Literature Review

Medication errors are one of the
most common problems in
healthcare facilities that can harm
patients, prolong treatment, and

increase hospital costs (Rodziewicz,

T. 2024). One of the key causes of
errors 1s a high nurse-patient ratio
(Gniffiths et al., 2016). The World
Health Organization (2021),
highlights that the shortage of
nurses contributes to medication
errors, longer hospital stays, and
increased patient mortality. High
nurse-to-patient ratios in pediatric
care are associated with increased
medication errors due to complex
dosing requirements (Harkanen et
al., 2020). Studies show that better
staffing significantly improves
patient safety, reduce mortality, and

shortens hospital stays (McHugh et
al., 2021; Lasater et al., 2021).

Current Situation in Armenia

In Yerevan hospitals, there are no
standardized policies for nurse-
patient ratios, and a survey of 15
nurses revealed significant
variation across departments:
trauma, general surgical, adult
hematology, adult oncology,
general pediatric units (1:10 to
1:15), with therapeutic services
reaching ratios as high as 1:20.
Although the Ministry of Health
provides guidelines for maximum
patients per shift, these do not
account for patient acuity, which 1s
critical for delivering quality care.

Recommendation

Introduce Incident Reporting
Create a system for nurses to report
medication errors safely and train
staff to use 1t regularly.

Pilot Staffing Changes
Temporarily reduce nurse-patient
ratios (ex. 1:8), collect data for 6
months, and compare with previous
error rates.

Strengthen Policy and Safety
Measures
Collaborate with the Ministry of
Health to provide financial support,
ensure necessary staffing, and
reduce the nurse-patient ratio.
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Conclusion

Medication errors remain a serious
threat in pediatric care, where even
small mistakes can have severe
consequences. This literature
review highlights the impact of
high nurse-patient ratios and
proposes practical, context specific
solutions such as implementing an
error reporting system, piloting
reduce ratios, and advocating for
structural reforms, to improve

patient safety in Yerevan hospitals.

Problem Statement and
Purpose

In Yerevan hospitals, nurse-to-
patient ratios often reach 1:10 or
1:15, yet there 1s no formal system
for reporting medication errors,
making 1t difficult to assess patient
safety risks. Although official data
1s lacking, 1t 1s assumed that high
nurse workloads may be
contributing to increased
medication errors, especially 1n
pediatric care. Supported by
international research, the
proposed change highlights the
direct link between adequate
staffing and medication. This
project aims to show the impact of
increased nurse:patient ratio on
medication error and patient safety
and to present recommendations
for future research and policy
development.
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