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Advanced Practice Nurse as Clinical and Health Systems Leader to Promote Quality and Safety
Medical errors are defined as unintentional mistakes of omission or commission. Besides, medical errors can be errors of execution or planning due to an unsuccessful process in deliberating action or utilizing an improper plan that may cause patient harm (Mutair et al., 2021). Annually, a high percentage of medical errors occur attributed to medication, accounting for 1.5 million victims of medical errors every year. Medication errors are associated with procedures, order communication, dispensing, monitoring, product labeling, prescription, compounding, reviewing, documenting and administration.
The implementation of the quality improvement (QI) initiative at my workplace targeted medication administration errors in the intensive care unit. The health institution sought to address the issue of increased medication errors upon reviewing and analyzing data on medication errors from the safety reporting system. The system relies on voluntary and self-reporting according to observations or reports from pharmacy personnel. There are established guidelines, laws, and regulations for managing and taking action on reported incidents. The process can be anonymous or non-anonymous to foster reporting and promote accountability and justice instilled in the organizational culture. The rate of medication errors in the critical care unit was higher compared to other inpatient wards associated with high-risk populations with complex diseases, rapid change in physiology, higher number of medications and higher staff workloads (Ghezaywi et al., 2024). The medication error rate in the unit is monitored monthly at the unit level using the electronic safety reporting system. The results revealed that the medication error rate was 8.05 per 1000 patient days by the third quarter of the year. The QI project aimed to reduce the rate of medication errors by 50% by the end of one year and by 75% in two years. 
The evidence-based intervention involved a medication error awareness campaign to the staff on the five rights of medication administration and what patients may be due to medication errors. Nursing education sessions focus on preventing errors and independent double-checking from patient identification to administration. Nurses should be conversant with the pharmacy’s timing in preparing and delivering medications and requesting medications in advance to ensure adequate supply (Ghezaywi et al., 2024). Staff were provided with learning materials on safe drug administration and storage. Physicians were educated on accurate prescription doses and the utilization of approved drug references, and teamwork and communication with clinical pharmacists were encouraged. On the other hand, pharmacists were educated on appropriately verifying ordered doses and contraindications and considering patients’ conditions. Staff were also educated on how to use and reinforce the loop medication administration system, independent double check simulation, use of drug library, electronic order set in the electronic medical record system and compliance with medication protocols (Ghezaywi et al., 2024). 
As a clinical or health systems leader, one way to determine if the evidence-based intervention was successful involves evaluating the medication error index using the incidence reporting system in the health facility (Mutair et al., 2021). Reporting systems are designed for medical reporting and prevention systems. Evaluating pre-and-postintervention data can help detect and monitor drug-related issues, incident levels and types of medication errors. Conducting a quantitative and qualitative data analysis based on presented data can help in determining a qualitative content analysis or quantitative root-cause analysis in the program (Mutair et al., 2021). Post-intervention data can be recollected and used to monitor the impact of the intervention based on comparing pre-and-postintervention data. Analysis of medication error reports helps to understand character and trace and determine a standardized and systematic approach based on the medication error database. 


References
Ghezaywi, Z., Alali, H., Kazzaz, Y., Ling, C. M., Esabia, J., Murabi, I., ... & Antar, M. (2024). Targeting zero medication administration errors in the pediatric intensive care unit: A Quality Improvement project. Intensive and Critical Care Nursing, 81, 103595. https://doi.org/10.1016/j.iccn.2023.103595 
Mutair, A. A., Alhumaid, S., Shamsan, A., Zaidi, A. R. Z., Mohaini, M. A., Al Mutairi, A., ... & Al-Omari, A. (2021). The effective strategies to avoid medication errors and improving reporting systems. Medicines, 8(9), 46. https://doi.org/10.3390%2Fmedicines8090046 
