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Abstract

Objective To explore the process of implementing medical orders by clinical nurses, and identify specific areas
of concern in the implementation process, and uncover strategies to address these concerns.

Background The implementation of medical orders is a crucial responsibility for clinical nurses, as they bear legal
accountability for the precise implementation of directives issued by medical practitioners. The accurate implementa-
tion of these orders not only shapes the quality and safety of healthcare services but also presents numerous chal-
lenges that demand careful consideration.

Method This study employed a qualitative design using a grounded theory approach to construct a comprehensive
theoretical framework grounded in the insights and experiences of nurses operating within the hospital settings

of Iran. The study encompassed 20 participants, comprising 16 clinical nurses, two nurse managers, and two special-
ist doctors working in hospital settings. The selection process involved purposeful and theoretical sampling methods
to ensure diverse perspectives. Data collection unfolded through in-depth, individual, semi-structured interviews,
persisting until data saturation was achieved. The analytical framework proposed by Corbin and Strauss (2015) guided
the process, leading to the development of a coherent theory encapsulating the essence of the study phenomenon.

Findings The primary finding of the study underscores the significance of ‘legal threat and job prestige” highlight-
ing diverse repercussions in case of errors in the implementation of medical orders. At the core of the investigation,
the central variable and the theory of the study was the ‘selective and tasteful implementation of orders to avoid legal
and organizational accountability. This indicated a set of strategies employed by the nurses in the implementation

of medical orders, encapsulated through three fundamental concepts: ‘accuracy in controlling medical orders,‘untruth
documentation, and ‘concealment of events. The formidable influence of legal threats and job prestige was further
compounded by factors such as heavy workloads, the doctor’s non-compliance with legal instructions for giving ver-
bal orders, the addition of orders by the doctor without informing nurses, and pressure by nursing managers to com-
plete documentation. The resultant psychological distress experienced by nurses not only jeopardized patient safety
but also underscored the intricate interplay between legal implications and professional standing within the health-
care framework.

Conclusion Alleviating staff shortages, enhancing the professional rapport between doctors and nurses, offering
legal support to nursing staff, implementing measures such as recording departmental phone conversations to deter
the non-acceptance of verbal orders, fostering an organizational culture that embraces nurse fallibility and encour-
ages improvement, and upgrading equipment can ameliorate nurses'apprehensions and contribute to the safe
implementation of medical orders.
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Introduction

Nurses dedicate a significant portion of their daily work
schedule to the implementation of medication orders.
This is a multi-step and complex process and is vital for
patient’s health [1].

Nurses play a pivotal role in carrying out medical
orders [1-3] and bear responsibility and accountability
for their accurate implementation [2, 4].

The process includes stages such as checking medi-
cal orders, prescribing medications, and documenting
executed orders. Ensuring the proper implementation of
medical orders by nurses is essential for ensuring patient
safety [5, 6].

Maintaining patient safety relies significantly on clear
and carefully reviewed medical orders by nurses, serving
as mechanisms to prevent practice errors [7]. However,
the process of implementing medical orders is prone to
errors, with individual and environmental factors, includ-
ing work conditions and personal and organizational rea-
sons, adding complexity and challenges to the process.
Enhancing the quality of this process depends on identi-
fying and addressing these challenges [2].

Incorrect implementation of medical orders, particu-
larly in medication administration, poses a significant
risk of severe harm to patients [4]. This can lead to pro-
longed hospitalization [8], increased healthcare costs,
and legal repercussions [9]. Shortages of nurses, job-
related stress, and the workplace atmosphere contribute
to errors in implementing medication orders [10]. Ini-
tiatives by nurse managers to enhance workplace condi-
tions positively impact the implementation of orders by
nurses [11]. Additionally, creating an environment where
nurses can report errors in the implementation of medi-
cal orders without fear of consequences is crucial [10].

