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Introduction
The incidence of harmful effects attributable to unsafe care is probably one of the ten foremost reasons for disability and deaths worldwide. Universally, up to 4 in every ten patients are affected in essential and outpatient healthcare, and 80% of the effects are avoidable. The highly harmful oversights are associated with prescription, diagnosis, and medicine use. According to WHO, patient safety refers to a healthcare field that arose following the growing complexities in healthcare systems and the subsequent rise in patient damage in healthcare amenities. It seeks to avoid and lower risks, harm, and errors that happen to patients during healthcare provision (World Health Organization, 2005). This paper entails a project plan I intend to conduct in my clinical setting on medication error implications in patient safety. The choice of this problem is founded on the attitude, beliefs, and behaviors that I have witnessed with healthcare providers in my clinical settings, which I believe will form a strong basing for the implementation of the project plan. The paper's structure begins with a literature review of patient safety culture to establish a scope for conducting the project. I will then follow this with a breakdown of how I intend to complete and implement my plan using Lewin's Change Theory model and eventually sum everything up in a broad conclusion.  
Patient Safety Culture
Background
Patient safety is crucial to providing quality essential health services. One of the attributes of patient safety that has been broadly thought to enhance healthcare facilities' security is patient safety culture, otherwise known as patient safety climate. According to the Institute of Medicine (IOM), creating patient safety culture procedures for the workforce in healthcare settings is essential to avoid the deliberate and unintentional errors that might harm patients (Ulrich & Kear, 2014). The IOM asserts that in the presence of a safety culture, whereby harmful incidents can be reported without blaming them on people, they can learn from their faults and make corrections to avoid future system and human errors, hence improving patient safety. Consequently, for hospitals to enhance patient safety, it is crucial to learn more about patient safety culture, which entails people and organizations' general behavior founded on shared values and beliefs. 
Literature Review
Different studies have demonstrated that patient safety culture is a significant element in creating patient safety programs in related organizations. Based on the following literature review, I established the scope and need to carry out my current clinical setting project. Researches show that constructive patient safety culture can enhance patient safety and help improve organizations with safety behavior, comprising self-reporting errors, reporting more minor errors, and safety audit rating. 
In their study to examine connections linking safety culture of patients attributes and patient safety results in East Asian infirmaries, researchers Lee and Quinn used the Preferred Reporting Items for Systematic Reviews and Meta-Analysis standards to review articles. Amongst safety culture features, teamwork with units, communication and feedback, managers' support for patient safety, and incident reporting frequency were most notably connected to patient safety results (Lee & Quinn, 2020). The study also identified areas of further research, including applying theory and theoretical frameworks, choosing proper units of evaluation and statistical analyses, and accord upon the scoring schemes for safety culture scores computation. Additionally, researchers need to study associations between nation-centered and unit-centered patient safety and safety culture results because of the social behaviors and attitudes that influence patient safety. 
In another descriptive, cross-sectional, qualitative study by Kang and others, the researchers intended to assess patient safety climate amongst the clinical workforce of a Jakarta hospital in Indonesia, and associate with the culture profile of the organizational. With the Hospital Survey on Patient Safety Culture that the Agency for Healthcare Research and Quality(AHRQ) and Organizational Culture Assessment Instrument (OCAI) developed, they conducted the study on a population of physicians, nurses, laboratory personnel, midwives, pharmacy staff, pediatricians, and obstetrics and gynecology specialists (Kang, Ho, & Lee, 2020). The study revealed that the most substantial aspect of patient safety was teamwork within departments, while a non-disciplinary response to mistakes and staffing were the weakest aspects. Additionally, the leading form of organizational culture in the hospital under study was clan culture, which acts as a standard in the organization, particularly in establishing a culture in patient safety. The study's results concluded that healthcare workers were completely predisposed toward the patient safety climate in the hospital, implying that the action scheme’s choice was done due to unanimous decision-making and considered applicable in formulating patient safety in the organization’s vision and mission. 
A study by Leung and others aimed to examine the difference in patient safety climates involving medical students from two separate Asian countries, Hong Kong and Singapore, and how they differed. The study found major disparities between the two student sets for two main aspects, error reporting confidence and patient safety education. Hong Kong students more certainly reported having obtained more patient safety education, while Singapore students reported having minor error reporting confidence (Leung et al. 2013). Both student groups believed medical errors are unavoidable and that professional incompetence and extra working hours were essential medical errors causes. The students rated the value of team functioning and patient involvement quite lower. In conclusion, the researchers expressed that medical students from diverse countries without previous training on patient safety might clash in their educational needs and standard patient safety cultures. This study's outcomes serve as a basis for impending studies on the impacts of diverse health care improvement programs and teaching. 
