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Synopsis:
The prevalence of medication errors in social care is common
and affect some of the most vulnerable members of society.

There are many factors that increase the risk of errors being
made and medication safety in care situations is of increasing
importance.

This research will investigate the human behaviours associated with staff who make
medication administration errors within The Richmond Fellowship Scotland (TRFS). It will
focus on understanding how errors occur and the challenges in identifying the human

behaviours influencing error causation, in an attempt to identify practical solutions to
either prevent or minimise their effects.

The challenges with current literature, in this field, is variably wide and the reliance of

error reporting within the sector is concerning. Through a review of literature, this study

will compare and contrast the approaches that will give focus to identify weakness and
strengths in different methods and findings and seek to establish the best methodology
approach to this problem. The enquiry is to find a solution/s to the problem and give new

knowledge and information to allow the organisation to improve the management of
medication.

TRFS’s electronic incident reporting system will be utilised to indentify respondents for the
research. An estimated sample size of 100 usable responses (at 95% confidence levels)
is planned to be gathered. Data related to contextual factors such as, staffing levels,

experience, training, workload and distractions will be collated to establish relationships
between these factors and errors. The methodology of collating the information will be

through telephone interviews, focus discussion groups and applied behaviour analysis.

This pragmatic approach will reach a population that will be representative enough to
allow for a meaningful study within the resources available. The findings should be of

great value to the readers and stakeholders due to there being little research based data

available in this particular field, and are questions that care providers, and commissioners
of services often ask during tendering.
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1.0 Personal Learning and Development
The rationale for this research is to ensure the safe wellbeing of the most vulnerable

people in our society who are often unable to manage their own lives and safety. Care
providers are charged to ensure safe care is provided to them (ref1), including managing
their medications (ref2). It is unfortunate this does not always happen and the lives of
supported people are sometimes affected

through errors in their medication

administration (ref3). This enquiry will determine the human behaviours that could lead to

medication errors being made in an attempt to identifying practical solutions to either
prevent or minimise their effects and establish original breakthroughs in what we know.
This is something that I am passionate about (ref4).

I am dedicated and devoted to this subject, which will keep me motivated thorough my
dissertation. If I can make just one recommendation that will help or make a positive

effect on the lives of people at risk, this will be a great achievement for me and will benefit
the organisation and the industry at large. My experience in the field of health and safety

in the social care sector and my previous evidence based research will set me in good
stead to achieving a successful dissertation and the master’s qualification (ref5). It is

acknowledged that insider information has both advantages and disadvantages for
research projects.

This project will require me to plan, implement and evaluate a major piece of research
and development work and involves carrying out an investigative and developmental

project of professional relevance. I will draw on the skills and insights attained in my
previous studies.

This enquiry will allow me the opportunity to demonstrate skills of

analysis and synthesis and a wider understanding of the challenges inherent in ensuring
that risk is managed correctly.
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2.0 Introduction
Medication administration errors, in social care, happen and affect some of the most

vulnerable members of society. There are many factors that increase the risk of errors
being made and mismedication risk is of increasing importance to make care safer.
Administering medication to a person receiving support is a fundamental role of the care
worker, and can be an activity which carries a risk of error that can occur at any stage of
the process Hand and Barber, 2000 (ref6).

This enquiry will explore medication errors within The Richmond Fellowship Scotland
(TRFS) (appendix1), and will be based on understanding how errors occur and the
challenges that identify the human behaviours influencing errors being made.

The research will collate data through telephone interviews with staff, who have made

medication errors, and through focus discussion groups with staff who are responsible for

medication management within the organisation including the responsibility for

administering medication. Although a mixed method approach will be adopted for this
research, it will emphasise the practical rather than the abstract when it comes to issues
of knowledge and truth.

3.0 Literature Review
Increasing the quality of the care of vulnerable people has become an increasing concern
within the social care industry. Bates et al, 1995, (ref7) suggests medication errors are a

cause of adverse events affecting supported people. The responsibility for medication

errors is often placed on the person administering the drug, as this is the last event in the
administration chain. The reality is there are many contributing factors leading to errors
being made.

