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Introductions
The issue of patient safety in nursing profession has been numerously discussed across the world. Patient safety is critical in that it prevents the patients from suffering more harm than the one in which they are already in (Smith, 2017). In the hospital where I work, one problem poses a safety-related threat to the patient. The problem is errors in the administration of drugs at the hospital pharmacy. This needs to be rectified to ensure ty of the patients that visit this health facility. This paper will, therefore, explore the safety threat resulting from errors in medication prescription and the risks that come as a result of the errors. Moreover, the paper will outline a change procedure that is meant to change the situation and enhance patient safety in my hospital. The change program will aim at minimizing errors or completely finishing the problem. Furthermore, this paper will also offer guidelines and information on how the change process will be evaluated to determine its success or failure in addressing the patient safety threat.
The Problem
As a nurse, I work in a hospital where a lot of patients come to look for healthcare services ranging from those who need to be provided with basic care to those seeking complex health care interventions to their health conditions. The hospital, therefore, serves an overwhelming number of patients each day. In view of this, the facility is faced with the problem of medication errors because of the high number of patients being served which always stretches the human resources of the hospital. As a result, the problem of errors in medication has been occurring in the hospital. Patients have either been given incorrect dosages or have taken drugs that were not meant for them and this has posed a threat to the patients' safety at the hospital. Nurses have had cases of mixed records which have led to an interchange of medicine which sometimes leads to life-threatening situations for patients when the medicine reacts negatively with previously administered drugs. There have been several cases reported of patients who have been given the wrong kind of medication and this has proved to be a major problem in the facility.
This problem poses a major threat to the life of the patients as they may consume the wrong form of medication which may end up proving fatal to them. The patients may also spend huge sums of money in the hospital trying to treat conditions that resulted from such errors in medication. This might even elongate their recovery time and escalate the hospital bills. The longer stay of a patient in the hospital increases the risks of getting hospital-acquired infections which is still a threat to patient's safety. Moreover, this leads to most of them having huge bills and getting into debts.
Also, the administration of wrong medication may lead to the patients developing complications which result in them being diagnosed for other diseases. The continuous intake of wrong medication leads to some of the body parts being affected and thus the patients develop complications which may be fatal and lead to death if it is not keenly addressed. This can lead to deformation of some body parts if the medication administered have such strong effects on the patients.
Background and Literature Review
Medication errors are usually caused by human error and thus the problem of errors in drug prescription and administration is caused by the people who are charged with the responsibility of ensuring that the patients get their correct medication (Aibar et al., 2015). The nurses including myself are responsible for this and therefore, it is something that I would not wish to see continue happening at the hospital where I work. 
 As previously mentioned, medication errors are grave in nature as they may lead to the loss of life, may lead to further health complications and elongate the stay of a patient in hospital thus exposing them to the risk of contracting hospital-acquired infections. There have been many cases that have been reported on this problem to the healthcare board by the patients who have suffered immensely due to the administration of wrong medication. The patients have complained of lack of proper attention by the nurses which lead to them not carrying out their duties diligently leading to mistakes that have been witnessed. A big chunk of the cases reported have centered on the patients being given wrong drugs which is usually due to errors in the documentation of the form of drugs that are to be given to the patients. The person administering the drugs ends up picking the wrong medicine which later translates to the patient getting the wrong medication. 
An organization in which the culture of safety is present contains various elements that are responsible for the presence of patient safety in the organization. They ensure that there is adequate staff that can handle the various tasks needed and thus minimize the chances of errors that may occur (Hall et al., 2016). Furthermore, the organization makes sure that the nurses who are offering medication are well trained and highly motivated in order for them to perform their duties accordingly and with precision (Smith, 2017). This motivation creates a culture of safety as the nurses are extra careful in their day to day duties and also the patients feel that they are getting the right kind of medical care.
 Furthermore, in organizations where the "culture of safety" exists, there is the element of good management of data records for the organization. All the medical records together with the types of medicines are labeled correctly and thus the people charged with the responsibility of administering the same can easily pick out the right drugs (Hall et al., 2016). Proper management of records ensures that the chances of errors are completely minimized and thus there is a sense or a feeling of safety within the organization in both the nurses offering the drugs and the patients receiving them (Smith, 2017). 
Organizations that embrace the culture of safety have qualified staff and enough staff members to ensure the elimination of possible overwhelming situations for each nurse or pharmacists. Most of the errors in medication that occur in health care facilities result in too much multitasking of the staff (Aibar et al., 2015). One person handles a lot of patents and patient requests and their mind becomes tired, when that happens, errors are bound to occur and the safety of the patient is compromised.
Thus, the need for a change in the practice problem is very necessary as there is a need for us to create an atmosphere of safeness in the hospital to ensure the safety of our patients. There is need to ensure that the facility possesses the various elements that are necessary for the patients to feel safer and also to appreciate the kind of work that is being done there by the health care staff, ranging from nurses, pharmacists and doctors of the hospital.
The Change Project Plan
The project would entail changing various items that are in the process of administration of drugs for both nurses as pharmacists. After a thorough analysis of the problem, I came to the conclusion that the current system that we are having needs to be changed in order to avoid fatalities and also to enhance the safety of the patients at the hospital. The plan for the implementation of these changes entails engaging the whole nursing fraternity in order to achieve the desired results. There will be a need for cooperation among the staff in order for these changes to be successful.
