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Abstract
Background
Medication errors are a major patient safety issue in the National Health Service (NHS) that causes unfavourable patient outcomes, higher healthcare expenses, and poor quality of care. Although the available studies mostly concentrate on clinical staff, there has been a limited emphasis on the perspectives of healthcare managers. This paper has examined the thoughts of NHS managers about their role in reducing medication errors. Furthermore, it has determined important organisational and leadership factors that affect medication safety.
Methods
This study used a qualitative systematic literature review (SLR) to combine the available information on managerial views in the NHS. Databases (PubMed, ScienceDirect, SAGE Journals, and Google Scholar) were searched using predefined inclusion and exclusion criteria to identify relevant studies. Based on PRISMA, 12 qualitative studies have been selected. The thematic analysis was conducted to examine the patterns and themes that repeat regarding leadership, organisational, and medication safety based on the framework by Braun and Clarke.
Results
The results showed that there are various organisational and systemic factors that affect medication errors. There were five major themes, which include leadership and managerial involvement, communication and reporting systems, workload and staffing pressures, organisational learning, and technological systems. It was discovered that effective leadership was essential to encourage safety culture and staff engagement. However, issues like lack of communication, insufficient staffing, feedback deficits, and technology problems were analysed as the obstacles to the reduction of medication errors.
Conclusion
The research has made the conclusion that the healthcare managers can make a significant contribution to the prevention of medication errors by means of leadership and policy implementation, as well as organisational support. To enhance medication safety, the use of a systems-based approach that combines leadership, communication, workforce management, and technology is necessary. Enhancing organisational culture and managerial practices can contribute greatly to patient safety outcomes in the NHS.
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[bookmark: _oz1ukiawy0h6][bookmark: _Toc229527003]CHAPTER 1: INTRODUCTION AND BACKGROUND
[bookmark: _uidl0by5czcf][bookmark: _Toc229527004]1.1 Introduction to the topic
Medication errors may be defined as instances that may result in pre-appropriate medication use or patient injury at any stage of medication process that encompasses prescription, dispensing, administration and monitoring. In the United Kingdom, medication errors are an important health issue in the National Health Service (NHS) as they lead to negative outcomes in terms of patient safety, health care expenses, and quality of care (Mahat et al., 2022). These mistakes can cause adverse drug incidents, extended hospitalisation, and in the worst-case scenario, the patient may die.
In order to comprehend this question, it is important to realise that medication errors are not necessarily caused by personal clinical errors. These can be a breakdown in communication, workload stress, poor protocols, and leadership difficulties (Howick et al., 2024). Therefore, healthcare managers are crucial in formulating policies, resource allocation and creating a safety culture that can reduce such errors.
This research has focused on the attitudes of healthcare administrators in the NHS as pertaining to their contribution to minimising the minimisation of medication errors minimised. In that case, there has been a focus on frontline clinical staff, and the research is a gap as it focuses on managerial perspectives. Furthermore, it helps build a more comprehensive aspect regarding the role of leadership and organisational practice in healthcare systems and the ways it affects the safety of medicine.
[bookmark: _d9xdz7mn1e3s][bookmark: _Toc229527005]1.2 Background and Current Context
In the healthcare system, medication safety has emerged as a priority of both international and national healthcare systems in this complicated and resource-consuming facility like the NHS. The growing healthcare services demand and the growing complexity of patients aligned with polypharmacy have increased the likelihood of medication-related incidents. The NHS registered 379 "Never Events" such as wrong-site surgeries, 27 misplaced injections, and 90 foreign bodies left in patients, which reflect the healthcare system's failures to prevent patient safety.See Figure 1 below for further elaboration (Fleck, 2022). Medication errors are found at various points of the medication use process, such as it can be prescribing, transcribing, dispensing, administration, and monitoring, which need to be addressed systemically.
[image: ]
[bookmark: _Toc229488568]Figure 1: Medication and safety errors in the NHS
(Source: Fleck, 2022)
Medication errors in the NHS have been commonly identified as a long-standing problem of both patient outcomes and organisational performance. It has been noted that these errors are hardly attributable to the result of human, organisational and technological problems. The frequent causes involved are poor communication between healthcare practitioners, shortages in staffing, time constraints, absence of standardised practices, and under-training (Sardi et al., 2024). The complexity of the healthcare systems further contributes to these challenges as various professionals also must interact in dynamic and sometimes high-pressure settings.
Conventionally, the strategies targeted at reducing medication errors were focused on the enhancement of clinical practice such as precision of prescription, use of electronic prescription systems and education of medical staff. Healthcare managers are assigned with the role to develop and implement policies, coordinate the distribution of resources, ensure that the multidisciplinary teams adhere to the regulatory standards, and offer communication opportunities between the multidisciplinary teams. Their leadership defines safety measures, risk management, and efficiency in dealing with incidents by organisations (Phillips et al., 2026). To illustrate this point, the managers are at the centre of ensuring mechanisms of reporting incidents, motivating employees to embrace safety measures and implementing their learnt lessons in response to errors.
With positive safety culture, there is promotion of openness, transparency and error learning which are vital in the prevention of medication errors. The negative culture, on the other hand, may de-motivate reporting and learning about the organisation thus the organisation will tolerate systemic problems. Hence, the behaviours and attitudes towards patient safety are critical to be shaped by leadership approaches and managerial practices.
Over the past few years, emphasis on system-based approaches to patient safety has increased, where errors are commonly seen as a consequence of ineffective processes and not personal negligence.As of 2022/23, there are 1,392 obstetrician clinical negligence claims in NHS England, as compared to any one speciality, the highest number see figure 2 below for further elaboration (Statista, 2023). In this context, healthcare managers are considered important agents of change who can affect the design of the system, processes in the workflow, as well as organisational priorities.
[image: ]
[bookmark: _Toc229488569]Figure 2: Number of Medication Errors in England
(Source: Statista, 2023)
This paper fills this gap by performing a qualitative systematic literature review that deals with the managerial views in the NHS. The study has enabled the researcher to determine shared themes related to leadership practices, organisational issues, and medication safety improvement strategies through the synthesis of the results of various studies. The given approach offers a full aspect of the role that can be played by healthcare managers in preventing medication errors, and which aspects of the policy and practice could be improved.
With patient safety as one of the fundamental concerns of the modern healthcare environment, the managerial aspect of medication safety is becoming a more significant subject to be acquired. As the healthcare systems are changing, the role of managers to introduce quality improvement and safe medication practices will become more crucial (Bolous et al., 2023). This study would be applicable in this on-going debate because it offers evidence-based information on the attitudes held by managers that can help to develop more viable and sustainable strategies to eliminate medication errors in NHS.
[bookmark: _4s8tlyydca50][bookmark: _Toc229527006]1.3 Rationale for Research or Problem Statement
This study was selected to fill a major gap in the current literature on the issue of medication safety in the NHS. Although much research has been done on clinical causes of medication errors limited the perceptions of healthcare managers regarding their role in preventing the occurrence of medication errors. This gap limits the establishment of holistic strategies, which encompass both the clinical and organisational viewpoints.
This research is aimed at discussing the perspectives of managers and determining leadership practices, challenges, and strategies that have an impact on medication safety. The research focused on exploring to offer comprehensive information on organisational factors that support or are unfair errors reduction by concentrating on the qualitative evidence. The research is restricted by a qualitative systematic review of peer-reviewed publications published in the last five years and addressed the UK healthcare situation. 
[bookmark: _xl7q59bn5zjq][bookmark: _Toc229527007]1.4 Research question
RQ1. What are the perspectives of healthcare managers in the NHS (UK) regarding their role and how important is reducing medication errors?
[bookmark: _nfuprxdn14we][bookmark: _Toc229527008]1.5 Research Aim
The aim of this research is to explore the perspectives of NHS managers regarding their role in reducing medication errors, identifying common themes related to leadership, decision-making, and organisational practices that influence medication safety.
[bookmark: _nacgx6ch5vgh][bookmark: _Toc229527009]1.6 Research Objectives
· To explore NHS managers’ understanding of medication errors and their causes. 
· To identify managerial strategies used to reduce medication errors. 
· To examine perceived barriers and facilitators to improve medication safety and theoretical framework used by this manager to improve medication safety.
[bookmark: _if3pyjgqc3cu][bookmark: _Toc229527010]1.7 Chapter Summary
[bookmark: _pdmib5deko94]The chapter has proposed a research question that is vital in the context of research and the literature on medication errors in the NHS, since the problem is a public health issue. It has offered the background and the situation that is prevailing, and the key role of the healthcare managers in enhancing medication safety. It highlighted the significance of knowing managerial views to help overcome systemic factors that cause medication errors. In the second chapter, relevant literature and theoretical bases of this research will be critically reviewed.