Ferner, 2000, (ref11) reported reasons such as organisational factors, interruptions, shift

patterns and workload. However, Fiesta, 1998 (ref8) cited communication failures,
whereas the Department of Health, 2000 (ref9) suggests long working hours as a
contributing factor to errors being made. Leape et al, 1995, (ref10) suggest, rule violations
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(failure to follow well-established procedures and protocols); slips and memory lapses in
which the person “knew better” and could not explain why the error occurred.

Some exploratory reading will take place, to give fresh ideas to the thinking; however, due
to the methodology that will be used, the study will not be influenced by the known, and
inference of others and a full literature review will not be carried out.

Although a

comprehensive literature review helps refine the topic and gives it a sharp focus, the

approach for this project will be from a different direction which will give the project an

original focus. This will provoke innovative and creative thinking from the investigator
without prior influencing the project or the focus group members.
3.1

Definition of ‘error’

It is important to establish and recognise what a medication ‘error’ constitutes, or to define

the term so that a standard can be used within the study. Ferner and Aronson, 2000
(ref11) give the following definition as a medication error, “a failure in a drug treatment

process that leads to or has the potential to lead to harm”. Some exploratory reading has
concluded it is the behaviour leading to the error that is important rather than the severity

of the outcome; this is because the outcome may not always be predicted, as medication
effects different people in different ways.
3.2

What is known

Within TRFS, medication error reports1 have been gathered and analysed over the years.

The following data was extracted from the recent Directorate Error Report dated April
2016 (ref12):-

 Total medication errors per year: 292

 Missed medication: 122 occasions in the period

 NHS contacted for advice: 85 occasions in the period
 Over medicated: 39 occasions in the period

 Incorrect medication given: 21 occasions in the period
 Under medicated: 21 occasions in the period

The H&S Advisor prepares a medication error report for the Directors on a ½ yearly basis based on information recorded into the
incident recording system.
1
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 Medication given at the wrong time: 17 occasions in the period
 Medication dropped/spilled: 10 occasions in the period

 People attending hospital as a direct effect of the error: 5 occasions in the period
 Medication given to the wrong person: 1 occasion in the period

Statistically, medication error significance is predictably low; however, the following has
been considered for the validity of the enquiry;


Averages of 5.6 errors are happening each week with each error having the

potential to have serious consequences.



Five people were taken to hospital due to medication errors in the past year2.



If a sudden death occurs, the police and regulators automatically investigate

medication administration.



It is widely accepted in the industry that some errors go unreported.



Staff who are responsible for administering medication often work alone and for



long hours.

No work has been conducted in the field of applied behaviour analysis relating to

medication administration errors within the organisation.

It is for the above reasons that the organisation must not enter the realm of ‘wilful
blindness’ and the mindset that a serious medication error would not happen, or at least

not to us. The impact of the ‘highly improbable’ event often has serious consequences
(ref13) and offers no defence in a court of law.

Performance Influencing Factor’s (PIF) are well established in the field of Safety and Risk

Management (ref14) which not only looks at human error but also human failure. PIF have
different causes, which require to be managed differently. These causes are recognised,

for example, inadequate training, procedures, fatigue, organisational cultures, factors in
design, etc. However, there is an apprehension when trying to link these with human

behaviour/s and managing a safety behaviour programme, because PIF are solely
As a precautionary measure NHS 24 advised that the person be taken to hospital to be checked by medical staff.
These were not deemed as serious and did not result in hospitalisation.
2
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focused on known factors, which are pre set, categorised, and general in nature. It is

essential that the behaviour of the person is fully understood before they can be placed
into a category, a concept that is often overlooked by safety professionals. For example,
the Health and Safety Executive (HSE) 7-step approach (ref15) suggests placing human

failures into categories such as, slips, mistakes and/or violations, but nowhere in their
approach do they require the behaviour to be analysed. If a person’s behaviour is not
analysed to understand or indentify the reason why they acted in the way they did, we
simply cannot change their behaviour/s.

