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Overview
Medical error is one of the adverse health care problems that is increasingly causing harm to patients. Although medication error is a preventable problem, it continues to occur at an increased rate. Medication error occurs when healthcare professionals provide wrong medication hence causing harm to a patient. The interest for the topic is brought about by the increased effects medication errors have brought to patients, healthcare providers and hospitals. Healthcare providers and physicians involved in prescribing wrong medication may also suffer from self-doubt, guilt and shame. Similarly, the healthcare professional can also be hindered since the affected family members may decide to take action against the healthcare professional and hospitals for negligence hence revoking their licenses. I have experienced the problem in the professional field, where a pharmacist provided wrong medication to a patient. The pharmacist did not realize the mistake prompting the patient to come back to the facility after several days reporting a different case of rashes, itching and skin disfigurement. However, upon the doctor performing the assessment, it was realized that the medication the patient was taking was wrong and those were side effects. 
Schiff, G. D., Amato, M. G., Eguale, T., Boehne, J. J., Wright, A., Koppel, R., ... & Bates, D. W. (2015). Computerised physician order entry-related medication errors: analysis of reported errors and vulnerability testing of current systems. BMJ Qual Saf, 24(4), 264-271.
[bookmark: _GoBack]The purpose of this article is to evaluate the use of computerized provider order entry (CPOE) in an attempt to reduce medication errors. Although the adoption of CPOE has highly increased in health care facilities, they have also been prompted to cause medical errors. Therefore, the article examines the medication errors which occur due to the use of CPOE and creates use cases that are connected to the errors to test weaknesses in the existing CPOE. Moreover, for every error identified, they were able to investigate the cause of the error and finally clarify prevention mechanisms. Schiff et al. (2015) found 1.04 million medication errors conveyed in MEDMARX, where, 63040 were linked to CPOE. 10060 reports were used to develop 101 codes unfolding the problem, 67 stating why the errors happened, 21 codes reciting repetitive errors and 73 codes establishing the prevention techniques. The article is very helpful as it attempts to indicate the measures taken in the prevention of medication errors caused by CPOE systems. The results found that 78.9% of the errors were entered completely with 28% entered without difficulty and 28.3% entered with slight efforts but with no warnings. Thus, improved monitoring, reporting and testing of the systems are significant in improving the safety of CPOE. 
Nanji, K. C., Patel, A., Shaikh, S., Seger, D. L., & Bates, D. W. (2016). Evaluation of perioperative medication errors and adverse drug events. Anesthesiology: The Journal of the American Society of Anesthesiologists, 124(1), 25-34.
The aim of this article by Nanji et al. (2016) is evaluating frequency of perioperative medication errors as well as adverse drug events in medicine organizations to determine the source as well as establish solutions that will avert the same. Adverse drug events are effects that patients experience when they take medication. However, the appearance of adverse drug events does not mean that the quality of care is poor. The research used trained anesthetic to observe randomly selected operations in the facility. Moreover, several events not captured during the observation were evaluated using reflective chart abstract. 277 operations were observed, 153 found with errors and 91 adverse drug events. Notably, the article is informative because it provides the sources of medication errors causing adverse drug events and helps in development of solutions hence reducing the chances of errors from occurring again. Nanji et al. (2016) conclude that 1 out of 20 perioperative medication administrations comprises of medication errors and adverse drug events. Furthermore, one-third of the medication errors indicated observable adverse drug events while remaining rate had possibilities of causing harm to patients.
Hayes, C., Jackson, D., Davidson, P. M., & Power, T. (2015). Medication errors in hospitals: a literature review of disruptions to nursing practice during medication administration. Journal of clinical nursing, 24(21-22), 3063-3076.
	The purpose of the article is to realize what has been researched regarding disruptions and destructions on medication administrations concerning undergraduate nurse education. The presence of errors occurring in medication administration has significantly increased and has now become a matter of concern. However, despite the solutions provided the medication errors continue to occur and thus interfering with the safety of patients. Therefore, interruptions are considered to be the leading cause of medication errors. The research has reviewed 19 pieces of literature from several electronic databases such as PubMed, Medline, CINAHL and Scopus. Although previous literature has attempted to solve the effects of disruptions and destructions on medication error, there is a gap in how nurses are required to learn on ways of reducing medication administration errors. For that reason, training nurses while in school prepares them to perform medication administration roles with confidence and hence reduce medication errors. The article sheds light on realizing major causes of medication errors by reviewing several pieces of literature previously written. The gap identified is to provide training for better preparation of nurses while in school and hence help them work with confidence and thus reducing the rate of medication errors.
Choi, I., Lee, S. M., Flynn, L., Kim, C. M., Lee, S., Kim, N. K., & Suh, D. C. (2016). Incidence and treatment costs attributable to medication errors in hospitalized patients. Research in Social and Administrative Pharmacy, 12(3), 428-437.
The purpose of the literature by Choi et al. (2016) is to evaluate the occurrence, types, causes and costs related to medication errors in a clinical setting. The occurrence of medication errors causes financial crises as well as harm to patients. Using the article elaborates on ways in which medication error occurs and the types of errors, as well as causes and costs patients, incur when errors happen. Two hospitals in New Jersey United States are used to study 57 554 patients as well as review the error reports in the hospitals. Moreover, the errors are divided into three classes the proximal reason, phase and error type and the occurrence projected. Moreover, the price of dealing with medication error is determined using recycled prediction method as well as Blinder-Oaxaca decomposition method. According to Choi et al. (2016), most medication errors happened at an 8% rate within 100 admissions during medication usage. Additionally, types of errors that happen regularly are erroneous medication, time and dose as well as omission errors. Furthermore, the Blinder-Oaxaca decomposition method estimated the cost of medication error to be $8439 while recycled prediction method found it to be $8898.
Summary
The research conducted has provided relevant information about medication errors and I have gained more knowledge regarding the causes from different research studies as well as thoughts. I have learned that: 
· The majority of medication errors occur in administration stage. 
· Most of the medication errors lead to adverse drug events and hence causing harm to patients.
· Nurses need to be trained while in school so that they can prepare well when performing medication administration to avoid medication errors.
· Patients undergo additional costs due to medication errors.
· Medication guidelines should be developed and enhanced to prevent such errors from occurring.
	One of the main contributions of the sources is that health care professionals need to stop negligence when passing medication information and act meticulousness in dealing with patients. For instance, when a doctor confuses the words eardrops and eyedrops may cause the patient to use a particular dose differently. Moreover, the sources have contributed to the realization that medication errors are not caused by hospitals alone but also patients and systems used in hospitals.





