://osf.io/te7sa/


Received: 19 November 2018 Accepted: 28 August 2019

References
1. Dirik HF, Samur M, Seren Intepeler S, Hewison A. Nurses’ identification and

reporting of medication errors. J Clin Nurs [Internet]. 2019 1 [cited 2019 Mar
18]; 28(5–6):931–938. Available from: http://doi.wiley.com/10.1111/jocn.14716.

2. Makary MA, Daniel M. Medical error-the third leading cause of death in the
US. BMJ. 2016;353.

3. Smeulers M, Verweij L, Maaskant JM, De Boer M, CTP K, EJM N v D, et al.
Quality Indicators for safe medication preparation and administration: A
systematic review. PLoS ONE. 2015;10.

4. van den Bemt PMLA, Egberts TCG, de Jong-van den Berg LTW, Brouwers
JRBJ. Drug-Related Problems in Hospitalised Patients. Drug Saf [Internet].
2000 [cited 2018 12];22(4):321–333. Available from: http://link.springer.com/1
0.2165/00002018-200022040-00005.

5. Murillo-Pérez MA, García-Iglesias M, Palomino-Sánchez I, Cano Ruiz G,
Cuenca Solanas M, Alted LE. Análisis del registro de un sistema de
notificación de incidentes en una unidad de cuidados críticos.
Enferm Intensiva. 2016;27(3):112–9.

6. Lu MC, Yu S, Chen IJ, Wang KW, Wu HF, Tang FI . Nurses’ knowledge of
high-alert medications: a randomized controlled trial. Nurse Educ Today
[Internet]. 2013 [cited 2018 mar 13];33(1):24–30. Available from: http://www.
ncbi.nlm.nih.gov/pubmed/22178145.

7. Hartel MJ, Staub LP, Röder C, Eggli S. High incidence of medication
documentation errors in a Swiss university hospital due to the handwritten
prescription process. BMC Health Serv Res [Internet]. 2011 [cited 2018 mar
12];11:199. Available from: http://www.ncbi.nlm.nih.gov/pubmed/21851620.

8. Jolivot P-A, Pichereau C, Hindlet P, Hejblum G, Bigé N, Maury E, et al. An
observational study of adult admissions to a medical ICU due to adverse
drug events. Ann Intensive Care [Internet]. 2016;6(1):9. Available from: http://
www.annalsofintensivecare.com/content/6/1/9.

9. Morimoto T, Sakuma M, Matsui K, Kuramoto N, Toshiro J, Murakami J, et al.
Incidence of adverse drug events and medication errors in Japan: the JADE
study. J Gen Intern Med [Internet]. 2011 [cited 2018 mar 12];26(2):148–153.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/20872082.

10. Tully AP, Hammond DA, Li C, Jarrell AS, Kruer RM. Evaluation of Medication
Errors at the Transition of Care From an ICU to Non-ICU Location. Crit Care
Med [Internet]. 2019 Apr [cited 2019 Mar 18];47(4):543–549. Available from:
http://insights.ovid.com/crossref?an=00003246-201904000-00007.

11. Moyen E, Camiré E, Stelfox HT. Clinical review: medication errors in critical
care. Crit Care [Internet]. 2008 [cited 2018 mar 13];12(2):208. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/18373883.

12. Ohta Y, Sakuma M, Koike K, Bates DW, Morimoto T. Influence of adverse
drug events on morbidity and mortality in intensive care units: the JADE study.
Int J Qual Heal Care [Internet]. 2014 [cited 2018 mar 13];26(6):573–578.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/25192926.

13. Simonsen BO, Johansson I, Daehlin GK, Osvik LM, Farup PG. Medication
knowledge, certainty, and risk of errors in health care: a cross-sectional
study. BMC Health Serv Res [Internet]. 2011 26 [cited 2018 Mar 13];11(1):175.
Available from: http://bmchealthservres.biomedcentral.com/articles/10.11
86/1472-6963-11-175.