The British International Association of Patient Safety
emphasizes that re-checking or double-checking orders
before implementation by nurses is a preventive measure
against errors [12]. However, nurses often find it chal-
lenging to perform these checks, particularly in over-
crowded wards [13]. Unclear medical orders contribute
to interruptions or errors during implementation [14].
The frequent alteration of orders is a source of con-
cern for nurses [1]. Additionally, the implementation of
unclear verbal orders creates confusion for nurses [15,
16]. Nurses frequently express dissatisfaction with doc-
tors’ unclear or verbal instructions, highlighting that
vague medical orders signify a lack of professional com-
munication between the doctor and the nurse [17]. Inad-
equate professional communication between nurses and

physicians stands as a primary cause of medical errors
[17-19].

A mutual understanding between the nurse and the
doctor is crucial for discussing the patient’s condition
and improving the quality of care [17]. Effective planning
of patient care relies on communication through written
orders between the doctor and the nurse. Consequently,
the implementation of medical orders is documented,
allowing for the systematic monitoring of the therapeu-
tic process [16, 20]. Nevertheless, non-functional policies
and organizational rules in the implementation process
can lead nurses to deviate from established rules and
standards [13].

Identifying underlying factors influencing errors in
the implementation of medical orders can be gleaned
from the lived experiences of nurses [21]. Recognizing
the critical significance of accurate medical order imple-
mentation by nurses and its direct impact on the qual-
ity and safety of patient care, it is essential to explore
nurses’ interactions with medical orders and elucidate
the implementation process. Therefore, this study aimed
to explore the process of implementing medical orders
by clinical nurses, and identify specific areas of concern
in the implementation process, and uncover strategies
to address these concerns. Identifying specific areas of
concern in the implementation process and uncovering
strategies to address these concerns, this research offers
insights that can enhance global practices in healthcare
delivery and patient safety and pave the way for innova-
tive approaches and improvements in the implementa-
tion of medical orders.

Methods

From May 2021 to September 2022, this qualitative
research employing a grounded theory approach was
conducted. This approach facilitates the assessment of
the nature, structure, process, and determining factors of
exposure to social phenomena within their natural con-
text [22]. The article adheres to the consolidated criteria
for reporting qualitative research (COREQ) [23].

Participants and setting

The study involved a participant group of 20 individuals,
comprising 16 nurses, 2 nursing managers, and 2 medical
doctors. Among them, there were 7 men and 13 women,
and the average work experience was 12 years. Partici-
pants were recruited from a diverse pool, spanning 16
hospitals across three cities in Iran (Table 1).
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Table 1 The demographic characteristics of the participants

Demographic variable Chracteristics

Female #13
Male # 7

Bachelor's degree #13
Master's degree # 5
Medical doctor # 2

Clinical nurse: 3-22
Nurse manager: 4-5
Medical doctor: 6-12

Critical care unit # 5
Internal medicine # 4
Surgery #6
Emergency # 5

Gender

Education level

Range of work experiences (years)

Workplace

Nurses were selected based on specific criteria, includ-
ing holding a bachelor’s degree in nursing and possessing
a minimum of one year of experience in implementing
medical orders. A shared criterion for all participants
was their expressed willingness to openly share their
experiences.

The sampling process began purposefully and pro-
gressed through theoretical sampling until theoretical
saturation was attained. Participants were selected based
on information provided by preceding participants, con-
tinuing until collecting additional data yielded no further
new or relevant findings. This approach ensured compre-
hensive exploration and understanding of the topic based
on the depth and richness of participants’ experiences.

Data collection
After securing permissions for the study, the princi-
pal researcher, a doctoral student, initiated contact
with potential participants. Providing an introduction
and explaining the research’s purpose, the researcher
addressed queries, invited them for interviews, and, upon
agreement, had participants sign an informed consent
form. Convenient dates and times for interviews were
determined. The main researcher conducted data collec-
tion through semi-structured, in-depth, individual phone
interviews, adhering to COVID-19 health protocols. Due
to the COVID-19 pandemic and the imperative to adhere
to health and quarantine protocols, the researcher was
unable to physically visit the departments. Additionally,
given the heightened workload of nurses during the pan-
demic, it was not feasible to conduct interviews during
their work shifts. Consequently, the researcher opted
to call participants before the interview, conducting the
interviews remotely over the phone.

