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[bookmark: _Toc215312839]Research Topic: The Role of Poor Documentation and Communication Breakdown in Medication Errors in Care Home Settings
[bookmark: _Toc215312840]Introduction
Medication management is a vital component of safe and effective care in residential and nursing home environments. Older adults living in care settings typically present with complex health needs, long-term conditions, and multiple medications, making them highly susceptible to medication-related incidents. Medication errors may involve wrong doses, omissions, incorrect timing, or administering medication to the wrong resident, all of which can have serious consequences. Among the numerous factors influencing medication safety, poor documentation and communication breakdown consistently appear as major causes of errors within care homes.
This report explores how inadequate record-keeping and ineffective communication between healthcare staff contribute to medication errors. It also outlines the importance of addressing these issues and presents methodological approaches to researching them within the context of care-home practice.
[bookmark: _Toc215312841]Problem Statement
Medication errors remain a persistent issue in adult care homes, posing significant risks to resident safety. Poor documentation is one of the primary contributors to these errors. Medication Administration Records (MAR charts), care plans, and clinical notes are essential for providing accurate guidance on medication type, dosage, and administration schedules. When documentation is incomplete, unclear, or not updated promptly, staff may unintentionally follow outdated or incorrect instructions. This can result in mistakes such as double-dosing, late administration, or administering the wrong medication (Vrbova, Comoretto and De Benedictis, 2020).
Communication breakdown further aggravates the problem. Care homes operate across shift systems, rely on multidisciplinary collaboration, and often work with external healthcare professionals such as GPs and pharmacists. When important information about medication changes is not passed on accurately—for example, during handovers or after GP visits—staff may continue following old instructions, putting residents at risk (O’Connell and Flynn, 2007). In addition, factors such as language barriers, staff turnover, reliance on agency workers, and time pressures contribute to information gaps.

Together, poor documentation and communication failures form a high-risk environment that increases the likelihood of medication errors, potentially leading to adverse reactions, avoidable hospitalisations, and significant harm to residents.
[bookmark: _Toc215312842]Justification
Investigating the role of documentation and communication in medication safety is crucial for several reasons. Firstly, residents in care homes are often vulnerable due to frailty, cognitive impairments, or long-term health conditions. Even minor medication errors can have severe consequences. Understanding the underlying causes of these errors assists in improving care quality and reducing avoidable harm.

Secondly, medication management is highly regulated, and care homes are expected to meet strict standards set by bodies such as NICE, CQC, and the Nursing and Midwifery Council. Identifying weaknesses in documentation or communication helps ensure compliance with professional and legal requirements.

Thirdly, improving medication processes benefits not only residents but also healthcare staff. When documentation is clear and communication is consistent, staff experience less stress, reduced workload duplication, and increased confidence in their practice (Dilles et al., 2011). This contributes to a safer, more supportive work environment.

Lastly, the findings of such research can influence policy development, promote the adoption of electronic medication systems, improve handover procedures, and strengthen interdisciplinary cooperation. For these reasons, exploring this topic offers meaningful contributions to healthcare improvement, workforce development, and patient safety.

[bookmark: _Toc215312843]Information Sources and Justification
This research topic requires a combination of authoritative and evidence-based sources. The chosen sources include:
· Peer-reviewed academic journals providing empirical evidence on medication errors, documentation quality, and communication issues in care homes.
· National guidelines, such as those issued by NICE, NMC, and the Department of Health and Social Care, which outline legal and best-practice standards for safe medication handling.
· Regulatory reports, including those from the Care Quality Commission (CQC), which highlight common issues found in care-home inspections.
· Professional bodies, such as the Royal Pharmaceutical Society, which provide updated recommendations on medicine management.
· Systematic reviews and qualitative research, offering detailed insights into human factors contributing to errors.
These sources are justified because they are credible, current, and directly relevant to understanding the relationship between documentation, communication, and medication errors.
[bookmark: _Toc215312844]Task 2: Research Methodologies
[bookmark: _Toc215312845]Give a brief overview of quantitative and qualitative research.
Quantitative research uses numerical data to identify patterns, measure frequency, or establish correlations. In the context of medication safety, it can measure the rate of medication errors, frequency of documentation inconsistencies, or number of communication-related incidents. Data may be collected through structured surveys, audits, or analysis of incident reports.
Qualitative research, on the other hand, focuses on exploring experiences, perceptions, and behaviours. It is particularly useful when investigating communication dynamics, staff attitudes towards documentation, and barriers to safe practice. Methods include interviews, focus groups, and observational studies.
Both approaches complement each other: quantitative research allows for statistical analysis of the scale of the problem, while qualitative research helps explain why these issues occur.
[bookmark: _Toc215312846]What type of research methodology will you use for your research and why?
A mixed-methods approach is most appropriate for investigating medication errors, as the issue includes both measurable and experiential components.
Quantitative elements may include:
· audits of MAR charts to identify documentation errors
· analysis of incident reports to determine the frequency and type of medication mistakes
· surveys measuring staff awareness of documentation policies
These provide clear numerical evidence of the prevalence of documentation-related and communication-related errors.
Qualitative elements may include:
· interviews with nurses, carers, and managers to explore barriers to effective communication
· focus groups discussing challenges encountered during handovers
· thematic analysis of staff experiences when managing medication
These methods allow researchers to understand the context, underlying causes, and staff perspectives.
Mixed-methods research therefore provides a comprehensive and robust understanding of the issue.
[bookmark: _Toc215312847]Task 3: Data Collection 
[bookmark: _Toc215312848]Overview of primary and secondary data collection
Primary data refers to new information gathered directly by the researcher. It is tailored to the specific research objectives and includes methods such as observations, interviews, surveys, audits, and focus groups.
Secondary data involves information that has already been collected and published by other organisations. This includes academic articles, policy documents, inspection reports, and best-practice guidelines. Secondary data is useful for identifying existing knowledge gaps and supporting interpretation of primary findings.
[bookmark: _Toc215312849]What form of data will be used to address your research problem, and why?
A combination of both primary and secondary data will be employed in this research.
Primary data will include:
· Surveys to assess staff perceptions of documentation quality and handover communication.
· Interviews or focus groups with care-home staff to gather in-depth insights into daily challenges in medication handling.
· Medication audits to examine MAR chart accuracy and identify common types of documentation errors.
These methods are selected because they provide first-hand accounts and real-time evidence of the challenges faced in practice.
Secondary data will include:
· National guidelines (NICE, RPS, NMC)
· Regulatory reports (CQC)
· Peer-reviewed literature on medication safety and communication in care homes
Secondary data provides a strong theoretical foundation, supports comparison with existing studies, and helps interpret patterns found in primary data.
[bookmark: _Toc215312850]Conclusion
Medication safety in care-home environments is heavily dependent on high-quality documentation and effective communication. Poor record-keeping, incomplete MAR charts, and failure to update medication changes in a timely manner significantly increase the risk of medication errors. Likewise, communication breakdown—whether during handovers, between shifts, or between care homes and external healthcare providers—further compounds these risks.
A combination of organisational pressures, staff turnover, time constraints, and inadequate systems contributes to these problems. However, implementing strategies such as electronic MAR systems, structured handovers, enhanced training, and a culture that encourages open communication can significantly reduce medication errors and protect resident wellbeing.
By understanding the underlying causes and adopting evidence-based interventions, care homes can create safer environments that prioritise resident safety, professional accountability, and high-quality care.
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