In addition, Embrey, D (ref16) ‘Performance Influencing Factors’ does not identify or
reference to behaviours in his paper and states,

“A comprehensive list of PIF can be used as an audit tool, to identify problem areas that

will give rise to increased error potential. PIF may also be used in the process of incident
investigation”.

It is acknowledged that PIF and Human Failure (HF) are key ingredients to an effective
health and safety management programme, and are useful in incident/accident

investigation. However, there is no evidence or suggestion that PIF can change or mould
human behaviour. This enquiry will venture beyond the scope of PIF and HF, albeit these
factors may be identified in the findings once the function of behaviours has been
analysed.
3.3

What this enquiry will add

The rational of this enquiry is to find a solution to a problem and will give the organisation

new knowledge and will be identified through applied behaviour analysis to understand
why people act in the way they do. With this knowledge, recommendations can be made

to improve medication management in the organisation and make a difference to the lives
of the people receiving care and support.

What influences our behaviour is directly linked to the expected consequence of the

behaviour; in fact, 80% of how we act is driven by what will happen as the result of our

action (ref17). If we think we could get run over crossing the road we simply will not take
the risk to cross. So… it may be simple to establish what may happen if we take action,
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but in reality this is not necessarily the case, this is because activators (antecedents) are
the prompts that shape the way we make decisions.

For example, when speeding, we see the speed camera (activator), if we get caught
speeding we may receive a fine and could lose our licence (expected consequence), so
we slow down (the behaviour).
3.4

Key Question

It is known errors are happening within the organisation and the care industry at large,

and the type of errors (as indicated at section 3.2 above) but it is not known why they are
happening or the behaviours influencing them. It may be simple to conclude an error
occurred because a person was distracted; however, we need to establish why they were

distracted. What is the distraction that is more important than the safe administering of
medication?

4.0 Methods of Investigation
4.1

Ethical considerations

The enquiry will be approached in an ethical manner to ensure the design of the research

protects the interests of the respondents and the groups of people covered by the
research. Ethics will be a fundamental feature throughout the project to ensure no harm

is caused by the investigation or the findings. The project is designed to protect the
dignity, rights, safety and wellbeing of actual and potential participants. Although the

investigator collating the data will communicate with the people who have made the
errors, they will not be identified in the report findings, ensuring confidentiality and
anonymity is guaranteed. The investigator will operate in an open, honest and integral
manner and abide by specific research code of practices (ref18).

Contributions from

participants will be voluntary and based on informed consent with appropriate time for
participants to reflect on their decision to take part. Any residual risk of the enquiry will
outbalance the advances to human knowledge that this project will bring.

Although some details of the medication will be identified, the supported person’s details
will not be required for the enquiry. The enquiry methodology is non-complex and will
seek approval of the Ethics Committee prior to any primary data being collected (ref19).
~ Page 9 ~

SCOSH

Tony Priest

It is noted enquiries of this nature would form part of normal routine work where an

organisation would conduct such investigations to ensure the safety of supported
individuals to manage the risks of medication failures within the organisation.
4.2

Suitable Sampling Frame

TRFS has an online incident-reporting database readily available to supervisory and

management staff across the organisation, in which the investigator has full administrative

access (ref20). Managers record an average of 290 medication errors onto the database
each year. The database will be used to identify potential participants for the telephone
survey, which will yield sufficient material for an effective research project. Authority has
been granted from the Director of Health and Safety from TRFS to use the information
stored in the database and to interview staff, for the research (appendix 2).