Demographic data, including gender, education level,
and nursing work experience, were also recorded. An
open-ended question was employed at the beginning
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of interviews to encourage participants to freely share
their experiences: ‘How do you implement medical
orders in your everyday practice in the ward? Probing
questions were asked based on the responses provided
by the interviewees: “What do you mean?, ‘Can you
please explain it more?;, and ‘“What was the result of this
action?.

Subsequent interviews were organized to address gaps
in the emerging theory, using data gathered from previ-
ous interviews. The formulation of interview questions
was grounded in theoretical sampling, with key inform-
ants chosen to ensure maximum diversity across gender,
education level, service department type, and work expe-
rience until data saturation was achieved. It was deemed
essential to conduct interviews with physicians and nurse
managers to address data gaps regarding their roles and
support in the process of implementing medical orders
by nurses. Theoretical questions, formulated based on
memos derived from interview data, were posed to elu-
cidate the characteristics and dimensions of the study
phenomenon. This iterative approach aimed to refine
and enrich the evolving theoretical framework. Exam-
ples of questions were: ‘How do you receive, implement,
and document telephone orders?, “What new orders were
added by the doctor to previously checked ones?, ‘How
do you manage them?, ‘Did you have any experience with
not accepting the nurse’s documented phone order from
the doctor?, ‘How did you deal with it and what was the
result? (Supplementary file 1).

All interviews were recorded with participants’ per-
mission. Each participant was interviewed once, and
data saturation was achieved after 20 interviews. How-
ever, two additional interviews were conducted to ensure
comprehensive data sufficiency. The researcher opted
for these supplementary interviews as a precautionary
measure. This deliberate approach aimed to affirm that
the study had exhaustively explored the experiences and
perspectives of participants, providing a robust founda-
tion for analysis and interpretation. The interview dura-
tion ranged from 40 to 80 min, with an average of 50 min.

Data analysis

The data collection and analysis occurred concurrently,
with each subsequent interview informed by data col-
lected and analyzed from the previous one. This itera-
tive process facilitated data collection based on emerging
concepts. The analysis method employed was the Cor-
bin and Strauss (2015) approach to give meaning to the
data and derive concepts related to the overall dataset. It
involved the following dimensions:

+ Open and substantive coding.
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+ Development of subcategories and then categories as
concepts based on their characteristics and dimen-
sions.

+ Data analysis for context.

+ Identifying the process.

+ Integrating categories to develop themes.

+ DPresentation of the storyline and theory [24].

The interviews were transcribed verbatim and read
multiple times to comprehend the participants’ state-
ments comprehensively. During the transcription of
interviews, meticulous attention was given to captur-
ing every nuanced detail in the data. Semantic units in
the data were identified, and corresponding codes were
assigned. Through constant comparison of similari-
ties and differences, codes were organized and grouped
into subcategories. The data were then conceptualized,
and categories were developed based on the researcher’s
interpretation of the data. Memos, written during the
interviews, guided theoretical sampling and facilitated
the exploration of different and unexplored aspects of the
phenomenon and the process. This approach contributed
to the evolution and formation of themes as theoreti-
cal concepts and the overarching theory. An illustrative
example of the data analysis is presented in Table 2. As to
address rigor, the researchers’ sustained engagement with
both the data and participants over an extended period
contributed to the enhanced credibility of the find-
ings [25]. To validate interpretations, member checking
involved providing selected participants with a concise
report of the findings for alignment with their experi-
ences. Additionally, the entire process of data analysis,
abstraction, coding, and the development of concepts
and categories underwent scrutiny and approval by three
nurse faculty members recognized as experts in quali-
tative research. Emphasis was placed on ensuring the
applicability of the findings, aiming to extract operational
strategies from participants’ perspectives and identify
both obstacles to and facilitators of implementing medi-
cal orders.

