Tehran University of Medical Sciences

Nursing

Nursing Practice Today PR cactice

N Today

2025; Volume 12, No 2, pp. 114-116

o3

Letter to Editor
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Patient  safety has  garnered
considerable attention and significance in
healthcare in recent years, particularly in
aspects of medication errors. One of the
recommended ways to mitigate medication
errors is through error reporting (1). However,
underreporting is also widely reported (2),
which prompts serious reflection on the moral
obligation to report such errors. This
commentary will address the fiduciary duties of
both individual nurses and healthcare
organizations to encourage such reporting.

Effective management of medication
errors requires a comprehensive understanding
of their causes and reporting practices (3).
Despite this, nurses often encounter challenges
when it comes to acknowledging and reporting
such errors. A dilemma arises regarding the
necessity of disclosing errors, particularly to
unsuspecting healthcare professionals and
patients, as well as concerns about potential
repercussions from reporting these mistakes.
This is where the concept of fiduciary duty
becomes relevant. Individual nurses are at the
forefront of this issue. The public’s trust in
healthcare professionals to prevent harm forms
the foundation of this duty, as explicitly
articulated in the principle of nonmaleficence.
This principle implies that, in the event of
clinical errors, individual nurses must embrace
a sense of accountability that underpins safe

practice (4). Such accountability is reflected in
their obligation to consistently act in the best

interests of both the patient and the
organization. Consequently, it is expected that
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nurses will be honest and promptly report
medication errors.

Furthermore, nurses must possess the
moral courage to address medication errors by
recognizing them and subsequently notifying
the appropriate authority through responsible
reporting. It is, however, troubling that nurses’
responses to errors are reported to be influenced
by the perceived repercussions of those errors.
For example, nurses have indicated that they
only inform the on-duty manager when the
error or harm is deemed severe (3). Therefore,
it can be argued that this approach leads to only
atemporary and unreliable solution. Therefore,
nurses must cultivate the moral courage to do
what is right (5) and report any degree of error
to prevent future incidents, thereby facilitating
the establishment of a sustainable error-
prevention strategy.

Secondly, the organization’s fiduciary
duty is paramount. This is particularly true
when there is a consistent emphasis placed on
the importance of fostering a culture that
encourages the reporting of errors (6).
Prioritizing patient safety is a crucial aspect of
this supportive organizational culture. To
effectively manage medication errors,
organizations must first develop a clear
understanding of the various types of errors
classified as medication errors and identify
which ones necessitate reporting. Therefore, to
enhance nurses’ ability to report medication
errors, policymakers, managers, and nurses
must collaborate to establish a unified
definition of a medication error (7).
Establishing a universally  recognized

Please cite this article as: Zolkefli Y. Fiduciary duty in error reporting. Nursing Practice Today. 2025; 12(2):114-16.

@ B HE

(https:/creativecommons.org/licenses/by-nc/4.0/) Noncommercial uses of the work are permitted, provided the original work is properly Cited

Copyright © 2025 Tehran University of Medical Sciences. Published by Tehran University of Medical Sciences.
This work is licensed under a Creative Commons Attribution-Noncommercial 4.0 International license


https://publish.kne-publishing.com/index.php/NPT/article/view/18333

definition of a medication error and
implementing  straightforward and robust
reporting mechanisms would represent a
significant step toward improving patient
safety.

The fiduciary duty of the organization
includes the responsibility to evaluate whether
its current culture promotes trust and fairness
(8). For example, will nurses receive equitable
treatment from nurse managers when they
express concerns about medication errors?
Nurses may be likely to be less inclined to
report issues in an environment that feels
unsupportive and punitive. Moreover, it can be
particularly challenging to encourage nurses to
report incidents if the organization continues to
prioritize individual professional retribution
and punishment over recognizing the broader
implications of errors. The primary objective of
reporting should be to enhance the quality of
care and safety of practice, rather than to
identify ~ wrongdoers.  Similarly, nurse
managers must acknowledge the moral
courage of nurses and emphasize the
importance of accepting responsibility when
errors occur (9). Additionally, a significant and
insightful observation has been made regarding
the complex system of monitoring health
professionals and institutions. It is argued that
the regulatory process should be kind, firm, and
fair. In other words, regulation can be further
refined to be more compassionate towards
those affected through non-threatening and
respectful communication (10).

In summary, this commentary highlights
a concerning indication that various factors
influence the decision to report medication
errors. The current bleak practice of reporting
medication errors serves as a wake-up call,
necessitating a reevaluation of the fiduciary
duty imposed on individual nurses through the
principles of accountability and moral courage.
Simultaneously, organizations must establish a
unified definition of medication error and
evaluate whether their current culture is both
trusting and just in addressing these errors. A
negative narrative surrounding error reporting
would only discourage nurses from
acknowledging mistakes and accepting moral
responsibility. To foster a culture of safety and
accountability,  characterized by open
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reporting, both individual professionals and the
organization as a whole must actively
contribute to this environment. Ultimately, the
fiduciary duty aligns not only with ethical
principles but also emphasizes the importance
of prioritizing the patient’s interests.
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