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ABSTRACT

Medication errors are basic all in all training and in healing facilities. The two errors in the demonstration of
writing (prescription/administering/administration errors) and endorsing deficiencies because of imperfect
medicinal choices can result in mischief to patients. Any progression in the endorsing procedure can ignite
errors. Slips, passes, or missteps are wellsprings of errors, as in unintended oversights in the account of
medications. Blames in portion determination, discarded transcription, and poor handwriting are normal.
Lacking mindfulness or ability and deficient data about clinical qualities and past treatment of individual patients
can bring about endorsing issues, including the utilization of possibly mistaken medications. A perilous

workplace, intricate or indistinct techniques, and deficient correspondence among human services staff,
especially among specialists and medical attendants, have been distinguished as huge basic factors that add to
prescription errors and endorsing issues. Dynamic intercessions went for diminishing prescription and endorsing
issues are emphatically prescribed. This ought to be committed on the instruction and preparing of prescribers
and the utilization of on-line helps. The unpredictability of the endorsing methodology ought to be decreased by
presenting mechanized frameworks or uniform recommending diagrams, so as to abstain from account and
exclusion errors. Input control frameworks and quick audit of prescriptions, which can be performed with the
help of a healing center drug specialist, are additionally useful. Reviews ought to be performed occasionally.
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INTRODUCTION

Medicines are the commonest medicinal
interruptions utilized in social insurance and safe use
is important. Over the previous 20 years, various
activities went for enhancing drug wellbeing has
been brought into doctor's facilities. Clinicians,
policymakers and patients presently need to realize
whether advance has been made and where further
upgrade might be required. Blunder offered a
comparable end in respect to security: defects are
unsuitable and normal. As indicated by a 2000 report
referring to UK medicinal protection associations,
25% of all claim guarantees by and large restorative
practice were because of prescription blunders and
included recommending and apportioning mistakes
(counting a wrong, contraindicated or unlicensed
medication, a wrong measurement, or wrong
organization); continue endorsing without legitimate
checks; inability to screen advancement; and
inability to caution about unfriendly impacts (which
may, nonetheless, not be viewed as a drug mistake).
The powerful cure isn't to frighten the medicinal
services workforce by requesting that they invest

more energy to give safe consideration, when truth
be told, the valor, diligent work, and vow of social
insurance specialists are the main genuine intends to
stem the tide of blunders inactive in the human
services framework. Development in information
and innovations has never been so significant and
productive. Nonetheless, look into on the nature of
consideration discovers that the human services
framework misses the mark in its capacity to make
an interpretation of learning to rehearse and to
apply new innovations securely and suitably. These
standards medicinal services associations could take
now or as quickly as time permits to considerably
enhance tolerant security incorporate (1) offering
authority; (2) concerning human points of
confinement in process plan; (3) advancing powerful
group working; (4) foreseeing the unforeseen; and
(5) making a learning milieu.

IMPORTANT DEFINITIONS

Active Error: Dynamic mistakes are those occurring
between an individual and a part of a bigger
framework at the purpose of contact. Dynamic
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blunders are made by individuals on the bleeding
edge, for example, doctors and medical attendants.
For instance, working on the wrong eye or removed
the wrong leg, are exemplary instances of a
functioning mistake.

Adverse Event: Untoward occasions might be
preventable when there is an inability to pursue
acknowledged practice at a framework or individual
dimension. An unfriendly occasion owing to a
mistake for the most part is a preventable
unfavorable occasion.

Latent Error: These are blunders in framework or
process plan, flawed establishment or upkeep of
gear, or incapable regulatory structure. These are
available, yet may go unnoticed for quite a while
with no evil impact.

Medical Error (ME): The failure to complete the
intended plan of action or implementing the wrong
plan to achieve an aim. An unintended act or one
that fails to achieve the intended outcome. This
definition is clearly oriented to the outcome of the
error. However, it does not take into account
catastrophes that can occur during the whole
process of prescribing, independently of any
potential or actual harm.

Prescription Error: Prescription Errors incorporate
those identified with the demonstration of
composing a remedy, though recommending

shortcomings include nonsensical endorsing,
improper endorsing, under-recommending,
overprescribing, and inadequate  endorsing,

emerging from mistaken therapeutic judgment or
choices concerning treatment or treatment checking.
Proper endorsing results when blunders are limited
and when the prescriber effectively tries to achieve
better recommending: the two activities are
required.