A variety of focus discussion groups will be set up to explore potential issues and to
discover new ideas or theories (see 4.5 below).
4.3

Inclusion criteria

The study will take into consideration education, the skill attainment of respondents and

cultural diversity experienced within the Social Care Industry (social inclusion).
Participants will be over the age of 18 and have Protection of Vulnerable Group’s (PVG)
checks carried out by Disclosure Scotland.
4.4

Risk of bias

The research will not include the effects of the error/s on the patient/s or prescribing

errors3 for example, errors made by the pharmacy, error in incorrect medication diagnosis
by the General Practitioner (GP) or GP errors in writing prescriptions. The research will

identify errors where staff are responsible for administering medication and therefore nonresponse bias is not anticipated at this stage unless staff members decline to respond to
the survey or turn down the offer to take part in the discussion groups.

Within the focus groups, the facilitator’s role is to structure the thinking and interoperate
the experiences of the group members to reduce confusion into manageable levels
3

A prescribing error occurs when, as a result of a prescribing decision or prescription-writing process and increase in the risk of
harm when compared to generally accepted practice.
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without second guessing or sabotaging the thinking process. This will be achieved by
phrasing the discussion prompts in a way to avoid loading the debate. After all, thinking is
about memory and creating relationships between ideas. The investigators intention is to

place themselves into someone else’s position and to vicariously experience their
feelings, beliefs, values, opinions, anxieties, hopes, and so on, with an insight to

recognising similarities between causal and conceptual behaviours. The focus will be on
discussing points that are short and sharp, inspire confidence in participants and
presented in a logical sequence that is friendly but formal.
4.5

Data synthesis and study instruments

Telephone Questionnaire Survey
A telephone survey questionnaire will be designed to gather data that is comprehensive
and in detail to purposely seek information from relevant people (appendix 3, sample).

Surveys offer a real world approach to obtaining information. The design of the
questionnaire will be short, appropriate to the study, meaningful, and unambiguous; the

question sets will be easy to understand and flow in a consistent sequence using valid

data collection procedures. The questions will be designed to encourage willingness to
answer openly and honestly and reduces questionnaire fatigue. The survey will capture

routine situations and respondents points of view, which reflects the roots of grounded
theory research.

To capture the information the survey will use both tick box entries and some short written

answers, which form both qualitative and quantitative research methods; this will enable
sound judgements to be concluded from the data. The information gathered from the

questionnaire will allow decisions in a logical way, which will be collated and analysed

using tried methods, for example using a secure database and analytical software. The
questionnaire design is in keeping with the scope of the research to ensure the

information is gathered to reach meaningful findings that are appropriate to the enquiries
goals.

Some information will be simple to gather, such as date/time of the event and the type of

error encountered. The more challenging information to collate will be the open text-box
data (qualitative data).

This primary data will be a vital aspect of the research;

participants will be asked how the error occurred and/or how it could have been
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prevented. The information will be reordered using the participants own words in which

they will describe what happened around the events of the incident and will be faithful to
the original; this will be a fundamental approach to establishing how errors occur. Using

open text methodology participants will not be influenced by pre-empt prompts or
categorised options.

Once the research methodology has been approved by the Ethics Committee, the

telephone questionnaire will be used to gather data on previous recorded errors and

errors as they happen throughout the project. This non-probability sampling technique

has the advantage of ensuring the representation of the categories is proportionate to the
wider population, has increased response rates, increase accuracy, avoids waste and
minimises cost. This strategy and access to the data source within the timeframe will be
crucial for the success of the research.

A pilot study is not envisaged, as the method of retrieving information in this way has

previously been used in the organisation to collate data on an ad-hoc basis with no prior
issues.

Focus Discussion Groups
Human behaviours influencing medication error causation stands in the need of

explanation, something in which we are aware, but as yet, remains known to us only in
terms of how it appears to us. A phenomenological approach is associated with

humanistic research that places the emphasis on individual’s views and personal
experiences.