14. Latif A, Rawat N, Pustavoitau A, Pronovost PJ, Pham JC. National study on
the distribution, causes, and consequences of voluntarily reported
medication errors between the ICU and non-ICU settings. Crit Care Med.
2013;41(2):389–98.

15. Moreno-Millán E, Villegas-Del Ojo J, Prieto-Valderrey F, Nieto-Galeano J.
Adverse effects, intercommunication, management of knowledge and care
strategies in intensive nursing. Med Intensiva [Internet]. 2011 1 [cited 2018
Mar 13];35(1):3–5. Available from: http://linkinghub.elsevier.com/retrieve/pii/
S0210569110002664.

16. Muroi M, Shen JJ, Angosta A. Association of medication errors with drug
classifications, clinical units, and consequence of errors: are they related?
Appl Nurs Res. 2017;33:180–5.

17. Agalu A, Ayele Y, Bedada W, Woldie M. Medication administration errors in an
intensive care unit in Ethiopia. Int Arch Med [Internet]. 2012 [cited 2018 mar
13];5(1):15. Available from: http://www.ncbi.nlm.nih.gov/pubmed/22559252.

18. Emami S, Hamishehkar H, Mahmoodpoor A, Mashayekhi S, Asgharian P.
Errors of oral medication administration in a patient with enteral feeding
tube. J Res Pharm Pract [Internet]. 2012 [cited 2018 mar 13];1(1):37–40.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/24991587.

19. Sohrevardi SM, Jarahzadeh MH, Mirzaei E, Mirjalili M, Tafti AD, Heydari B.
Medication Errors in Patients with Enteral Feeding Tubes in the Intensive
Care Unit. J Res Pharm Pract [Internet]. 2017 [cited 2018 mar 13];6(2):100–
105. Available from: http://www.ncbi.nlm.nih.gov/pubmed/28616433.

20. Alanazi MA, Tully MP, Lewis PJ. Prescribing errors by junior doctors- A
comparison of errors with high risk medicines and non-high risk medicines.
Baysari MT, editor. PLoS One [Internet]. 2019 31 [cited 2019 Mar 18];14(1):
e0211270. Available from: http://dx.plos.org/10.1371/journal.pone.0211270.

21. Hsaio G-Y, Chen I-J, Yu S, Wei I-L, Fang Y-Y, Tang F-I. Nurses’ knowledge of
high-alert medications: instrument development and validation. J Adv Nurs
[Internet]. 2010 [cited 2018 mar 13];66(1):177–190. Available from: http://
www.ncbi.nlm.nih.gov/pubmed/20423443.

22. Cuesta López I, Sánchez Cuervo M, Toha C, Benedí González J, Bermejo
Vicedo T. Impact of the implementation of vasoactive drug protocols on
safety and efficacy in the treatment of critically ill patients. J Clin Pharm
Ther. 2016;41(6):703–10.

23. Keers RN, Williams SD, Cooke J, Ashcroft DM. Causes of medication
administration errors in hospitals: A systematic review of quantitative and
qualitative evidence. Drug Saf. 2013;36(11):1045–67.

24. Frith KH. Medication Errors in the Intensive Care Unit. AACN Adv Crit Care
[Internet]. 2013 [cited 2018 mar 12];24(4):389–404. Available from: http://
www.ncbi.nlm.nih.gov/pubmed/24153217.

25. Latif A, Kruer R, Jarrell A. Reducing medication errors in critical care: a
multimodal approach. Clin Pharmacol Adv Appl [Internet]. 2014 [cited 2018
mar 12];6:117. Available from: http://www.ncbi.nlm.nih.gov/pubmed/25210478.

26. Ndosi ME, Newell R. Nurses’ knowledge of pharmacology behind drugs they
commonly administer. J Clin Nurs [Internet]. 2009 [cited 2018 mar 13];18(4):
570–580. Available from: http://www.ncbi.nlm.nih.gov/pubmed/18680489.

