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An Analysis of Medication Error
There are a number of things that could probably go wrong in any hospital setup and one of the major ones revolve around the safe use of medication by the health professional and their patients alike. The issue of medication error is one such common unfortunate occurrence in hospitals and especially for the patient in Intensive Care Unit (ICU) as they depict rapidly changing medical scenarios that require different combinations of regiments in the management of just one case almost every hour (Huckels-Baumgart and Manser, 2014). Aside from the patients in ICU being  extremely vulnerable to medication errors, this can also be seen for patients who constantly renew their prescriptions from pharmacies and such grave mistakes as those of medication error have grave implications for patients and the health professionals alike as was exemplified by the case against the teary druggist whose wrong reconstitution of a cancer drug led to the loss of a young patient and the subsequent imprisonment and revoking of the license for the pharmacist (Mattingly, 2010).This kind of setup alone depicts how the occurrence of medication errors can have grave consequences for patients and for health professionals alike. This paper will, therefore, provide an analysis of medication error, including a proposed solution and possible ethical implications in the implementation process of the solution. 
Elements of the Problem
Medication errors can occur at any stage in the process of patient management. It constitutes those errors that are made right from writing the prescription, to its interpretation, to the distribution, administration of medication, and to its monitoring in the patient follow up phases of the medical process. These errors, as is demonstrated by the case of the druggist pharmacist, have grave implication on both the health care professional and their patients as it impacts negatively on morbidity and mortality of the receiver. 
Analysis
Medication error is defined as “any preventable event that may result in inappropriate use or patient harm while that medication is in control by a health-care professional, patient or consumer” (NCCMERP, 2020). It is among five other types of errors that together have been designated to constitute Adverse Drug Events (ADE). The other four are adverse drug reaction, therapeutic failures, adverse drug withdrawal events and overdoses (ISMP, 2020). Together these ADE account for approximately $150 billion that is lost in costs associated with these events in one way or the other (Kohn, Corrigan, and Donaldson, 2019). In addition, this problem is responsible for approximately 100,000 deaths each year in the United States (Kohn, Corrigan, and Donaldson, 2019) and this alone points to the importance of addressing this issue as a matter of urgency.
Considering Options
In an attempt to address the problem that is medication error and remove it completely from the hospital setups, a number of options could be used strategically to bring about a positive change. One such option is considering tightening the law clause that protects the patients from medication errors. This is by stipulating harsh punishments for the health-care professionals who would be found to have committed these medication errors out of ignorance. This way, they will be motivated to be a lot more careful in handling of prescriptions and in the administration of drugs to the patients. Secondly, the hospitals should consider the application of evidence-based practices (Marken, 2018) with the development and application of a management protocol that will incorporate the recent pharmacotherapy practices that are ongoing for patients and especially for those whose treatment options change rapidly. Thirdly, the health-care professionals could be educated on a multi-disciplinary approach to patient care and on good prescription writing practices in addition to safe administration and monitoring for drugs especially those with a narrow margin of safety (Patel and Kane-Gill, 2010). This way they will come to appreciate the “different perspectives and areas of focus of patient care and in so doing prevent errors from occurring and ensure continued success of the patient management process” (Patel and Kane-Gill, 2010). Lastly, the health-care professionals should uphold collaborative efforts in the management of patients in that they competently exchange updated patient care plans at the patient’s bedside to ensure that they are all at per with the therapeutic plans for each patient.
Solution
The most viable solution that could adequately address the problem is the institution of more strict laws that will act as a cautionary measure that will prompt each health-care professional to act diligently and follow all protocols that are currently in place in order to avoid being a victim of the harsh punishments that will be in place. They will be pushed to be more thorough in their practice with no error being made out of ignorance and all checks being accounted for each patient as a routine check before therapeutic regiments are administered to the patient. 
Ethical Implications
The type of punishment that is stipulated for the medication errors being committed out of ignorance should not be inhumane. It should not involve the likes of death penalties for patients’ lives that are lost due to this medication errors. It should be in line with the internationally and nationally accredited human rights protection clauses and should be executed in ways that tend to protect the rights of the victims. The law should also be applied equally to all healthcare professionals with no room for discrimination.
Implementation of the Solution
This is a solution that will require the enactment of laws that will see to it that harsh punishments are stipulated for medication errors committed out of ignorance. As is the case with laws, it will require the crafting of Bills and the subsequent process that it undergoes to becoming a law. It will take a longer period of time to actualize the implementation of the solution but once stipulated into law, the law should be applied to every health-care professional with no discrimination. The interpretation of the law should be made readily available to every healthcare professional so that they understand the implication of their actions, and lastly,  the government should institute strict control measure that will constantly evaluate the working prowess of the health-care professionals in the country in addition to conducting effective medication error analysis in an attempt to decipher the cause of the error so that no wrongful allegations are brought forth against innocent health-care professionals.
Conclusion
[bookmark: _GoBack]Medication error is one of the unfortunate occurrences that can take place in any hospital setup. It refers to the preventable events that do occur in prescribing, administration, and monitoring of medication for patients which consequently cause harm to the patient. It is part of the Adverse Drug Events that together account for a loss of approximately $150 billion for the U.S. government and 100,000 deaths each year (Kohn, Corrigan, and Donaldson, 2019). The problem can, however, be prevented by way of enacting strict laws with harsh punishments for those who commit medication errors and by way of providing continuous education to the healthcare professionals so that they incorporate the checks in the many protocols in their daily routine of patient management and come to uphold a collaborative practice with other members of their team so that they ensure that everyone is conversant with the recently updated patients’ care plans. With regards to the laws and the punishment indicated under each law, the government should ensure that they do not act in ways that will lead to the violation of any human rights clause as is stipulated by the many internationally and national human rights protection clauses. 
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