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Introduction

While increased reliance on technology to provide health care services within the nursing profession has contributed to improved and favorable outcomes, the same progress has resulted in scenarios where clinical errors have become commonplace. According to Kim, Coiera, & Magrabi (2017), the adoption of information technology (IT) in the healthcare profession has resulted in new and unforeseen errors that could result in patient harm or death. While describing the findings of their own research, Kim et al. (2017) state that 53% of IT problems identified in 18 studies were directly linked to patient harm or death, while 29% of clinical error occurrences recorded in 10 studies were classified as new miss events. One of the most troubling findings of the research was associated with errors arising from the incorrect use of information storage and processing software. For instance, Kim et al. (2017) point out that 91% of the errors reported during their research arose from information errors. Some of these errors include issues relating to drug dosing directions, problems in data entry and retrieval, with some data delayed, missing (35%), partial (44%), and wrong (76%). At the same time, Kim et al. (2017) reported that information errors arising from the machines themselves, independent of human activities were in 65% of the studies analyzed. As an example, some machines would fail to display alerts concerning drug-drug and drug-allergy interactions on time, and in some cases, the displayed information would be erroneous. This paper will discuss a nursing experience that I found to be troubling with a connection to the use of IT in healthcare service delivery. In addition, the paper will also address the different ways in which healthcare service stakeholders can contribute towards promoting safety and reducing errors with the use of best practice guidelines in nursing.
Troubling Experiences in Nursing Profession 
The healthcare profession has progressed over the last three decades with the introduction of computerized machines and software that make the nursing process easier, faster, and safer. However, as more healthcare facilities for the latest technological innovations in an effort to improve service delivery to their patients, nurses are exposed to situations where they have to learn and adapt at a faster rate (Dexheimer et al., 2016). This has created an environment where healthcare professionals are in a constant state of transition. This creates room for nurses and doctors to make mistakes either as a result of confusion or lack of understanding of the new software and machines they are required to use.
One of the experiences that I found troubling during my work as a nurse related to the use of electronic bedside charting or electronic health records documentation (EHR). In one of the healthcare facilities, the hospital management decided that it would be better to adopt the use of EHR in bedside charting as opposed to traditional paper charts used in healthcare practice. While the introduction of handheld gadgets and a computerized data storage system was warmly received by every individual in the facility, very little time was dedicated to teaching or allowing nurses to familiarize themselves with the new technology. One of the benefits of bedside charting using a handheld electronic gadget meant that once a patient’s records were taken by one nurse, they would be stored in the main servers allowing other nurses to access and update that information easily. 
Furthermore, it was theoretically expected to reduced errors such as wrong medication and dosage, blood transfusion errors, and errors arising from patient identity mistakes. The lack of preparation, however, led to several nurses making mistakes during the first day of use, mistakes that were carried forward during the patients’ stay at the hospital leading to harmful outcomes in some patients as a result of allergies, negative drug-drug reactions, errors in diagnosis, and blood transfusion errors, among others. Even though none of these errors proved fatal, the process was halted to allow nurses sufficient time to familiarize themselves with the new technology. In a nutshell, I found the need by healthcare institutions to quickly adopt new technology with minimal use of troubling and harmful to patient safety and wellbeing. 
Systems to Promote Safety and Reduce Errors

Every participant in the healthcare service profession has a role to play in promoting safety and reducing errors. The role of reducing errors is not a preserve of nurses or healthcare professionals, but one that involves patients and device and drug manufacturers. For instance, it is recommended that patients are aware of their basic medical statuses such as blood types, allergies, and the intervals between drug administrations. This knowledge can contribute to ensuring that a patient does not receive the wrong blood type during transfusion, the wrong medication, or an overdose of medication due to errors in the system. 
Whenever a patient or family member senses that something is wrong, he or she ought to speak up, for instance, a patient can remind the attending nurse of his or her blood type or allergies before anything is administered to him or her. At the same time, it would be imperative to mention that one has already received their medication in the event that a nurse tries to administer a drug because the previous nurse forgot to enter his or her activities into the system. Family members can be crucial in providing assistance to nurses, where the patient is unconscious or unable to express his or her thoughts coherently.
Individual clinicians, healthcare institutions, and medication and medical devices manufacturers can also contribute to safety and reduce errors in nursing through adequate training. It should be the policy of all drugs and medical devices companies that they would not allow healthcare professionals to use their gadgets without proper training (Borycki, 2013). Alternatively, nurses ought to be able to object to any rushed transition from one software or device to another, seeing as such a rush can result in harmful patient outcomes.
Factors that Create a Culture of Safety
The adoption of best practice guidelines (BPG) for patient care is the key factor that can create a culture of safety within the healthcare profession. BPG focus on the welfare of the patient and the continuous learning process on the part of the nurses (Balio, Apathy, & Danek, 2019). One best approach to implement best practice guidelines is through the employment of professionals in the industry to monitor and mentor nurses as they transition from one nursing practice to another. Using a professional, for example, an expert from the company responsible for the new device or software, would contribute to the timely detection of errors and their correction before they result in serious patient injuries.
Another approach that can create a culture of safety is the use of a hands-on approach to healthcare service provision (Balio et al., 2019). Experienced nurses must constantly supervise their junior colleagues so that any errors that may occur due to inexperience are addressed at an earlier time before they progress into serious injuries. Such errors may include the recording and reporting of errors and nursing activities, among others.

Finally, it is crucial that a well functioning computerized system is used by a healthcare facility. Computerized systems must be equipped with detection software so that when the wrong information is entered, the end-user can identify the potential for a mistake (Borycki, 2013). For instance, every time a patient is admitted to the hospital, and there is a need for blood transfusion, the nurses can be alerted to an error resulting from the wrong blood type being ordered from the hospital’s blood bank.
Conclusion 
Based on personal experiences and current literature on the subject of IT use within the nursing profession, it is evident that the benefits are accompanied by downsides. Thus, it is crucial that organizations adopt best practice guidelines so as to make sure that unforeseen errors are detected and resolved before they can grow into serious adverse events where patients could suffer permanent injury or fatalities. 
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