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Abstract 

Introduction: Maintaining the patient safety is a fundamental concept in healthcare systems. Working errors are the 

factors that threaten the patient safety, and are highly important to be controlled. The managers’ approach to error 

reporters is effective in preventing these errors and increasing error reporting in the case of occurrence. The current 

study aimed to analyze the managers’ approach to errors made at Imam Khomeini hospital, Urmia in 2011. 

Methods: This qualitative research was carried out to investigate the perspective of nurse managers about dealing 

with working errors. 30 semi-structured interviews were conducted individually with working managers at Urmia 

Teaching Hospitals. The obtained data were studied through content analysis. 

Results: Based on the findings, three main categories were obtained, including the managers’ approach to reporting 

working errors, managers’ reaction to working errors, and strategies to reduce the incidence of errors. 

Conclusion: The regulations or guidelines of error reporting are useful for organizations, reduce personal measures 

and preferences, and encourage nurses to embark on error reporting. Thus, these regulations are required to be 

formulated and implemented by the managers of the healthcare system in Iran. 
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Introduction 

here is a close relationship between the perfo-

rmance of a system and the management style, so 

that the success or failure of the system is 

attributed to its management style. Hence, management is 

considered highly important in a system (1). As part of 

their duties, managers are responsible for making all 

decisions and taking measures in the hospital. They make 

decisions about the staff’s responsibilities, division of 

duties, how to get things done and how to provide care in 

the hospital (2). The ultimate goal of the healthcare 
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system is providing quality care in line with improving 

the outcome of services for the patient and community 

(3). Advanced healthcare services are complicated and 

risky and are very much prone to committing errors (4), 

so that getting rid of injury and establishing patient safety 

are the main cornerstones of quality care (5). Working 

error is one of the factors threatening the patient safety 

that, as a universal problem, can lead to serious harms and 

even death of the patient (6). Nursing errors, the same as 

errors made during medication treatment or patient care, 

are considered a well-known problem in the healthcare 

system and are highly significant as they may result in 

irreversible consequences (7). 

Handling the working errors is of paramount significance, 

since, in addition to increasing the healthcare costs, they 

impose a negative effect on the patient safety, which is 

the highest priority in the healthcare system of the country 

(8). Approximately half of these errors can be prevented 

(8-9). However, unlike the endless advantages of ethical 

foundations of error reporting, nurses may be hesitant to 

error reporting in order to protect themselves from the 

penalties and managerial regulations (10). Efficient and 

proper management is a separate component of the 

nurses’ clinical role and part of their direct 

responsibilities. Most of the errors are made due to 

deficiencies in the healthcare system, training, personnel’s 

understanding and working conditions (11). Studies have 

shown that the managers’ higher access to managerial 

support causes an increase in the nurses’ self-confidence 

to report and reduce errors (12). On the contrary, 

inadequate training of personnel and nurses’ lack of trust 

in the system are the factors inhibiting nurses from error 

reporting (13). If errors and the factors associated with 

them are clearly discussed with nurses by the nursing 

continuing training centers and if error prevention and 

reporting are taught to nurses, the nurses will certainly 

have a better understating of this issue and take into 

account other advantages of error reporting such as 

training, support for the error reporter, regular feedback 

and promotion of the quality of healthcare services (14).  

Given the undeniable role of nursing managers’ approach 

to the nurses’ working errors during the reporting process 

as well as the required planning to reduce the incidence 

and to prevent these errors, and due to scarcity of 

comprehensive qualitative research in Iran, it is necessary 

to analyze the nurse managers’ approach to working 

errors. Therefore, the present study was conducted to 

investigate the nurse managers’ approach to nurses’ 

working errors at Urmia University of Medical Sciences. 

The findings of this study are hoped to contribute to 

interventional plans in this domain. 

Methods 

This study was a qualitative content analysis that was 

carried out to examine the nurse managers’ approach to 

working errors made by the nursing staff. Semi-structured 

individual questionnaires were conducted owing to their 

flexibility and depth in qualitative research (15). 

The participants of the study comprised of nursing 

administrators (nurse manager, supervisor, head nurse) 

working at two teaching hospitals (Taleghani and Imam 

Khomeini) in Urmia. Since the qualitative research is 

dependent upon the samples that are selected to 

understand the studied phenomenon (16), the sampling 

technique in the current study was targeted sampling. In 

qualitative research, the focus is more on the data 

obtained from the situation or phenomenon, not the 

number of samples. 