[bookmark: _Toc229527011]CHAPTER 2: LITERATURE REVIEW
[bookmark: _6f34y5noyqz][bookmark: _Toc229527012]2.1 Introduction to Literature Review
The chapter is a critical review of the literature available on the topic of medication errors and the contribution of healthcare managers in minimising these errors in the NHS. It strives to provide a theoretical and empirical background of the study by discussing the main concepts, models, and past research findings. The review examines the nature of medication errors, their effects on patient safety, and organisational factors that contribute to their occurrence. It examines the theories involved, such as safety culture and leadership models, to learn about the influence of managers. This chapter establishes the gaps in the existing literature and justifies the necessity of studying managerial approaches to medication safety enhancement.
[bookmark: _jj4ivcchbaya][bookmark: _Toc229527013]2.2 Literature review
[bookmark: _Toc229527014]2.2.1 Conceptualising medication errors
Medication errors are described as the predictable events that can result in inappropriate medication utilisation of the patient throughout the medication management within the possession of medical professionals or patients. According to Asamoah (2025), these mistakes can arise at any point in the drug cycle, such as during prescription, transcription, dispensing, administration and monitoring. They are usually classified into various categories, including dosing errors, wrong medication, incorrect timing and documentation errors. Alrshah et al. (2024) further stated that Errors in medication are not viewed as individual negligence cases but are rather seen as a product of systemic failures such as sub-optimal communication, inadequate protocols and workload burden. 
[bookmark: _Toc229527015]2.2.2 Medication errors as a public health issue
Medication errors have been broadly acknowledged as a major health concern as they affect patient safety and quality of healthcare, as well as financial costs. As stated by Lennox et al. (2022), medication-related harm has an annual impact on millions of patients worldwide, causing morbidity and death among patients that can be prevented. These medication mistakes in the NHS have increased the number of hospitalized patients, extended hospital stays, and additional costs of treatment and have resulted in excessive burdens on limited healthcare resources.
[image: ]
[bookmark: _Toc229488570]Figure 3: Medication Errors by Healthcare Setting
(Source: Duffin, 2026)
The issue of medication errors has become a concern for managers as the healthcare system is becoming more sophisticated, and the circumstances of the patients are getting more complicated, especially in high-stress clinical settings. According to Duffin (2026), the medication error reporting market has global figures of 326 million in 2018, 362 million in 2019 (10.9% growth), and 44000-98000 annual deaths in the U.S. are attributed to medication errors. See Figure 3, given above for further elaboration.
Medication safety is vital to effective and equitable healthcare delivery, according to the view of public health. The decrease in medication errors benefits patient outcomes, which increases trust in healthcare systems. To resolve the problem of medication errors, according to Kirk et al. (2023), the organisational and policy levels should be aligned, and effective managerial leadership is another important factor that will contribute to the impactful achievement of safety-enhancing results.
[bookmark: _Toc229527016]2.2.3 Role of healthcare managers in medication safety
Healthcare managers play a role in medication safety due to the impact they make on the structure, policies and practices in healthcare establishments. They are involved in administrative duties in designing and deploying safety measures, performance monitoring, and advancing a patient safety culture. According to Armstrong (2026),NHS satisfaction was found to be at 53% (lowest since 2007) with reference to waiting times, staff shortages, and funding issues. See Figure 4below for further elaboration. The managers of the NHS are instrumental when it comes to the establishment of the governance systems that could support the safe practice of medication and compliance with the regulatory standards.
[image: ]
[bookmark: _Toc229488571]Figure 4: Causes of Patient Dissatisfaction
(Source: Armstrong, 2026)
Development of effective communication and coordination between multidisciplinary teams comprising doctors, nurses, and pharmacists is among the most important roles of healthcare managers. Damiani et al. (2023) stated that, with the support of collaboration and information exchange, managers contribute to the mitigation of the threat of miscommunication, one of the most common root causes of medication errors. Moreover, they need to distribute resources and staffing and make sure healthcare specialists are properly trained and supported. As opined byNaseralallahet al.(2022), managers are critical towards encouraging reporting of incidents and organisational learning. 
[bookmark: _Toc229527017]2.2.4 Organisational factors influencing medication errors
Organisational forces are influential determinants of the prevalence of medication errors in health contexts. Communication, especially with multidisciplinary teams, is one of the most important. As opined by Ahmed and Tamim (2025), lack of effective communication among doctors, nurses, and pharmacists may result in misunderstanding, lack of transmission of information and eventual mistakes regarding medications. According to Sharma et al. (2024), workload caused by high patient-to-staff ratios, staff time pressures, and staff burnout may lower the focus on detail in medication processes and raise the chances of error. With the lack of staff, the ability of medical personnel to remain compliant with safety measures can be decreased.
[image: ]
[bookmark: _Toc229488572]Figure 5: Causes of Patient Dissatisfaction
(Source: Duffin, 2026)
The other consideration is the performance of the incident reporting system and organisational learning. Unless healthcare organisations have coherent systems of reporting and analysis of the errors, they might miss good chances to improve. Blame culture can result in a lack of reporting, but a positive environment will foster transparency and learning. According to Duffin (2026), it is the major cause of deaths, with 44,000-98,000 deaths annually, and is getting an annual medication error reporting revenue of $326 million in 2018 and is projected to reach $790 million by 2026.See Figure 5given above for further elaboration. Tamata and Mohammadnezhad (2023) stated that medication safety can be affected by technological systems like electronic prescribing. Although technology can minimise human error, the system design or lack of training can pose another risk in healthcare organisations.
[bookmark: _Toc229527018]2.2.5 Challenges faced by healthcare managers
The healthcare managers have a broad spectrum of challenges in their endeavours of minimising medication errors and enhance patient safety in the NHS. Mistri et al. (2023) add that one of the key challenges is the resource constraints which involve limited budget resources, staffing, and rising patient demand. The managers are forced to strike a balance between affordability and the need to offer quality standards of care, therefore, they might struggle to allocate sufficient resources towards training programs, technological and safety programs.
Exposure to fatigue, stress, and inattention to detail related to a high volume of patients and shortage of staff can expose healthcare professionals to the risk of committing a medication error (Hult et al., 2023). During continuity of care, managers are prone to finding it difficult to maintain optimum staffing. Ranasinghe et al. (2022) stated that the installation of new safety measures, technologies, or organisational measures could receive resistance among the workers because of the well-established routines, insufficient training, or the fear of extra workload. This may delay the process of safety improvement and decrease their success.
In contrast, Ng (2022) stated that, the healthcare managers must operate in a complicated organisational setup and regulatory demands in the NHS. It may be difficult to ensure compliance with policies, but to meet current changing healthcare needs. It is difficult to establish positive culture of safety, in which the culture failed to manage reporting of errors brought about by blame and fear. To sustain unremitting improvement of medication safety, managers should undertake to foster the growth of trust, as well as guaranteed transparency.
[bookmark: _Toc229527019]2.2.6 Strategies to reduce medication errors
The interdisciplinary strategy to reducing medication errors is comprised of organisational, managerial and technological solutions aiming to increase patient safety in the healthcare systems. According to Tamata and Mohammadnezhad (2023), the enhancement of leadership and governance is one of the best methods. Healthcare managers are critical in developing explicit safety policies, accountability, and incorporating medication safety in organisational priorities. Effective leadership encourages a culture of safety that is given precedence and constantly observed.
In that case, Ominyiet al. (2025) stated that regular training programmes have been found to increase the level of knowledge among staff, clinical competence, which ensures the staff comply with medication safety procedures. Ongoing professional growth assists the medical staff to be aware of the best practices and minimises the chances of making mistakes.
The other important strategy is the enhancement of communication systems. Ranasinghe et al. (2022) confirmed that such misunderstanding between the members of a multidisciplinary team could be minimised with the help of standardised communication tools, such as structured handover procedures and clear documentation practices. Communication effectiveness will guarantee the proper movement of medicine-related information through various levels of care.
Human errors can be minimised with technological interventions, including electronic prescribing systems, barcode medication administration, and automated warning alerts. However, Howick et al. (2024) stated that they should be implemented, and staff trained to ensure that they are optimised. It is essential to encourage a high safety culture. Reporting of incidents, embracing errors, and a non-punitive strategy can be encouraged to enable organisations to detect risks and take preventive measures, which will eventually result in long-term medication safety improvements.
[bookmark: _Toc229527020]2.2.7 Theoretical Framework
Theories are important in the understanding of how healthcare managers can affect healthcare safety regarding the use of medication in NHS organisations. Theories are a structured explanation of the factors and processes that relate to leadership behaviour, organisational culture, communication and decision making that have an impact on medication safety outcomes. 
Why look the difference theoretical framework in managerial role
Theories are different in this study, as the roles of managers in medication safety are multidimensional in behaviour and organisations. There is no one single theory that is able to explain the nature of leaders' practices, the nature of communication process, the nature of the safety culture, and the nature of system-level challenges in the NHS (Yusof et al., 2024). Thus, the combination of Systems Theory, Safety Culture Theory and Transformational Leadership Theory allows a more comprehensive view of the role that healthcare managers play in the reduction of drug errors and patient safety.
Considering multiple theoretical approaches provides the study with a greater understanding of manager roles from a variety of lenses and can offer insight into the role of management practices in minimizing medication errors and improving patient safety.
Great Man Theory
In the Great Man Theory, the notion is that leadership is a natural ability, and that some people are born with a set of qualities that make them good leaders. This theory emphasises the role of managerial personalities, decision making skills and confidence in shaping organisational performance and patient safety outcomes in healthcare settings. Healthcare managers within the NHS who possess leadership skills can contribute positively to medication safety, encourage staff and help to establish changes in the organisation that support a focus on medication safety.
While modern theories on leadership are more behaviour-centred and based on the context of the organisation, the Great Man Theory can lay the foundation for understanding the individual's characteristics and their impact on medication safety management.
Systems Theory
According to Systems Theory, health care systems consist of various departments, professionals, technologies, and managerial processes that interrelate to affect patient results. Medical errors are rarely the work of one person, instead they are likely to occur as a result of failures of several organisational processes (Yusof et al., 2024). Within the NHS healthcare managers are vital in communicating the workflow, staffing, technology and policy implementation of effective medication safety practices. The theory is supported by the concept of collaboration being needed at the system level to improve medication safety, not just within the individual incident.
Safety Culture Theory
The Safety Culture Theory can be described as those values, beliefs and practices shared by an organisation that shape attitudes and behaviours on safety. SeeFigure 6 for further elaboration. A well-developed safety culture in healthcare environments is required to reduce the risks and avoid medication errors (Carvalho et al., 2023). It focuses on being open, accountable, and constantly learning to empower the healthcare professionals to focus on patient safety in their daily practice.
[image: ]
[bookmark: _Toc229488573]Figure 6: Safety Culture Theory
(Source: Jilcha and Kitaw, 2016)
With a positive safety culture, clear communication and encouragement of incident reporting will be facilitated by the absence of fear of blame and punishment (Glarcher and Vaismoradi, 2025). This will help organisations to discover the root causes of errors and make desirable changes. Conversely, a blame-based culture can dishearten reporting, which results in latent risks and errors.
The healthcare managers are essential in influencing the safety culture by building trust, encouraging employees, and facilitating collaborative working conditions (Hoxha et al., 2024). Organisations can also improve medication safety and quality of healthcare by incorporating safety-oriented values and behaviours.
Transformational Leadership Theory 
Transformational Leadership Theory focuses on the leadership capability of inspiring, motivating, and influencing employees to reach greater performance and organisational change. See Figure 7given below for further elaboration. Presence of this kind of leaders in the healthcare setting will also help develop the culture of innovation, shared vision, and continuous improvement that will be another significant step towards improving patient safety and medication errors (Ghasemi et al., 2025).
[image: ]
[bookmark: _Toc229488574]Figure 7: Transformational Leadership Theory
(Source: CFI, 2023)
This kind of leadership style has four major components which consist of idealised influence, inspirational motivation, intellectual stimulation as well as individualised consideration. According to Ranasinghe et al. (2022), role models Leaders provide some sense of direction to their employees, encourage critical thinking and provide personalised attention to their employees. Healthcare managers who use transformational leadership style within the NHS setting, where a positive safety culture is encouraged, staff engagement is enhanced, and communication between multidisciplinary teams is improved. This helps the successful implementation of medication safety practices (Mistri et al., 2023). Transformational leadership can be used to reduce the number of errors and improve the overall healthcare outcomes due to empowering the staff and improving their responsibility.
[bookmark: _Toc229527021]2.2.8 Conceptual Framework
[image: ]
[bookmark: _Toc229488575]Figure 8: Conceptual Framework
(Source: Self-generated)
In the conceptual framework, it is illustrated in figure 8 how management leadership practices, communication in the organization, staffing support, safety culture and technological systems can all contribute to minimizing medication errors in the NHS (see Figure 8). The framework also emphasizes the obstacles and opportunities to improving medication safety. These theories namely Safety Culture Theory, Transformational Leadership Theory, and Systems Theory, provide a support to the framework by providing the understanding of the impact of managerial behaviours on the organisational safety outcomes and on patient care quality.
What does the manager do to improve medication safety?
By collaborating closely with healthcare teams, healthcare managers can help to reinforce safe medication practices in NHS organisations, thereby enhancing medication safety. Managers conduct regular training for staff, oversee medication-related procedures, promote good communication between multidisciplinary teams and assist in incident reporting systems which aim to identify and learn from errors (Ranasinghe et al., 2022). They also handle staffing levels and workload pressures, minimising stress and fatigue of healthcare professionals. Managers also promote staff engagement in safety programs and implement technology-driven approaches including E-Prescribing and safety monitoring systems. These actions help to contribute to a positive safety culture and support continuous learning, minimize medication errors and enhance patient safety outcomes.
[bookmark: _Toc229527022]2.2.9 Literature Gap
[bookmark: _Toc229397691][bookmark: _Toc229488578]Table 1: Literature Gap
	Research Gap
	Description

	Limited managerial focus
	Most studies focus on clinical staff rather than healthcare managers

	Lack of qualitative synthesis
	Few studies systematically combine managerial perspectives

	Limited theoretical integration
	Leadership and organisational theories are insufficiently applied

	Insufficient focus on barriers/facilitators
	Limited evidence on organisational barriers affecting medication safety


Although there is a significant amount of literature about medication errors that addresses the clinical professionals' viewpoints (nurses, pharmacists, physicians), there has been little work that involves healthcare managers as part of the medication errors. There is limited literature on how healthcare managers fit into medication safety improvement. While several studies mention organizational safety measures, there is a lack of qualitative synthesis of how managerial leadership, communication strategies and organizational decision-making impact upon the reduction of medication errors. In addition, there are only few studies that have explored barriers and facilitators to medication safety from a managerial viewpoint in NHS contexts. Moreover, leadership and organisational theories were not well integrated to discuss the role of healthcare managers in improving medication safety. This study is therefore intended to fill these research gaps within a qualitative systematic literature review on managerial perspectives in the NHS.
[bookmark: _dzu7vn4b5waw][bookmark: _Toc229527023]2.3 Chapter Summary
This chapter was a critical review of the available literature on the topic of medication errors and their relevance as a societal health concern to the NHS. It has investigated the important concepts, causes and organisational determinants that affect medication safety and the significant role of the healthcare managers in minimising errors. Suitable theories, such as Safety Culture Theory and Transformational Leadership Theory, were discussed to learn about managerial influence. The chapter determined the main challenges and strategies regarding medication safety and the gaps in the research, such as a lack of emphasis on managerial viewpoints.

