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[bookmark: _Toc232273074]1. Title of Proposed Research
The Role of Healthcare Managers in Reducing Medication Errors in UK Hospitals: A Qualitative Systematic Review
[bookmark: _Toc232273075]2. Prevalence of the Problem
Drug incidents account for about 10% of all incidents reported in the NHS (NHS England, 2024), and they represent one of the most common patient safety incidents. In addition, drug-related harm is considered a major global health issue, and medication errors represent a leading factor contributing to patients being harmed preventively (World Health Organization, 2023).
A study from the Care Quality Commission (CQC) showed that there were several safety risks linked to medicines in the NHS trusts and identified poor leadership and management of medicine within the organisation (Care Quality Commission, 2022). In addition, another article that was published in 2024 has shown that there are about 237 million medication errors in England each year, and nearly 66 million are clinically significant. Every year, it is estimated that the number of deaths caused by these medication errors is 1700, while it results in more than 180 000 bed days spent in hospitals and over £98m in costs for the NHS (Camacho et al., 2024). Despite the development of various safety strategies and medication error reporting systems, medication harm is a significant problem (Guntschnig et al., 2025). 
[bookmark: _Toc232273076]3. Introduction and Literature-Based Background
[bookmark: _Toc232273077]3.1 Medication Errors and Patient Safety
According to Mistry, Patel and Prajapati (2023), medication errors are known as one of the leading preventable causes of patient harm in many parts of the world. According to the National Coordinating Council for Medication Error Reporting and Prevention, a medication error refers to any avoidable incident that may result in medication being used improperly or cause patient harm when the medication is under the control of a health practitioner, patient, or consumer (Academy of Managed Care Pharmacy, 2022). The occurrence of a medication error is not limited to the stages where the medication process involves prescribing, transcribing, dispensing, administration, and monitoring (Nicholson and Damons, 2022). Prescribing errors are one of the most common types of medication errors; others include administration errors, omission, incorrect dosage, and wrong medications (Simegn et al., 2022). Some of the consequences of medication errors include adverse reactions to drugs, increased time spent in hospitals, high costs of health care, patient dissatisfaction, and even loss of life (Adeyemi, Adegoke and Odugbose, 2024). 
[bookmark: _Toc232273078]3.2 Medication Errors in UK Hospitals
Despite all the advances, medication errors are still a problem within health services in the United Kingdom. It can be noted that in England, annually there happen about 66 million potentially clinically significant medication errors, while the total number equals about 237 million (Elliott et al., 2021). Errors can happen throughout the medication process; however, the most frequent occur during its administration and prescription (Biro et al., 2022). Medication errors also affect the functioning of the NHS by causing avoidable fatalities, prolonged stays in hospitals, as well as additional costs (Sirrs, 2024). These mistakes were still taking place, which showed that medication safety needed to become a matter of public health concern that should have been constantly improved.
[bookmark: _Toc232273079]3.3 Existing Strategies to Reduce Errors
A number of measures have been employed to minimise medicine mistakes and promote patient safety. Implementation of technological intervention mechanisms such as electronic prescriptions, clinical decision support systems, barcode medication administration, and digital medication reconciliation has helped improve accuracy and avoid human error (Adeyemi, Adegoke and Odugbose, 2024). Digital tools also have the ability to make it easy for individuals to communicate and achieve care continuity.
Safety culture is another determinant that contributes to the prevention of medication-related harm other than technology. A strong safety culture encourages teamwork, good communication, learning from error, and non-punitive measures in case of accidents (Hellzén, Kjällman Alm and Holmström Rising 2022). Establishing a just culture focuses on enabling the providers of healthcare for the purpose of admitting mistakes without fear of repercussions, which helps in encouraging organisational learning and quality improvement in a continuous manner (Glarcher and Vaismoradi, 2025).
Incident reporting is another mechanism used in the identification of risks associated with medicine and implementation of preventive interventions. Reporting systems enable organisations to develop a perception of the underlying reasons behind the error, spread awareness of the lessons learned, and come up with appropriate interventions (Chance, Florence and Abdoul, 2024).
[bookmark: _Toc232273080]3.4 Role of Healthcare Managers
The importance of the roles played by healthcare managers in ensuring drug safety in hospitals cannot be underestimated. Management influences agendas, resource distribution, policies, and employee interaction (Bhati, Deogade and Kanyal, 2023). Effective leaders ensure that there is teamwork and collaboration between several disciplines, a reporting culture, and patient safety during decision-making processes (Falade et al, 2024).
