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Medication Errors
Introduction
Intentional and unintentional mistakes that happen when offering medical treatment in hospitals can cause more significant harm to the patient or even death. Several medical errors arise in our hospitals. Research indicates that more than one million people in the United States are harmed while receiving medication in health care facilities (McMahon, 2017). However, all medication errors may be avoided. The causes of the medication errors must be determined and a precise solution outlined. Most studies have tried to evaluate the problem of the occurrence of medication errors. The studies have pointed out several factors resulting in medication errors and also suggested different solutions to these errors. 
Root Causes of Medication Errors
One of the severe problems in the healthcare industry is medication errors. Different studies have identified some common factors as the root causes of medication errors. Some of the root causes include interruptions or distractions, long working hours leading to fatigue, and heavy workloads. Most of these causes make the healthcare personals to lose concentration when undertaking their tasks hence causing medication errors. Other studies have come to an extent of making some comparisons of the universal destruction, such as the use of cell phones. Just like the use of a cellphone while driving causes accidents, its use while offering medical care also causes the occurrence of medical errors (Al Tehewy, El Gafary, Fahim, Gad & Rahman, 2016). A lapse of concentration in health care is worth a life. Therefore, most of the common destructions such as receiving questions from other staff or patients while offering medication should be avoided. For instance, during the administration process, a lot of distractions are likely to occur, causing the nurse to lose focus. Another factor that can make one lose concentration in healthcare include fatigue. Fatigue arises when one works for long hours hence the importance of precise staff shifts. 
Definition of Medication Error
A medication error can be described as any errors that arise during the process of ordering, transcribing, and filling or during the administration of medications. Medication errors can occur either in healthcare facilities or at home. Some of the errors that occur at homes include under or overdosage of prescribed drugs. Not all the medication errors that occur are reported; hence, it is always challenging to quantify the number of medication errors occurring (Hayes, et al., 2015). Additionally, some of the patients are not still aware if there are some instances of medication errors that have occurred during their entire time of receiving medications. 
Additionally, some of the nurses and other hospital staff do not understand that some actions may lead to medication errors. For instance, nurses do not understand that giving a patient's medication late is a medical error by itself. Therefore, the inaccuracy of the number of medication errors reported is caused by the precise variability of the understanding of what constitutes to medication errors. Although medication errors can occur within hospitals or at home, research indicates that Intensive Care Units have the highest records of medication errors (Hayes, et al., 2015). It is believed that most medication errors occur in ICUs due to the intensity and complexity of patients being treated. Most errors are believed to occurs in ICUs since the medications that patients receive have to be calculated from the administration. In this case, the patients are unable to question about the medications that they are receiving. Different healthcare organizations have suggested several changes in the process of drugs administered in hospitals. Therefore, it is believed that the advancement in technology in one way or the other might help in improving the process of drug administration.  
Reducing Medical Errors
Several suggestions have been made by healthcare organizations and different researchers on how medication errors can be mitigated. One of the most important ways to reduce medication error that many have advocated for is patient and staff education. Most failures occur since hospital staff, and patients do not know what constitutes medication errors. Therefore, if the hospital staff is educated, they will always avoid taking any actions that would lead to medication errors. For instance, some nurses voluntarily work for long hours. However, they fail to understand that working for long hours causes fatigue hence making them lose concentration and in the long run, increasing the chances of medication error occurrence (Nanji, Patel, Shaikh, Seger & Bates, 2016). Therefore, when they are educated such issues, they are likely to avoid all actions that could cause them to lose concentrations hence reducing the chances of medication errors from occurring. 
Additionally, patients have the right to question the type of drugs they are receiving. When patients are educated about medication errors as well, they will be able to always question about the medication they are receiving and the time interval that the nurses are taking to give them medications. Such a question will keep the nurses focused hence reducing the chances of medication errors from occurring (Nanji, et al., 2016). Technology should, in this case, be utilized to educate for both staff and patients.  
A study depicted that some nursing student practitioners in a hospital were much careful with the medication administration process since they had learned in school several practices to avoid medication errors when administering medications. The study went further to point out that a program that was introduced in the health facility that any healthcare professional administering medication should not also be disturbed helped in reducing medication errors. The written notes placed at every corner of the hospital, indicating that "do not disturb staff when administering medications” (McMahon, 2017, p. 9). According to the author, the warning signs helped remind all staff and patients that medication administration is essential. An evaluation that was done after one month indicated that during that period, no medication errors occurred due to distractions (McMahon, 2017). 
Barcode Medication Administration (BCMA) has also been introduced to help reduce medication errors. BCMA helps in reducing medication errors since the nurses can confirm the patient identity and if they are receiving the medication that the physician has prescribed. All the patients that are admitted in the hospitals usually receive an ID with a Barcode that contains all the patient’s demographics. Additionally, hospital management goes a step further to link the barcode to the Electronic Medical Record for effective monitoring. The prescribing physician usually enters the prescribed medication to the EMR, then the pharmacists verifies, and lastly, the medication is added to the Medication Administration Record (MAR).  A scan of the patient band is done along with the barcode during medication to verify the patient is receiving the correct medication. If a specific error occurs, the nurse usually receives an error notification that must be resolved before the patient receives the medication. 
The Impact of Medication Errors
Medication errors have a significant effect on the entire healthcare industry. First, medication errors increase healthcare costs. The cost of these errors is estimated to be in billions. Additionally, medication errors also result in patients’ deaths (Nanji, et al., 2016). These serious effects have led most researchers to start investigating potential solutions.  
Ethical Implication to Potential Solution
Medical errors revolve around four ethical principles that are autonomy and right to self-determination; veracity; disclosure and right to knowledge; and beneficence and non-maleficence. Most healthcare facilities have implemented Barcode Medication Administration interferes with the patients’ rights. For instance, a patient should have the liberty to choose what information should be shared. Hospital administrations do not consult the patients when including information in the barcodes. Additionally, most physicians do not engage in any productive discussions with patients when trying to examine them and get information to help in prescribing drugs. Additionally, some of the information incorporated in the BCMA system is out of the patient’s understanding. Therefore, healthcare professionals do not provide all the necessary information to the patient to help them understand the kind of medication they are receiving.
Conclusion
Every individual visiting a hospital is always motivated that they will receive care that would help improve their health. However, most of them get harmed unintentionally. The rising number of medication errors has increased the number of lives lost hence making medication errors a severe issue understudy in the healthcare industry. All studies being conducted are aimed at establishing the root causes of medication errors and suggesting the solutions. Fatigues, distractions, heavy workloads are among the significant root causes that have been pointed out. The introduction of barcode and technology to educate both hospital staff and patients are the two standard solutions that have been suggested. The focus of the reduction of medication errors is taking the healthcare industry in the right direction.  
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