Negligent Adverse Events: A subcategory of
preventable, unfriendly occasions that fulfill the
lawful criteria utilized in characterizing carelessness.
The damage caused by substandard medicinal
administration.
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Near Miss: Any occasion that could have had an
unfavorable patient result however did not. Close
botches give chances to creating preventive systems
and activities and ought to get indistinguishable
dimension of examination from unfriendly occasions.

Noxious Episode: Untoward occasions,
inconveniences, and disasters that outcome from
adequate symptomatic or remedial measures
intentionally initiated. For instance, sending a
hemodynamically unsteady injury tolerant for
determined imaging examines rather than the
working room. The outcome could be an awful
capture and passing.

Patient Safety: The procedure of enhancement,
shirking, and anticipation of antagonistic wounds or
results that emerge because of the human services
process (Rodziewicz et.al., 2018).

SCOPE OF SAFETY PROBLEMS

The arrangement of high caliber, moderate, social
insurance administrations is a continuously
troublesome test. Because of the complexities of
social insurance administrations and frameworks,
researching and translating the utilization, costs,
quality, openness, conveyance, association,
financing, and results of medicinal services
administrations is vital to educating government
authorities, safety net providers, suppliers,
supporters, and others settling on choices about
wellbeing related issues. Suitable prescription use is
a mind-boggling process including numerous
associations and callings from different orders joined
with a working learning of meds, access to precise
and finish understanding data and combination of
interrelated choices over some undefined time
frame. The rising multifaceted nature of science and
innovation requires human services suppliers to
know, oversee, screen and include like never before
previously. Current techniques for arranging and
conveying care are not ready to meet the new
desires for patients and families in light of the fact
that the information, aptitudes, care alternatives,
gadgets, and drugs have propelled more quickly than
the medicinal services framework's capacity to
convey them wellbeing, viably, and effectively. The
potential for blunders of oversight or commission to
crawl into the procedure is extraordinary. Work
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process investigation has frequently been utilized
with the objective of prosperous effectiveness.
Because of monetary weight and motivating forces
driving supplier associations, limiting slack time has
turned out to be critical (Steinwachs et.al., 2008,
Smith et.al., 2006)

UNDERSTANDING ERROR

Clinicians' feelings of dread of claims and their self-
impression of incompetence could be scattered by
hierarchical societies accentuating security instead of
fault. To understand what is or isn't thought about
prescription related unfavorable occasions, normal
definitions must be set up and comprehended.
Associations must go to a typical comprehension in
regards to MEs, detailing prerequisites, and dangers
to catch and follow up on mistake potential inside
their own drug use frameworks. The potential
advantages of intra-institutional and Web-based
databases may help drug specialists and different
suppliers to avoid comparative dangers and advance
patient security (Wolf et.al., 2008). These meanings
of ADE, PADE, ADR give the accompanying
experiences with respect to untoward occasions and
drug use:

MEs are viewed as preventable while unfriendly
medication responses are for the most part are
definitely not.

If a mistake happens, however is hindered by
somebody simultaneously, it probably won't result in
an unfriendly occasion. These potential untoward
occasions are frequently alluded to as close misses.
Capturing data with respect to close misses could
yield indispensable data in regards to framework
execution.

IDENTIFYING RISK

Two approaches to deal with the issue of human
frailty are conceivable: the individual and the
framework approach. The individual methodology
accentuations on the blunders of people, charging
them for absent mindedness, messiness or good
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shortcoming. The framework approach focuses on
the conditions under which people work and
endeavors to construct barriers to deflect mistakes
or relieve their belongings. Medicinal services
experts are human and can commit errors.
Announcing a mistake is frequently viewed as expert
disappointment or carelessness and is trailed by
authorize or punishment of the people included.
Meds are characteristically poisonous, and there is a
hazard to taking them and, maybe, not taking them.
Each time a specialist endorses an item, a treatment
chance versus advantage must be surveyed. In the
event that a patient takes recommended
prescriptions in an unexpected strategy in
comparison to endorsed or if over-the-counter items
and elective operators are included, there are extra
dangers. Symptoms and heartbreaking uncommon
responses are additionally hard to foresee. This
outcomes in social insurance laborers stressing
always over the ever-present truth of mistake.
Lamentably, in numerous associations, the reaction
to blunder focuses on the general population as
opposed to the framework engaged with the
generation of a mistake (Smith et.al., 2006; Pietra
et.al., 2005). Reason has identified that there are a
variety of defenses put into systems to provide the
following functions:
e Create comprehension or familiarity with
dangers
e Give direction on the best way to work
securely
e Provide cautions and admonitions when
hazard or threat is clear
e Place obstructions among risks and people
or different frameworks
e Restore framework to a protected state
when conditions are not ordinary
e Contain or killed risks if the boundary isn't
satisfactory
e Establish techniques for getaway and protect
should risk regulation come up short