Ethical considerations

The research protocol received approval from the
research and ethics committee of the Faculty of Medical
Sciences at Tarbiat Modares University (IR.MODARES.
REC.1399.232). Participants were provided with com-
prehensive information about the research objectives
and methodology, with the assurance that they could
withdraw from the study at any point. Participation was
entirely voluntary, and ethical considerations, such as
honesty in result presentation, confidentiality of data,
and ensuring participant anonymity, were diligently
adhered to throughout the study.
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Results

Data analysis led to the development of six main cat-
egories, including ‘accuracy in controlling documented
orders, ‘selective and tasteful implementation of orders;
‘unprofessional documentation; ‘physical and psychologi-
cal damage; ‘instability in managerial interactions; and
‘unfavorable professional interaction between the doctor
and the nurse’ The brief description of the categories and
the theme has been presented in Table 3.

Main concept

The main concern for the nurses in the process of imple-
menting medical orders was ‘legal threat and job prestige,
which revolved around facing legal threats and potential
impacts on job prestige in case of making errors in imple-
menting medical orders. The nurses were aware of the
potential legal repercussions, and employed heightened
diligence and precision in their duties to mitigate the risk
of adverse outcomes on their job prestige.

The nurses typically adhered to a practice of double-
checking or verifying doctor’s orders, often in pairs, to
prevent any oversight that might lead to legal compli-
cations. However, in busy wards where time was con-
strained, this precautionary measure was sometimes
compromised, and nurses resorted to implementing
orders based on established routines. Recognizing their
accountability for nursing interventions following medi-
cal orders, nurses meticulously documented the order
implementation process. This documentation was
designed to serve as a legal safeguard, ensuring that in
the event of a legal challenge, they would not face prose-
cution. In cases of incorrectly implemented orders, there
was a tendency to conceal errors, aiming to maintain
positive perceptions from nurse managers and preserve
their credibility and job positions. Simultaneously, doc-
umentation was strategically carried out to bolster the
assertion of complete order implementation.

“I carefully check orders; during the work shift, 1
implement orders mentally, when writing the report,
I check them again so that I write a report exactly
the same so that I don’t forget anything and there is
no legal trouble” (Participant 3, bachelor’s degree,
clinical nurse).

“I constantly try not to make mistakes in the imple-
mentation of orders, so that if a problem arises for
the patient during the treatment process and the
doctor complains about it, I will not be blamed.”
(P18, master’s degree, clinical nurse).

“If orders are not rechecked and the report is not
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completely performed, my salary will be reduced
and my reputation will be damaged. Therefore, I
check orders carefully and write a complete report
according to the orders, though I often do not have
time to implement them.” (P7, bachelor’s degree,
clinical nurse).

Context

Excessive individual workloads, the doctor’s failure
to comply with legal instructions when issuing verbal
orders, and altering orders without notifying nurses
at the interpersonal level, along with nurse manag-
ers’ insistence on comprehensive documentation at the
organizational level, collectively posed challenges to the
credibility of nurses’ job performance.

The nurses, faced with time constraints resulting
from heavy workloads, found themselves unable to fully
and accurately execute medical orders. As a result, they
tended to overlook orders and engage in arbitrary pre-
scription practices. Consequently, persistent worries
about potential patient harm, the filing of complaints,
and feelings of guilt arose due to the inadequate imple-
mentation of medical orders.

“When the ward is busy, one nurse reads the orders
and another nurse implement them. The orders are
missed or incorrectly implemented. If a patient dies,
all nurses will be prosecuted by the law.” (PS5, mas-
ter’s degree, clinical nurse).

The doctor’s disregard for legal guidelines regarding
verbal orders stemmed from a profit-driven motive to
incriminate the nurses. Consequently, the nurses har-
bored concerns about being left defenseless in a court
of law, as they followed orders that appeared to lack the
doctor’s approval.

“Once the doctor denied his order on the phone and
there was an argument, and finally my colleague
was reprimanded. Whenever I receive an order on
the phone, I have concerns that the doctor may not
accept and may not sign it” (P13, bachelor’s degree,
clinical nurse).

“l have seen many times that my colleagues have
given verbal orders, but did not register and sign
them later, especially when the patient’s condition
became a challenge. They prefer not to take the legal
responsibility” (P14, Anesthesiologist).