There are various governance structures put in place by healthcare managers, which are associated with accountability and safety standards at a national level. Additionally, healthcare managers help shape learning cultures, trust-building processes, and continuous improvements (Willie, 2025). The link between the professional hierarchy, communication, organisational culture, and drug safety has been established by previous studies (Alhur et al., 2024). 
[bookmark: _Toc232273081]3.5 Gap in Existing Literature
Despite the increasing attention paid to patient safety, there is an abundance of literature dedicated to the involvement of nurses, pharmacists, and clinicians in the process of reducing medicine errors. Instead of the strategic function performed by a healthcare manager, recently published systematic reviews pay considerable attention to the activities performed by nurses and other professionals on the frontlines of their jobs (Terry et al., 2024).
Besides, it is necessary to note that there are numerous studies conducted in the sphere of medicine safety culture; however, they have an individual and professional perspective as opposed to a managerial leadership one (Adams, 2022). Even though the impact of organisational culture on medicine safety has been proven, no empirical data exists regarding the influence of healthcare managers on this process (Hoxha et al., 2024).
[bookmark: _Toc232273082]4. Rationale and Research Question/Aim/Objectives
[bookmark: _Toc232273083]4.1 Research Rationale
Despite the continuous initiatives in addressing the problem of medication errors from a national perspective and introducing technological changes, the problem is still relevant and constitutes a serious risk to patients' safety in the UK healthcare sector. Preventing medication errors (Mistry, Patel and Prajapati, 2023) has been the subject of the majority of current studies, as researchers tend to concentrate on the involvement of frontline healthcare professionals, nurses and pharmacists. However, focusing on the impact that managerial decisions may have on the development of the safety culture, governance and quality improvement in the context of healthcare organisations, one should admit that not much attention has been paid to the involvement of healthcare managers in this process (Camacho et al., 2024). Therefore, it is important to understand how healthcare managers contribute to reducing risks associated with medication errors, as it is vital for ensuring patients' safety and the quality of healthcare services (Guntschnig et al., 2025).
[bookmark: _Toc232273084]4.2 Research Question
What is the role of healthcare managers in reducing medication errors in UK hospitals?
[bookmark: _Toc232273085]4.3 Research Aim
To systematically review and critically synthesise qualitative evidence on how healthcare managers reduce medication errors and improve patient safety in UK hospitals.
[bookmark: _Toc232273086]4.4  Research Objectives
· To identify and critically examine the roles and responsibilities of healthcare managers in preventing and reducing medication errors within UK hospital settings.
· To explore management strategies, leadership approaches, and organisational practices reported in the literature that support medication safety and error reduction in UK hospitals.
· To evaluate the impact of interventions by healthcare managers on medication safety outcomes and develop recommendations for healthcare management practice and policy.
[bookmark: _Toc232273087]5. Research Methodology 
The research approach that will be undertaken in this research will be based on the interpretivist research philosophy as it aims to understand and thereby interpret the role of healthcare managers in minimizing medication errors in hospitals. Considering the nature of the study, which will involve experiences, perspectives and organisational practices reported in existing qualitative research, interpretivism stands to be appropriate (ANNAMALAH, 2024). At the same time, inductive research method for approach will be used, to allow the themes and patterns to appear in the literature, rather than test a hypothesis. Such a strategy can be used to create a more understanding of managerial roles and strategies related to medication safety.
The study will employ a SLR based case-study approach where the case will be the collection of published qualitative research in regard to the UK hospitals. Such an approach will help identify, appraise, and thereby synthesise existing relevant studies in a transparent and rigorous way (Shaheen et al., 2023). A qualitative research approach will be used because it is used to investigate meanings as well as perceptions focusing on leadership practices and organisational factors associated with the reduction of medication errors. The most appropriate type of evidence that is suitable to address the research question and objectives is qualitative evidence. 
Lastly, the study will further use a cross-sectional time horizon, where data will be obtained from previous research at one point in time, instead of a longitudinal time horizon, where data would be collected over time (Audulv et al., 2022). This will give a complete picture of the state of the evidence on how healthcare managers can help to minimize medication errors in UK hospitals.
[bookmark: _Toc232273088]6. Research Design 
This study will use a SLR design to locate, appraise and synthesise available qualitative information on the role of healthcare managers for the purpose of reducing medication errors within the UK hospitals. The study will apply the PRISMA framework for conducting the review process, which will be transparent and methodologically rigorous (Nezameslami et al., 2025). For this research, the inclusion criteria will include peer-reviewed qualitative studies published in English that centre on healthcare managers, medication safety in healthcare and UK hospital settings. 
Inclusion and Exclusion Criteria: 
	Inclusion Criteria
	Exclusion Criteria

