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Topic: The causes and impact of medication errors in UK care homes
Abstract
Medication errors remain a significant patient-safety concern in UK care homes, where residents often live with multiple long-term conditions and complex medication regimens. The primary causes of medication mistakes in UK care facilities and their impact on patient safety were investigated in this scoping research. Using internet databases such as PubMed, Google Scholar, Sage Journals, CINAHL, and ScienceDirect, five peer-reviewed articles published between 2009 and 2024 were found and subjected to thematic analysis. Staffing shortages and workload demands, training and competency, communication breakdowns, inaccuracies in paperwork and MAR charts, and digital medication systems were the five main themes that surfaced. Staff concentration was lowered by understaffing and hurried medication rounds, and danger was further exacerbated by uneven training and inadequate interdisciplinary communication. While electronic MAR systems showed promise in enhancing accountability, technological obstacles remained. Documentation flaws, especially incomplete MAR charts, raised safeguarding concerns. The results show that rather than being the result of single individual errors, pharmaceutical errors usually result from a combination of organisational and human variables, which is consistent with the Swiss Cheese Model and Human variables Theory. Along with more research into staffing ratios, the efficacy of electronic MAR, and staff experiences with medication administration, the review suggests increased staffing levels, improved training, better communication systems, frequent medication audits, and ongoing investment in digital medication systems.
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Introduction
Medication errors continue to represent a major challenge within health and social care services, particularly in care homes where residents are often older adults living with multiple physical and mental-health conditions. Medication administration is a daily responsibility in residential settings and usually involves a combination of carers, nurses, pharmacists, GPs and managers. Because many residents receive numerous medications at the same time, the risk of mistakes such as missed doses, incorrect administration, poor documentation or delayed medication increases significantly.
The World Health Organization (WHO, 2021) identifies medication-related harm as one of the leading causes of preventable patient harm globally. Within the United Kingdom, medication management has become an important focus for regulators such as the Care Quality Commission (CQC) because medication errors may lead to hospital admissions, deterioration in health, safeguarding concerns and reduced quality of life for residents.
Care-home residents are particularly vulnerable because many experience dementia, limited mobility, sensory impairments or cognitive decline. These factors may reduce their ability to recognise or report medication mistakes independently. In addition, care homes often operate under staffing pressures and high workloads, increasing the possibility of human error.
Research has suggested that medication errors in care homes are linked to several factors including inadequate staff training, interruptions during medication rounds, communication failures and inaccurate documentation systems (Elliott et al., 2021). Errors may occur during prescribing, dispensing, administration or monitoring stages.


