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Introduction: Quality has been the main focus of attention in health services in 

decades. One of the factors that can lower the quality of health care and patient 

confidence is the fault of the medication. A medication error is an event that can lead 

to an error using the drug under the supervision of a health professional and this event 

should be avoided. 

Methods: Approach on systematic This review uses the Cochrane approach and a 

journal sourced from several databases among lainScopus, Pubmed, BMJ, BMC, 

NCBI, ProQuest, Science direction in the last 5 years. Boolean operators in the search 

process use AND and OR. 

Results: Overall, the review consists of 15 articles (table 1). In this review, the 

electronic system affects Medication Error and improve patient safety. The 

intervention can be used and applied to improve patient safety namely: 1) EMMS 

(Electronic Medication Management Systems), 2) EHR/EHRs (Electronic Health 

Reports), 3) E-Prescribing (Electronic Prescribing), 4) MediDocQ (Medication 

Administration Charts), 5) CPOE (Computerised Provider order entry). 

Conclusions: Health information technology in the field of medication proved effective 

to reduce the fault of the medication in hospital patients. 
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PENDAHULUAN 

Quality has been the main focus of attention in 

health services in decades. One of the factors that can 

reduce the quality of health services and the patient's 

trust is the medication error. A medication eroor is an 

event that can lead to the error of the use of the drug 

under the supervision of health professionals and this 

event should be avoided [1]. Reports of recent studies 

have stated that the fault of the medication is very 

harmful to patients hospitalized and inflicting enormous 

losses [2]. 

A medication error is the most common mistake in 

the hospital. The incidence of medication errors 

recorded approximately 1.5 million people each year 

suffered a loss due to a medication error. The 

medication error not only lowers patient satisfaction and 

confidence but also causes a loss of 6-29 billion dollars 

annually [1]. The latest research shows that it can be 

held as one problem of medication in the hospital, so the 

hospital is spared losses of 7000 dollars [3]. 

The treatment process should be supported by clear 

information and documentation.  

Mistakes in the process of medication (prescription 

making, compounding drugs) and documentation of 

treatment are factors contributing to improper clinical 

decision-making and adverse patients [4]. A medication 

erorr has great implications for the safety of patients [1]. 

A loss that can be caused due to the occurrence of 

missing including overdose, the effect of drug allergies 

to death [5]. The development of health information 

technology to reduce the occurrence of medication 

errors should continue to be increased, to improve the 

patient's safety. 

Health information technology can improve 

patient safety by reducing treatment errors, reducing 

adverse drug reactions and improving compliance 

with code of practice. Health information technology 

is an important means to improve the quality and 

safety of health services [6]. The development of its 

main health information technology to increase 

patient health safety continues to increase so that the 

case of medication error has been reduced. 

METODE 

Design Research 

The design of this research is a systematic review 

resulting from searches on the Internet focusing on 

recent research over the last 5 years. A systematic 

review of the literature related to ME (Medication 

Error). 

Search Strategy 

The search strategy includes all ages, all 

languages, and all types of trials and studies. 

Researchers use electronic databases: Scopus, Pubmed, 

BMJ, BMC, NCBI, ProQuest, Science Direct. The 

literature review uses the keyword "medication error or 

system electronic or patient safety". In the article 

search, we use the Boolean operators  "AND ". After 

several articles are obtained, researchers then re-select 

them according to the criteria of inclusion and 

exclusion specified.  

The article search process is done from December 

9 to December 14, 2019. Searches for articles use 

keywords that have been determined by researchers 

and they also provide limitations as well as inclusion 

and exclusion criteria. Data obtained from Scopus, 

Pubmed, BMJ, BMC, NCBI, ProQuest, Science Direct, 

are then selected one by one by researchers to 

determine the appropriate journaling they have chosen. 

After getting the articles in line with the researchers ' 

expectations, the articles are analyzed one by one and 

grouped to get the result. The next step is to discuss 

what has been found based on the points gained from 

the results. 

Inclusion /exclusion 

We include all types of studies i.e., pre-Test and 

post-test, longitudinal study, cohort or case-control 

studies, and descriptive studies that report the 

incidence of treatment errors or identify the cause of 

ME (Medication Error), either in adults or children. 

 

Data Collection 
All research related to ME (Medication Error) is 

tabulated and spelled out in the PICOT table. (table 
1).  

HASIL 

In the journal search by using the specified 

keyword obtained results 276 articles based on the 

criteria of inclusion and exclusion and the appropriate 

screening is done, so there are 15 articles journaled to 

be reviewed. In this review talk about (ME) Medication 

Error with electronic system based intervention to 

improve patient safety.  

The Systematic review is Hetrogen, as the attached 

study is Hetrogen, but according to the inclusion and 

exclusion criteria that the researcher has agreed to. A 

variety of different designs and methods have been 

attached to (table 1). Although this is Hetrogen 

systematic review aims to minimize ME (Medication 

Error) by using various interventions that aim to 
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improve patient safety. 
The intervention can be used and applied to improve 
patient safety namely: 1) EMMS (Electronic Medication 
Management Systems), 2) EHR/EHRs (Electronic 
Health Reports), 3) E-Prescribing (Electronic 
Prescribing), 4) MediDocQ (Medication Administration 
Charts), 5) CPOE (Computerised Provider order entry). 
Medication errors can occur in some processes, such as 
when prescribing medicines, compounding drugs, 
delivery of drugs to patients. A loss that can be caused 
due to the occurrence of missing including overdose, the 
effect of drug allergies to death [5].  So that the 
intervention that has been validated by the researchers 
can be used as reference material to minimize the 
occurrence of medication error 
 
PEMBAHASAN 

Health information technology in the era of the 

4.0 industry continues to increase. The development of 

health information technology proved to be able to 

reduce the impact of medication errors in hospital 

patients. A medication fault harms the patient and 

extends the number of days of patient care in the 

hospital [15]. Research on the technology of 

information that can reduce the effects of medical 

errors, including an electronic medication 

management system, electronic medication 

Documentation (MediDocQ), Barcode assisted 

medication, electronic reconciliation Medication. 