Data saturation is usually a guide to making decision 

about the adequate number of interviews (17). The 

researchers achieved data saturation through 30 

interviews. The data were collected via semi-structured 

individual interviews. The interviews were conducted in a 

three-week period. The interviews were done at the 

participants’ workplace, and the time of each interview 

was 25 minutes on average. During the research, from 

data collection to the end of data analysis and report of 

findings, such issues as informed consent, participants’ 

anonymity, confidentiality of data, and withdrawal from 

the study at any time were fully explained to the 

participants, and permission was obtained from them to 

record their voices. Only two participants were not 

inclined to record their voices but allowed the researcher 

to write all their ideas word by word. In each interview, 

the participants were asked about the experience of their 

staff’s working errors, their reaction, higher ranking 

authorities’ reactions, barriers to reporting, strategies to 

promote error reporting, and general opinion of 

administrators about working errors.  

The recorded interviews were transcribed after each 

interview. Since in qualitative research the researcher is 

required to be fully involved in the data collection 

procedure, the researchers in this study listened to the 

interviews several times and reviewed the transcripts 

again. Data were studied through content analysis. 

Content analysis aims to provide insight into 

understanding the phenomenon under study (14). The 

method used in content analysis was inductive approach. 

In this approach, unlike deductive approach and 

quantitative content analysis that are based on coding and 

naming the classes and counting the events, two 

researchers separately encoded the data according to 

Hutchinson’s suggested model in an open manner, and 
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then formed the second- and third-level codes by 

compressing the themes. After each stage of codification, 

the classification of themes was agreed upon. Finally, 

axial codification was performed, and the results were 

described. Data analysis was carried out by the constant 

comparative model proposed by Corbin and Strauss. Data 

collection and analysis are performed simultaneously in 

this method. 

To increase the reliability of the study, the following 

activities were performed: In the initial stages of data 

analysis, the transcribed interviews were given to three 

university colleagues to detect any bias in the interview 

technique. Moreover, the researchers returned the texts of 

the eight encoded interviews to the participants and 

received positive feedback from them. To confirm the 

transferability, the findings were discussed with the 

authorities that had not participated in the study, and 

appropriateness of the data was approved by them. 

Results 

A total number of 40 nurse managers, including head 

nurses and supervisors, were interviewed until the 

repeated data were obtained. Most of the samples (87%) 

were female, and 90% of them were experts and officially 

employed. Following data analysis, the themes or main 

categories associated with errors were classified as: A) 

managers’ general approach to reporting the working 

errors, B) managers’ reactions to working errors, and C) 

strategies to reduce the incidence of errors.  

A) Managers’ approach to reporting the working 

errors: 

This main category included three subcategories of 

necessity of reporting, factors facilitating reporting, and 

barriers to reporting. The categories and units of meaning 

extracted from interviews in this theme are presented in 

Table 1. 

Table 1. Managers’ approach to reporting the working errors 

Themes Categories Units of meaning 

Managers’ approach to 

reporting the working 

errors 

Necessity of error 

reporting 

Necessity of error 

reporting 

Report to the nursing office 

Report to the ward manager 

Factors facilitating 

error reporting 

A systematic approach to working errors 

Active committee of medical errors 

Winning the trust of the personnel by emphasizing the 

confidentiality of reports 

Eliminating punishment and replacing it by reward 

Barriers to error 

reporting 

Related to nurses 
Nurses’ distrust of the system 

Lack of a clear definition for error 

Related to the system 
Punitive approach to errors 

Discriminative approach to 

Necessity of reporting: all participants highlighted the 

necessity of reporting, but they disagreed over the type of 

report delivered to wards’ managers or nursing office. 

This group believed that some errors have to be reported 

to the nursing office for decision-making, including: 1) 

errors that are solvable within the ward, 2) errors leading 

to patient’s harm, and 3) errors repeated by a single 

person. Few participants believed that all errors (both 

solvable and unsolvable) need to be reported to high-

ranking managers. They believed that more accurate 

statistics are obtained by reporting the errors. As one of 

the interviewees stated that “we consider the error that is 

not reported as lack of error, that is we think no error has 

been made, while it may be useful if it is reported”. 

The factors facilitating reporting: the classified subthemes 

in this group consisted of systematic approach to working 

errors, activity of the committee of medical errors, 

winning the personnel’s trust by emphasizing the 

confidentiality of reports, and eliminating punishment and 

replacing it by reward. Most of the participants declared 

that the factors associated with workplace facilitate 

reporting. They also considered the managers’ support for 

personnel and anonymity of reporting as facilitators of 

reporting. One of the participants reported “in meetings, 

working errors and error reporting are never discussed 

systematically to find a solution, merely daily issues are 

analyzed”. Another participant stated “the committee in 

the hospital entitled committee of medical errors is 

completely inactive and only issues statistics. The 

committee of medical or nursing errors must exist, errors 

have to be reported anonymously and only the shifts and 

days need to be determined”. 
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Barriers to error reporting: the barriers to error reporting 