Upon reviewing medical orders, certain doctors docu-
mented new instructions without notifying the nurses
responsible for their implementation. This lack of com-
munication placed the nurses in a vulnerable position, as
they could face condemnation for not fully checking and
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executing these undisclosed orders. Consequently, the
nurses consistently harbored concerns about potential
legal repercussions arising from the presence of unimple-
mented orders.

“Sometimes the doctor writes orders between the
previously checked ones, so that if the patient dies,
I would be taken responsible for not following up the
orders” (P1, bachelor’s degree, clinical nurse).

“I requested a test for the patient, but I forgot to
check the creatinine, I went back and added it
among the requested ones, because I didn’t want to
write a new order” (P 16, Orthopedic surgeon).

Under the oversight of higher authorities, nurse man-
agers enforced the thorough documentation of orders, a
practice that clashed with the nurses’ reluctance to record
comprehensive documentation. Confrontations marked
by strict disciplinary measures, along with diminished
efficiency and job benefits, served as reprimands. Con-
sequently, the nurses lived with a constant concern that
failure to complete documentation might result in disci-
plinary actions and jeopardize their job security.

“If someone doesn’t document the report completely,
the head nurse will reprimand him/her. If I do not
check and document an order by mistake. It will
damage our reputation” (P10, bachelor’s degree,
clinical nurse).

“For managers, only complete documentation is
important and they have nothing to do with the
shortcomings of the order implementation” (P13,
bachelor’s degree, clinical nurse).

Process

To safeguard their job prestige and credibility, the nurses
employed various coping strategies, such as ‘selective and
tasteful implementation of orders,; ‘careful checking of
documented orders, ‘untruth documentation’ and ‘con-
cealment of events!

Recognizing the patient’s medical file as crucial evi-
dence in legal proceedings, the nurses exercised spe-
cial caution in managing medical orders to ensure none
were overlooked. This precaution aimed to provide a
defense in case of legal issues. Additionally, nurses drew
lines between previously checked orders to prevent doc-
tors from adding new instructions without notification.
However, it is important to note that these measures did
not necessarily guarantee the correct implementation of
orders.

“I check orders and document them very carefully,
because they are also checked by managers, and if
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they are not fulfilled, legal and professional conse-
quences will appear” (P4, bachelor’s degree, clinical
nurse).

“.. for protection and defending myself, I draw a line
between orders so that the doctor cannot add a new
order” (P17, bachelor’s degree, clinical nurse).

Untruth documentation

The nurses, aware that registering an action was tanta-
mount to carrying it out and could be illegal, composed
reports to absolve themselves from potential charges,
even when they hadn't executed a medical order due to
various reasons. These reports were crafted in an inaccu-
rate manner, with instances where the nurse documented
actions had not been genuinely implemented.

“Due to a large number of patients, I do not have
time to administer antibiotics on time to them all,
but I write in the report that the medications have
been administered as prescribed” (P9, master’s
degree, clinical nurse).

Concealment of events

When faced with legal threats and concerns about their
professional reputation, clinical nurses tended to conceal
the truth to the greatest extent possible. Their apprehen-
sion centered around potential legal complications in the
patient’s case and the prospect of becoming entangled
in court proceedings or facing repercussions from supe-
riors. Consequently, they refrained from acknowledging
mistakes made during the execution of medical orders,
intentionally omitting them from nursing reports, and
avoiding honest disclosure of errors. It covered up their
negligence to escape from legal problems and maintain
their professional reputation.

“Nurses often hide errors in the implementation of
orders and dishonestly document them as if they
have been implemented, so that if the patient dies
and a complaint is filed, they will not be caught by
the law” (P11, master’s degree, head nurse).

“I do not tell anyone about errors in the implemen-
tation of orders. Because it will be broadcasted eve-
rywhere, and it will bring legal trouble to me. (P8,
bachelor’s degree, clinical nurse).

Outcomes of the process

Psychological distress among the nurses and reduc-
tion of the quality and safety of care were the outcome.
Concealment of events and untruth documentation in
an effort to perform selective and tasteful interventions
to avoid legal and organizational accountability led
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to patient harm and decreased care quality. Failure to
implement medical orders, inaccurate documentation,
and concealment of errors harmed patients.

