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[bookmark: _Toc227604773][bookmark: _Toc227604812]Prevalence of the problem
Medication administration errors are global challenges. Almost 8.7% to 56% of hospitalised patients are getting admitted and severely facing sickness mostly because of medication administration errors (Patel et al., 2018). People who are facing the medication administration errors account for 60% to 80% in Australia and 64% in Nigeria (Slight et al., 2019). These errors should not be neglected at all because they are caused by different injuries and avoidable harms, that can endanger people’s lives if these are not controlled early. According to the World Health Organization report in 2017, the annual global cost associated with medication errors has been estimated to reach 42 billion U.S. dollars (Walsh et al., 2017) (Mateti et al., 2017). According to British reports in 2018, because of the prevalence and burden of medication errors, people suffered globally, and the occurrence was almost 2,370,000 (Gerrett and Warner, 2012). The analysis of a Finnish study revealed a stunning and painful occurrence: between 700 and 1,700 persons died each year as a result of medication errors (Alrowily et al., 2025). This concern is not only in Finland, but also in the United States, there have been approximately 7,000 deaths due to drug errors (Sutherland et al., 2020). The United Kingdom is also on the list because it is anticipated that hundreds of millions of prescription errors occur each year, resulting in deaths (Uhl et al., 2018). Although not every incident results in harm, the healthcare industry is experiencing major costs because of the issue, as a significant proportion leads to adverse medication events, and the number of hospitalised people is increasing with the number of prolonged hospital stays is also increasing (Cousins et al., 2015). 
[bookmark: _Toc227604774][bookmark: _Toc227604813]Introduction and literature review
People come to the hospital to see doctors, follow their advice, and take the prescribed medications because they trust the process and the doctor. However, instead of receiving care, the majority of people are developing serious health problems and even dying. Because of the drug error, patients are losing faith in the healthcare system. According to the Institute of Medicine committee in the United States, medication error is a type of failure in planning and accomplishing the correct goal (Dzau and Pizzo, 2014). According to the some existing literature, pharmaceutical errors are the most common, particularly those caused by wrong doses, timing, or routes (Choi et al., 2016).
Medication administration errors are a major issue around the world, but they are developing rapidly in the United Kingdom. These errors are avoidable, so the healthcare sectors must devise some measures to solve the circumstances. According to the published literature, the most common cause of pharmaceutical errors is incorrect medication administration. Healthcare experts are prescribing drugs because they have been recognised by a corporation. Medicine preparation in all locations, even if some do not adhere to GMP criteria, lacks effective monitoring and/or follow-up on medication use (Williamson, 2009). Studies assessing large-scale reporting systems, such as with the Dissertation, will use national reporting and learning systems with a brief summary of prescription delivery problems (Härkänen et al., 2019). Several frequent sorts of faults include omitted doses, incorrect doses, wrong medication, and incorrect timing of administration, which is why patients are constantly suffering and even losing their lives. There are several highly potent drugs that should be used carefully, but unskilled nurses or even doctors prescribe these HPAPI drugs to the patient, and slightly wrong doses cause major health issues for the patients (Ridley et al., 2004).
The literature will uncover several contributing aspects to the situation. Using a framework, different courts are selected and organized into a subject. The themes are broadly classified as human, organizational, and system-related factors because there is ongoing debate about whether individual negligence or system failure is the primary cause of the errors, but the report analyzes both of these factors. According to studies, complex medication procedures and imprecise protocols increase the chance of errors (Burroughs et al., 2007). Furthermore, there are major gaps in knowledge and skills, raising the risk of medication.
· A previous study has identified a number of factors that contribute to drug mistakes. Some factors are provided below.
· Nowadays, the healthcare professionals do not communicate with each other or analyse a case from different perspectives.
· Once the healthcare professionals reach their goal and career, they do not continue their training and work on knowledge development.
· In hospitals it is obvious that the workload is too high, but staffing shortages really increase the number of errors (Hand and Barber, 2000).
Despite existing guidelines and policies, the healthcare professionals do not follow all of them, and the number of people dying is increasing rapidly, which indicates the gaps between policy and practice. In the medication errors, only the system failure is not the main reason; along with that, individual accountability plays a greater role because the patients are totally dependent on the healthcare professionals.
The highest sub-types of medication error 
             [image: 3.2.]
Table 1: The highest sub-types of medication error from the 51,994 reports. Source: (Alrowily et al., 2024)
This is a study of the subtypes of pharmaceutical errors, which are one of the most serious cause that individuals face, and the table was created using 51994 incident reports. The table focused on three high-risk medicine categories: insulin, anticoagulants, and restricted medications, all of which are commonly used in the UK.