[bookmark: _Toc229527024]CHAPTER 3: METHODOLOGY
[bookmark: _edu3ox78v547][bookmark: _Toc229527025]3.1 Introduction to the chapter
[bookmark: _mlf4o7jggkcz][bookmark: _nrkhvvumx1y]This chapter describes the methodology used to investigate the views of the healthcare managers in the NHS about their role in mitigating medication errors. Research methodology is the general approach and way of systematic arrangement of research to help plan, implement and interpret a study. It outlines the methodology and approach that should be adopted in this research. In this section, the research design, the study setting, sampling method, the data collection process, and the thematic analysis will also be discussed. Apart from that, credibility and trustworthiness, as well as the data management issues, are also explored to prove the rigour and credibility of the research process.An effectively stated methodology pre-eminent increases the truthfulness and logicality of results and facilitates replication and a critical assessment.
[bookmark: _zc75s7rjuxs2][bookmark: _Toc229527026]3.2 Systematic Literature Review (SLR)
This study is based on a systematic literature review (SLR) methodology that will be used to examine available literature on the topic of international business strategy and consumer behaviour.
A Systematic Literature Review (SLR) is a strong and transparent process which identifies, modifies, and combines prior studies which are pertinent to a particular research question (Azarian et al., 2023). In contrast to the traditional narrative review, an SLR has a systematic and repeatable procedure, specifying search strategies, selection and exclusion criteria, and screening of studies systematically (Paul and Barari, 2022). This should minimise bias and increase the dependability of results.
This research uses an SLR to compile this qualitative information on the views about medication error reduction among NHS managers. The technique is suitable, as it allows full understanding of the qualitative studies of relevance and consistency in the selection and appraisal of the studies (Drolet et al., 2023). The SLR offers a strong evidence base to address the development of leadership practice and approaches to patient safety enhancement by integrating the results of several sources.
Research methods are defined as techniques and procedures that are followed in gathering, analysing and interpreting data to answer the research question. These offer a feasible way of choosing the adopted methodology and to make sure that evidence is collected in a methodical and suitable way. In that case, for selecting credible and significant findings, it is important to choose appropriate research methods (Aguinis, 2023). Qualitative research is related to exploring and comprehending the experiences, perceptions, and meanings of people in the context of social and organisational settings (Lim, 2025). The qualitative methods do not require a numerical measurement of any variables but instead aim at coming up with rich and descriptive findings that can put in place the complexity involved in human behaviour and decision making. The qualitative approach is specifically applicable in this research since the aim of the study is to measure the perspectives of NHS managers towards their role in the elimination of medication errors based on the readily available qualitative data.
The rationale behind the choice of this approach is the opportunity to deeply investigate the leadership practice, organisational culture, and perceived challenges and facilitators that affect medication safety. The major advantage of qualitative research is that they offer extensive and context-related insight, which can be critical to influence policy and practice (Cash et al., 2022). However, limitations isthe researcher's interpretation, which can be biased, and the limited generalisability of results may be found using interpretation synthesis as opposed to the use of statistical representation.
[bookmark: _Toc229527027]3.3 Search Strategy
3.3.1 PICO Framework
The PICO framework directed the search strategy to have a systematic and focused identification of the relevant literature (Mishra and Alok, 2022). This model improved consistency and transparency in searching the database and selecting the studies (Nishikawa-Pacher, 2022). The PICO framework was chosen as it is common in healthcare studies in order to make straightforward and concentrated searches, especially in studies that involve clinical or organisational intervention.
Another approach that is generally applied in qualitative studies is PEO (Population, Exposure, Outcome). PEO was however not chosen in this research due to the fact that research is based on managerial strategies and interventions to minimize medication errors as opposed to exposure-based phenomena. The format of PICO enabled more precise determination of useful literature that was related to NHS managers, medication safety interventions, and patient safety outcomes. The elements of the PICO framework that will be employed in this research are listed in the following table.
[bookmark: _Toc229527028]3.4 Search Terms
The search terms were created using the PICO model and narrowed down to reflect major concepts regarding the topics of medication errors, managerial position, and the NHS setting. See Table 1 for further elaboration.
[bookmark: _Toc226563057][bookmark: _Toc229397692][bookmark: _Toc229488579]Table 2: PICO Model
	PICO Element
	Definition
	Application in This Study

	Population (P)
	Group of interest
	Healthcare leaders and managers in the NHS (UK).

	Intervention (I)
	Phenomenon of interest
	Managerial practices and strategies in medication errors reduction.

	Comparison (C)
	Alternative approach
	Not applicable (qualitative synthesis)

	Outcome (O)
	Expected outcome
	Fewer medication errors and improved safety.


Relevant qualitative studies were maximised by using a combination of free-text keywords and subject headings to increase the retrieval (Irvine, 2024). Three principals were used to create keywords using Boolean operators (AND/OR) in the selected databases based on the given PICO. This methodological procedure guaranteed that the topical qualitative research undertaking the managerial outlook of medication security was identified entirely.
The inclusive approach resulted in a proper, methodical search of the pertinent databases and increased the chances of finding evidence of relevance in terms of qualitative data (Cheong et al., 2023). See table 2 for further elaboration.
[bookmark: _Toc226563058][bookmark: _Toc229397693][bookmark: _Toc229488580]Table 3: Search Terms
[image: ]
[bookmark: _Toc229527029]3.5 Keywords
The main search keywords were “medication error”, “medication safety”, “patient safety”, “healthcare managers”, “leadership”, “management”, “NHS”, “United Kingdom” and “qualitative research”. Other related terms that were added to this list include “drug errors”, “clinical governance”, “organisational culture” and “safety management”. The use of Boolean operators (AND/OR) to combine terms was used, such as medication error AND healthcare managers and qualitative.
[bookmark: _Toc229527030]3.6 Databases
Qualitative studies that were relevant to this systematic literature review were found in a number of authoritative electronic databases. They were PubMed, ScienceDirect, SAGE Journals, and Google Scholar because they have considerable coverage of the research on healthcare, patient safety, leadership, and management. These databases were chosen based on the need to have peer-reviewed and good-quality academic literature pertaining to medication errors and managerial attitudes in the NHS. The benefit of searching multiple databases was that it expanded the scope of studies found and minimised the chances of publication bias. All the searches were restricted to English-language publications and research that were published in the past five years to be contemporary. See table 3 for further elaboration.
[bookmark: _Toc226563059][bookmark: _Toc229397694][bookmark: _Toc229488581]Table 4: Databases
[image: ]
[bookmark: _Toc229527031]3.7Inclusion/Exclusion Criteria
The inclusion and exclusion criteria were clearly stated such that only pertinent and high-quality research was included in the systematic literature review. These were the criteria that were used to screen titles, abstracts, and full-text articles. See table 4 for further elaboration.
[bookmark: _Toc226563060][bookmark: _Toc229397695][bookmark: _Toc229488582]Table 5: Inclusion/Exclusion Criteria
	Criteria
	Inclusion
	Exclusion

	Study focus
	Medication errors or medication safety
	Studies not related to medication safety

	Population
	Healthcare managers or leaders
	Studies focusing only on clinical staff

	Setting
	NHS or UK healthcare context
	Non-UK healthcare settings

	Study design
	Qualitative or mixed methods with qualitative data
	Studies that are not fully qualitative

	Publication type
	Peer-reviewed journal articles
	Conference papers, editorials, dissertations

	Language
	English
	Non-English publications

	Timeframe
	Published within the last 5 years
	Published before the last 5 years


The use of these criteria helped in consistency and transparency in the selection of the study (Anas and Ishaq, 2022). Studies that specifically covered the managerial or leadership views regarding medication error reduction in the NHS were also used, which reinforced the usefulness and validity of the synthesis.
[bookmark: _Toc229527032]3.7.1 Data Evaluation through CASP Tool
Data evaluation is the evaluation of the quality, relevance and methodological rigour of the studies that have been included in a systematic review. In this research, all the chosen articles underwent critical appraisal in the process of ensuring that they fulfilled the inclusion criteria and reflected proper qualitative research standards. The methodological quality of studies involved in this systematic literature review was evaluated by use of the Critical Appraisal Skills Programme (CASP) qualitative checklist. CASP tool offers a systematic approach to assessing the main points like the clarity of research objectives, the adequacy of the methodology, research design, data gathering, research ethics, and data analysis rigour (Smith et al., 2025). 
This tool was chosen as it gives a clear and systematic framework with which a qualitative research study is specifically to be evaluated. The instrument evaluates such methodological areas as design of research, research sampling, data collection procedures, ethical issues, and data analysis rigour. Other appraisal methods like the Joanna Briggs Institute (JBI) checklist and Newcastle-Ottawa Scale were also taken into account. However, the Newcastle-Ottawa Scale is mostly based on observational research and the JBI tool is wider and is mostly found in mixed-method reviews.
In the Quality Appraisal process, several other appraisal tolls were ignored in the process of selecting the CASP Tool. The justification for not selecting these tools have been mentioned below. See table 5 for further elaboration.
[bookmark: _Toc226563061][bookmark: _Toc229397696][bookmark: _Toc229488583]Table 6: Reasons for not selecting other tools
	Appraisal Tool
	Research Type
	Key Features
	Reason for Selection / Rejection

	CASP (Critical Appraisal Skills Programme)
	Qualitative research
	Evaluates research design, sampling, data collection, ethics, and analysis rigour
	Chosen as it is particularly designed for qualitative studies and associates with the methodology of this SLR

	JBI Checklist
	Qualitative and mixed methods
	Wider appraisal tool involving several research designs
	Not used because it is less focused in comparison to CASP for purely qualitative synthesis

	Newcastle-Ottawa Scale (NOS)
	Observational studies
	Considers bias, comparability, and outcomes in cohort/case-control studies
	Not selected as it is not appropriate for qualitative research