“l was sleepy during the night shift and I gave 14
units of insulin to the patient by mistake. He suf-
fered from hypoglycemia, but I didn’t tell anyone,
and I gave the patient a sugar syrup. It went well. "
(P8, bachelor’s degree, clinical nurse).

The use of unprofessional strategies such as deliber-
ate concealment of events and untruth documentation
led to avoiding legal and organizational accountabil-
ity, but they caused the feeling of guilt, being worried
about patient harm, fear of disclosure of error and
related psychological burden.

“I mistakenly injected too much epinephrine to the
child, but 1 didn’t write it in my report, because the
supervisor would have given me a heavy work shift
if he found out about it. The child developed severe
tachycardia. I felt guilty and worried that the child
would die” (P6, bachelor’s degree, clinical nurse).

Storyline and the theory

The primary concern for nurses during the implemen-
tation of medical orders revolves around the apprehen-
sion of patient complaints, legal conflicts, and the fear
of managerial blame and job loss, collectively known as
‘legal threat and job prestige’

Factors contributing to this concern include the doc-
tor’s failure to adhere to legal instructions for verbal
orders, the doctor unilaterally adding orders without
informing nurses, managerial pressure for compre-
hensive documentation, and the burden of heavy
workloads. In response to this threat, nurses employ
protective strategies such as untruthful documentation
and concealing events.

In the process of implementing orders, the meticu-
lously review doctor’s instructions to prevent unau-
thorized additions. The demanding workloads prompt
nurses to carry out medical orders in a discerning and
selective manner. However, in their official reports,
used as legal references, they present a different nar-
rative, concealing errors. While this safeguarded them
from potential patient complaints and helped maintain
their professional reputation, it simultaneously led to
patient harm, diminished care quality, and the inter-
nal burden of guilt and anxiety about potential error
disclosure. These interconnected elements are visu-
ally represented in Fig. 1 as the theory of ‘selective and
tasteful implementation to avoid legal and organiza-
tional accountability’
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Non-adherence of doctors to legal requirements for giving verbal orders, adding orders
without informing nurses, pressure by nursing managers to complete documentation,
heavy workloads

Legal threat and job prestige

Interfering factors
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Fig. 1 Theory of selective and tasteful implementation to avoid legal and organizational accountability in the process of implementing medical
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orders by nurses

Discussion

This study sought to explore the process of implementing
medical orders by clinical nurses working in hospitals in
Iran, and identify specific areas of concern in the imple-
mentation process, and uncover strategies to address
these concerns.

To contextualize our research findings more broadly,
we linked our results to the overarching concept of
patient safety culture [26]. Accordingly, fostering team-
work within healthcare settings and improving a culture
of organizational learning and continuous improvement
can address weak dimensions in areas of implementation
medical orders. Emphasizing collaboration, communi-
cation, and a commitment within the multidisciplinary
healthcare team is needed to create an environment con-
ducive to the safe implementation of medical orders by
nurses and learning from practice errors.

The nurses had concerns about ‘legal threat and job
prestige’ if they made errors in carrying out medical
orders. Aware of potential risks, the nurses made con-
certed efforts to safeguard their professional reputation.
The nursing staff implemented certain strategies to pro-
tect themselves from adverse legal consequences, result-
ing in heightened psychological distress and posing a
potential threat to patient safety. Nurses play a pivotal
role in implementing medical orders, particularly those

related to medications, and bear both professional and
legal responsibility for ensuring their accurate imple-
mentation [2]. The incorrect implementation of medi-
cal orders serves as a root cause for legal complications,
stress, and anxiety among nurses [9].