Almost 12149 cases demonstrated that omitting a medicine or ingredient was the most common sort of error, particularly for insulin and anticoagulants (Envious, 2020). The second most prevalent sort of error is incorrect or unclear dosage, and nearly 11.77% of persons experience serious problems because healthcare workers did not administer accurate amounts, particularly with anticoagulant medications (Alrowily et al., 2024). One of the most common reasons for drug errors is incorrect administration frequency. And this table showcased that there are 5.74% of cases where the patient did not get timely and scheduled medication delivery (Elliott et al., 2024). Overall this finding emphasizes that the healthcare professionals need to improve their staff training and check the prostitutes more carefully to reduce the medication errors.
[bookmark: _Toc227604775][bookmark: _Toc227604814]Rationale of the research 
The reason this research is necessitated is to aid in reducing the medication errors and improve quality of care. As Many incidences occur when doctors provide the wrong drug or dose to a patient, which are known as "medication errors (Banning, 2006). Even delivering the medicine via the incorrect method can exacerbate the illness. According to the WHO, these medication failures resulted in adverse effects and were one of the top ten causes of patient death and disability (World Health Organization, 2016). Reviewing these errors is extremely necessary because the number of death are increasing besides there are very few studies focusing on the errors occurring during the administration stage. 
[bookmark: _Toc227604776][bookmark: _Toc227604815]Research question 
What are the reasons and factors contributing to medication administration errors in UK health system?
[bookmark: _Toc227604777][bookmark: _Toc227604816]Research aim 
This study aims to investigate the prevalence and underlying causes of medication errors and identify strategies to reduce their occurrence in the UK health system.
[bookmark: _Toc227604778][bookmark: _Toc227604817]Research objectives
1. Qualitative methods will be utilised to identify the causes of medication administration errors.
2. Systematic review will be conducted to explore organisational factors such as staffing levels, training, workload, and communication that may contribute to medication errors.
3. The findings will be used to develop recommendations aimed at improving medication management practices and enhancing resident safety in UK care homes. 
[bookmark: _Toc227604779][bookmark: _Toc227604818]Research methodology 
This research proposal will adopt a secondary qualitative research design using systematic literature review with thematic analysis in order to explore all the factors possible that contribute to medication administration errors within the UK health sector, as the situation is increasing day by day (Uhl et al., 2018). 
[bookmark: _Toc227604780][bookmark: _Toc227604819]Research design 
For the research proposal and the topic, a qualitative approach is appropriate because it can help in understanding in depth the healthcare professionals' experience and the challenges they are facing as the researcher explores existing studies on the topic. Using a systematic literature review with thematic analysis, this research proposal aims to identify some common themes and patterns that are contributing to increasing the errors so that in the future these challenges will be minimized in the UK healthcare sector. The reason for using this design is that it enables and allows the researcher to critically analyze the problem using previous studies; hence, this study will primarily examine existing studies on medication administration errors in the UK healthcare system (Thomas and Harden, 2008). This study approach will be capable of gathering and synthesizing current studies from numerous peer-reviewed sources, as well as identifying significant elements, eliminating the need for primary data collection (Liñán and Fayolle, 2015).
[bookmark: _Toc227604781][bookmark: _Toc227604820]Materials data collection method
Inclusion criteria
· The studies for review must be conducted in the UK.
· These studies were published within the last 10 years.
· Most of these sources are peer-reviewed articles.
· Only focused on the reasons for medication administration errors.
[bookmark: _Toc227604782][bookmark: _Toc227604821]Materials 
There are several online sources that provide initial data about the ongoing medication errors. Analyzing these sources is necessary as part of the systematic review method. Certain of these online sources are from databases which will include: ScienceDirect, National Library of Medicine, Google Scholar, and PubMed (Atesh Latifta, 2016).
For this project, solid research skills are required because all that is required is the appropriate use of web sources to obtain reliable data. There are various sources available that do not provide accurate data, therefore detecting incorrect resources is also critical. However, the technique for this study is really straightforward; the first step is to use the relevant keywords. 
[bookmark: _Toc227604783][bookmark: _Toc227604822]Data collection method
The method would include attempting to find included data concerning the following terms:
Medication administration errors in the UK healthcare sector, MAE in the UK healthcare sector, patient safety in the NHS, reasons for adverse effects and death cases in UK healthcare. 
The next step is to select the relevant full-text articles and extract the key findings into the study data table.
[bookmark: _Toc227604784][bookmark: _Toc227604823]Proposed data analysis techniques
So this study's data will be analyzed by following Brown and Clark’s six-step framework, as this study is a thematic analysis that’s a systematic literature review. The framework has 6 steps.
	Steps 
	Application and activity 
	         Themes 