A variety of focus discussion groups will be set up to explore this phenomenon to discover

new ideas or theories using action research approach that is practical and applied. The

group will consist of convergent and divergent thinkers and will establish attitudes to
thinking on a way that frees us from routine and predictable responses. This empirical

methodology can help explain all sorts of behaviours we would otherwise find difficult to

explain. An approach that is designed to; liberate the group member’s minds, allow
freedom to openly respond, to invent new ideas, to open up perspectives, to think about

the unthinkable and to consider counter intuitive behaviour. Issues the groups may
explore are:-
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Safeguarding supported individuals - do support staff and managers understand

the importance of getting medication administration right?

Reporting procedures and what may limit or prevent a person from reporting

errors,



The safety culture of the organisation,



Legal authorisation for administering medication to people at risk (ref21),



Successful administration,



Impact on training.

The social phenomenon of experimenting on many individual groups will produce
rewarding and varied findings, as initial conditions with one group will be different from the
first. The focus groups will consist of between six and nine people. The advantages of

open discussions are; flexibility to probe deeper, ability to explore unanticipated issues,

generates richer and deeper material, and observes non-verbal communication for
example gestures and expressions. However, digression can be a problem along with

group members gravitating towards the consensus rather than to expose themselves to
criticism for holding a minatory point of view. The discussion group will offer value

statements of what ought to be or should be the case and not actual facts. Although they
will offer the truth, in that everyone agrees,

Consent will be necessary for participants of the group and members will be encouraged
to fully participate, speak openly and debate the issues.

Verbatim notes will be

transcribed and personal information removed. Transcripts will be checked for accuracy

and members of the group will be given the opportunity to review and comment on the
transcripts. The development of the work will remain visible and open to suggestions from
others.
4.6

Data storage and security

Primary data collection will be conducted as part of a clear pathway for the research and
will be mapped out in advance using flowcharts (appendix 4).
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The data will only be used for the investigating and stored in a secure password protected

Microsoft® Access Database (ref22). Data gathered will be analysed using an electronic

statistics and charting software programme. Data will be retained to complete the study
and not kept for longer than will be needed.
4.7

Data Analysis

The purpose of analysing data is to get a better understanding of the information gathered

and to interpret its meaning. In doing so will help establish what happened, when it
happened, who was involved and how often it happens.

Quantitative data will be gathered into range sets, and will be explored in the traditional

ways using descriptive statistics, such as, averages, fractals, frequencies, percentages,
and standard deviation.

The data between the groups will be triangulated and once

understood, patterns and relationships in the data will be analysed and tested for
statistical significance such as inter-relationships among quantity variables.

Qualitative data will be coded or categorised and then indexed for reference purposes,
this may take some time to analyse to establish commonality of error causation.
Similarities in the data will be analysed to establish highly probable and credible

connections in the experiences of the participants. Using this grounded method there is
little scope for theorising, and alternate explanations can be drawn. Within the report
findings, an account of the analytical procedures used will be given to the reader; this will
ensure credibility of the report to give a persuasive account conveying a sense of
authenticity.

Regarding the observational data and the fact that there is no direct or primary data

available in its field, the quantitative data cannot be compared to any other primary data.
Therefore, at this time, same phenomenon or bias inaccuracies cannot be entered into
any interoperation of the findings.

5.0 Time Plan
The table below details the time plan (ref23), to ensure the project is conducted in a timely
manner and details the activities times and discussion with the project supervisor (Table 1
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below). Any delays with this time plan will be discussed with the project supervisor as
soon as is appropriate to enable the plan to be kept back on track.
Table 1
Start

Completion/Due Date

23 October

20 November

Confirmation of the topic; and an initial discussion with the project
supervisor.

20 November

18 December

Conduct interviews; distribute questionnaires and receive responses
and assemble other data. I will finalise reading and note taking; and

4 January

5 February

5 February

26 February

26 February

1 April

1 April

20 May

20 May

10 June

10 June

8 July

Activity

Ethics Forms will be submitted by 18 November
have further discussion with the supervisor.

Literature and internet search will take place; initial reading and note
taking; formulate project design details (questionnaires, interviews
etc.); further discussion with supervisor will take place.
Analysing of results will take place and set in context of my literature
and internet searches. Agree the architecture of the project report with
the supervisor.