[bookmark: _Toc229527033]3.8 Search Results
In order to ensure transparency and rigour in the search and selection process, it was done in accordance with Preferred Reporting Items on Systematic Reviews and Meta-Analyses (PRISMA) (Marzi et al., 2025). The initial search in PubMed, ScienceDirect, SAGE Journals, and Google Scholar databases found 412 records. The title and abstract screening were performed on 316 records that had been left after the process of elimination of duplicates. Out of these, 257 articles were eliminated since they were not in line with the inclusion criteria, mostly because the focus was not relevant or the setting was not in the UK, or because they lacked managerial insights.
The remaining 59 full-text articles were evaluated as regards eligibility. After extensive screening, 28 articles were eliminated due to not being retrieved. In the end, 12 qualitative studies, which had passed all the inclusion criteria, were considered for the final synthesis. This process of selection is illustrated in the figure 9, PRISMA flow diagram for further elaboration.
[bookmark: _Toc229527034]3.8.1 PRISMA flow diagram
[image: ]
[bookmark: _Toc229488576]Figure 9: PRISMA flow diagram
(Source: Self-developed)
All the studies used were assessed to fit the CASP criteria to establish their credibility, relevance, and input to the review. This tool assisted in making sure that only high-quality qualitative evidence of high quality was used in the synthesis, thus enhancing the reliability and validity of the study findings. Some of the important points were the ability to understand the objective of the research, the suitability of the study design, sampling, methods of data collection, and data analysis transparency. Credibility and trustworthiness of findings were also analysed with reference to the way authors dealt with reflexivity and ethical issues (Okoli, 2023). The assessment of studies assisted in determining possible biases and limitations in separate papers. This process made sure that only reliable and applicable qualitative evidence had been used in the synthesis, hence improving the reliability and validity of the overall results.
3.8.2 Data analysis technique 
Data analysis can be defined as a logical method of organising, analysing, and interpreting data to help identify meaningful trends and produce results correlated to the research question. In qualitative systematic reviews, evidence synthesising through the use of data is vital to convert the individual findings into observable themes. In this case, data analysis is especially essential since it will allow comparing and uniting managerial views on medication error reduction among various qualitative sources. The intensive analytical procedure will help make sure that the interpretations will be based on the evidence and that the results will be applied to the study objectives, adding more credibility and utility to the results in terms of informing leadership practice and patient safety enhancement.
Thematic Analysis
Thematic analysis is a qualitative approach to data analysis technique employed to recognise, analyse and interpret patterns or themes in the textual data (Braun and Clarke, 2022). It is widely applicable in the exploration of experiences, perceptions, and meaning among qualitative datasets and is advisable in qualitative research because it is flexible and systematic. It is specifically thematic analysis that is appropriate to summarise the findings in qualitative systematic reviews, as it allows comparing themes among various studies (Braun and Clarke, 2024).
Other techniques of qualitative analysis consist of content analysis, grounded theory, and narrative analysis. The content analysis is mainly interested in counting or categorising the text, and the goal of grounded theory is to derive new theories out of primary data gathering. Personal and chronological individual experiences are examined through a narrative analysis. These methods, however, are not so appropriate in the systematic literature review, which entails the synthesis of the findings of findings on multiple studies. Consequently, thematic analysis and especially the model by Braun and Clarke (2006) was chosen due to its flexibility and the fact that it is useful to discover the recurring patterns among the qualitative research studies in a systematic review.
This paper has used the six-step thematic analysis model introduced by Braun and Clarke (2006). The structure involves: (1) introduction to the data, via repetitive reading of the extracted information; (1) the establishment of initial codes concerning managerial duties, leadership behaviours, and medication safety; (2) the theme search, consisting in the categorisation of similar codes, (3) reviewing the theme, to verify its legitimacy and interest; (4) the identification and labelling of the theme; and (5) the final report writing. The stages have been utilised in a systematic manner so that synthesis of the qualitative evidence can be rigorous and transparent (Naeem et al., 2023).
[bookmark: _e035ia45xogy][bookmark: _ram5w0a1gd1x][bookmark: _Toc229527035]3.9 Ethical Considerations
It is necessary to consider the ethical considerations to conduct the research in a responsible and ethical way. The research is found on a secondary examination of peer-reviewed writings that are publicly available, and thus, no direct interaction with human subjects was conducted. Ethical clearance was obtained from the University before the study was started. Respect for intellectual property, proper representation of findings, and plagiarism were some of the ethical principles that were followed to the letter (Taquette and Borges da Matta Souza, 2022). Every reference that was included was referenced accordingly using the Harvard style. Information was handled in compliance with the Research Data Management Policy of the University and the UK General Data Protection Regulation (GDPR). The passwords on the devices and cloud storage could only be accessed by the researcher, as electronic files were stored safely. These conditions provided confidentiality, transparency and adherence to institutional ethical guidelines.
Trustworthiness is a concept that describes the rigour of qualitative research and how likely and dependable the results are. This paper uses the four criteria introduced by Lincoln and Guba, which are credibility, dependability, confirmability and transferability. Systematic searching, precise inclusion criteria and practical synthesis of the findings helped in improving credibility. Reliability was also achieved by recording every level of the review process. Transparent reporting and direct use of evidence included in studies played the role of confirmability (Aguinis and Der Foo, 2024). These characteristics and descriptions of the contexts of the studies were used to provide support for transferability.
[bookmark: _xrl7qd2eh9nn][bookmark: _Toc229527036]3.10 Chapter Summary
[bookmark: _12odc56kssip][bookmark: _yec5cm8kj17q][bookmark: _j2tyqdyp2qjc]The chapter has described the research paradigm, methodology and the qualitative systematic review methodology assumed to be used in the study. It has presented the research design, sampling, data collection and the thematic analysis procedure, and how trustworthiness and ethical standards are going to be achieved.
[bookmark: _Toc224298736]

[bookmark: _Toc229527037]CHAPTER 4: DATA EXTRACTION AND EVALUATION
[bookmark: _8hybqobsdid3][bookmark: _Toc224298737][bookmark: _Toc229527038]4.1 Introductionto the Chapter
The chapter introduces the results of a systematic literature review of studies on healthcare managers' views on the process of reducing medication errors in the NHS. The included articles and journals are initially presented in an evidence table to highlight key aspects of the studies, including objectives, methods used, and key findings, to facilitate comparison. In order to present the overview of the key insights made throughout the literature, a summary table is also presented. 
[bookmark: _opdrmpezqpm][bookmark: _Toc224298738][bookmark: _Toc229527039]4.2 Data Extraction
Data extraction is the systematic process of gathering and sorting out the required information in the studies used in a systematic review (Afifi et al.,2023). It involves defining important features of individual studies and listing them in a systematic way to achieve uniformity and openness. Data extraction in this study focused on key information regarding the study objectives, research design, study setting, study participants, data collection procedures, and the study's important findings on the role of managers in mitigating medication errors. This systematic extraction made it easier to compare the studies and facilitated the subsequent thematic synthesis of qualitative data (Shaheen et al., 2023). The information obtained was summarised in an evidence table to provide a coherent presentation of the studies (see Appendix A).
[bookmark: _k6skxyf211nl][bookmark: _Toc224298739][bookmark: _Toc229527040]4.3 Brief introduction to critical appraisal and paper quality assessment
The methodological quality, reliability, and relevance of the studies included in the review are the key elements of the process of the systematic literature review, as the critical appraisal is used to determine them. It assists in verifying that the evidence that is used in the research is believable and can help answer the research question. The systematic review of every study will allow the researcher to extract the possible biases, strengths, and limitations, enhancing the findings of the general results. The Critical Appraisal Skills Programme (CASP) qualitative checklist was applied in this study to improve the quality of the chosen studies. According to CASP, ten structured questions can assess some of the most important elements of qualitative research, including research goals, methodology, sampling plan, data collection, ethical issues, and rigour of data analysis (Smith et al., 2025). The use of this tool guaranteed the inclusion of only the most appropriate and quality qualitative research studies in the review and thus improved the validity and credibility of the study results.
[bookmark: _xaldifjzoch3][bookmark: _Toc224298740][bookmark: _Toc229527041]4.4 Critical Appraisal Tools
One of the operations involved in a systematic literature review is critical appraisal since it determines the methodological, credibility, and relevance of the studies included in the review (Azarian et al., 2023). It makes sure that the evidence employed to present the findings of the research is both legitimate and authentic, based on evidence capable of responding to the research question. As part of this research, the quality of the chosen studies is measured with the help of the Critical Appraisal Skills Programme (CASP) checklist. The CASP qualitative tool offers a systematic guide that contains 10 questions that assess the key issues related to a qualitative study, such as the clarity of research purpose, the appropriate research design, recruitment approach, methods of data collection, ethical concerns, and rigour of data analysis and interpretation (Smith et al., 2025). This framework helped the researcher to critically consider each of the studies and establish their acceptability to acceptable academic standards. The critical appraisal and utilisation of all the chosen studies employed the CASP criteria in order to provide the evidence on the chosen studies that was relevant, credible, and methodologically appropriate to be included in the review. The qualitative appraisal process assisted in determining the strengths and possible weaknesses of the individual studies that allowed the findings to be balanced. 
[bookmark: _5c2cnxx97ik4][bookmark: _Toc224298741]
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[bookmark: _Toc229527042]4.5 Evaluation of Qualitative Studies using any appropriate tool
Qualitative studies need to be evaluated to determine their credibility, methodological rigour and their relevance to the research topic. The tools like CASP qualitative checklist are habitually utilised in assessing research purposes, study plan, sampling, data gathering, ethical aspects, and data evaluation, such that only credible and qualitative studies are incorporated in the review.
[bookmark: _Toc226563062][bookmark: _Toc229397697][bookmark: _Toc229488584]Table 7: Data Extraction Table
	Author, Year
	Relevance to this Study
	Geographic Focus
	Geographic Focus
	Key Findings

	Rostami et al., 2019
	The study is relevant because it examines the use of medication safety data in NHS hospitals to assist in quality improvement efforts.
	Three hospital trusts in the United Kingdom healthcare system of the Northwest of England.
	The study employed a qualitative case study approach, integrating the interpretation of routine data from the Medication Safety Thermometer with interviews with healthcare professionals responsible for medication safety programs.
	The research concluded that despite the routine collection of medication safety data, the organisations did not always use the data to learn and improve. The most common improvement was at the ward level and was more than likely initiated by clinical leaders as opposed to a formal managerial process. Among the significant obstacles which could prevent the successful use of medication safety information, the following consequences were found: poor communication, a lack of ownership of safety data, and a lack of feedback mechanisms. The results emphasise the fact that data collection cannot make drug safety better. The safety data needs effective leadership, and co-ordinated management participation, and organised organisational processes to transform the data into valuable improvements in healthcare systems.

	Rostami et al., 2018
	This research is significant to the existing body of knowledge on managerial and organisational measures of medication safety improvement in healthcare facilities.
	England, specifically the NHS
	The data were gathered by conducting fifteen qualitative semi-structured interviews with professionals who are involved in medication safety activities.
	The results have shown that the healthcare personnel tend to be aware of the importance of medication safety measurement. However, the application of the Medication Safety Thermometer tool was unevenly distributed throughout the organisations. Certain participants expressed a strong interest in safety data, whereas others had low knowledge of the purpose of safety data. Adequacy of organisational resources, absence of managerial support and adequate communication emerged as some of the challenges to the success of implementation. In other cases, local level improvements were achieved without being realised throughout the organisation. The paper states that the commitment of leaders, definite organisational procedures, and efficient communication networks are vital in making sure that medication safety data lead to beneficial quality improvements.

	Nicol et al., 2014
	The research has significance in the perception of the wider scope of leadership in the healthcare system of the NHS.
	UK, including the NHS health care system.
	The research approach was a qualitative research design through semi-structured interviews with twenty senior healthcare leaders, including NHS executives, medical directors, and senior policymakers.
	The results showed that, despite the prevalent awareness about the importance of clinical leadership in enhancing the quality and safety of healthcare provision, confusion has been experienced about the definition and roles that come with the concept. The participants viewed leadership as a more clinical role of persuading others, and a part of the group felt the need to highlight the significance of collective leadership that involved both clinicians and managers. The paper has also shown the existence of cultural barriers in the NHS that could cause restriction of leadership involvement in organisational improvement. Respondents recommended that managerial and clinical leaders should work together with greater intensity in assisting the healthcare system to improve and achieve improved patient safety outcomes.

	Keers et al., 2018
	This research is pertinent as it evaluates the root causes of medication administration errors in an environment of an NHS hospital environment.
	This research is pertinent as it evaluates the root causes of medication administration errors in an environment of an NHS hospital environment.
	The design method employed in the study was qualitative and semi-structured interviews with twenty nursing personnel in an inpatient psychiatric ward. 
	The findings showed that other factors, such as poor staffing, work pressure, distracting incidents during the medication rounds, and inefficient communication among healthcare teams, contributed to medication administration errors. The organisational circumstances, such as poor management support and malaise in the healthcare system, also contributed to the errors. As the paper notes, these problems can hardly be attributed to the mistakes made by an individual person but are often connected to the larger system deficiencies that precondition the appearance of the medication errors. Therefore, to ensure that medication errors are minimised, the organisational interventions must be employed, the communication patterns should be enhanced, and the managerial leadership of healthcare systems should be empowered. Further reinforcement of safety culture, as well as offering sufficient training to the healthcare personnel and provision of transparent guidelines in medication management, which can also help in preventing medication-related incidents, can also contribute to this.

	Sujan, 2015
	The article is appropriate as it seeks to understand the impact of organisational learning and incident reporting on enhancing patient safety in the NHS healthcare organisations.
	Two National Health Service organisations in the United Kingdom.
	The study involved semi-structured interviews of thirty-five healthcare professionals across various clinical positions, and thematic analysis was used to provide data analysis.
	The results of the research revealed that staff members are inclined to consider incident reporting systems as bureaucratic and ineffective in bringing substantial change to the organisation. According to many respondents, there was not a lot of feedback on reporting systems and that incident lessons would seldom be transformed into practice. Open reporting was also not encouraged by a culture of blame and fear of consequences. The research indicates that successful learning needs to possess greater managerial ownership, enhanced channelling of safety information, and the creation of local initiatives and drives that prompt ongoing organisational learning.

	Hall et al., 2022
	This research provides valuable information on the organisational and behavioural factors in the reporting of medication safety in primary care.
	Primary care organisations in the United Kingdom healthcare system in Northeast England.
	Twenty-five participants in qualitative semi-structured interviews will conduct the study. These interviews were analysed with the help of the COM-B behavioural model.
	The results showed that quite a number of factors, which are based on the capability, opportunity, and motivation, can have an influence on the prescribing error reporting in primary care. The respondents indicated variations in reporting within organisations, a lack of definition of prescribing errors, and complicated reporting mechanisms. Reporting effectiveness was further curbed by workload pressures and poor communication between healthcare organisations. The research draws a conclusion that better medication safety reporting needs a more distinct governance framework, greater cooperation among clinicians, and better managerial coordination to facilitate uniform learning and improvement of the same in the primary care environments.

