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Introduction
People go to the healthcare facilities such as Clinics and hospitals for treatment or surgery. They expect that the medical professionals will be responsible for their care and therefore will do the best job possible. The last thing that the patients think about is suffering further injuries. In the United States of America, more than two hundred thousand people die from preventable medical errors per annum. In addition, there is also another proportion of patients who are likely to suffer from errors which turns out to injure them. Medical errors are among the top four causes of deaths in the United States every year (1). Some of the common preventable medical errors are medication errors, infection and poor communication. Medication errors are among the most likely to recur errors which have resulted to harming around 1.5 million people every year around the country (2). Medication errors have been pointed out to be the chief contributors to adverse events to the patients who have been hospitalized. Therefore, there is a need to have medical errors being reviewed in order to come up with ways through which they can be reduced in the future so as to have the lives of patients been spared.
Objectives of the Action Plan
Goal
· By 2022, the program will have already lead to a decline cases of medical errors by 60% in the United States of America.
Main Objectives
· By 2021, the program should have defined more than 40% of the strategies for error prevention.
· By 2021, the program should have defined about 70% of the resources to prevent errors.
· By 2021, the program should have reviewed 70% of the elements of medication safety.
Importance/Significance of the Project
[bookmark: _GoBack]There are various ways through which medical errors can be prevented. In the past and even presently, medical errors have been on the rise. Medical errors causes various harms to the patients. Therefore, this project will be geared towards showing the areas where medical errors results from and the ways through which such errors can be prevented (2). One of the ways through which medical errors occur is through medication. Therefore, this project will be highlighting on ways through which such errors can be prevented from taking place. For instance, medication error can be prevented by proper communication which can be resulting from lack of proper warning labels, inadequate information and miscommunication errors due to poor handwriting. 
Persons Executing the Action Plan
	Strategy 
	Activity 
	Timeframe 
	Responsible Person
	Resources required
	Measures of success

	Reviewing elements of medication safety
	· Listing and checking if elements of medical safety are available
· If these elements are being followed.
	June 2020 December 2020 
	Allison
	Patient’s treatment records.
	Reduction of occurrence of medical error.

	Defining strategy for error prevention
	· Reviewing of strategies set in place to prevent medication error.
	June 2020
December 2020
	Joel
	· Records of strategies used.
· Observation 
	Use of available strategies.

	Definition of resources to prevent medication error
	· Looking at the available resources for medication prevention. 
	December 2020 – Jan 2021
	Jonathan
	· Observation 
	Use of the available resources.



Methodology
The objectives of this project will be realized through getting involved in one of the major hospitals based in New York City. The study will be carried out at the internal patient’s wards of at Mount Sinai Kravis Children’s Hospital. The hospital has 1141 beds from where we can observe and look into the patient’s records. The hospital offers clinical services such as neurology, nephrology, gastrointestinal surgery, endocrinology, diabetes and neurosurgery.  
	Objectives 
	Indicator 
	Type 
	Measurement method
	Type of method
	Duration 

	70% reviewed elements of medical safety. 
	Availability of various medical safety elements
	Process indicator
	Recording and observation of these elements.
	· Quantitative
· observation
	Four months

	40% definition of strategies of medical error prevention
	Availability of available strategies for medical error prevention
	Process indicator
	· Recorded progress of patients. 
	· Quantitative 
Observation
	Four months

	70% definition of resources to prevent medical error
	Use of various resources to prevent occurrence of medical errors.
	Process indicator
	· Record of resources used.
	· Quantitative 
	Four months
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