TARGETING MEDICATION SAFETY AT THE MICROSYSTEM LEVEL
Nelson and colleagues suggest that understanding and nurturing clinical microsystems (Table 1) may create an
opportunity for leverage toward the goal of a safety and more effective health care system (Nelson et.al., 2002).
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Table 1. Scope of Ten Success Characteristics, Underlying Principles, and Safety Impact

Scope of Success Characteristic

Underlying Principle

Safety Impact

Leadership

Leader balances setting and

Define safety vision

e Maintain constancy of purpose reaching collective goals | e Identify constraints for safety
e Establish clear goals/prospects with empowering individual improvement
e Foster positive culture autonomy and | e Allocate resources  for plan
e Advocacy with in  macro | responsibility improvement, implementation,
organization monitoring and evaluation
e Formal, informal, on-the-spot e Build input of microsystem to plan
development
e Align quality and safety goals
e Provide update to Board of Trustees
Organizational support Larger organization finds | ¢ Work with clinical Microsystems to
e Recognition, resources, | ways to connect and identify patient safety issues and
information facilitate work of make related local changes
e Enhance and legitimize work of | microsystem, including | ¢ Put the obligatory resources and

microsystem

harmonization and handoffs
between Microsystems

tools into the hands of individuals
without making it superficial

Staff focus
e Selective hiring
e Integration into culture and roles

Human resource value chain
that links microsystem’s
vision with real people

Assess current safety culture
Identify gap between current culture
and

e Allying work with training | for  hiring,  orienting, | e safety vision
competencies uninterrupted  educating, | e Plan cultural interventions
e High expectations for | retraining and providing e Conduct periodic assessments of
performance, continuing | incentives culture
education, professional growth,
networking
Education and training Team approaches to | ¢ Develop patient safety curriculum

e Ongoing education

e Organizational learning

e Work roles and competencies
aligned

e Best use of people and resources

training create learning that
is combined and focused on
quality, safety and
integrated into work flow

Provide training and education of
key clinical and management
leadership

Develop a core of people with
patient safety skills who can work
amid microsystems as a resource

Interdependence of care team

e Trust

e Collaboration

e Willingness to help others

e Appreciation of complimentary

Multidisciplinary team
provides care and every
person is respected for
individual vital role

Build PDSA into debriefings
Use daily huddles for AARs and revel
identifying errors

roles
e Recognition of inputs to shared

purpose
Patient focus The patient is the common | ¢ Launch patient and family
e (Caring focal point, it's why we’re partnerships
e Listening all here e Support disclosure and truth about
e Educating medical error

e Response to special requests
e Innovating
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e Delivering smooth service flow
e Relationship with community
resources

Community and market focus Resource
e Partnership with community for | information
resource exchange

exchange
sharing to and
ensure that patient needs | e

and | ¢ Analyze safety issues in community

partner with external groups to

e Qutreach are met reduce risk
e Innovation and excellence e to population
Performance patterns Outcomes are routinely | ¢ Develop key safety measures

e Patient outcomes

e (Cost avoidance

e Streamlined delivery

e Data feedback

e Positive competition

e Open dialog about performance

measured, with feedback to | e
Microsystems leading to
change based on data

Create the “Professional case” for
safety

Process improvement

e Learning and redesign focus
e Continued care monitoring
e Benchmarking

e Tests of change

e Staff authorized to innovate

Studying, measuring and | e
improving care are essential
elements of daily work

Identify patient safety priorities

based on assessment of key safety

measures

e Address the work that will be
required at the microsystem level

e Establish patient safety
“demonstration sites”

e Transfer the learning

Information and IT
e Information is key

e Technology links information | the unit for
information at the right

and care
e Communication and channels | time

Information is a connector | e
designed to support work of | e
the right

Improve error reporting system
Establish safety concepts into
information flow (e.g. checklists,
reminder systems, etc.)