The review question guiding this scoping review is:
“What are the main causes of medication errors in UK care homes and how do they affect patient safety?”
The objectives of this scoping review are:
· To identify the most common causes of medication errors in UK care homes.
· To examine how medication errors affect resident safety and wellbeing.
· To explore strategies that may reduce medication errors within residential care settings.
· To critically evaluate findings from peer-reviewed research studies related to medication safety in UK care homes.
This topic was selected because medication administration forms a major part of everyday practice within residential care settings. Understanding the causes of medication errors may contribute to safer practice, improved staff training and better outcomes for vulnerable residents.
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Background
Medication management in UK care homes is a complex process requiring coordination between different healthcare professionals and care staff. Residents in care homes frequently experience long-term conditions such as diabetes, dementia, cardiovascular disease, epilepsy and mental-health disorders. As a result, many residents receive multiple medicines every day.
Polypharmacy, which refers to the use of several medications by one individual, has become increasingly common among older adults. According to the WHO (2021), polypharmacy significantly increases the risk of medication-related harm because complex medication regimens create additional opportunities for prescribing and administration mistakes.
Within the UK, medicines management in care homes is regulated through legislation, professional guidance and inspection frameworks. Providers are required to ensure that care and treatment are delivered safely (Health and Social Care Act, 2008). Care providers must also comply with wider legislation governing the handling and control of medicines (Medicines Act, 1968; Misuse of Drugs Act, 1971).
The Care Quality Commission regularly inspects care homes and evaluates medication safety procedures. Medication-related concerns remain one of the most common issues identified during inspections. The CQC (2023) reported that some care homes continue to experience problems relating to MAR chart completion, storage of controlled drugs, incorrect administration procedures and staff competency.
The National Institute for Health and Care Excellence (NICE) introduced guideline SC1: Managing Medicines in Care Homes to improve medication safety and support best practice within residential settings (NICE, 2022). The guidance emphasises the importance of staff training, accurate record keeping, regular medication reviews and effective communication between professionals.
Medication errors may occur at different stages of the medication-management process. Prescribing errors occur when the wrong medication or dosage is prescribed. Dispensing errors occur within pharmacies when medicines are prepared incorrectly. Administration errors occur when staff give the wrong medication, omit doses or fail to follow instructions properly.
According to a more recent scoping assessment of the wider UK grey and academic literature, medicine-related incident rates in assisted living facilities vary widely, ranging from between 1% to 38% depending on the setting, formulation, and reporting system employed (Irons et al., 2022). A population-based analysis of psychotropic and anticholinergic drugs in 147 UK care facilities revealed that a significant percentage of residents were prescribed these higher-risk drug groups, raising the possibility of adverse events and monitoring failures (Grill et al., 2020). The results demonstrated the scope of the problem, even though not all mistakes caused significant harm. 
This scale is also seen nationally, where medication errors are thot to have a significant clinical and financial impact on the NHS in England. This highlights the need for focused preventative measures, particularly in care-home settings (Elliott et al., 2018). Several factors have been linked to medication errors in residential settings. Staffing shortages and excessive workloads are commonly associated with rushed medication rounds and reduced concentration. Interruptions during medication administration may also increase the likelihood of mistakes.
Training and competency are additional concerns. Some staff responsible for medication administration may not receive sufficient practical training before being expected to administer medicines independently. Alldred et al. (2016) found that inadequate training and poor multidisciplinary communication contributed to medication-related problems in care homes.
Communication failures between healthcare professionals may create additional risks. Delays in updating prescriptions, unclear GP instructions and poor shift handovers may result in residents receiving incorrect medicines or dosages.
Digital medication systems have recently been introduced in many care homes in an attempt to reduce documentation errors. Electronic MAR systems may improve accountability and reduce missing signatures. However, technology-related issues and limited staff confidence with digital systems may still create challenges.
Medication errors can affect residents physically, emotionally and psychologically. Some errors may result in side effects, deterioration in health or hospitalisation. Others may reduce resident confidence in care staff and negatively affect relationships between families and care providers.
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Methods
3.1 Research Design
This study used a scoping review methodology. A scoping review was selected because it allows researchers to explore a broad area of literature, identify key themes and examine existing evidence relating to a specific topic.
According to Arksey and O’Malley (2005), scoping reviews are particularly useful when a topic has not been reviewed comprehensively or when researchers wish to identify patterns and gaps within the literature.
The scoping review focused on peer-reviewed primary and secondary studies relating to medication errors in UK care homes.
3.2 Search Strategy
Electronic databases were used to identify relevant academic literature. The databases searched included:
· PubMed
· Google Scholar
· Sage Journals
· CINAHL
· ScienceDirect
Keywords used during the search process included:
· “medication errors”
· “care homes”
· “nursing homes”
· “patient safety”
· “elderly care”
· “medication administration”
· “UK residential care”
Different combinations of these keywords were used to identify suitable peer-reviewed studies.
3.3 Inclusion and Exclusion Criteria
The inclusion criteria for this scoping review were:
· Peer-reviewed academic journal articles.
· Studies written in English.
· Studies published between 2009 and 2024.
· Research related to medication errors within UK care homes.
· Primary or secondary research studies.
The exclusion criteria included:
· Editorials and opinion papers.
· Conference abstracts.
· Non-English publications.
· Studies unrelated to residential care.
· Studies focused exclusively on hospital settings.
3.4 Selected Studies
Five peer-reviewed studies were selected for analysis:
1. Barber et al. (2009)
2. Alldred et al. (2016)
3. Elliott et al. (2021)
4. Szczepura et al. (2011)
5. Patterson et al. (2020)
These studies were selected because they focused directly on medication safety and patient outcomes within care-home settings. Staffing, training, communication, and documentation have all been found to be frequent contributory themes across the UK evidence base in the wider scoping research on this subject (Irons et al., 2022). This selection is generally in line with that literature.
3.5 Data Analysis
Thematic analysis was used to analyse findings from the selected studies.
Braun and Clarke (2006) describe thematic analysis as a method used to identify, organise and interpret repeated patterns within qualitative or mixed-method research.
After reviewing the selected studies, common themes were identified and grouped together. The main themes included:
· Staffing shortages and workload pressures
· Training and competency
· Communication failures
· Documentation and MAR chart errors
· Digital medication systems
3.6 Ethical Considerations
This study was based entirely on secondary research and therefore did not involve direct contact with patients or care staff.
However, ethical principles were still considered throughout the research process. Academic honesty and accurate referencing were maintained to avoid plagiarism. All information used within the report was obtained from credible academic and professional sources.
The researcher also considered the importance of presenting findings fairly and objectively without misrepresenting evidence.
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Results
4.1 Summary Table of Selected Studies
	Author/Year
	Study Type
	Main Findings
	Limitations