27. Daouphars M, Magali A, Bertrand E, Basuyau F, Violette S, Varin R.
Knowledge Assessment and Information Needs of Oncology Nurses
Regarding Inpatient Medication. Clin J Oncol Nurs [Internet]. 2012 [cited
2018 mar 13];16(2):182–187. Available from: http://www.ncbi.nlm.nih.gov/
pubmed/22459527.

28. Parry AM, Barriball KL, While AE. Factors contributing to Registered Nurse
medication administration error: A narrative review. Int J Nurs Stud
[Internet]. 2015 [cited 2018 mar 13];52(1):403–420. Available from: http://
www.ncbi.nlm.nih.gov/pubmed/25443300.

29. Halcomb EJ. Mixed methods research: The issues beyond combining
methods. J Adv Nurs [Internet]. 2019 [cited 2019 mar 18];75(3):499–501.
Available from: http://www.ncbi.nlm.nih.gov/pubmed/30375033.

30. Plano Clark VL. Meaningful integration within mixed methods studies:
Identifying why, what, when, and how. Contemp Educ Psychol [Internet].
2019 11 [cited 2019 Mar 18]; Available from: https://www.sciencedirect.com/
science/article/pii/S0361476X19300128.

31. Leape LL, Bates DW, Cullen DJ, Cooper J, Demonaco HJ, Gallivan T, et al.
Systems analysis of adverse drug events. ADE Prevention Study Group.
JAMA [Internet]. 1995 [cited 2018 may 9];274(1):35–43. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/7791256.

32. NCC MERP Taxonomy of Medication Errors. [cited 2018 May 9]; Available
from: http://www.nccmerp.org/sites/default/files/taxonomy2001-07-31.pdf.

33. Multi-Drug Interaction Checker [Internet]. 2018 [cited 2018 Mar 13].
Available from: https://reference.medscape.com/drug-interactionchecker

34. Simonsen BO, Daehlin GK, Johansson I, Farup PG. Differences in medication
knowledge and risk of errors between graduating nursing students and
working registered nurses: comparative study. BMC Health Serv Res
[Internet]. 2014 Dec 21 [cited 2018 Nov 5];14(1):580. Available from: http://
www.ncbi.nlm.nih.gov/pubmed/25413244.

35. Valles MS. Técnicas Cualitativas de Investigación Social Reflexión
metodológica y práctica profesional Este material se utiliza con fines
exclusivamente didácticos [Internet]. [cited 2018 Nov 12]. Available from:
http://academico.upv.cl/doctos/ENFE-4072/%7B0156537F-94C8-43CF-B91A-6
ABB5550C70F%7D/2013/S2/IT_Valles_Tecnicas_cualitativas.pdf.

36. Vogelsmeier A, Anderson RA, Anbari A, Ganong L, Farag A, Niemeyer M. A
qualitative study describing nursing home nurses sensemaking to detect
medication order discrepancies. BMC Health Serv Res [Internet]. 2017 [cited
2018 Nov 12];17(1):531. Available from: http://www.ncbi.nlm.nih.gov/
pubmed/28778158.

37. Farzi S, Irajpour A, Saghaei M, Ravaghi H. Causes of Medication Errors in
Intensive Care Units from the Perspective of Healthcare Professionals. J Res
Pharm Pract [Internet]. 2017 [cited 2018 mar 14];6(3):158–165. Available
from: http://www.ncbi.nlm.nih.gov/pubmed/29026841.

Escrivá Gracia et al. BMC Health Services Research          (2019) 19:640 Page 8 of 9