COLLABORATION ACROSS THE MEDICATION USE
PROCESS

Collaboration is basic to decrease tolerant hazard in
the drug use process. Human services suppliers
inside the association need to comprehend and
distinguish how these parts capacity and who is
engaged with making these means safe. Clear
thought of the basic wellbeing issues at every single
one of these means are of specific importance in
light of the fact that the essential objective of
antagonistic occasion distinguishing proof s
unfavorable occasion avoidance. Each progression
can be viewed as a hazard point and gives chances to
inside balanced governance. At each progression in
the drug use process, usually accepted doctors,
attendants, drug specialists, and other human
services suppliers in the affiliation assume a job in
patient assessment (Kohn et.al.,, 2000). This
assessment would incorporate gauging

understanding  qualities, prescription  choice,
simultaneous meds, drug measurement
determination, and medicine organization
techniques reasonable for the condition to be dealt
with. The present arrangement of endorsing,
apportioning, directing, and observing, be that as it
may, frequently puts the responsibility on the person
to abstain from committing the error (Hughes et.al.,
2008; Thomas et.al., 2003) Because this expectation
seems unreasonable, organizations should focus
efforts to improve medication use safety by using a
systems-based approach that identifies:
e Errors that occur most often
e Possible root causes of errors
e Error preclusion strategies to make it harder
for the same or similar errors to occur
e If the organization has a system that makes it
harder to commit an error, it will be more
difficult for errors to go on undetected and
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for harm to come to patients (Smith et.al.,
2006)

SYSTEM FAILURES IN THE MEDICATION USE
PROCESS

Varieties of systems failures have been identified in
hospitals that have studied factors associated with
adverse events (Smith et.al., 2006). These system
failures are listed below:

e Deficiencies in medicine learning, including
endorsing of erroneous meds, portions,
structures, recurrence, or courses of
organization

e  Failure to confirm the character or portion of
prescription managed, regularly because of
twin bundling or similitudes between
medicine names

e Inaccessibility of patient data including
research facility test results, momentum
prescriptions, and data on the patient's flow
condition

e Incorrect recording of requests, regularly
because of indecipherability of the doctor's
penmanship

e Failure to note known prescription
sensitivities

e |nefficient arrange following,
making it hard to decide when a
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e |nadequate or anecdotal framework for
settling clashes identified with drug orders

e lack in staffing or work assignments
prompting intemperate remaining burdens,
conflicting accessibility of staff or insufficient
administration

e lack of input and follow-up data on watched
untoward medication occasions

CLASSIFICATION OF MEDICATION ERRORS

The most ideal approach to see how medication
errors occur and how to forestall them is to think
about their arrangement, which can be logical,
modular, or mental. Relevant arrangement manages
the explicit time, place, meds, and individuals
concerned. Modular characterization inspects the
manners by which mistakes happen (e.g. by
oversight, replication, or substitution). Be that as it
may, characterization dependent on mental
hypothesis is to be picked, as it clarifies occasions as
opposed to simply relating them. Its bad mark is that
it focuses on human instead of frameworks
wellsprings of blunders. These arrangements have
been talked about in detail somewhere else (Reason

Errors
When actions are intended but not performed

prescription has been given,

. d d h d Mistakes Skill-based errors (slips and lapses)
missed/ceased or change Errors in planning actions Errors in executing correctly-planned actions
e Poor correspondence between | |
administrations, including in the ! ! ! 1
. . I. Knowledge- 2. Rule-based 3. Action-based 4. Memory-based
midst of medical attendants and | paced errors errors errors (slips) errors (lapses)

drug specialists

e Improper utilization of
organization gadgets

o lack of steady dosing calendars or
dismissal of existing guidelines

e lack of predictable framework for drug
dispersion

e lack of predictable system crosswise over
units

e Errors in planning of intravenous
prescriptions (when performed in the patient
consideration zone)

e Poor data exchange when patients are
moved  starting with one  patient
consideration zone then onto the next

— I

2a. Good rules
not applied or 2b. Bad rules
misapplied

3a. Technical
errors

et.al., 1990; Ferner et.al., 2006)

Figure: The classification of medication errors based
on a psychological approach [11]