Challenges faced by the nurses in performing medi-
cal orders encompassed demanding workloads, doctors
disregarding legal instructions, altering orders without
notifying nurses, and nurse managers exerting pres-
sure for comprehensive documentation, all jeopardiz-
ing nurses’ job credibility. The challenges posed by high
workloads and fatigue have been identified as significant
factors contributing to lapses in implementing medical
orders, neglecting the reassessment of orders, and fail-
ing to adequately document them [6, 9, 27]. Emphasiz-
ing particular aspects of the nursing work environment,
including adequate staffing and resources, encouraging
nurses’ involvement and career progression are crucial
for enhancing the quality of patient care. Hospitals, often
regarded as high-risk environments compared to other
industries, can benefit significantly from policy measures
that prioritize the nursing work environment. By recog-
nizing the importance of this environment in relation to
patient safety, policymakers have the potential to mitigate
injuries, preserve resources, and cultivate a safety-ori-
ented culture within healthcare settings [28].
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The introduction of new orders into the patient’s
records by doctors without proper communication to
nurses created a sense of threat and anxiety, particu-
larly concerning potential legal conflicts in the future.
This issue stemmed from an unprofessional relationship
between the doctor and the nurse. According to Schwap-
pach (2016), to ensure completeness and prevent any
omissions, it is essential to conduct a thorough review of
orders before their implementation [12]. However, in sit-
uations of overcrowding, nurses frequently neglect the
essential practice of rechecking orders, a lapse that is not
only contrary to established protocols but also a violation
of legal standards [13].

There is a pressing requirement to enhance profes-
sional communication between doctors and nurses [2].
The lack of attention from doctors to nurses’ input during
the prescription of medical orders, coupled with a failure
to address nurses’ uncertainties about orders, contrib-
utes to deficiencies in order implementation [29]. This
not only increases the likelihood of errors in carrying out
medication orders [17], but also leads to underreporting
of errors [8, 30, 31]. Recognizing nurses as active mem-
bers of the healthcare team and encouraging their active
participation in patient care is essential [32].

The refusal of verbal orders by the doctor, coupled
with their non-adherence to established rules and legal
directives, instilled a sense of legal jeopardy among the
nurses. Addressing this issue with verbal orders necessi-
tates the enhancement and regular updating of guidelines
and policies. Moreover, the development of policies and
instructions should be approached within the framework
of multi-professional healthcare [13]. Ethics and ethical
considerations as the pivotal elements of patient safety
should be included in initiatives for the improvement of
the quality and safety of care [33]. Departing from guide-
lines frequently leads to practice errors. Therefore, a clear
understanding of the significance behind adhering to
guidelines to prevent errors should be created. Mitigat-
ing communication and collaboration barriers, enhanc-
ing interprofessional communication, standardizing tasks
through protocol implementation, clarifying roles, and
fostering teamwork can effectively decrease the occur-
rence of patient safety incidents [34, 35].

The nurses resorted to tactics such as selectively exe-
cuting orders, meticulously scrutinizing documented
instructions, presenting inaccurate documentation, and
concealing events. These measures induced psycho-
logical distress and jeopardized the quality and safety
of patient care, ultimately leading to harm. The nurses
refrained from disclosing events and reporting errors
due to apprehensions about legal and professional
repercussions. The fear of facing legal consequences,
potential job loss, punishment, being subject to blame,
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and a perceived lack of support from nurse managers
act as significant barriers to reporting mistakes [36, 37].
The primary deterrent to error reporting among nurses
is the desire to avoid stigmatization, hindering the pro-
active prevention of future errors [3, 8, 30, 31]. It is
imperative for managers to provide support to nurses
and establish an effective communication system for
error reporting within hospitals [10, 36].

Nurses often underwent psychological strain as a
result of incorrectly implementing orders but chose
not to disclose their errors. It is a prevailing tendency
among nurses to attempt to resolve issues indepen-
dently and refrain from seeking support [38]. The
incidence of errors not only induces stress and moral
dilemmas for nurses [8, 30] but also introduces com-
plications for the patient and jeopardizes both patient
safety and the overall quality of care [31, 39].

This research revealed that nurses occasionally con-
cealed interventions they had carried out, and in some
instances, documented interventions that were not
performed. This manipulation of reports by nurses is
often driven by the intention to preserve their own and
their organization’s credibility. However, it is essen-
tial to acknowledge that honesty in documentation
is pivotal for preventing future errors [9]. Effective
leadership plays a crucial role in supporting nurses to
openly express errors [40]. The act of expressing errors
is instrumental in mitigating their consequences and
preventing their recurrence. Nurse managers should
actively work towards modifying the organizational
structure and devising plans to foster a positive envi-
ronment, ultimately reducing the incidence of nursing
errors [8].