	Savva et al., 2022
	The research has relevance since it investigates causes of medication errors and highlights organisational and leadership factors predicting medication safety.
	This study was carried out in a specialist hospital within the state of Cyprus.
	The research used a focus group discussion on nurses operating in the medical wards and thematic analysis to determine the factors that affect medication administration errors.
	The results established various problems associated with the professional practice setting, the personal staff variables, medication-related variables, and the healthcare procedures. Nurses mentioned that the lack of adequate staffing and high rates of disruptions during administration of medication, system malfunctions and lack of leadership practices contributed greatly to increasing the risk of medication error. The respondents also emphasised pressures of patient complexity and workload pressures as factors affecting safe medication practices. The paper stresses that to enhance medication safety, an organisation needs to make changes, which should be based on the challenges on a system level but not the responsibility on the individual level. One of the key approaches towards the reduction of medication errors was reported to be the enhancement of leadership support, the most appropriate level of staffing and the creation of more specific medication administration processes.

	Tabrizi and Masri, 2021
	The paper is relevant because it explores organisational learning based on medical errors and the value of managerial participation in enhancing patient safety.
	UK health care system hospital organisations.
	The research design was a qualitative comparative case study design conducted on forty interviews with clinicians who had to work in high-performing and low-performing hospitals.
	The results suggest that learning about medical errors in organisations is usually hampered because of the deficiency in the implementation phase of the safety improvement mechanisms. GH reporting systems were operational in hospitals, but a large number of organisations failed to convert errors reported in clinical practice to successful clinical practice improvement. Although key impediments identified included failure by local managers to take a proactive role in ensuring safety improvement is incorporated into the normal healthcare practices. Respondents emphasised that learning through mistakes would involve joint efforts at the frontline and the managerial level of leadership to learn something. The research concludes that building a favourable organisational culture, the enhancement of leadership involvement and improving communication between staff and management are critical in making sure that the lessons learnt after the mistakes result in valuable changes in patient safety.

	Fahrni et al., 2014
	This paper identifies governance and leadership issues that affect medication safety in healthcare systems.
	UK care establishments.

	The research methodology is a narrative literature review, which analysed published research and policy literature on medication safety in UK care homes.
	The paper outlines a variety of organisational and governance issues with medication safety in UK care, evidence-based facilities. The elderly frequently have complicated health issues and several medications, making them as few targets as possible for medication effects. The results highlight that medicine error is often caused by disjointed healthcare duties, poor interaction among care home providers and NHS care, and a managerial vacuum in regulating medication practices. Moreover, poor accountability frameworks and a lack of regulatory control also led to poor medication safety practices. The authors note that the enhancement of medication safety in care homes involves the need to have a stronger national leadership, a clearer system of governance, and the ability of different healthcare organisations to provide medication-related services to co-ordinate their efforts towards the shared goal.

	Ayre et al.,2024
	The aim of this research was to identify factors that provide a degree of safety when taking medication for patients suffering from mental health issues who are in primary care environments, as well as to identify high-priority areas that could use intervention.
	UK, particularly the city of Manchester, and also included primary care service settings in other areas of the UK.
	All three focus groups conducted (n=13) and two nominal group consensus workshops (including both patients, carers and healthcare professionals) used a multimethodological approach to gathering data.
	Overall, participants reported feeling unsafe with their medications because they did not receive adequate communication about their medications and the decisions involved with taking them, limited input into the decision-making process for treatment, lack of continuity of care and inadequate knowledge on behalf of healthcare professionals regarding mental health medications. Common issues raised included delayed access to medications; inconsistent information and advice regarding medications provided by healthcare professionals; experiencing stigma attributed to having a mental illness; and receiving little or no follow-up support after being prescribed medications. Both the patients/carers and healthcare professionals involved in this study agreed that much work needs to be done in order to improve medication safety through effective communication between all involved services, implementing shared decision-making, providing respectful care, and providing comprehensive and ongoing training for all healthcare professionals regarding mental disorders and the medications used to treat these disorders; and that timely access to holistic, patient-centred care must be a priority when improving systems of support for individuals experiencing mental health issues.

	Hult et al.,2023
	This research's purpose was to evaluate and examine the link between nursing leadership style and its impact on the organization, employee or nurse and their patients. 
	The countries that were included in the research were Canada, the United States of America, Saudi Arabia, United Kingdom and Finland.
	A systematic review of the literature was conducted using the PRISMA approach and the data were collected from 9 electronic databases. Including a total of 12 literature reviews comprising 365 original studies.
	The results of this research confirm that relational (transformational) leadership has a positive effect on the organizational culture, nurse job satisfaction, staff turnover, team work, employee and patient well-being, patient safety and quality of care. Conversely, the results of this research also show that a passive or destructive nursing leadership style creates poor outcomes such as employee burnout (stress), low job satisfaction and employee turnover. Therefore, this review of the literature clearly illustrates how supportive nursing leadership can positively affect healthcare outcomes.


[bookmark: _g1bxdnm82mfa]
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[bookmark: _Toc229527043]4.6 Chapter Summary
In this chapter, the findings of the systematic literature review focusing on the managerial views on how to reduce the number of medication errors within the NHS are provided. The chapter started with the data extraction and critical appraisal of the chosen works with the help of the CASP tool. Different literatures were included among them, which were leadership influence, communication and reporting systems, workload and staffing pressures, organisational learning, and technological factors influencing medication safety. This chapter has provided an insight into the organisational and managerial aspects that determine the reduction of the nature of medication errors in a healthcare system.