	Familiarization with the data

	At first the researchers must need to analyze the raw data by reading and rereading.
Immersing in the raw data by actively engaging with the raw material in order to extract the key findings and enhance familiarity with the topic.

	
1. Organizational factor
2. Human factors
3. Communication and teamwork issues
4. Education and training gaps
5. Medication system and process issues


	Generating initial codes

	After familiarizing with the topic, the researchers systematically worked through the data to identify meaningful features related to the study (Salar et al., 2020.).
Using several software programs to generate codes in order to identify meaningful data.

	

	Searching for themes

	After initiating the coding, the researcher will, in the next step, group the codes in order to get broader patterns or themes.
Doing as the framework says, grouped some codes like "staff shortage" and "high work" together under one theme, which is "organizational factor."

	

	Reviewing theme

	On this next step the researcher reviews all the candidate themes and distinguishes between the themes (Hartnell et al., 2012).
Identified five teams and refuted each of them to ensure they accurately represent the data.
	

	Defining and naming themes
	The researcher on the next step refined each team and named them because their name will describe how it relates to the research question.
Figured out five teams and named them according to their relationship with the topic.

	

	Producing the report

	This is the final step where the researcher presents their findings in detail, provides the data as tracks, and gives analytical commentary. In each stage, all the evidence of the study will be present in front of the respective members.
	



[bookmark: _Toc227604785][bookmark: _Toc227604824]Identification and description of the themes 
The researcher used thematic analysis for this study and identified 5 key themes; a detailed description is provided below.
Organizational factors
The reason behind increasing medication errors in the UK includes issues related to the health care system and work environment, and this theme presents the organizational factors under some codes (Savva et al., 2022). This theme includes staff shortages, high workload, time pressure, and poor staffing levels, which is basically an organizational failure because most of the healthcare organizations that lack enough staff increase the stress and reduce the time availability so the staff cannot provide safe medication administration to the patients (Walsh et al., 2005).
Human factors
Always the system is not responsible for the failure; there are some human-involved and individual-related issues. Under this theme some code such as fatigue, stress, lack of concentration, and human errors are included as the healthcare professionals work for several hours and they have so much workload and pressure, so it is not avoidable that they will not make mistakes.
Communication and teamwork issues
In every profession, communication is crucial because if the communication cuts off between the health care professionals, it will create misunderstandings. This theme includes miscommunication and clear instructions and poor teamwork, which could be the main reason that the healthcare professionals are constantly making mistakes (Carson, 2025).
Education and training gaps
Training is necessary, although the healthcare professionals achieve their positions, because lack of proper training and knowledge about medication causes these errors. There are several new kinds of diseases being introduced, such as covid-19. The healthcare professionals' lack of regular training and knowledge was one of the reasons that so many people have died worldwide (Dyab et al.,  2018). Although this pandemic is over, the training and knowledge development should not be stopped because this kind of issue could come again any time.
Medication system and process issues
Under this category there are poor documentation, unclear labeling, complex procedures, etc., because all these factors are commonly happening in the health care sector.

[bookmark: _Toc227604786][bookmark: _Toc227604825]Ethical considerations
· In this study there are no human participants involved, which ensures low ethical risk.
· This study has proper referencing and citation.
· This study is not copied from others; it doesn’t uses any AI tools, which means there is no plagiarism.
· For the study, some credible academic sources are needed and used.
· The researcher will make sure of the data security and ensure privacy.


[bookmark: _Toc227604787][bookmark: _Toc227604826]Implications of the research
This study is very crucial because, first of all, medication errors in the UK are increasing day by day, which is endangering people's lives, and this report will help increase knowledge leading to awareness to improve patient safety. This research would identify some key causes of the medication errors, so the healthcare professionals and nurses will get an intrinsic idea about their lacking and improve in the future. It would advise on better training opportunities, and policy development as mandatory procedures for the healthcare sector to minimize the situation and reduce poor practices.


[bookmark: _Toc227604788][bookmark: _Toc227604827]Plan of Work and Time Schedule (Gantt Chart)
	Research activity 
	Week 1-2
	Week 3-4
	Week 5-8
	Week 9-12
	Week 13-16

	Topic selection and proposal preparation 
	
	
	
	
	

	Working on literature search 
	
	
	
	
	

	Article selection (about 20-22)
	
	
	
	
	

	Data extraction
	
	
	
	
	

	Using thematic analysis
	
	
	
	
	

	Working on methodology
	
	
	
	
	

	Preparing the finding and discussion
	
	
	
	
	

	Reviewing and editing
	
	
	
	
	

	Submission 
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