	Peer-reviewed journal articles
	Non-peer-reviewed articles, editorials, commentaries, and conference abstracts

	Studies published in English language
	Studies published in languages other than English

	Studies focusing on healthcare managers, leadership, governance, or organisational strategies related to medication safety
	Studies focusing solely on clinical interventions without managerial involvement

	Studies conducted in hospital settings
	Studies conducted in community, primary care, or non-hospital settings

	Studies published between 2021 and 2026
	Studies published before 2021


This research will further exclude studies which are non-peer reviewed publications, and which are outside the hospital environment. In this context, the literature related to the study will be retrieved from specific databases with the use of pre-designed keywords and Boolean operators. 
Keywords: 
Search Keywords will include Healthcare managers, Hospital managers, Leadership, Medication errors, Medication safety, Patient safety, Hospitals, NHS, United Kingdom. Boolean search strings will also be included within the keywords such as “AND” and “OR” such as follows: ("healthcare manager" OR "hospital manager" OR leadership) AND ("medication error*" OR "medication safety") AND ("patient safety") AND (hospital* OR NHS) AND ("United Kingdom" OR UK)
[bookmark: _Toc232273089]7. Recruitment, Sampling and Study Participants
This study will not involve any direct recruitment of participants as the study will be based on a systematic literature review or SLR. Rather, relevant peer-reviewed studies will be used through purposive sampling and will include/exclude in accordance with the predetermined inclusion and exclusion criteria (Senerth et al., 2024). About 50 relevant articles will then be identified after screening for inclusion in the review and subsequent qualitative synthesis.  
[image: ]
Figure 1: PRISMA Application 
(Source: Self-created)
[bookmark: _Toc232273090]8. Materials / Data Collection Methods / Procedure 
What Data Will Be Collected? 
The study will gather the secondary qualitative data obtained from published peer-reviewed journal articles. Findings will cover the roles of healthcare managers, leadership practices, organisation strategies, safety initiatives, and intervention strategies to reduce medication errors in hospital environments. The study characteristics and key findings that are relevant to the study will also be derived and thereby extracted.
Who Is Being Studied?
The review will concentrate on literature papers only and thereby also include papers focusing on healthcare professionals who describe their experiences and perspectives of managerial effects on medication safety. 
How Will Information Be Obtained?
The systematic search of electronic databases such as PubMed, CINAHL, Scopus and Google Scholar will be conducted to gather information. Studies retrieved will be screened for title, abstract and full text based on pre-defined eligibility criteria. The data will be then structured in a data extraction table that will facilitate analysis and synthesis.
[bookmark: _Toc232273091]9. Proposed Data Analysis Technique
The qualitative findings of the selected studies will be analysed by the method of thematic analysis consisting of six steps which has been described by Braun and Clarke (2022). This will help to synthesise the qualitative evidence in a systematic manner and help identify patterns in the studies that are to be included.
	Step
	Process

	1. Familiarisation
	Reading and re-reading the included studies to gain an in-depth understanding of the data.

	2. Coding
	Generating initial codes related to healthcare managers' roles, leadership practices, and medication safety strategies.

	3. Generating Themes
	Grouping similar codes into broader themes and categories.

	4. Reviewing Themes
	Refining and assessing themes to ensure consistency and relevance.

	5. Defining and Naming Themes
	Clearly defining the meaning and scope of each theme.

	6. Reporting Findings
	Synthesizing themes into a coherent narrative to explain how healthcare managers contribute to reducing medication errors in UK hospitals.


[bookmark: _Toc232273092]10. Ethical Considerations
This project will utilise qualitative systematic literature review; there will be no human participants involved, and there will be no data collection from primary sources. Only secondary data will be retrieved and used in this study. This implies that there will be no ethical concerns such as risks involving participation or physical and psychological well-being in this case.
Though information gathering does not occur, confidentiality will be observed through proper handling of data that will be retrieved from the studies reviewed. Proper citation of work from the sources to avoid plagiarism will also be observed, and all sources will be referenced appropriately. All sources used in the study will be cited and referenced using the referencing guidelines of Harvard (Mulenga and Shilongo 2024). Integrity, honesty, and transparency will be adhered to throughout the whole process of conducting this study (Ratajczak et al., 2025).
[bookmark: _Toc232273093]11. Implications of the Research
The information gleaned from this study could be valuable to NHS policy to create strategies to ensure safety and reduce any risks arising due to improper use of medications. This study could prove helpful to the healthcare administrators, allowing them to get insights about effective leadership and governance practices as well as organisational practices that can ensure safe medication management. 
The findings of this study at the organisational level could inspire hospitals to promote a positive safety culture and improve reporting processes and conduct quality improvement projects continuously. Moreover, the study would contribute uniquely to the existing body of knowledge by identifying gaps in current literature and future areas of research. Further studies into managerial interventions and their impact on medication safety could be helpful.
[bookmark: _Toc232273094]

12. Plan of Work and Time Schedule (Gantt Chart)
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	Conduct preliminary literature search.
	
	
	
	
	
	
	
	
	
	
	
	

	Develop search strategy and inclusion criteria.
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	Interpret findings and develop recommendations.
	
	
	
	
	
	
	
	
	
	
	
	

	Write first draft of dissertation chapters.
	
	
	
	
	
	
	
	
	
	
	
	

	Revise, proofread, and finalise the study.
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