[bookmark: _Toc229527044]CHAPTER 5: DATA ANALYSIS AND SYNTHESIS
[bookmark: _uz0jkpr38nrd][bookmark: _Toc229527045]5.1 Introduction to Chapter
This chapter gives the analysis and synthesis of the results obtained due to the systematic literature review. In that case, thematic analysis will be used to generalise the qualitative data and to extract common themes related to managerial roles, strategies, and issues in enhancing medication safety. The themes extracted because of the thematic analysis are further discussed as to their meaning in connection with managerial roles in minimising medication errors in the NHS. In the chapter, the evidence from the chosen studies has been unified and then critically analysed to identify key patterns, relationships, and implications for enhancing medication safety practices.
[bookmark: _j4yh72yyklxj][bookmark: _Toc229527046]5.2 Thematic Analysis
Thematic analysis is a qualitative technique that is employed to detect, study and make sense of themes in information. It is usually used in the interpretation of common ideas within research studies. This process may also be known as thematic synthesis when applied to the syntheses of secondary data in a systematic literature review. The strategy is generally used in qualitative research by extracting the patterns in the reported findings and results.
[bookmark: _lzmqagjhkdir][bookmark: _Toc229527047]5.3 Data Analysis Tool
The thematic analysis framework presented by Braun and Clarke (2006) was used in the data analysis of the study. The framework offers a methodical method of recognising, examining, and reporting findings in qualitative data. It has six major processes that consist of familiarisation with data, creation of the first codes, theme search, review of themes, definition of themes and report creation (Braun and Clarke, 2022). The framework is common among researchers as it provides flexibility and a structured and transparent process of finding and synthesising the findings of multiple research studies.
[bookmark: _of7r6xkqpsw6][bookmark: _Toc229527048]5.4 Characteristics of the Identified Studies
The research papers that were included in this systematic literature review were done on several countries and healthcare settings. Among the 12 articles examined, most of them were done in the United Kingdom, which served as the centre of the research in the National Health Service (NHS). Six research studies were carried out in the UK (Nicol et al., 2014; Sujan, 2015; Garfield et al., 2016; Keers et al., 2018; Rostami et al., 2018; Rostami et al., 2019). One of the studies was carried out in Cyprus (Savva et al., 2022), and the other investigated prescribing mistakes in the hospital environment based on qualitative interviews of multidisciplinary prescribers by Yusof  et al.(2024). Moreover, another investigation investigated the learning in organisations related to healthcare safety (Tabrizi and Masri, 2021). The other research addressed the issue of governance and medication safety at care homes in the UK (Fahrni et al., 2014). Apart from that, a study mixed leadership and workforce variables that affected the outcomes of patients in NHS hospital trusts (Rostami et al., 2018). All these studies provide an in-depth understanding of the issue of medication safety and the influence of managers in the healthcare systems.
[bookmark: _Toc229527049]5.5 Emerging Themes from Included Studies
[bookmark: _Toc229527050]5.5.1 Themes identified through thematic analysis
This study used thematic analysis in accordance with the six-phase model by Braun and Clarke. At the initial stage, the study became familiar with data through examining the extracted findings of all of the selected studies. After that, the first codes were obtained through determining recurring concepts of medication safety, leadership, organisational processes and system challenges, then the codes were placed together to develop possible themes. Moreover, the themes were discussed to concur with the relevance and consistency of the studies included. Apart from that, all the themes were clearly named and defined based on their conceptual interpretation. At the end, the themes were consolidated and put forward to describe trends in the literature about the roles of managers in minimising medication errors in NHS healthcare practices. The image below shows the process of theme development.
[image: ]
[bookmark: _Toc229488577]Figure 10: Theme Development
(Source: Self-developed)
[bookmark: _Toc229527051]5.5.2 Theme 1: Leadership and Managerial Influence on Medication Safety
The theme of leadership and managerial involvement became a major one that impacted medication safety practice in health care organisations. Studies included in the systematic review highlighted that managerial leadership is an important factor in setting up safe medication practices and quality improvement efforts (Rostami et al., 2019; Nicol et al., 2014). Strong leadership will help in building effective governance, organisational co-ordination and strategic decision making that will aid medication safety in the NHS.
Table 8: Theme Development Process - Theme 1
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The synthesis of reviewed research suggests that the intervention of leadership and management is significant in the development of medication safety practices in healthcare organisations. Managers have the role of establishing governance frameworks, safety policies, and the coordination of operations of the healthcare professionals engaged in medication management (Ahmed and Tamim, 2025). Leadership can serve to ensure that medication safety programs are incorporated in the routine clinical practice and are supported with proper organisational resources. Investigations have shown that healthcare managers have a responsibility to ensure that the policy of medication safety, reporting systems, and strategies of quality improvement are properly introduced into the clinical settings (Falade et al., 2024). 
The studies analysed imply that the involvement of the manager can affect employee involvement in safety measures such as incident reporting and quality improvement initiatives. Conductive support of the medication safety programmes by the healthcare managers significantly increases the likelihood of adherence to the safety procedures by the healthcare professionals, as well as their role in risk identification of possible medication risks (Xu et al., 2025; Bourne et al., 2022). On the other hand, a low level of managerial participation can make the safety efforts ineffective and lower the responsibility for the medication safety results. It has been noted in the literature that effective leadership will promote transparency, shared responsibility, and cooperation among healthcare professionals. Empowerment of managerial leadership and governance systems can thus increase organisational ability to reduce the number of medication errors and improve patient safety in the healthcare systems (Umeano, 2024). Leadership support also promotes the establishment of communication systems and monitoring procedures through which organisations can monitor the performance and safety of medication.
Nevertheless, Rostami et al. (2018) found that leadership engagement had weaknesses as an impediment to medication safety improvement. Medication safety data were collected systematically in most instances, but the data were not adequately reviewed and used by the management to lead improvement efforts. Absence of ownership of safety information, lack of coordination among the departments and less managerial control in organisations have been reported as contributing factors to the inability of the organisations to convert the safety information into applications.
Moreover, leadership has an impact on the creation of organisational safety culture (Fahrni et al., 2014). The active involvement of managers in safety efforts and the encouragement of open communication are the factors that contribute to the fact that healthcare professionals may report their medication errors and engage in safety enhancement efforts. On the other hand, minimal involvement by leadership may lead to disjointed safety practices and less responsibility towards medication safety management (Hult et al., 2023). In that case, active administrative attention, good governance mechanisms, and tactical integration are essential to achieve the successful implementation and maintenance of medication safety programs in healthcare settings in the form of strategic coordination. This theme directly addresses the research objective relating to managerial strategies used to reduce medication errors. The findings demonstrate that healthcare managers perceive leadership, governance, and staff engagement as important mechanisms for improving medication safety and reducing risks within healthcare organisations.
[bookmark: _Toc229527052]5.5.3 Theme 2: Communication, Reporting Systems, and Safety Culture
Managerial engagement and leadership became a significant theme that affected medication safety practice in healthcare organisations. The results highlighted the fact that managerial leadership plays a very significant role in determining effective medication safety systems as well as the provision of quality improvement initiatives (Keers et al., 2018). The literature review synthesis shows that communication practices and reporting systems play a crucial role in the sphere of medication safety in healthcare organisations. The communication among medical practitioners plays a crucial role in the transfer of correct medication information in the prescription, dispensing, and administration processes (Tabrizi and Masri, 2021).
Table 9: Theme Development Process - Theme 2
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With effective and constant communication, the work of healthcare teams can be better organised and minimise the risk of harming patients due to medication errors. Studies by Mohsin-Shaikh et al. (2023) noted that there is always a possibility of communication breakdown between professional teams like doctors, nurses, and pharmacists. Such gaps can lead to misinterpretations on how to take the medication or failure to record patient data. These obstacles have the potential to lead to certain underperformance in medication errors and time lag in responding to possible safety issues. In the NHS, healthcare managers have a duty to come up with governance structures, to coordinate safety policies, and to make sure that medication safety processes are integrated uniformly in healthcare environments. 
The articles reviewed have indicated that effective managerial leadership plays a role in the effective implementation of medication safety initiatives (Umeano, 2024). Managers can shape the ways in which the safety policies are being disseminated, the distribution of resources and the way in which the healthcare teams are cooperative in running the medication processes. Monitoring and evaluation of medication safety data is also obtained with the help of effective leadership, as it will enable organisations to create a strategy by detecting safety threats and identifying methods on how to minimise medication errors (Alqahtani et al., 2026). Employees in organisations that value high leadership engagement have high chances of taking part in safety efforts and reporting incidents related to medication. Nevertheless, a number of studies also report the limitations of weaknesses in leadership engagement as an obstacle to the improvement of medication safety. In some health organisations, medication safety information was obtained regularly, but it was not properly analysed and utilised by the management to make decisions (Awad et al., 2023). It was reported that the lack of ownership of safety information, poor governance structures and poor coordination between departments were impediments to the effectiveness of the safety improvement efforts. Incident reporting systems were also listed as useful mechanisms for identifying medication safety issues. These systems enable the medical organisations to obtain data regarding any medication errors and near misses. 
However, according to Dawe et al. (2025), the reporting systems might not be actively used if healthcare professionals consider the reporting systems as time-consuming or complex. The medication safety practices can thus be improved by developing a supportive safety culture and by improving the communication channels. Moreover, the effect of managerial leadership on the safety culture of an organisation is huge. The managers who bring in transparency, accountability, and open communications lead to encouraging healthcare professionals to report mistakes and participate in safety enhancement activities. Conversely, relatively low leadership engagement can lead to disjointed safety practices and learning in organisations (Scott et al., 2022). Thus, the results show that excellent managerial leadership and good governance are necessary factors in enhancing medication safety and minimisation of medication errors in the NHS healthcare system. The findings of this theme contribute towards understanding how healthcare managers perceive communication systems, reporting mechanisms, and organisational safety culture as essential facilitators in reducing medication errors and improving medication safety outcomes.	
[bookmark: _Toc229527053]5.5.4 Theme 3: Workload Pressure, Staffing Levels, and Environmental Factors
The interpolation of the studied works presupposes that workload pressure is a significant influence on medication safety in healthcare settings, which is affected by staffing. Healthcare workers often work in hectic clinical environments where patients, time, and staffing decisions influence their capacity to execute their medicine-related activities with high effectiveness (Yalçin et al., 2022). In cases where healthcare personnel must attend to many patients, the time taken to review the prescription and check the medication details might be increased. The workload pressure, staffing, and environmental conditions were found to be important influencing factors in medication safety in healthcare organisations.
Table 10: Theme Development Process - Theme 3
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Studies in the systematic review have found that healthcare professionals frequently operate in heavy clinical stress conditions where there is a high workload and insufficient staffing to alleviate the workload (Sujan, 2015; Savva et al., 2022). These aspects influence the capabilities of the hospital employees to fulfil medication-related duties attentively and consistently.
Some research suggests that large patient-staff ratios are likely to cause medication errors. Healthcare workers can be fatigued and stressed to handle several of their responsibilities at the same time. Such pressures could also cause a lack of concentration when administering medication or during the prescription process, thereby increasing the possibility of an error (Booker et al., 2024; Garnett et al., 2023). It has been discovered that time pressure may be burdened during the process of medication administration and prescription due to the lack of personnel and excessive workload. To a large extent, healthcare professionals have to cope with several tasks at the same time, which may lead to less focus on medication safety procedures (Sutherland et al., 2025). Poor staffing can result in more stress and fatigue on the part of the nurse, pharmacists and prescribers, which can have negative effects on their concentration and decision-making capacity in medication handling. The disruptive situations during the medicinal administration were also generally cited as a causative factor of medication error (Atingaet al., 2024). These interruptions raise the chances of errors arising during medication-related duties.
Medication safety issues are also caused by environmental factors in the healthcare setting. Clinical duties related to medications may be interrupted by busy wards, high rates of interruptions, and collaborating clinical needs. These disruptions may affect focus and quality in the process of assembling or giving medications. Ensuring that there are adequate staff and enhancing the conditions under which they work might thus help to make medication management practice in healthcare organisations safer (Andersson et al., 2022).Moreover, another environmental issue that affects medication safety was found to be complex patient care requirements. Patients with various medical needs tend to have a number of treatments and drugs, making the process of prescribing and monitoring treatment more complex. These complex medication regimens entail close coordination of health care providers to manage them.Healthcare providers in a pressurised setting can choose to achieve outcomes rather than focus on detailed steps of medication safety (Bourne et al., 2023). Therefore, it can be argued that staffing deficit, the workload under pressure, and better conditions of work are the core recommendations of medication error reduction and improvement of medication safety in healthcare organisations. This theme addresses the research objective associated with identifying barriers influencing medication safety. The findings indicate that workload pressures, staffing shortages, and environmental interruptions are major organisational barriers affecting safe medication management practices in healthcare settings.
[bookmark: _Toc229527054]5.5.5 Theme 4: Organisational Learning and Continuous Improvement
Medication safety issues are also caused by environmental factors in the healthcare setting. Clinical duties related to medications may be interrupted by busy wards, high rates of interruptions, and collaborating clinical needs. These disruptions may affect focus and quality in the process of assembling or giving medications (Garfield et al., 2016).
Table 11: Theme Development Process - Theme 4
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Ensuring that there are adequate staff and enhancing the conditions under which they work might thus help to make medication management practice in healthcare organisations safer. Continuous improvement and organisational learning became a significant theme that affects medication safety in healthcare organisations. Some research studies that were included in the systematic review point out that healthcare organisations should be capable of learning from medication errors and safety incidents in an effort to improve patient safety (Hult et al., 2023; Fahrni et al., 2014). Organisational learning is associated with performing an analysis of the reported incidents, the identified root causes of an error, and taking corrective measures to make sure that similar incidents do not happen in the future.
Nevertheless, studies by Palesy and Crowley (2025) suggest that the process of organisational learning is not necessarily developed completely in the healthcare systems. Although medication mistakes can be reported by using an incident reporting system, the results of these reports are not necessarily converted into beneficial changes. In other instances, the healthcare organisations gather safety information but do not have formal processes for examining and implementing such insights in clinical practice. The articles by Hall et al. (2022) suggest that incident reporting systems are a common practice in the healthcare environment to report medication errors and near misses. These systems give useful information which can be used by organisations to determine the patterns of medication-associated risks and can also determine aspects that need improvement (Alrowilyet al., 2025). However, the results indicate that healthcare organisations tend to have issues implementing reported incidents into meaningful changes. The reported safety incidents are, in most instances, not analysed effectively and readied with improvement measures (Jones et al., 2024). The research by Haraldseid-Driftlandet al. (2022) also highlights the need to have the cooperation of the healthcare professionals and managerial teams to enhance organisational learning. The exchange of lessons about safety incidents between departments can assist organisations to identify systemic problems and come up with prevention measures. Thus, establishing effective feedback systems can also motivate medical staff to take part in long-term safety enhancement practices.
The findings emphasise that ineffective feedback systems reduce the efficiency with which organisational learning is conducted. Medication errors are regularly reported by healthcare professionals who are not provided with feedback on the use of the information to help practice safety. Such a deficiency in communication makes staff less motivated to engage in reporting systems, and organisational learning is poor. Moreover, the lack of organised systems to analyse safety events can deny the health institutions the opportunity to detect the problems associated with medication safety on a system-wide level (Despott et al., 2025). Unless adequate assessment and subsequent measures are taken, organisations can keep falling prey to medication errors in the future. The analyses underline the fact that healthcare organisations should have well-defined procedures for evaluating the safety incidents, exchanging learning, and applying an improvement program. The analysis shows that to improve medication safety; it is important to strengthen organisational learning systems and encourage optimal improvement. Healthcare organisations should devise effective feedback and make sure that the lessons of medication errors are captured and put into practical lessons of safety enhancement (Guntschniget al., 2025). The theme also supports the research objective concerning facilitators of medication safety improvement. Organisational learning, continuous feedback systems, and collaborative safety practices were identified as important facilitators supporting long-term medication safety enhancement in the NHS.
[bookmark: _Toc229527055]5.5.6 Theme 5: Technological Systems and Process-Related Factors
The synthesis of the reviewed works suggests that technological systems and medication management processes play a large role in medication safety in healthcare organisations. Digital technologies that include electronic prescribing systems, medication tracking devices, and a lot more are being introduced in many healthcare institutions to enhance the accuracy and efficiency in the management of medications (Vejdaniet al., 2022; Osmani et al., 2023). These systems aim at facilitating clinical decision-making and minimising the errors that are linked to manual documentation.
Table 12: Theme Development Process - Theme 5
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Studies also emphasised that digital technologies, electronic prescribing systems and medication data collection tools are becoming important to healthcare organisations as a means of enhancing the safety and efficiency of medication practices (Hult et al., 2023; Fahrni et al., 2014). The systems are meant to minimise the number of manual errors, enhance the quality of documentation, and offer clinical decision support to the health professionals in the process of prescribing and administering medication. Nevertheless, the research also proves that technological systems can create some new issues that can lead to the occurrence of medication errors (Mondal and Sameer, 2025). Specifically, research indicated that e-prescribing systems, in certain cases, provide chances of making mistakes as a result of system design flaws. The inaccurate selection of drugs via the electronic lists, the default automatic populating of the dosage of medications, and complicated electronic interfaces can boost the chances of prescription errors. Professionals in the healthcare sector also complained of alert fatigue, whereby staff find themselves receiving excessive warning signals regardless of the electronic systems. As a result of overreacting, they might start ignoring some valuable safety alerts (Ahsani-Estahbanatiet al., 2022). Although these are the advantages, the analysed articles imply that technological systems can also create new challenges. Certain medical care providers complain that system interfaces create some challenges, resulting in incorrect medication choices or dose entry. Moreover, the regular automated notifications of electronic systems can lead to the phenomenon of alert fatigue since relevant safety announcements are ignored because of the large number of notifications.
Moreover, inexperienced healthcare professionals are prone to commit mistakes when entering or reading the prescriptions out of their ignorance of the work with the system. Thus, the obtained results suggest that the enhancement of the system design, sufficient training, and the clarity of the medication management processes are the key elements of decreasing medication errors and improving medication safety in healthcare organisations (Adeyemi et al., 2024; Sharma et al., 2024). The coordination of the processes in the prescription, dispensing, and administration of medicines also influences medication safety (Huebner and Flessa, 2022). Such processes might be disrupted by poor communication or a lack of clarity among the healthcare staff. Providing sufficient training, enhancing the usability of systems and reinforcing the coordination between healthcare teams are therefore relevant towards medication safety. Furthermore, the findings within this theme demonstrate the relevance of systems-based and safety-oriented theoretical perspectives in understanding how healthcare managers approach medication safety improvement. Technological systems, process coordination, and structured medication management practices were identified as important components supporting safer healthcare delivery.
[bookmark: _yy55n18e39t9][bookmark: _Toc229527056]5.6 Chapter Summary
The thematic analysis framework, developed by Braun and Clarke, was then used to synthesise key findings of the studies. Five themes were included among them, which were leadership influence, communication and reporting systems, workload and staffing pressures, organisational learning, and technological factors influencing medication safety. The themes provide an insight into the organisational and managerial aspects that determine the reduction of the nature of medication errors in a healthcare system. Thus, enhancing the usability of the system, reinforcing coordination of the processes, and aiding the staff training are key to the utilisation of tech solutions in medication safety management effectively.