were classified into two categories of barriers related to 

nurses and barriers related to system. The barriers related 

to managers included nurses’ distrust in the system and 

lack of a clear definition of error. The managers 

frequently highlighted a precise definition of error. One of 

the participants stated “an error may be very big for me 

but very small and negligible for the matron. This makes 

the person committing the error not consider it as an 

error because he/she does not regard it as an error”. The 

barriers related to system involved a punitive approach to 

error reporting, including deduction of reward, formally 

written punishment, blaming, and a discriminative 

approach to medical and nursing errors. Most of the 

managers considered punitive approach to error reporting 

as the biggest obstacle. Most of the participants agreed 

upon discriminative approach to medical and nursing 

errors during the interviews and regarded it as an effective 

factor in preventing error reporting and demoralizing 

nurses. Another participant suggested that “the errors 

made by the nursing staff are very much highlighted. If a 

nurse feels his/her manager does not support him/her, 

he/she does not care anymore about what happens”. 

B) Managers’ reaction to working errors 

Many managers believed that the approach to errors 

depends on the condition and type of error. However, they 

agreed with positive reaction in the case of lack of patient 

harm. With regard to the type of reaction, the majority of 

managers agreed with the approach to error in stages. In 

some cases, however, the managers preferred to solve the 

problem by themselves within the ward, which could lead 

to building confidence and facilitating the error reporting 

process. The categories and units of meaning extracted 

from the questionnaires in this theme are presented in 

Table 2.  

 

Table 2. Managers’ reaction to working errors 

Themes Categories Units of meaning 

Managers’ 

reaction to 

working errors 

Reasons for 

approaching the error 

 

 

 

 

 

Type of reaction 

Eliminating punishment, but not feasible 

Positive reaction by managers 

Strictness owing to responsibility and patient safety 

Serious approach to errors 
Due to nurse’s lack of attention 

To prevent the repetition of error 

approaching the errors in stages Oral approach to error 

Training 
Reporting to the high-ranking 

managers 

approaching the errors in stages Oral approach to error 

Compatibility of the 

approach to 

error with working 

error 

Training 
Reporting to the high-ranking 

managers 

Finding the root of error 

 Compatibility with working condition 

Compatibility with type of error 

 

C) Strategies to reduce the incidence of errors 

Given the inevitability of working errors in healthcare 

centers, it is not possible to completely avoid them. 

However, it is possible to design a system to reduce the 

probability of errors and to minimize their negative 

effects during the incidence of errors. The participants of 

this study reported reduction of workload and shifts as 

strategies to reduce the incidence of errors. One of the 

participants stated that “when the nurse takes care of 14 

patients instead of 7 patients, he/she gets confused and 

definitely makes an error”. Training the nurses was 

another factor that was proposed to reduce errors. 

Moreover, employment of the staff in their area of 

expertise is another element that affects reduction of 

errors. The categories and units of meaning obtained from 

the questionnaires in this theme are presented in Table 3. 
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Table 3. Strategies to reduce the incidence of errors 

Units of meaning Categories Themes 

Reduction of workload (ratio of nurses to patients) Systematic Strategies to reduce the 

incidence of errors Reduction of working shifts 

Employment of personnel in their field of expertise 

Running training courses Training 

Revising the training trend of the nursing students 

Discussion 

The current study aimed to determine the nurse managers’ 

approach to working errors. Given the inevitability of wo-

rking errors in every profession, it is impossible to uproot 

them completely (18). Working error reporting is neces-

sary for increasing the patient safety, but various factors 

play a role in reducing this essential activity (19, 20). The 

barriers to error reporting in this study were analyzed in 

two dimensions of barriers related to the nurses and barr-

iers related to the system. The highest number of codes 

was reported for barriers related to nurses, the most 

important of which was nurses’ lack of trust in the 

system. The research findings have shown that lack of 

trust, feeling guilty about the patient’s pain and suffering, 

fear of negative reactions, and lawsuit prevent error 

reporting (21, 22), which are in line with the results of the 

present study. Therefore, it seems that a strong 

relationship with a high confidence between nurses and 

nurse managers and the managers’ good behavior with 

nurses create a positive emotional response, leading to an 

increase in error reporting (19, 23). 

Ambiguity in defining error is another obstacle related to 

nurses. A study indicated that non-serious error causing 

no harm to the patient and lack of a clear definition of 

error, which is an indicator of inadequate training of 

personnel, prevent error reporting (10, 23, & 24). The 

most important obstacles related to the system were 

punitive approach to error reporting and discriminative 

approach to error reporting. Other studies in line with the 

present study have reported managerial obstacles and fear 

of negative reaction by managers, vulnerability, threat and 

punishment by disciplinary rules and legal measures as 

barriers to error reporting (21, 24). Thus, errors are either 

not reported or are reported fewer than the actual number 

because the nurses that take the risk of error reporting are 

negatively treated by colleagues, managers and the public 

(21, 22).  