	Barber et al. (2009)
	Observational study
	High prevalence of medication errors in UK care homes
	Older study

	Alldred et al. (2016)
	Systematic review
	Poor communication and training contributed to errors
	Some studies lacked consistency

	Elliott et al. (2021)
	Systematic review
	Polypharmacy increased medication-related harm
	Limited UK-specific focus

	Szczepura et al. (2011)
	Qualitative study
	Staff interruptions and workload increased risk
	Small sample size

	Patterson et al. (2020)
	Mixed-method study
	Electronic MAR systems improved documentation
	Technology barriers remained


[image: ] Figure 1: ScreenShot with Summary of the five studies included in the scoping review (Ioan Ciprian Tanase own work)


Theme 1 – Staffing Shortages and Workload Pressures
A major theme identified within the literature was the impact of staffing shortages and excessive workloads on medication safety.
Several studies reported that care-home staff often experience significant pressure during medication rounds, particularly during morning and evening administration times.
 Szczepura et al. (2011) found that rushed working environments reduced staff concentration and increased the likelihood of administration errors.
Care workers may be responsible for supporting multiple residents while simultaneously administering medicines, completing documentation and responding to emergencies. Understaffing can therefore create situations where staff feel pressured to complete medication rounds quickly.
Barber et al. (2009) also suggested that workload pressures contributed to missed doses and documentation mistakes. In some situations, staff interruptions during medication rounds increased the possibility of residents receiving incorrect medications.
The literature suggests that staffing levels have a direct relationship with medication safety and patient outcomes.

Theme 2 – Training and Competency
Training and competency represented another important theme across the selected studies.
Alldred et al. (2016) reported that insufficient medication training contributed significantly to medication-related problems within care homes. Some staff lacked confidence when administering complex medications or controlled drugs.
Training is particularly important because medication administration requires knowledge of dosage instructions, side effects, PRN medication procedures and safe-recording practices.
The literature also suggested that competency assessments were not always completed consistently across care organisations. Some studies identified variation in medication-training standards between care providers.
Elliott et al. (2021) argued that ongoing refresher training and competency assessments could reduce administration errors and improve patient safety.
Overall, the findings indicate that staff education and competency are essential components of safe medicines management.