Consequently, it is crucial for nurse managers to con-
centrate on empowering nurses to cultivate a culture of
accountability and enhance reporting effectiveness. Fur-
thermore, policymakers should prioritize updating nurs-
ing education standards to address the imperative issue
of patient safety [41, 42].

Given the sensitive nature of the research topic, par-
ticipants may have felt compelled to offer socially desir-
able responses or withhold certain information due to
concerns about potential repercussions, such as nega-
tive judgments or professional consequences, leading
to potential underreporting. There’s a possibility that
participants may have chosen to conceal crucial data to
safeguard their job security. To address this, efforts were
made to foster a supportive and non-judgmental environ-
ment, establishing rapport and trust with participants.
Emphasizing confidentiality and clarifying that the study
aimed to comprehend their experiences rather than eval-
uate their actions were key components in building this
trust. Also, the absence of access to non-verbal cues from
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participants due to the telephone interviews was another
limitation of this study.

Conclusion

The theory of ‘selective and tasteful implementation to
avoid legal and organizational accountability’ offers a
fresh perspective on the intricate dynamics of how nurses
carry out medical orders and what factors influence it.
The nurses faced legal threats and potential damage to
job prestige if they made errors in carrying out medical
orders. Despite being aware of the risks, they worked
diligently to minimize the impact on their professional
reputation. Challenges included heavy workloads, doc-
tors not following legal instructions, changing orders
without informing nurses, and pressure from nurse man-
agers for thorough documentation, all posing threats to
job credibility. In response, nurses employed strategies
like selectively implementing orders, carefully check-
ing documented orders, providing untrue documenta-
tion, and concealing events. Unfortunately, some tactics
caused psychological distress and compromised the qual-
ity and safety of patient care, ultimately resulting in harm
to patients.

Our study findings emphasizes the significance of
appropriate strategies to manage legal repercussions and
organizational scrutiny. Ineffectual approaches employed
by nurses not only jeopardize patient safety but also
compromise the overall quality of care, contributing to
heightened psychological distress among nurses.

The implications of this study extend beyond its spe-
cific context, emphasizing the need for comprehensive
planning and policymaking within the healthcare sys-
tem. It can contribute to global practices in healthcare
by shedding light on the underlying factors influencing
errors in the implementation of medical orders.

Addressing nursing shortages, enhancing the profes-
sional relationship between doctors and nurses, legally
protecting nursing professionals, implementing meas-
ures such as recording phone communications to prevent
order denials, and fostering a culture of honesty in order
implementation and documentation are imperative steps
for systemic improvement.

Organizations that acknowledge nurses’ concerns as
valid, recognizing mistakes as part of the learning pro-
cess, can play a pivotal role in reducing legal threats and
improving the career credibility of nursing profession-
als, leading to the enhancement in the medical order
implementation process. By adopting these measures,
organizations can not only elevate the quality and safety
of medical order implementation but also contribute to a
positive and collaborative work environment.

The emphasis on continued research in this area is cru-
cial for refining strategies and ensuring their applicability
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across diverse healthcare settings in various healthcare
contexts, thus promoting generalizability and widespread
positive impact. As the healthcare landscape evolves,
these recommendations offer a foundation for systemic
improvements that can benefit nursing professionals,
patients, and healthcare organizations on a broader scale.
To enhance the transferability of findings, it is recom-
mended that further studies be conducted in diverse con-
texts, allowing for a broader understanding of the issues
at hand. The suggested areas of future studies are an
extensive literature review to identify existing practical
frameworks related to nurses’ implementation of medical
orders, legal accountability, and organizational scrutiny
in other cultural contexts. Also, research on the impact
of various improving strategies for implementing medi-
cal orders in the multidisciplinary healthcare context on
patient safety and quality of care is required.
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