Lastly, Cho and Choi conducted a study to explore the association involving registered nurses (RNs') views of the patient safety climate at their place of work and their patient safety abilities, skills, attitudes, and know-how. The study was conducted on RNs operating in a university hospital in Seoul, South Korea. The Korean version of the Agency for Healthcare Research and Quality's Hospital Survey on Patient Safety Culture measured patient safety culture while the Patient Safety Competency Self-Evaluation tool measured patient safety competency. The study established that of all the features of patient safety climate, only teamwork within departments considerably correlated to general safety abilities (Cho & Choi, 2018). Concerning each one of the three patient safety abilities, teamwork in and among departments and manager or supervisor expectancies were considerably associated with attitudes. In contrast, teamwork within departments and organizational training were markedly associated with skills. It's just organizational learning that was associated significantly with knowledge. The researchers concluded that even though leadership, teamwork, and constant training in the nursing section were crucial factors shaping registered nurses' safety abilities, the association of these elements with patient safety skills, mindsets, and know-how among registered nurses differed. 
Lewin’s Change Theory
In the 1940s, Kurt Lewin developed his change management model known as unfreeze-change-refreeze, which to date is one of the keystone models for familiarizing with organizational change. I intend to apply this model in implementing my project plan as follows. In the initial stage, the unfreeze phase, Lewin proposes getting the organization ready to acknowledge the need for change, which entails analyzing the current status quo before generating a new way of running things (Hussain et al., 2018). Crucial to this step is developing a clear point to show why the current form of operating should change, using such aspects as poor financial outcomes, declining sales, and customer loss to ensure that things change in a manner that everyone understands. The organization's successful preparation requires one to start at the core, mainly challenging the organization's values, beliefs, behaviors, and attitudes that define it currently. 
In my clinical setting, I will highlight some beliefs, including the idea that a patient should recall the list of drugs given to them in their previous visits and that long working hours are a significant cause of medication errors, among others. I will also highlight some of the practitioners' behavior such as shift changes without updating the next nurse on the patient's status, drugs, and procedures, the preparation and dispensation of medication in the absence of a pharmacist, and the storage of different medicines at one place, for example, a drawer, failure to focus on the product label, mixing other medications in one place, overruling medication-use precautions, incorrect medication storage, preparation and dispensation of wrong medications, return of unused medicine to the wrong place, misuse of drugs related to procedures, drugs, product and order labeling, monitoring, healthcare-related products, packaging, administration, dispensing, nomenclature, compounding, distribution, and use, among others. I will then mention how these behaviors, beliefs, and attitudes impact operations in the workplace, including administration of wrong medication to patients resulting in adverse effects, misplacement of patients’ medications resulting in delayed administration at the hospital, and patients’ self-administration of wrong medications at home, among many others. 
The second stage involves individuals beginning to determine their uncertainty and find new ways of doing things. Here, people start believing and acting in ways that encourage new things (Hussain et al., 2018). In my project implementation, at this stage, I will mention to the organization that adverse events resulting from medication errors are considered avoidable events and then introduce alternative ways of doing things to prevent medication problems. One significant way to avoid medication errors is to review medication and dosing before administering. Additionally, systems can aid in minimizing hospital medication errors. For instance, barcoding systems, electronic medical records, weight-based dosing, standardized units of measurements, ensuring a pharmacist is present to help with correct dose calculation, and avoiding confusing measurement units. 
Furthermore, giving basic patient information, medication reports, laboratory figures, drug information, and credentials lowers errors. Medical administration electronically helps detect wrong and misplaced medications and changed or canceled medication orders. Automatic dispensing systems that allow fast availability of drugs to patients at the point of attention release nurses and pharmacists focus on other safety activities like medication reconciliation. Moreover, hospitals should minimize duplicate medications by grouping medicines by category rather than alphabetically. Look-alike drugs should be stored away from more dangerous drugs. In this stage, communication and time are the two keys to successful change occurrence. Individuals need time to apprehend the changes and feel connected to the organization during the change period. I will ensure hands-on source management to go through this stage. 
In the last stage of change management, Lewin states that as the changes take shape and the workforce embraces the new operating ways, the organization is ready to refreeze (Hussain et al., 2018). He adds that the external signs of refreezing include continuous job descriptions and a stable organization chart. Furthermore, he expresses that this stage should help individuals and organizations adopt the changes, implying that they should apply the changes every time and incorporate them into daily operations. With a new substance of stability, the workforce feels comfortable and confident with the latest operating ways.  
My ways of evaluating the effectiveness of my clinical project include seeing the nurses and pharmacists spending more time reconciling medications and attending other safety processes rather than constantly being there to administer medication, observing a decrease in the number of patients reporting harm resulting from medication errors, and a reduction in the number of deaths resulting from damage due to medication errors.
Conclusion
The keystone of good quality healthcare is patient safety. However, patient safety climate is crucial to patient safety as individuals and organizations believe that values, behaviors, and attitudes can significantly influence their patient safety competencies. Though studies are available on the connection linking patient safety climate and patient safety, more work is needed to assess the effects of nursing care on optimistic quality markers like proper self-care among other determinants of better health status. Lewin's Change Theory is a suitable tool for implementing my project plan as I believe in its effectiveness in addressing the issue of medication errors. 
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