A Mid-Point Progress Log will be submitted by 26 February

Write up the first draft and submit 1-2 selected chapters to the
supervisor for review.
Receive feedback from supervisor and modify draft, revised copies of

1-2 chapters may be sent to supervisor for feedback.
Modify and submit final dissertation to MyPlace.

The Dissertations and Progress Logs will be submitted by 10 June
Results will be confirmed.

6.0 Conclusions and Expected Findings
There is the potential for not being able to collate the proposed sample of 100 responses

within the time frame recommended by the university to ensure that a confidence level of
95% (<5%) is achieved; this is due to the data not being able to be collected until
approval from the Ethics Committee. Although this will be challenging, I am confident the
survey is manageable and attainable within the proposed timeframe.

It will be challenging to ensure the telephone surveys are completed whilst the incident is
fresh in the mind of the respondents to ensure an accurate account of the event and

without any burden. This will be improved by having the medication error email alert
going directly to the investigators mobile phone automatically allowing for a quick
response to obtaining the data.
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Data will not leave the organisation and anonymisation techniques will be used on
personal data so that these will not be present in the findings of the report, there are no
foreseeable issues around data protection (ref24).

The findings will be of great value to the readers and stakeholders due to there being little
research carried out in this specific field and are questions care providers and
commissioners of services4 often ask. This project will make a positive contribution to

TRFS and a clear view of how the research findings will feed back into practice would
need to be established.

There are little costs associated with the enquiry, apart from the researcher’s time in

development, collating and analysing the information and printing/telephone/travel costs.

This research proposal will be suitable, feasible, and ethical and will produce fruitful
findings.

This research project has been carefully selected and the choice of the strategy is mindful
of specific disciplines and the predispositions of the evaluators.

4

Local Government (social services)
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Appendix 1
The Richmond Fellowship Scotland
The Richmond Fellowship Scotland is a charity supporting over 2400 people, with a broad

range of needs, to live as independently as possible in their own homes and communities.
They are the largest provider of social care services in Scotland, providing personalised,

high quality community based support services for those who require support in their
lives. Some may have mental health difficulties, learning disabilities or autism; others may
have dementia, alcohol or drug issues or forensic backgrounds.

Their services work in person-centred ways to offer choice, promote inclusion and

maximise ability. This presents challenges, which have been overcome by the dedication

of their staff. Ensuring the people they support have choices in relation to their support
whilst keeping them safe.

Over the past years, TRFS have invested heavily in health and safety training and have
seen a reduction in accidents and incidents and challenging behaviour, resulting in a
strong health and safety culture.
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Medication Administration Error –
Telephone Questionnaire Sample

Please note: this questionnaire is only to be completed by the investigator.
Organisations Name TRFS
Persons Name

ID Number

Age:

Gender: Male 

Date of the error:

Type of error
(please select)

Time of error:

Medication missed (not given).
Medication administered at the wrong time.
Over Medicated.
Medication administered to the wrong
person.
Medication dropped/spilled.
Other

Female 

Other 

am/pm

If other please detail below








Details of the error that was made.

Was the medication:
(select one option)
Was the medication:
(select one option)

Was NHS 24 or GP contacted for
advice, after the error?
How long have you worked in social
care?

How many hours/minutes have you
been working prior to making the
error? (i.e. time into shift).
Have you been trained in
administering medication?

5
6

Given when needed
Blister pack or nomad

regularly
prescribed
from a
monitored
dose system6

Please tick 
Please tick 

'as required'5

from a bottle
or packet

Yes 

hours

minutes

Yes 

No 
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If yes - how
recently.

Please tick 
Please tick 
No 

If this included a
sleepover please tick
the box below
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What task/s were you doing prior to
the error being made?
(please give a brief description).

In your opinion: how could this error
have been prevented?

Thank the person for answering the questions.
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