http://doi.wiley.com/10.1111/jocn.14716
http://link.springer.com/10.2165/00002018-200022040-00005
http://link.springer.com/10.2165/00002018-200022040-00005
http://www.ncbi.nlm.nih.gov/pubmed/22178145
http://www.ncbi.nlm.nih.gov/pubmed/22178145
http://www.ncbi.nlm.nih.gov/pubmed/21851620
http://www.annalsofintensivecare.com/content/6/1/9
http://www.annalsofintensivecare.com/content/6/1/9
http://www.ncbi.nlm.nih.gov/pubmed/20872082
http://insights.ovid.com/crossref?an=00003246-201904000-00007
http://www.ncbi.nlm.nih.gov/pubmed/18373883
http://www.ncbi.nlm.nih.gov/pubmed/25192926
http://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-11-175
http://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-11-175
http://linkinghub.elsevier.com/retrieve/pii/S0210569110002664
http://linkinghub.elsevier.com/retrieve/pii/S0210569110002664
http://www.ncbi.nlm.nih.gov/pubmed/22559252
http://www.ncbi.nlm.nih.gov/pubmed/24991587
http://www.ncbi.nlm.nih.gov/pubmed/28616433
http://dx.plos.org/10.1371/journal.pone.0211270
http://www.ncbi.nlm.nih.gov/pubmed/20423443
http://www.ncbi.nlm.nih.gov/pubmed/20423443
http://www.ncbi.nlm.nih.gov/pubmed/24153217
http://www.ncbi.nlm.nih.gov/pubmed/24153217
http://www.ncbi.nlm.nih.gov/pubmed/25210478
http://www.ncbi.nlm.nih.gov/pubmed/18680489
http://www.ncbi.nlm.nih.gov/pubmed/22459527
http://www.ncbi.nlm.nih.gov/pubmed/22459527
http://www.ncbi.nlm.nih.gov/pubmed/25443300
http://www.ncbi.nlm.nih.gov/pubmed/25443300
http://www.ncbi.nlm.nih.gov/pubmed/30375033
https://www.sciencedirect.com/science/article/pii/S0361476X19300128
https://www.sciencedirect.com/science/article/pii/S0361476X19300128
http://www.ncbi.nlm.nih.gov/pubmed/7791256
http://www.nccmerp.org/sites/default/files/taxonomy2001-07-31.pdf
https://reference.medscape.com/drug-interactionchecker
http://www.ncbi.nlm.nih.gov/pubmed/25413244
http://www.ncbi.nlm.nih.gov/pubmed/25413244
http://academico.upv.cl/doctos/ENFE-4072/%7B0156537F-94C8-43CF-B91A-6ABB5550C70F%7D/2013/S2/IT_Valles_Tecnicas_cualitativas.pdf
http://academico.upv.cl/doctos/ENFE-4072/%7B0156537F-94C8-43CF-B91A-6ABB5550C70F%7D/2013/S2/IT_Valles_Tecnicas_cualitativas.pdf
http://www.ncbi.nlm.nih.gov/pubmed/28778158
http://www.ncbi.nlm.nih.gov/pubmed/28778158
http://www.ncbi.nlm.nih.gov/pubmed/29026841


38. Forster AJ, Rose NGW, van Walraven C, Stiell I. Adverse events following an
emergency department visit. Qual Saf Health Care [Internet]. 2007 [cited
2019 Apr 5];16(1):17–22. Available from: http://www.ncbi.nlm.nih.gov/
pubmed/17301197.

39. Lacasa C, Ayestarán A. Estudio Multicéntrico español para la Prevención de
Errores de Medicación. Resultados de cuatro años (2007–2011). Farm Hosp
[Internet]. 2012 [cited 2019 Apr 5];36(5):356–367. Available from: www.
elsevier.es/farmhosp.

40. Sarfati L, Ranchon F, Vantard N, Schwiertz V, Larbre V, Parat S, et al. Human-
simulation-based learning to prevent medication error: A systematic review.
J Eval Clin Pract [Internet]. 2019 1 [cited 2019 Mar 18];25(1):11–20. Available
from: http://doi.wiley.com/10.1111/jep.12883.

41. Michel P, Quenon JL, de Sarasqueta AM, Scemama O. Comparison of three
methods for estimating rates of adverse events and rates of preventable
adverse events in acute care hospitals. BMJ [Internet]. 2004 Jan 24 [cited
2019 Apr 5];328(7433):199–0. Available from: http://www.ncbi.nlm.nih.gov/
pubmed/14739187.