Mistakes can be separated into (i) knowledge-based
errors and (ii) rule-based errors. Failures of skill can
be divided into (iii) action-based errors ('slips',
including technical errors) and (iv) memory-based
errors (‘lapses’). Knowledge-based errors can be
related to any type of knowledge, general, specific,
or expert. It is general knowledge that penicillin’s can
cause sensitivity reactions; knowing that your patient
is sensitive to penicillin is specific knowledge;
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knowing that co-fluampicil contains penicillins is
expert knowledge. Negligence or ignorance of any of
these facts could lead to a knowledge-based error.
Rule-based errors can further be categorized as (a)
the misapplication of a good rule or the failure to
apply a good rule; and (b) the application of a bad
rule. An action-based error is defined as ‘the
performance of an action that was not what was
intended’. A slip of the pen, when a doctor intends
to write diltiazem but writes diazepam, is an
example. Technical errors form a subset of action-
based errors. They have been distinct as occurring
when ‘an outcome fails to occur or the wrong
outcome is produced because the execution of an
action was imperfect’. An example is the addition to
an infusion bottle of the wrong amount of drug.
Memory-based errors occur when something is
forgotten; for example, giving penicillin, knowing the
patient to be allergic, but forgetting (Norman, 1981;
Runciman et.al., 1993; Ferner et.al., 2001).

PRESCRIPTION AND DISPENSING IRREGULARITIES
WORLDWIDE AT A GLANCE

Medication errors are communal in wide-ranging
practice and in hospitals. Both errors in the act of
writing (prescription errors) and prescribing mistakes
due to erroneous medical decisions can result in
harm to patients (Giampaolo et.al., 2009). It very
well may be expected to endorsing flaws—
nonsensical, unacceptable, and remedy mistakes
(vain recommending, under endorsing,
overprescribing; composing the medicine) (Aronson,
2009). Specialists in US inaccurately recommend
anti-infection agents in about 33% of cases. Study
discovers the greater part of US populace gets
solution yearly and evaluations 'improper' remedies
in specialist's office setting at up to 30% (Jessica,
2016). The NHS commits a huge number of
endorsing errors and misunderstandings which result
22,300 death per year UK, as per a noteworthy
report authorized by the Government (The
Independent, 2018). NHS medicine mistakes hoist
fears thousands could be passing on a result of 237
million blunders each year, exactly 237 million
mistakes are made every year. Mistake rates
fluctuated from 7.1 % to 90.5 % for recommending
and from 9.4 % to 80 % for organization in the center
east (Zayed et.al, 2013). Be that as it may, UAE bans
manually written therapeutic solutions because of
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7,000 death overall outcome from messy
penmanship (Khaleej Times, 2018). Remedy mistakes
in LDC nations needs no further talks, as just 13%
medication in Bangladesh is sold under solution, an
investigation says 96.83% percent of the drug
specialist prescribed prescription taking insufficient
history (Shuvasis et.al., 2017).

FAILURE TO GIVE PRESCRIPTION ORDERS

The utilization of verbal requests, electronic request
transmission through xerox machine, utilization of
worldwide medicine requests, for example, continue
every single past request give numerous odds to
miscommunication. At whatever point conceivable,
verbal requests ought to be stayed away from. Just
explicit faculty (e.g., doctors, drug specialists,
attendants) ought to be permitted to direct and get
verbal medicine orders and just in endorsed
conditions. Whenever utilized, verbal requests ought
to be enunciated gradually and particularly.
Troublesome medicine names and guidelines ought
to be explained. Equivocalness ought to be cleared
up (Drug names can be wrongly changed because of
carbon copy or sound alike medications recorded in
Table 2). The individual accepting the request ought
to decipher the request and afterward quickly read
the data back to the prescriber. In the inpatient or
long-haul care setting, the prescriber should
catchword and confirm the verbal request as quickly
as time permits. Numerous human services
associations presently use copy transmissions for
remedy arrange transmission. Streaked, darkened, or
blurred regions and telephone line commotion
showing up as irregular markings are regularly
present on copy transmissions. Cautious assessment
of the duplicate is important to assess if unessential
markings meddle with the real request. Recording of
remedy arranges as such still can contain
indecipherable, vague, or ill-advised shortenings.
Inability to compose a solution request can likewise
give numerous odds to blunder. At the point when
meds are held or continued or persistent
consideration is exchanged to another area or
supplier, it is imperious that a total audit of
prescriptions is happens. Basically, expressing
resume all, hold all, or proceed with every single past
drug isn't satisfactory practice (Wakefield et.al.,
2008; Simonian, 2008; Hsu et.al., 2015). In any case,
clinical consideration has turned out to be
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continuously subject to CPOE frameworks. No
investigation has detailed the unfavorable impact of
CPOE on doctors' capacity to handwrite remedies.
The unintended shutdown of a long-running CPOE
framework may results that doctors neglect to
handwrite immaculate medicines in the advanced
period. The alternate courses of action for PC
disasters at social insurance offices may incorporate
planning of remain solitary e-recommending
programming with the goal that the administration
deferral could be kept to the scarcest. Be that as it
may, supervision on recommending ought to remain
a fundamental piece of restorative training (Timothy,
2002).