The project will involve labeling of drugs in a systematic and efficient way in order to prevent the administration and take up of the wrong drugs. This will be done by allocating specific nurses and doctors to check the documentation and records of each patient to ensure that medicine scheduled to be given to them is what is actually given to them. This means that people will be allocated specific duties of crosschecking the records both in the wards and at the pharmacy where the drugs emanate.
Also, the change procedure will initiate a check program by nurses on duty to ensure that the patients’ records are kept well and updated regularly in order for one to easily monitor the patient. The one offering medication to the patient will be able to go through the record easily and thus will be able to know of the right form of medication that is to be administered. This will go a long way in ensuring that there is no error in the drugs offered.
In addition to this, the nurses will be required to be trained adequately in order for them to be able to know strictly the quantity of dosage that is to be given to the patients having various health conditions. This will be done by organizing training programs for them which will ensure that the cases of wrong dosage being given are done away with. Training programs will go a long way in refreshing nurses' minds regarding drug administrations and medications. The training will be done in two parts. One for nurses and the other for pharmacists of the hospital.
There is also the need to have coordinators in the facility whose main work will be to oversee the administration of drugs to the patients. They will coordinate and supervise all the work and this will also reduce the chances of medication errors. Coordinators will act as a link between pharmacists and nurses as well as doctors and nurses. Nurses are the ones that spend most times with patients in hospital wards and are also the ones who play the roles of administering drugs to patients (Hall et al., 2016). However, these nurses act on instructions from physicians or doctors. Therefore, a coordinator between doctors and nurses on duty will go a long way in enhancing the accuracy of dissemination of physician instructions by the nurses.
In implementing the changes that are necessary for the elimination of medical errors, I will rely heavily on the use of the Lewin's change of theory. This theory explains the issue of changes in a three-stage model which are unfreezing, change and refreezing (Udod & Wagner, 2018). The first stage of unfreezing is basically trying to find a way that is possible for people to stop doing a particular thing that is not productive. In this case, I will be trying to engage my colleagues in ensuring that they put to an end the problem of providing the wrong medication to the patients. This will be done by highlighting the effects of bad medication to the patients. This will involve having programs in place that end complacency among nurses and enhance diligence in checking and counterchecking records.
The next stage is that of change in which the staff, especially nurses at the hospital will adopt the change procedures and incorporate collaboration with coordinators. In this stage, the nurses will also start to realize the impacts that correct and diligent administration of drugs without errors brings to their work and the rise in the satisfaction level among the patients. They will begin to feel the impact of the wrong drug usage and this will be manifested in their behavior towards the practice. They will become more diligent in their work and become positive towards the proposed changes.
The last stage is that of refreezing in which is about making the change as the new habit onwards after implementation. The staff in the facility will be coordinated to ensure that the new changes are the ones practiced daily and at no single time there will be relaxation or complacency on the side of nurses, pharmacists or coordinators which can affect the safety of patients in the hospital, especially in wards. This will prevent the people from going back to the old ways of carrying out duties without counter checking drug labels and without double checking the physician instructions.
Method of Evaluation of the Clinical Project
The project will need to be evaluated in order to determine whether or not the proposed changes were effective or not. This will be done by first checking on the number of cases that will be reported from the hospital wards about iappmedication or administration of wrong medicine. This will be done by first checking on the number of cases that will be reported after the implementation of the changes. The evaluation will aim at determining whether the number of reported cases have reduced, increased or remained the same. A drop in the number of cases will effectively mean that the change project was effective and successful in alleviating danger to patients' safety and enhancing safety for patients at the hospital. A drop in the number of reported cases will imply that there will be need to continue with the new model of work at the hospital by nurses, coordinators and pharmacists.
In addition to evaluating the number of cases reported, the records of the patients in terms of the kind of diseases they are facing need to be crosschecked with that of the medicines that will have been used. There has to be a balance in terms of the diseases and the drugs given and any misrepresentation of these facts will mean that some of the drugs may have been used for the wrong purpose. This will assist significantly in the determination of the impact of the change project in the hospital.
Furthermore, the number of casualties or patients who develop complications while on medication need to be evaluated to determine whether it is due to the taking of wrong medication. The changes will only be positive if the number of such complications decreases significantly and also there are no deaths as a result of wrong medication.
Conclusion
[bookmark: _GoBack]Medication errors are a big problem that most big health organizations face. Nurses face this problem as they carry out their duties due to the human's imperfect nature. It is therefore important that particular steps are taken to ensure that the effects of the administration of wrong drugs are eliminated in one way or another in my health organization. There is need to ensure that the people charged with this duty are up to the task in order to minimize the chances of it occurring. It is the duty of facility management to implement effective change procedures in my hospital to enhance the safety of patients in this hospital and this can be done through refresher training courses for the nurses and other staff members who handle the tasks and duties of administering drugs and medication to patients at the hospital. This should be done to ensure that the staff are frequently trained on administering drugs and also in giving the right kind of dosage in order to ensure that the safety of the patients is taken care of at all times. An environment in which the patients feel safe also leads to faster patient recovery. This is a human practice error and therefore, one has to ensure that he or she performs diligently and observe all the required steps that are provided for in the policies of drug administration. Once this is done, there will be minimal or none off the cases of medication errors. In the health facility where I work.
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