[bookmark: _Toc229527057]Chapter 6: DISCUSSION
[bookmark: _cur242chtl1x][bookmark: _Toc229527058]6.1 Introduction to the Chapter
In this chapter, an analysis of the results obtained in Chapter 5 by thematic analysis is critically discussed, connecting them with the research objectives, the current literature, and theoretical perspectives. It demonstrates the impact of healthcare managers on medication safety in the NHS and the role they play in addressing the practice of leadership, organisational approaches, and decision-making. Key theories, such as the Safety Culture Theory and Transformational Leadership Theory, are incorporated in the discussion to offer a more detailed insight into the findings. In addition, it assesses how communication, staffing, organisational learning, and technological systems contribute to the development of the medication safety outcome in the context of complex healthcare settings.
[bookmark: _jhof4mtjkrou][bookmark: _Toc229527059]6.2 Discussion of Key Findings
[bookmark: _Toc229527060]6.2.1 Discussion based on Objective 1
The results of this research demonstrated that the role of leadership and managerialinfluence is a key factor in medication safety in the NHS. This aligns with wider data in healthcare management that highlights how leadership impacts the organisational priorities, employee behaviour, and effective execution of safety programs. According to Rostami et al. (2019), the findings indicate that managers who take an active part in the governance and policy formulation, along with safety surveillance, play an important role in minimising medication errors. 
As stated by Rostami et al. (2018), the results are consistent with known theories of leadership, such as transformational leadership, which emphasises motivation and empowerment of employees. Managers who stimulate cooperation, responsibility and collective responsibility promote compliance with safety practices and engagement in the quality improvement efforts among healthcare professionals (Hejazi et al., 2026). This is based on current research that the Leadership style has a direct impact on staff engagement and patient safety outcomes.
However, inconsistencies in the effectiveness of leadership are found in the results. Though leadership is identified as key, there is some evidence that there are managers who failed to effectively utilise the available safety data. These results invalidate current beliefs that the existence of leadership results in safety improvement. The study brings out the fact that successful leadership means that it is data-driven and participatory in the safety processes.
A critical reflection of the research method implies that the secondary qualitative data cannot be sufficient to manage the differences in leadership styles in various settings within the NHS. In addition, leadership is both a complex and situational process, and its impacts may vary, based on organisational culture and resources (Enahoro et al., 2024). All these differences in the outcome of various studies might point towards the fact that leadership effectiveness is affected by the outside components such as policy constraints and institutional pressures.Based on Nicol et al. (2014), the results emphasise the need to have coordination in various phases of the medication procedure. The mistakes can be managed in various stages, such as prescribing, dispensing and administration. It supports available literature that medication safety must be a holistic process and not an isolated intervention.
The importance of organisational learning and safety culture was established as one of the crucial elements of enhancing medication safety. According to Tabrizi and Masri (2021), the results indicate that in most healthcare organisations, there exist mechanisms for reporting errors. However, a gap exists with regard to effective strategies for transforming the errors reported into constructive improvements. This aligns with the available evidence that attests to the disconnect between reporting on errors and organisational learning.
Fahrni et al. (2014) upholds the idea of a good safety culture promoting openness, responsibility, and growth. The organisations that allow open communication and non-punitive reaction to the mistake have more chances to realise the issues and provide preventive actions. This is in accord with the existing safety culture models that the focus of the scheme is on learning from errors as opposed to blame.
Compared to the available literature, the results highlight the role of involvement of the managers in promoting a robust safety culture. The leaders play a key role in the organisational setting of values and behaviours, and its safety interest is a significant aspect influencing the attitudes of employees to reporting and learning. Conversely, Miziara and Miziara(2022) explains that technology can bring about new risks in these areas as they can be designed to cause defects within the system, burnout due to constant alerts and human mistakes. The discovery is remarkable because it dispels the belief that technology is a panacea for medication errors. It implies that technological interventions must be cautiously instituted and constantly monitored. These findings directly address the research objective relating to managerial strategies used to reduce medication errors. The discussion demonstrates that healthcare managers perceive leadership involvement, governance, and staff engagement as essential mechanisms for improving medication safety within NHS organisations.
[bookmark: _Toc229527061]6.2.2 Discussion based on Objective 2
This paper demonstrates that effective communication among multidisciplinary teams is critical and should be structured and clear to support the proper medication procedures. This complements the existing processes, which encourage standardised communication tools and protocols in healthcare facilities (Miziara and Miziara, 2022). Moreover, the significance of incident reporting systems can be aligned with the existing patient safety models that place the learning-based on error.
However,Keers et al. (2018) stated that, the results highlight the shortcomings of the effectiveness of the reporting systems. These systems are viewed by many healthcare professionals as complicated, time-consuming and unproductive in terms of providing meaningful feedback. This observation is especially important since it defies the expectation that the availability of reporting systems can result in better safety outcomes. 
Compared to the current literature, Sujan, (2015) stated that, the research supports the concept of organisational culture as a key determinant of effective communication. As there is a culture of not reporting because of fear of being blamed, this can be a major setback to safety efforts (Nawathe and Herrington, 2024). This is aligned with overall evidence that non-punitive settings are critical towards fostering transparency and learning.
In that case, communication structures are highly advocated; there seems to be no uniformity in their application. Moreover, Hall et al. (2022) stated that, the systematic literature review restricts the possibilities to investigate the dynamics of real-time communication, which can allow gaining more knowledge about the way in which the failures of communication take place in practice. The conclusion of the research compares with the available literature that the use of technology ought to be in the context of a wider socio-technical framework. Digital tools are dependent on variables like training of the users, the usability of the system and the organisational support (Rahman and Jyoti, 2022). The findings also contribute towards answering the research question by demonstrating that healthcare managers consider communication systems, reporting structures, and organisational safety culture as critical facilitators supporting medication safety improvement and error reduction.
[bookmark: _Toc229527062]6.2.3 Discussion based on Objective 3
The results are strong, showing that staffing pressures and workload are significant contributors to medication errors. The large numbers of patients, shortage of staff and time minimise the capacity of medical practitioners to adhere to safety protocols (Ramadhan et al., 2025). This aligns with a considerable amount of literature that indicates a connection between workforce concerns and patient safety risks.
The findings justify the perception that medication errors can usually be systemic but not individual. Well-trained professionals find it more challenging to make mistakes in an atmosphere of high workload. This complements the well-known theories that underscore the significance of organisational factors in human performance development.
One of the lessons was developed based on the findings, and this is the role of environmental variables, such as interruptions and distractions in the rise in error rates. This provides a dimension to the available research by placing importance on the role of knowing how the physical and operational environment determines medication safety (Satterwhite et al., 2024). It indicates that efforts are required besides the staffing levels to reduce errors through bettering working conditions.
The research methodology can reduce the capacity to measure the level of risks associated with workloads since qualitative data is based on perceptions.According to Savva et al. (2022), the results are context-specific to the NHS, which can restrict their applicability to other healthcare systems that have varying resource-organisation. The inconsistency of results of various studies could be a measure of different organisational policies and practices of managing the workforce. The results demonstrate the duality of technology in terms of medication safety. On the one hand, technological systems like electronic prescribing increase the level of accuracy, minimise the number of manual errors, and become more efficient (Adeyemi et al., 2024). This is aligned with the available evidence that favours the use of digital tools in healthcare.
Besides technological difficulties, healthcare organisations' medication processes were cited as the cause of medication errors. There are various phases of medication management with prescription, dispensing, administration, and monitoring in that order, and there is a need to coordinate the activities of different healthcare professionals. In case of poor communication among these professionals or a lack of clearly defined procedures, the chances of medication errors are higher. The articles by Bethune et al. (2023) also highlight that substandard training in the implementation of digital prescribing systems can influence the capacity of the staff to safely handle medications.
However, Keers et al. (2018) the results highlight that the safety culture is not always realised completely. The performance of organisational learning is diminished by weak feedback systems and the dissemination of lessons learned (Do and Mai, 2022). This idea can be based on reporting systems that automatically result in improvement and point out the value of structured procedures to analyse and act on safety data.
Overall, these results emphasise the significance of proper staffing rates and the distribution of resources in healthcare facilities in comparison with the existing evidence. Safe staffing is known to be a lot to ensure quality care and minimise errors (Ferguson et al., 2024). The study evidence that balancing cost-effectiveness with patient safety is still a challenge, particularly in system-resource-constrained ones, like the NHS. This discussion strongly aligns with the research objective examining barriers affecting medication safety improvement. Workload pressures, staffing shortages, environmental interruptions, and operational stress were identified as major organisational barriers influencing safe medication management within healthcare settings.
[bookmark: _9yvq5zyzcrx2][bookmark: _Toc229527063]6.3 Strengths and Limitations
This work has several strengths which make it more academically rigorous and relevant. On the one hand, the SLR was used to provide a transparent and well-organised pattern of data collection and analysis, minimising the selection bias and enhancing reliability. The emphasis on managerial views bridges a major gap in the current body of research, where much of the focus in the research is generally on frontline clinical staff. Moreover, the usage of thematic analysis made it possible to recognise the common trends in several studies and aligned with an in-depth overview of organisational and leadership drivers of medication safety. The combination of theoretical frameworks enhances the depth of analysis of the study.
However, the study has significant weaknesses as well. The use of secondary qualitative data limits the capacity to observe live managerial experiences, which can bias interpretation. The results can be limited to the context of the NHS and UK, meaning that they cannot be generalised to other health care systems. Moreover, it is possible that the scope of perspectives could be narrowed by the volume of relatively limited literature included. Other factors that can affect consistency include variations in the quality and design of studies included in their selection.
[bookmark: _vx9uk54l5yfq][bookmark: _Toc229527064]6.4 Chapter Summary
[bookmark: _mgft8eco215p]The chapter critically reflected on the most important study findings in relation to existing literature, theoretical frameworks, and research objectives. It was explored in the discussion that organisational and systemic factors such as leadership, communication, workload, the safety culture and technology are the main determinants of medication errors. The results were mostly in line with the existing studies, with some issues in policy and practice in the leadership engagement and organisational learning. Research strengths and limitations were considered, the methodological limitations, and contextual boundaries were realised. The chapter has highlighted the importance of healthcare managers to influence safe practice and enhance medication safety in the NHS.

[bookmark: _shzu1v6pqme6][bookmark: _Toc229527065]Chapter 7: RECOMMENDATIONS AND CONCLUSION
[bookmark: _n6ar1xucalmm][bookmark: _Toc229527066]7.1 Introduction to the Chapter
The chapter provides the main conclusions and recommendations based on the research concerning the views of healthcare managers when it comes to minimising medication errors in the NHS. It summarises the general conclusions of the study and its importance to healthcare management and patient safety. The chapter provides practical and theoretical implications of the research and then provides elaborate recommendations on the ways of advising organisational practices and leadership strategies. Moreover, it provides future research recommendations to fill the gaps in the literature. 
[bookmark: _pfz3c3vrqd6h][bookmark: _Toc229527067]7.2 Linking with objectives
	Research Objective
	Related Findings/Themes
	Key Findings/Conclusion
	How this was Achieved

	Objective 1: To explore NHS managers’ understanding of medication errors and their causes.
	Leadership influence, communication failures, workload pressures, technological factors
	NHS managers recognised that medication errors are mainly caused by organisational, communication, staffing, and system-related failures rather than individual mistakes. Leadership and safety culture were viewed as important in reducing risks.
	Achieved through systematic review and thematic analysis of qualitative studies examining managerial perceptions and organisational causes of medication errors in NHS healthcare settings.