42. Reis AMM, Cassiani SHDB. Adverse drug events in an intensive care unit of a
university hospital. Eur J Clin Pharmacol [Internet]. 2011 [cited 2018 mar 14];
67(6):625–32. Available from: http://www.ncbi.nlm.nih.gov/pubmed/21246350.

43. Ferner RE. An agenda for UK clinical pharmacology: Medication errors.
Br J Clin Pharmacol [Internet]. 2012 [cited 2018 Mar 14];73(6):912–916.
Available from: http://doi.wiley.com/10.1111/j.1365-2125.2012.04236.x

44. Jennings BM, Sandelowski M, Mark B. The nurse’s medication day. Qual
Health Res [Internet]. 2011 [cited 2018 mar 13];21(10):1441–1451. Available
from: http://www.ncbi.nlm.nih.gov/pubmed/21693688.

45. Chapuis C, Roustit M, Bal G, Schwebel C, Pansu P, David-Tchouda S, et al.
Automated drug dispensing system reduces medication errors in an
intensive care setting. Crit Care Med [Internet]. 2010 [cited 2018 mar 14];
38(12):2275–2281. Available from: http://www.ncbi.nlm.nih.gov/pubmed/2
0838333.

46. Summa-Sorgini C, Fernandes V, Lubchansky S, Mehta S, Hallett D, Bailie T, et
al. Errors Associated with IV Infusions in Critical Care. Can J Hosp Pharm
[Internet]. 2012 [cited 2018 mar 14];65(1):19–26. Available from: http://www.
ncbi.nlm.nih.gov/pubmed/22479108.

47. Moura C, Prado N, Acurcio F. Potential Drug-Drug Interactions Associated
with Prolonged Stays in the Intensive Care Unit. Clin Drug Investig
[Internet]. 2011 [cited 2018 mar 14];31(5):1. Available from: http://www.ncbi.
nlm.nih.gov/pubmed/21344954.

48. Lan Y-H, Wang K-WK, Yu S, Chen I-J, Wu H-F, Tang F-I. Medication errors in
pediatric nursing: Assessment of nurses’ knowledge and analysis of the
consequences of errors. Nurse Educ Today [Internet]. 2014 [cited 2018 mar
11];34(5):821–828. Available from: http://www.ncbi.nlm.nih.gov/pubmed/23
938094.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Escrivá Gracia et al. BMC Health Services Research          (2019) 19:640 Page 9 of 9

http://www.ncbi.nlm.nih.gov/pubmed/17301197
http://www.ncbi.nlm.nih.gov/pubmed/17301197
http://www.elsevier.es/farmhosp
http://www.elsevier.es/farmhosp
http://doi.wiley.com/10.1111/jep.12883
http://www.ncbi.nlm.nih.gov/pubmed/14739187
http://www.ncbi.nlm.nih.gov/pubmed/14739187
http://www.ncbi.nlm.nih.gov/pubmed/21246350
http://doi.wiley.com/10.1111/j.1365-2125.2012.04236.x
http://www.ncbi.nlm.nih.gov/pubmed/21693688
http://www.ncbi.nlm.nih.gov/pubmed/20838333
http://www.ncbi.nlm.nih.gov/pubmed/20838333
http://www.ncbi.nlm.nih.gov/pubmed/22479108
http://www.ncbi.nlm.nih.gov/pubmed/22479108
http://www.ncbi.nlm.nih.gov/pubmed/21344954
http://www.ncbi.nlm.nih.gov/pubmed/21344954
http://www.ncbi.nlm.nih.gov/pubmed/23938094
http://www.ncbi.nlm.nih.gov/pubmed/23938094

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Aims if this study

	Methods
	Design
	Sample
	Procedure and data collection instruments
	Data analysis
	Ethical and legal considerations

	Results
	Phase 1: review and analysis of medical records
	Phase 2: discussion group
	Phase 3: level of drug knowledge

	Discussion
	Limitations

	Conclusions
	Additional file
	Abbreviations
	Acknowledgements
	Author’s contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	References
	Publisher’s Note