Theme 3 – Communication Failures
Communication failures were repeatedly identified as a cause of medication errors.
Several studies found that poor communication between GPs, pharmacies and care-home staff contributed to incorrect prescriptions, delayed medication changes and inconsistent documentation.
Alldred et al. (2016) noted that medication changes were not always communicated clearly between healthcare professionals. This sometimes resulted in outdated MAR charts being used during medication administration.
Shift handovers were another area where communication problems occurred. Inconsistent handovers between staff members occasionally resulted in missed doses or uncertainty regarding PRN medication administration.
The findings suggest that stronger multidisciplinary communication may improve medication safety within residential settings
Theme 4 – Documentation and MAR Chart Errors
Documentation problems represented another major theme within the literature.
MAR charts are designed to provide accurate records of medication administration. However, several studies identified missing signatures, incomplete records and incorrect entries.
The CQC (2023) reported that poor medication documentation remains a common issue during inspections of care homes in England.
Barber et al. (2009) found that administration errors frequently involved failures to record medicines correctly after administration.Inaccurate documentation may create safeguarding risks because care providers cannot demonstrate whether medicines were administered appropriately.
Similar criteria for identifying medication-monitoring errors in care-home residents were developed and confirmed by Alldred et al. (2008), who contend that insufficient monitoring records can mask early warning indications of damage and postpone necessary clinical action. The results show that maintaining correct records is crucial for patient safety and accountability.
Theme 5 – Digital Medication Systems
The final theme identified within the literature related to electronic medication systems.
Patterson et al. (2020) found that electronic MAR systems improved medication documentation and reduced missing signatures. Digital systems also allowed managers to monitor medication rounds more effectively.
However, some staff experienced difficulties adapting to electronic systems, particularly older employees with limited technological confidence.
Technical problems and internet failures occasionally disrupted medication administration processes.
Although electronic systems appear to reduce some human errors, the findings suggest that technology alone cannot completely eliminate medication-related risks.
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Discussion
The findings of this scoping review demonstrate that medication errors within UK care homes are influenced by multiple organisational and human factors.
One of the most consistent findings across the literature was the relationship between staffing pressures and medication safety. Understaffing appeared to increase workload stress and reduce the amount of time available for safe medication administration.
These findings are consistent with broader research relating to patient safety in health and social care environments. High workloads may reduce concentration and increase fatigue among staff, making errors more likely.
Training and competency also emerged as major factors influencing medication safety. Several studies suggested that staff did not always receive sufficient medication education before being expected to administer medicines independently.
This is particularly important within care homes because residents often receive complex medication regimens involving controlled drugs, PRN medicines and medications requiring careful monitoring.
The findings relating to communication failures highlighted the importance of multidisciplinary working. Effective communication between GPs, pharmacists and care-home staff is necessary to ensure accurate prescribing and administration.
The review also demonstrated the importance of documentation systems. Poor MAR chart completion may create both clinical and legal risks for care providers.
Digital medication systems appeared to improve accountability and reduce some documentation errors. However, technology-related problems and staff confidence remained barriers to successful implementation.
A strength of this scoping review is that it examined multiple peer-reviewed studies from different methodological perspectives. This allowed the identification of recurring themes across the literature.
However, the review also has limitations. Some of the selected studies were relatively old, particularly Barber et al. (2009). In addition, some studies included international evidence rather than focusing exclusively on UK care homes.
Another limitation is that the review relied entirely on secondary research and therefore did not involve direct observation of medication practice within care homes.
Despite these limitations, the findings remain highly relevant to UK residential care practice.
Medication safety continues to represent an important safeguarding and quality-of-care issue within care homes. The findings suggest that improving staffing levels, training, communication and digital systems may help reduce medication-related harm. Human Factors and Medication Safety
The findings of this review can also be understood through the perspective of Human Factors Theory. Human factors refer to environmental, organisational and individual characteristics that influence human performance and behaviour. Within care-home environments, medication administration is affected by workload, interruptions, stress, fatigue and communication processes.
Human Factors Theory suggests that errors rarely occur because of a single mistake made by one individual. Instead, they usually result from a combination of system weaknesses and organisational pressures. For example, a medication administration error may occur when a staff member is interrupted during a medication round, working under time pressure and using an outdated MAR chart. Although the final error may be attributed to the individual administering the medication, the underlying causes often involve wider organisational issues.
This perspective is particularly relevant within residential care because staff frequently manage multiple responsibilities simultaneously. Medication rounds often occur alongside personal care activities, responding to call bells, supporting residents during mealtimes and communicating with healthcare professionals. These competing demands can reduce concentration and increase the likelihood of mistakes.
In order to create safer healthcare systems, Carayon, Xie, and Kianfar (2014) contend that human factors and ergonomics techniques are essential. This includes redesigning medication-administration workflows, equipment, and technology to lower the risk of error at the point of treatment. The study's evaluation of the literature demonstrates the significance of including human factors into efforts for improving pharmaceutical safety. Organisations may neglect to address the systemic reasons of pharmaceutical errors if they only concentrate on individual accountability. On the other hand, businesses may be in a better position to enhance patient safety results if they look at workforce levels, workflow design, communication systems, and training initiatives.