Blaming an individual is the most obvious response to the 

error and the person who commits the error (19). Also, 

discriminative approach to medical and nursing errors 

was another barrier related to the system. Most of the 

managers in this study were concerned about this issue 

and believed that hospitals have the greatest control 

over the nursing staff. However, if the purpose is to prom- 

ote patient safety, it must be patient-oriented, and all 

errors need to be handled equally. According to the results 

of a study, blaming the nurse even for instances that 

he/she is not guilty causes mental harm in the person and 

instills fear in the nursing staff. Moreover, the harms left 

in the nurses’ mind from the past errors can restrict them 

from error reporting (19). Other studies have shown that 

higher access of nurses to managerial support reinforces 

nurses’ self-confidence in providing healthcare (25). To 

increase the error reporting of nurse managers and nursing 

staff, they need to be ensured that error reporting with no 

consequent punishment enhances patient safety. In 

addition, the deficiencies and weaknesses of the organiz-

ation play a pivotal role in making errors (26). 

Reinforcing the professional relationship between the 

nurse managers and the nursing staff plays an important 

role in building confidence in nurses and enhancing error 

reporting, as patient safety will be ensured by taking this 

issue more into consideration (19). Therefore, the nurse 

managers’ support for nurses’ strengths the feeling of 

empowerment and enhances error reporting in nurses. On 

the contrary, feeling of insecurity and lack of support on 

the part of nurse managers and healthcare system cause a 

reduction in the quality of healthcare (25). Also, an 

anonymous error reporting system reduces the responsi-

bility of the staff and encourages error reporting (19, 20). 

Other studies have demonstrated that the negative 

experiences of managers, doctors and colleagues are 

regarded as a concern among nurses and inhibit error 

reporting (11, 29). When the individuals and organiza-

tions are able to grow from individual blaming to a safety 

culture where harms and fears left in the mind of nurses 

are replaced by the encouraging attempts of error 

reporting in a safe environment, the organization will be 

able to officially establish an error reporting system and 

to increase reporting different types of errors (19, 25). 

Most of the participants in the current study stated that 

they mostly performed error reporting in stages in the 

case of error incidence. They also reported that, given the 

undeniable effect of working conditions, a set of 

conditions make the incidence of errors possible; so, it is 

necessary to find the causes of unsafe activities in order to 

control the errors. The managers that take a very serious 
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approach to the people who commit an error create a lot 

of fears in them since they deal with nursing errors as 

crimes. Thus, these fears and harms left in the mind of 

nurses have to be replaced by encouragements for error 

reporting (24, 27). 

The studies in agreement with the current study 

introduced weakness in compatibility of managers’ 

response with severity of errors as the reasons for lack of 

error reporting (28, 29). Furthermore, another study 

indicated error reporting to be associated with the 

managers’ reaction and approaches to the previous errors 

made by the staff. On the other hand, if the reaction was 

not compatible with the error the staff made or if the staff 

were not supported, they would not report the errors again 

and try to hide them (30). The negative experiences of 

former managers, doctors and colleagues are considered 

as a major concern and a prohibitory factor in error 

reporting (11, 28, & 29). Hence, the nurse managers 

should not disregard the environmental factors in 

approaching the working errors (27). 

Conscience, commitment, individual responsibility, 

reducing the workload, appropriate proportion of the 

number of nurses to patients, and attempts for reinforcing, 

training and encouraging nurses to identify and prevent 

working errors reduce the number of errors (19, 30), 

which are in agreement with the findings of the current 

research. 

Given the inevitable role of working conditions in the 

occurrence of errors, the nurse managers should provide a 

ground to reduce these errors by analyzing these 

conditions in healthcare centers. Additionally, error 

reporting will be enhanced by the managers’ support for 

the error reporters and teaching the objectives of error 

reporting to the personnel. Managers should look at 

nursing errors as an inseparable component of 

professional activities and as a multi-factorial 

phenomenon. They should also look for the causes and 

solutions rather than finding and punishing the guilty 

person (26). Moreover, given the structural role of 

organization in providing quality care, organizational and 

managerial supports are the key to improving the patients’ 

care (31). Since regulations or error reporting guidelines 

are beneficial for organizations as they reduce personal 

measures and encourage nurses to report errors (24, 26), 

these rules are essential to be formulated and 

implemented in Iran by the managers of healthcare 

system. Since the present study is one of the few studies 

that have investigated the nurse managers’ approach to 

working errors and since the participants’ approach to 

error reporting may have affected the results of the study, 

similar studies are recommended to be conducted in this 

regard. 

Conclusion 

The guidelines of error reporting are constructive for 

healthcare system, reduce personal measures and 

preferences, and encourage nurses to embark on error 

reporting. Therefore, these regulations are required to be 

formulated and implemented by the managers. Creating 

an appropriate atmosphere including feasible guidelines, 

training all nurses and managers in addition to 

encouraging error reporting are essentially required. 
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