Systematic This review will be dictated about the 

comparison of each of these technologies which 

effectively enhances the patient's intensity.  

1. Electronic Medication Management System 

Electronic Medication Management System is 

designed to digitize the process of Drug 

Administration, completing tasks related to treatment, 

providing other information that supports the 

treatment of patients and promoting regulations on 

Drug-granting compliance [15]. The results of this 

study were in line with the research conducted [18] 

stating that the utilization of technology for treatment 

planning of these patients had a positive impact with 

proven reduced risk Treatment errors. It is evidenced 

by 56% of respondents agree that the Electronic 

Medication Management System can reduce potential 

treatment errors. The application of Electronic 

Medication Management System in Australia does not 

go well, because not only involving nurses, but doctors 

also have to change the system of prescription 

medication that is commonly done into electronic 

prescription systems or Computerised [15]. Stated that 

the Electronic Medication Management System can 

solve the problem by raising a new problem that is the 

safety of treatment in patients and human dependence 

on technology [18].  

2. Electronic medication Documentation (MediDocQ) 

Electronic medication Documentation 

(MediDocQ) is an evaluation of the documentation 

against non-standard prescriptions and drug-giving 

records of patients. The main component of this 

instrument is the completeness of documented 

information (prescription, Drug Administration and 

Pro re Nata (PRN) drugs), the quality of transcription 

and compliance of documentation structures, 

readability, and correction of the medication process. 

The results of this study 33 of 54 items resulted in value 

above 0.75. The results showed that MediDocQ 

instruments demonstrate the high quality of medical 

documentation. The quality of documentation 

improves with the existence of instruments MediDocQ 

[4]. 

3. Barcode Assisted Medication Administration 

(BCMA) 

Technology development to reduce the occurrence 

of a medication error namely Barcode Assisted 

Medication Administration (BCMA). Patient barcode 

Scanning is done to identify the patient and the type of 

medication to be administered, with this system can 

prevent the patient's error, treatment, dose, timing and 

error of the route by ensuring that the drug is 

administered according to In the administration of the 

patient's treatment [5]. The results of the study [5] were 

found that the patient's fault was ensured not to occur 

with BCMA technology. Based on the observation 

results (Van Der Veen et al., 2018) with OR 3.06 and 

CI 95% showed results although BCMA had a positive 

impact on the decline in medication errors, but the 

application of this technology also raises new problems 

including BCMA not Scans at all (36%), do not scan 

because the patient does not wear a BCMA bracelet 

(28%), incorrect drug scanning, scanning of some 

medications, and ignoring the warning signal of 

scanning fixes version (11%). 

4. Electronic Medication Reconciliation 

Drug reconciliation is a process of reviewing the 

patient's treatment history, identifying the list of 

medicines that are appropriate for patients. 

Reconciliation errors can also cause harm to the 

patient. One of the developments done in the 

development of a repeated drug checking system 

conducted with information technology that has been 

conducted by research [14]. The ethoxylation of the 
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drug is included in the documentation of the treatment 

process, so it is necessary documenting the clear 

process of reconciliation to avoid a pronounced fault 

in patients [4].  

Electronic Medication Reconciliation application 

process includes the monitoring of the patient's drug 

list through EHR (Electronic Health Record) as well 

as through the patient and family, pharmacist 

conducting a patient reconciliation medication based 

on the prescription that has been given, Rekonsilias 

performed until the drug is prepared to be 

administered to patients. Some studies have shown 

that the implementation of drug reconciliation can be 

successfully applied, but does not cover the possibility 

of errors occurring during the reconciliation process, 

resulting in the impact of treatment errors in patients 

[14]. 

Based on some research, there have been many 

technologies developed to reduce the occurrence of 

medication errors with the ultimate goal of increased 

patient's intensity. Some of the technology developed 

proved to be able to reduce the occurrence of the case 

of medication errors in patients, so as to reduce losses 

in patients or hospitals. However, the developed 

technology still requires a lot of evaluation, because 

some studies have mentioned the impact caused by the 

application of technology raises new problems in the 

fault of the medication. 

KESIMPULAN 

Mismedication is an error in the use of drugs that 

cause harm to patients in the hospital. A medication 

error has great implications for the safety of patients. 

The consequences of misconduct include material 

losses for hospitals and injuries to death for patients. 

In order to reduce the impact caused by medication 

errors, the health information System technology is 

developed related to the patient's dictating the process. 

Health information technology in the field of 

medication proved effective to reduce the fault of the 

medication in the hospital. The research results of 

health information technology development in the 

field of medication proved to reduce the occurrence of 

medication errors in hospital patients. The results of 

this research can be considered for health 

practitioners, especially nursing-related patients and 

handling the patient's treatment process for 24 hours 

to reduce the occurrence of medication errors in 

patients. 
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