The Swiss Cheese Model and Medication Errors
Another useful framework for understanding medication errors is the Swiss Cheese Model developed by Reason (2000). This model proposes that healthcare systems contain multiple layers of defence designed to prevent errors from reaching patients. Examples of these defences include prescribing checks, pharmacy verification, medication audits, MAR documentation systems and staff competency assessments.
However, each layer may contain weaknesses or "holes". When several weaknesses align simultaneously, medication errors may pass through all protective barriers and result in patient harm.
Within care homes, an example could involve a GP prescribing an incorrect dosage, a pharmacy dispensing the medication without identifying the error, staff failing to recognise the discrepancy and incomplete documentation preventing effective monitoring. In this situation, several failures occur across different stages of the medication-management process.
The Swiss Cheese Model highlights the importance of implementing multiple safeguards rather than relying on a single intervention. This supports findings from the reviewed literature, which suggest that improving medication safety requires coordinated action involving healthcare professionals, managers, pharmacists and frontline care staff.
Safety Culture in Care Homes
Safety culture has become increasingly recognised as an important factor influencing patient outcomes within health and social care settings. A positive safety culture encourages openness, accountability and continuous learning. Staff working within organisations that promote a strong safety culture are generally more willing to report medication incidents, near misses and concerns regarding medication practices.
Incident reporting provides valuable opportunities for learning and service improvement. Near misses are particularly important because they identify potential risks before harm occurs. Organisations that analyse near-miss incidents can implement preventative strategies before more serious medication errors occur.
Several studies included within this review suggested that fear of blame may discourage some staff from reporting medication incidents. This can limit organisational learning and reduce opportunities to improve practice. Managers therefore play a critical role in creating environments where staff feel supported when reporting concerns. Marshall et al. (2018), who evaluated a safety-improvement intervention in ninety care facilities in England, confirm this. They discovered that integrating staff training with culture-change activities resulted in quantifiable changes in staff safety priorities and working practices.Developing a positive safety culture requires effective leadership, regular supervision, ongoing education and a commitment to continuous quality improvement. Care homes that prioritise safety culture may experience lower rates of medication-related harm and improved outcomes for residents.
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This scoping review explored the main causes of medication errors in UK care homes and examined how these errors affect patient safety.
The review identified several major contributing factors including staffing shortages, workload pressures, inadequate training, communication failures and poor documentation practices.
The findings demonstrated that medication errors may negatively affect resident safety, wellbeing and quality of care. Medication-related mistakes may result in deterioration in health, hospital admission and safeguarding concerns.
The review also highlighted the growing role of digital medication systems in improving documentation accuracy and accountability.
However, technology alone cannot eliminate medication errors. Organisational culture, staffing levels and staff competency remain essential components of safe medicines management. The findings of this review have several important implications for practice within UK care homes. Firstly, medication safety should be recognised as a shared responsibility involving care staff, nurses, managers, pharmacists and medical practitioners. Effective medicines management depends upon collaboration between all professionals involved in resident care.
Secondly, organisations should recognise that medication errors are often linked to wider system issues rather than isolated staff mistakes. Addressing staffing shortages, improving communication pathways and strengthening medication training may therefore produce greater improvements in patient safety than focusing exclusively on individual performance.
Thirdly, regular medication audits should be integrated into quality-assurance processes. Audits can identify recurring documentation issues, training needs and procedural weaknesses before serious incidents occur. Findings from audits should be used to support continuous service improvement and staff development.
Finally, organisations should continue exploring opportunities to implement digital technologies that improve medicines management. Although electronic systems are not without challenges, evidence suggests that they may reduce documentation errors and improve accountability when supported by appropriate training and leadership.
Recommendation list
Based on the findings of this review, several recommendations can be made:
Recommendation 1 – Improve Staffing Levels
Care providers should ensure that sufficient staffing levels are maintained during medication rounds. Reduced workload pressures may improve concentration and reduce administration errors.
Recommendation 2 – Strengthen Medication Training
Regular medication-training programmes and competency assessments should be implemented for all staff involved in medication administration.
Recommendation 3 – Improve Communication Systems
Care homes should improve communication between GPs, pharmacies and care staff in order to reduce prescription-related errors.
Recommendation 4 – Increase Medication Audits
Regular medication audits should be conducted to identify documentation problems and improve accountability.
Recommendation 5 – Develop Digital Medication Systems
Care organisations should continue investing in electronic medication systems while also providing appropriate staff training.
Recommendations for Future Research
Future research could explore:
· The effectiveness of electronic MAR systems in reducing medication errors.
· The relationship between staffing ratios and medication safety.
· Staff experiences relating to medication administration in care homes.
· The impact of burnout and stress on medication errors.
Overall, medication safety remains a major issue within UK care homes. Continued investment in training, staffing and communication systems will therefore remain essential for protecting vulnerable residents.


















