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Flemons, W. (2014). Patient safety and “medical error”. Retrieved from: https://booksc.xyz/book/39072523/db1112
The study provides a key focus on the existing close interaction between patient safety and medical error. Attaining quality patient care means that there is a strong consideration of specific elements which help in achieving an improved level of development which create a highly accurate system that defines enhance the quality of healthcare. The purpose of the study is aimed at understanding the existing relationship between patient care and medical care. Patient safety is determined by different factors which help in creating a stronger level of organization in maintaining a strong change process which helps improve the level of development. Medical errors present one of the most sensitive issues in healthcare as well as crucial measures that measure patient safety. Patient safety emphasizes on different approaches focusing on prevention, reduction, reporting, and analyzing medical challenges which lead to adverse health outcomes to a patient considered.
The findings from the study provide a close link between patient safety and medical error. Development of patient-centred care defines a highly improved level of organizational development which improve the level of organizational performance. Therefore there is need to develop a highly effective close relationship between a healthcare provider and a patient which define a stronger understanding on better changes which can be integrated within the workplace to improve the level of organizational diversity. The study will help in understanding how patient safety is deeply engrained in the ability to maintain a definite system that helps promote a stronger operationalization of patient care.
Kavanagh, C. (2017). Medication governance: preventing errors and promoting patient safety. British Journal of Nursing, 26(3), 159-165.
Medical error is a persisting challenge in healthcare. There is a higher integration of better processes which help ensure there is a unique understanding of specific elements that shape healthcare performance. The study identifies that medical errors present an exceptional level of engagement under which it is easier to identify better processes that help in developing organizational development. The study identifies that different approaches need to be considered in helping maintain a proper system that helps improve the level of performance. Implementing a unique level of organizational development help supports a reliable system that enhances business development. Accountability has been identified as an integral concept in maintaining a strong operational environment which helps in maintaining a positive level of development. The study identifies that nurses' accountability and their knowledge of medications present a well-organized focus under which it is possible to implement a highly successful system which helps measure the underlying performance levels. 
This study provides a significant focus on accountability in healthcare which is an essential strategy that helps in maintaining a successful level of development. It is necessary to define a better system which helps promote a highly successful system for change development. A collaborative approach to care has been identified as an important process which represents a stronger system that defines the improved quality of healthcare.  Patient safety is an essential part of healthcare operations; hence should be protected at all times. The study will help create a better emphasis on better processes which help implement a higher level of focus on change development.
Finn, K. M., Metlay, J. P., Chang, Y., Nagarur, A., Yang, S., Landrigan, C. P., & Iyasere, C. (2018). Effect of increased inpatient attending physician supervision on medical errors, patient safety, and resident education: a randomized clinical trial. JAMA internal medicine, 178(7), 952-959.
Graduate physician training emphasizes on independence in delivery of quality outcomes in healthcare. As the trainees continue to gain experience, the level of supervision decreases because it is associated with increased expertise and commitment to improve the quality of care as well as maintaining a proper focus on patient safety.  The purpose of the study was to understand the effect of increased attending physician supervision on inpatient resident medical service on patient safety. The findings from the study showed that increased directly attending physician supervision does not reduce the rate of medical error within a hospital setting. Therefore the management of patient needs help define a unique system which helps in maintaining a positive system which provides a unique system that helps maintain a proper level of organization.  Learning needs and patient safety help maintain an appropriate level of understanding of crucial processes which define an improved level of success.
The findings from the study have provided a better emphasis on the existing relationship between supervision and medical error in attempting to create a favourable environment where it is easier to understand the needs of healthcare. Therefore the style provides a basis under which it is easier to understand the source of medical errors while maintaining a strict system which influences the quality of patient outcomes. The article will present a reliable platform which helps keep a favourable context in understanding the causes of medical errors and how they can be controlled to help create a more specific approach in maintaining a helpful operational meaning. Coping with medical error is a daunting task considering the need to assist in developing a unique system that shapes business development. It is essential to understand the basic concepts which are crucial in defining a proper approach that can control adverse patient outcomes.
Moffatt-Bruce, S. D., Ferdinand, F. D., & Fann, J. I. (2016). Patient safety: disclosure of medical errors and risk mitigation. The Annals of thoracic surgery, 102(2), 358-362.
The underlying sticking point when assessing the effectiveness in dealing with medical error has been whether medical mistakes should be made known.  Improving patient safety is based on the ability to help maintain a strong platform under which it is easy to understand specific measures that help improve the quality of healthcare.  Therefore improving the quality of care present a highly strategic system which can help ensure a reliable system that defines an enhanced performance level. It is vital to help maintain a reliable platform that focuses on establishing a successful system which can help keep an improved method which helps ensure high-level performance. The decisions that are undertaken within the healthcare context are aimed to create a substantial change platform where it is possible to improve the quality of healthcare outcomes.
The study discusses an essential ethical point in healthcare practice. Patient safety is paramount in healthcare; hence it is necessary to build better platforms which can be effectively undertaken to build a patient-centred environment. Healthcare providers should ensure that patient information is availed to the patients as well as other stakeholders within the healthcare institution with a better focus on the need to improve efficiency and quality healthcare. Therefore the study will help present a highly specific system that builds a unique change platform which offers a reliable platform for change.


Zineldin, M., Zineldin, J., & Vasicheva, V. (2014). Approaches for reducing medical errors and increasing patient safety. The TQM Journal.
Medical errors are some of the leading causes of death and injury to patients in many countries. The fact that these medical errors can be controlled present a different approach regarding the underlying measures which need to be undertaken and improve the quality of patient-centred care. Thus the study aims at identifying the existing gaps in healthcare aimed at controlling the risk of medical error and increased physician-patient relationship. The holistic nature of healthcare forms the basis within which better decisions can be undertaken and help maintain a strong change approach in improving care. The response to an error in healthcare creates an integral context where it is easier to develop a more straight forward approach to help improve the quality of patient care. The article identifies that there is a need to integrate a strong emphasis on patient-centred care which presents a well-developed system that enhances the level of commitment. Improving the level of training is integral in maintaining a stronger strategy which helps in defining an improved quality of care.
The findings from the study are specific and present a higher understanding on particular factors which will ensure a better consideration on better practices in healthcare such as teamwork practice which can help reduce the risk of medical error. The identification of holistic care and teamwork experience in healthcare present a more straightforward context under which it is possible to identify improved systems that help improve the level and quality of healthcare. Thus the study will help understand the different measures that can be undertaken in the healthcare context to reduce medical errors and improve patient safety.