	Objective 2: To identify managerial strategies used to reduce medication errors.
	Leadership strategies, reporting systems, organisational learning, staff training
	Managers identified safety governance, incident reporting systems, staff engagement, communication improvement, and continuous training as important strategies for improving medication safety.
	Achieved through analysis of qualitative evidence exploring managerial practices, safety initiatives, and organisational approaches used within healthcare organisations.

	Objective 3: To examine perceived barriers and facilitators to improve medication safety and theoretical framework used by managers.
	Staffing pressures, safety culture, organisational learning, Systems Theory, Safety Culture Theory
	Staffing shortages, workload, and weak communication acted as barriers, while leadership support, learning culture, and technological systems acted as facilitators supporting medication safety improvement.
	Achieved through thematic synthesis of studies discussing organisational barriers, facilitators, and theoretical approaches influencing medication safety management in the NHS.


[bookmark: _5l8k0yvpuacs][bookmark: _Toc229527068]7.3 Recommendations for Practice
According to the findings, there are several recommendations to make, which will enhance medication safety practices in the NHS. In that case, promoting the transformation of leadership practices should be fostered within healthcare organisations through leadership and governance. Managers can be educated to participate in safety efforts positively, effectively use safety data, and invest in the importance of accountability and improvement. Communication systems need to be enhanced by adopting standard protocols and simple reporting systems. The timely feedback on reported incidents will motivate the staff to participate and improve organisational learning. That leads to a need to overcome the issues of workload pressure and staffing. To reduce the number of errors caused by fatigue, healthcare organisations must orient towards a favourable staff-patient ratio and offer favourable working conditions. The technological systems ought to be optimised, through proper staff training, system design enhancement and repetitive assessment of the effectiveness of the systems. Organisational processes should be adopted to use technology and facilitate instead of working against medication safety. Furthermore, the measures will be capable of enhancing patient safety and reducing the medication error.
[bookmark: _Toc229527069]7.4 Recommendation Summary Table
	Recommendation
	Target Level
	Expected Impact

	Developing healthcare management excellence through a focus on patient safety leadership and developing accountability in healthcare professionals.
	Organisational
	Facilitated development of a stronger safety culture, through improved decision-making and the increased accountability of healthcare managers in relation to reducing medication errors.

	Establishment of standardised communication/incident reporting and use of real time feedback systems.
	Practice/Organisation
	Increased transparency; increased levels of error reporting; increased levels of organisational learning and reduced repeat errors.

	Support to encourage a no-blame reporting culture in NHS organisations.
	Organisational
	Encourages openness in reporting staff perceive less risk; continuously improving and learning from mistakes.

	Maximising the staff levels available to meet workload and use of workload distribution strategies.
	Organisational 
	Minimises staff fatigue and burnout and improves level of attention; reduces the risk of making errors in medication.

	Consistent provision of education for healthcare personnel about safe handling of medications and using their systems effectively.
	Education/Practice Based
	Improvement in proficiency of personnel, decreased number of mistakes through less total of administration and calculating errors, increase the ability to follow through on safety procedure adherence.

	Integrate with proper education/usage training technologies related to healthcare such as the electronic prescribing system
	Practice/Organisational
	Decrease human error and improve the accuracy in administering the prescription; reduce risk related to the usage of the system.

	Improving organisational learning with formal auditing and feedback systems.
	Organisational 
	Advancement of long-term continuous improvement, identification of systemic weaknesses, evidence based decision making.

	Increasing staff engagement and safety participation using supportive leadership development practices.
	Organisational 
	Facilitation of staff trust, morale, compliance with safety procedures and other measures. 

	Ongoing evaluation and monitoring of medication safety systems/policies/protocols.
	Organisational 
	Provides assessment of effectiveness of safety measures, allows for timely corrective actions to eradicate any long-term challenges.


[bookmark: _jn4gb2temzco][bookmark: _Toc229527070]7.5 Recommendations for Future Research
This research determines some potential areas where research should be conducted in the future to further understand medication safety in health care. In that case, primary data collection methods such as interviews or questionnaires with the healthcare managers need to be used in future investigations to obtain more information on the practical experience and decision-making processes. This will overcome the drawbacks of secondary data. Secondly, amixed research approach is advisable with the application of the statistical correlation between managerial practices and the reduction in medication errors. This will enhance the overall generalisability of results and manage stronger evidence. Cross-national research would provide an opportunity to compare the best practices and contextual variations in medication safety control against other healthcare systems and countries. Moreover, the effect of emerging technology, which includes AI and digital health systems, on medication safety can be investigated in the future. More research on the organisational culture and leadership styles will develop a more in-depth insight into how the two and their impact on patient safety outcomes.
[bookmark: _by7m54ygadsl][bookmark: _Toc229527071]7.6 Conclusion
The aim of this research was to discover the views of NHS healthcare managers on their role to play in medical error prevention. The study addressed the research question by examining the attitudes of healthcare managers working in the NHS (UK) towards their responsibility in minimising medication errors.The qualitative systematic literature review allowed the research to review available evidence to determine the major themes associated with leadership, organisational practices, and patient safety.
The study results prove that medication errors are multifactorial and complex problems as they are mainly caused by organisational and systemic factors, rather than personal error. Some of the themes identified include leadership and involvement of the managers, communication and reporting systems, workload and staffing pressures, organisational learning and technological systems. Among them, leadership has become a crucial issue, and managerial engagement in the field of encouraging safety practices and enhancing employee involvement and policy implementation has become an important factor.
It was also discovered that the communication breakdown and poor reporting systems are elements leading to the occurrence of medication errors despite the structured frameworks. Moreover, workload pressures and staffing shortages were also identified as significant issues that affect the capacity of healthcare providers to adhere to safe practices. Weak feedback mechanisms were found to keep the issue of organisational learning limited, and technological systems, despite being helpful, can lead to new risks that should not be neglected.
These findings are important because of their role in informing management about the field of medication safety, which has been partially covered in the literature. The research highlights the significance of taking a systems-based approach to patient safety through which the leadership, organisational culture and operational processes are coordinated to reduce risks. 
A multi-level approach that will enable the solution with a lot of complexity and will go beyond personal responsibility will be essential to achieve a considerable reduction in the number of medication errors in the NHS. The healthcare managers play an important role in ensuring safe environments by providing resources properly through adequate leadership, management and communication. By helping the organisation to resolve organisational problems and advocate the use of safety systems, healthcare organisations can improve patient outcomes and the overall quality of care.
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Codes  Description  Theme   1  

Lack of managerial  support  Limited involvement of managers in  medication safety initiatives and safety  improvement activities  Leadership and  Managerial Influence  on Medication Safety  

Weak leadership  engagement    Leaders not actively participating in  implementing safety policies or  improvement strategies  

Poor governance  structures    Ineffective organisational structures  for managing medication safety  practices  

Lack of ownership of  safety data    Safety data collected but not reviewed  or utilised by management for  improvement  

Limited  organisational  coordination    Poor coordination between  departments or healthcare teams  affecting safety management  

Inadequate  leadership  communication  Lack of clear communication from  leaders regarding medication safety  policies and procedures  

Insufficient  management  oversight    Absence of monitoring and  supervision of medication safety  practices within healthcare  organisations  
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Codes  Description  Theme   2  

Ineffective incident  reporting systems    Reporting systems that are  complex, poorly integrated, or  difficult for staff to use  Communication,  Reporting Systems, and  Safety Culture  

Lack of feedback on  reported errors    Staff do not receive updates or  outcomes after reporting  medication errors  

Fear of blame or  punishment    Staff hesitate to report errors due  to fear of negative consequences  

Poor communication  between healthcare  teams    Limited information sharing  among professionals during  medication processes  

Inconsistent reporting  practices    Variation in how medication  errors are reported across  departments or organisations  

Limited organisational  learning from reports    Safety reports are collected but  rarely used to improve practices  

Weak safety culture    Organisational environment does  not encourage transparency or  open discussion of errors  
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Codes  Description  Theme   3  

Staff shortages    Insufficient number of healthcare  professionals available to  manage medication processes  Workload Pressure,  Staffing Levels, and  Environmental Factors  

High workload pressure    Excessive workload affecting  staff ability to manage  medication safely  

Frequent interruptions  during medication  administration    Distractions occurring during  medication rounds increasing  risk of errors  

Time constraints in  clinical practice    Limited time available for careful  medication review and  administration  

Stressful work  environments    Workplace conditions that create  pressure and reduce staff  concentration  

Complex patient care  demands    Managing patients with multiple  conditions and medications  increasing risk of mistakes  
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Codes  Description  Theme   4  

Weak organisational  learning systems    Healthcare organisations failing  to effectively learn from  medication errors  Organisational Learning  and Continuous  Improvement  

Limited follow - up after  incident reporting    Safety incidents reported but not  reviewed or acted upon  

Poor implementation of  improvement strategies    Safety improvement initiatives  not successfully integrated into  practice  

Lack of feedback loops    Absence of communication  regarding lessons learned from  errors  

Limited knowledge  sharing across  departments    Safety information not effectively  shared between healthcare  teams  

Failure to translate data  into action    Safety data collected but not  used to improve medication  safety processes  
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Codes  Description  Theme   5  

Electronic  prescribing system  errors    Technology - related prescribing  mistakes due to system design issues  Technological Systems  and Process - Related  Factors  

Alert fatigue    Excessive system alerts leading  healthcare professionals to ignore  warnings  

Incorrect drug  selection in digital  systems    Errors caused by selecting the wrong  medication from electronic lists  

Complex  medication  processes    Multiple steps involved in prescribing  and administering medication  increasing risk of mistakes  

Poor system design  and usability    Healthcare technologies not designed  in a user - friendly manner  

Lack of training on  digital systems  Healthcare staff not fully trained to  use electronic prescribing systems  safely  
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theme Article
Leadership  and | Lack of | Rostami et | “These advocates often lacked
Managerial managerial al., 2018 support from management and
Influence on | support frontline levels, leading to an overall
Medication Safety lack of engagement.”
Weak leadership | Nicol et al., | “There was an increasing recognition
engagement 2014 that the lack of clinician involvement
held back initiatives to improve the
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Poor governance | Nicol et al., | “Doctors in particular, then abrogated
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ownership of | al., 2018 overall and engagement with
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collection and use of data, for further
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organisational Tamim, 2025 | multidisciplinary healthcare teams to
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Workload Pressure, | Lack of feedback | Sujan, 2015 | “The perceived lack of learning
Staffing Levels, and | on reported errors and the absence of change to
Environmental practice might further reduce the
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Organisational Weak safety | Garfield et | “Patients are more wiling to
Learning and | culture al., 2016 participate in patient safety if
Continuous encouraged to do so by healthcare
Improvement professionals.”
Weak Fahmi et al., | “Unclear local leadership and lack of
organisational 2014 interprofessional communication
learning systems were key causes.”
Limited follow-up | Hult et al., | “Nurse leaders are expected to
after incident | 2023 create safe and healthy
reporting environments that  will support
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effective care.”
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Technological Poor Fahrni et al., | “The social care model is as such
Systems and | implementation of | 2014 vital but insufficient to meet
Process-Related improvement residents’ health needs.”
Factors strategies
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loops

Sameer, 2025
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feedback.”

Limited knowledge | Fahrni et al., | “Fragmentation in organization

sharing across | 2014 and service delivery between
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within the NHS) has been identified
as another impediment.”

Lack of training on | Osmani et al., | “You must have the necessary

digital systems 2023 skills and education to use
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image1.jpeg
Prifysgol Cymru
Y Drindod Dewi Sant

University of Wales
Trinity Saint David




image2.png
The NHS's Most Serious (and
Avoidable) Errors of 2021

Number of serious medical errors that occurred in England
despite being wholly preventable (Apr 2021-Feb 2022)

Surgery performed on wrong part of the body
97

Foreign object left in body after procedure

90

Wrong implant/prosthesis
I 46
Feed tube administered wrong
E—— 29

Injection in wrong part of the body
I 2 ]

Oral medication administered intravenously
s 16

Patient connected to air instead of oxygen
I 13

Biopsy from wrong part of the body

m— 13 Q
Incision to wrong part of the body

11

Procedure intended for another patient
11

Overdose of insulin

9

Wrong blood transfused

6

Source: NHS

©@®G statista %