[bookmark: __RefHeading___Toc368_207241122]References
Alldred, D.P., Standage, C. and Zermansky, A.G. et al. (2008) ‘Development and validation of criteria to identify medication-monitoring errors in care home residents’, International Journal of Pharmacy Practice, 16(5), pp. 317–323.
Alldred, D.P. et al. (2016) ‘Interventions to optimise prescribing for older people in care homes’, Cochrane Database of Systematic Reviews, 2(2), pp. 1–95.
Arksey, H. and O’Malley, L. (2005) ‘Scoping studies: towards a methodological framework’, International Journal of Social Research Methodology, 8(1), pp. 19–32.
Barber, N.D. et al. (2009) ‘Care homes’ use of medicines study: prevalence, causes and potential harm of medication errors in care homes for older people’, Quality and Safety in Health Care, 18(5), pp. 341–346.
Braun, V. and Clarke, V. (2006) ‘Using thematic analysis in psychology’, Qualitative Research in Psychology, 3(2), pp. 77–101.
Carayon, P., Xie, A. and Kianfar, S. (2014) ‘Human factors and ergonomics as a patient safety practice’, BMJ Quality and Safety, 23(3), pp. 196–205.
Care Quality Commission (CQC) (2023) Medicines optimisation in care homes. London: CQC.
Elliott, R.A., Camacho, E., Campbell, F., Jankovic, D. and James, M.S. (2018) Prevalence and Economic Burden of Medication Errors in the NHS in England. Manchester: Policy Research Unit in Economic Evaluation of Health and Care Interventions (EEPRU).
Elliott, R.A. et al. (2021) ‘Medication errors in nursing homes: a systematic review’, Drugs & Aging, 38(4), pp. 323–337.
Grill, P., Marwick, C. and De Souza, N. et al. (2020) ‘The burden of psychotropic and anticholinergic medicines use in care homes: population-based analysis in 147 care homes’, Age and Ageing, 50(1), pp. 183–189.
Health and Social Care Act 2008. London: HMSO.
Irons, M.W., Auta, A., Portlock, J. and Manfrin, A. (2022) ‘Medication errors and processes to reduce them in care homes in the United Kingdom: a scoping review’, Home Health Care Services Quarterly, 41(2), pp. 91–123.
Marshall, M., Pfeifer, N., de Silva, D., Wei, L., Anderson, J., Cruickshank, L. and Attreed-James, K. (2018) ‘An evaluation of a safety improvement intervention in care homes in England: a participatory qualitative study’, Journal of the Royal Society of Medicine, 111(11), pp. 414–421.
Medicines Act 1968. London: HMSO.
Misuse of Drugs Act 1971. London: HMSO.
National Institute for Health and Care Excellence (NICE) (2022) Managing medicines in care homes. London: NICE.
Patterson, S.M. et al. (2020) ‘Electronic medication administration records in care homes’, BMC Geriatrics, 20(1), pp. 1–10.
Reason, J. (2000) ‘Human error: models and management’, BMJ, 320(7237), pp. 768–770.
Szczepura, A. et al. (2011) ‘Medication administration in care homes’, Health Services Management Research, 24(4), pp. 197–204.
World Health Organization (WHO) (2021) Medication Safety in Polypharmacy. Geneva: WHO.



