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Most pieces of literature that have explored medication errors as a significant issue
affecting the healthcare sector have discussed the problem from the perspective of the operations
of a hospital setting (Prakash et al., 2014). This is why many studies that have delved into this
issue use healthcare practitioners as respondents. However, medication errors emerge from
different types of clinical problems, which are not only confined within the hospital setting
(Westbrook et al., 2015). For example, the administrative structures and models of healthcare
service provision in different jurisdictions influence how often medication errors occur.
Consequently, the risks and advantages of conducting research in the hospital setting may affect
the scope of generalising the findings (Newbould et al., 2017).

Solutions for curbing medication errors are contingent on the approaches adopted by
researchers to investigate their topics of interest but most medical researchers have agreed on the
negative effects of medication errors on patients (Westbrook et al., 2015). For example,
according to Ferracini et al. (2016), medical errors affect patients in several ways. One of them is
through adverse drug reactions (ADR), which are often diagnosed as a form of toxicity.
Regardless of whether they are intentionally or unintentionally caused, they are often associated
with elevated blood levels and high degrees of discomfort for affected patients (Ferracini et al.,
2016). Some medication errors also cause inhibitions in drug metabolism (Ferracini et al., 2016).
The unintended effects of medications are also heightened when there is an error. Since all drugs
have the potential of causing ADR, it is important to first undertake a cost-benefit analysis of

using the medicine in the first place (Ferracini et al., 2016).



Besides causing ADR, medication errors are also linked with low-efficiency levels of
some drugs (depending on selected treatment methods) (Westbrook et al., 2015). In other words,
medication errors influence the potency of a drug. Therefore, medication errors affect the amount
of medicine that a person has to take to produce an effect. For example, a medication error could
make a patient need 10 milligrams of a medicine to produce an effect, while without such an
error they would only need 5 milligrams of the same medicine to produce the same effect.
Broadly, these factors mean that medication errors reduce the efficacies of drugs.

Mistakes in providing medications are also associated with suboptimal adherence to
treatment plans because some patients refuse to take their medication because of their adverse
effects (Ferracini et al., 2016). When such effects occur, it becomes difficult to convince them to
continue taking their medications because doing so would cause unbearable pain. Therefore, they
would be persuaded to believe that not taking medication is better than using it in the first place.
In other words, failing to take the drugs would be akin to relieving themselves of the pain and
discomfort they would have experienced from taking wrong medication. Such doubts create
suboptimal adherence to treatment plans. Collectively, these negative outcomes of medication
errors decrease a patients’ quality of life. The same effects could negatively influence an
economy and healthcare system through the increased use of healthcare facilities and the
increment in medical costs that are associated with high incidences of medication errors
(Ferracini et al., 2016). In fact, in some jurisdictions, it has been reported that 6%-7% of medical
costs are attributed to preventable medication errors (Ferracini et al., 2016).

Physician burnout, employee wellbeing, and work structures affect the occurrence of
medication errors (Tawfik et al., 2018). Poor quality sleep, long working hours, mood swings

and poor work performance among medical professionals are also linked to the occurrence of



such mistakes (Kalmbach et al., 2017). Trockel et al. (2017) support this assertion when they say
that increased risks of medication errors are related to burnout and the lack of professional
fulfilment. These problems are known to mostly affect healthcare professionals who are new to
their places of work. For example, the first few months of internship makes young medical
professionals susceptible to depression, especially based on poor sleep patterns (Kalmbach et al.,
2017). Older physicians are also susceptible to the same problem because about half of them are
fatigued. In fact, some reports suggest that excessive fatigue is estimated to affect more than half
of these professionals (Tawfik et al., 2018). Consequently, there has been renewed interest
among medical experts to improve working conditions in the healthcare environment to
minimise the occurrence of mistakes that may affect the safety and quality of health services
(Tawfik et al., 2018).

Some errors also occur because medicines sound like or look like each other. For
instance, similarities in brand images cause confusion among healthcare practitioners who may
prescribe the wrong drug to a patient. At the same time, it is difficult for a patient to detect such
anomalies because of similarities in packaging and colour codes. Some pieces of literature
support this narrative by saying that medication errors occur because of wrongful naming,
labelling and packaging (Cousins, 2018; Ferracini et al., 2016).

The incidence of medication errors is also associated with the different operational
practices adopted by healthcare organisations. For example, medication errors have been linked
with the effectiveness of data analysis strategies in the medical setting (Chiampas et al., 2015).
For example, some healthcare facilities use software to prescribe medicine, while others use
paper-based techniques (Nguyen et al., 2015). Most paper-based techniques have been used for

more than decade. However, their widespread application has created confusion regarding which



technique is the best. Therefore, different organisations use multiple error detection methods.
Nonetheless, common techniques that are associated with paper-based models of error detection
include chart reviews and software-enabled monitoring techniques. Other traditional methods of
error detection include observation, incident reporting and patient feedback (Bolandianbafghi et
al., 2017).

Effective reporting has been touted as a common method for tackling medication errors
because it acts as a trigger warning to alert medical practitioners about an anomaly and correct it
before it has a widespread impact. Here, it is important to understand that retroactive and
proactive tools are commonly used in error detection. For example, some health agencies use
audits as a retroactive tool of error detection and monitoring, while others consider auditing as an
educational activity aimed at improving individual or team performance (Nguyen et al., 2017).

Information technology tools are newer techniques for detecting medication errors
compared to paper-based solutions because of their inexpensive nature and high level of
accuracy. In line with this view, the use of software to curb medical errors is considered the first
step in the improvement of patient safety. For example, the computerised physician order entry
technique has been successfully used to prevent medication errors in many healthcare facilities in
the US, UK and around the world (Cho et al., 2014). The same is true for automated dispensing
cabinets and bedside barcoding tools because both techniques have similarly been used in these
countries and have been linked to a high rate of success in reducing medication errors (Nguyen et
al., 2017). In addition, these IT-based techniques could potentially generate billions of dollars in
cost savings (Nguyen et al., 2017).

Healthcare facilities that have used IT-based techniques to reduce medication errors have

reported lower mortality rates and fewer complications (Cho et al., 2014). The benefits are



associated with increased levels of efficiency that technology accords healthcare service
professionals to undertake their duties. For example, software-based tools of data management
have been linked to increased capabilities of medical personnel to improve access to information.
This is because the software helps them to establish links or patterns between treatment plans
and stored data (Cho et al., 2014). The technological trend underlying the management of
medication errors is partly explained by the popularity of the computerised provider order entry
(CPOE) in managing medication errors in Europe and the US (Radley et al., 2014). Although the
reduction of medication errors has been established using the CPOE, there is still contention
regarding its ability to reduce the harm medication errors cause to affected patients (Radley et
al., 2014).

The occurrence of such errors is partly linked with the existence of a culture of safety in
an organisation. Alsaleh et al. (2018) define patient safety as “the freedom from accidental
injuries during the course of medical care; activities to avoid, prevent or correct adverse
outcomes which may stem from the delivery of healthcare services” (p. 2). Particularly, the
creation of a culture of safety in healthcare organisations is linked with low incidences of
medication errors (Algattan et al., 2018). This positive outcome stems from the enforcing beliefs
and attitudes that a culture imparts on those who are subject to it. For example, if an intern works
in an organisation that values patient safety, she would have no other option but to meet this

expectation.
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