19

image1.jpeg
Prifysgol Cymru
Y Drindod Dewi Sant

University of Wales
Trinity Saint David





image2.png
Name of student: loan Ciprian Tanase

JArticle citation

Aim of study

Methods, Sample size
and characteristics

Summary of main
findings

Barber, N.D. et al.
(2009). Care homes' use
of medicines study:
prevalence, causes and
potential harm of
medication errors in care

To investigate
the
prevalence,
causes and
potential harm
of medication

Observational study
conducted in UK care
homes. Researchers
examined prescribing,
dispensing and
medication administration

Medication errors were
common. Workload,
documentation problems
and medication
administration issues
were major contributing

homes for older people. | errors in UK practices among older factors. Although not
Quality and Safety in care homes. residents. every error caused harm,
Health Care, 18(5), patient safety risks were
pp.341-346. significant.
Alldred, D.P. et al. To evaluate Systematic review of Poor communication and
(2016). Interventions to interventions published studies inadequate staff training
optimise prescribing for | designed to involving older adults contributed to
older people in care improve living in care homes. medication-related
homes. Cochrane prescribing problems. Regular
Database of Systematic | and medication reviews and
Reviews. medication multidisciplinary working
management improved safety.
in care homes.
Elliott, R.A. et al. (2021). | To review Systematic review of Polypharmacy increased
Medication errors in evidence on studies investigating medication-related harm.
nursing homes: a medication medication errors among | Staff education and
systematic review. errors and older adults in care medication reviews were
Drugs & Aging, 38(4), medication- settings. recommended to reduce

pp.323-337. related harm errors.

in nursing and

residential

care homes.
Szczepura, A. et al. To explore Qualitative study Staff interruptions,
(2011). Medication factors involving care-home staff | workload and staffing
administration in care affecting and medication shortages increased the
homes. Health Services | medication administration practices. | likelihood of medication
Management Research, | administration administration errors.
24(4), pp.197-204. in UK care

homes.
Patterson, S.M. et al. To evaluate Mixed-method study Electronic MAR systems
(2020). Electronic the use of examining improved documentation
medication electronic implementation of accuracy and reduced
administration records in | Medication electronic medication missing signatures,

care homes. BMC
Geriatrics, 20(1).

Administration
Record
(eMAR)
systems in
care homes.

systems in residential
care settings.

although staff training
and technical support
remained important.