Table 2. Examples of Look Alike and Sound Alike
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Drugs

List1 List 2

Adriamycin | Achromycin | Methotrexate | Metolazone
Albuterol Atenolol Myleran Mylicon
Alupent Atrovent Nicardipine Nifedipine
Amikin Amicar Orinase Ornade
Apresoline | Priscoline Pediapred PediaProfen
Brevital Bretylol Penicillin Penicillamine
Carafate Cafergot Percodan Percocet
Cefoxitin Cefotaxime | Phenobarbital | Pentobarbital

ERROR POTENTIAL IN THE PRESCRIBING PHASE

The three most basic types of prescribing mistakes
incorporate dosing mistakes, endorsing drugs to
which the patient had an unfavorably susceptible
history, and blunders including the endorsing of
wrong measurements shapes. In the models
recorded, convenient access and utilization of data is
fundamental to evade unfavorable medication
occasions. In spite of the fact that not a panacea,
utilization of a mechanized prescription request
passage framework can essentially add to the
aversion of medicine mistakes (SA Health, 2012). The
type of health care information that is best suited for
computerization includes:
e General information storage (e.g., patient or
medication information, retrieval)
e Repetitive functions (e.g., dosage guidelines,
medication names, sensitivity information)
e Complex processes that depend on
reproducible results
e Items where legibility is important
e |tems that require timely attention

e |tems where accuracy is vital.

Guidelines for Prescribers

The following guidelines are recommended for
prescribers when writing directions for drug use on
their prescription orders:

1. The name and strength of the drug dispensed
will be recorded on the prescription label by the
pharmacist unless otherwise directed by the
prescriber.

2. Whenever possible, specific times of the day for
drug administration should be indicated. (For
example, take one capsule at 9:00 AM, 1:00
noon, and 10:00 PM is preferable to take one
capsule three times daily. Likewise, take one
tablet two hours after meals is preferable to take
one tablet after meals.)

3. The use of potentially puzzling abbreviations, ie,
gid, god, qd, etc, is discouraged.

4. Vague instructions such as Take as necessary or
Take as directed which are confusing to the
patient are to be avoided.

5. If dosing at specific intervals around-the-clock is
therapeutically significant, this should specifically
be stated on the prescription by indicating
appropriate times for drug administration.

6. The symptom, indication, or the intended effect
for which the drug is being used should be
included in the instructions whenever possible.
(For example, take one tablet at 8:00 am and
8:00 pm for high blood pressure, or Take one
teaspoonful at 9:00 AM, 11:00 AM, 4:00 PM, and
7:00 PM for cough.)

7. The Metric System of weights and measures
should be cast-off.

8. The prescription order should indicate whether
or not the prescription should be renewed and, if
so, the number of times and the period of time
such renewal is authorized. Proclamation such as
Refill prn or Refill ad lib are discouraged.

9. Either single or multi-drug prescription forms
may be used when appropriately designed, and
pursuant to the desires of local medical and
pharmaceutical societies.

10. When institutional prescription blanks are used,
the prescriber should print his/her name,
telephone number and registration number on
the prescription blank (La Caze, 2018; Jitu et.al.,
2010; Veronin, 2011).
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Guidelines for Pharmacists

e Pharmacists should include the following
information on the prescription label: name,
address and telephone number of pharmacies;
name of prescriber; name, strength and quantity
of drug dispensed (unless otherwise directed by
the prescriber); directions for use; prescription
number; date on which prescription s
dispensed; full name of patient and any other
information required by law.

e Instructions to the patient regarding directions
for use of medication should be concise and
precise, but readily understandable to the
patient. Where the pharmacist feels that the
prescription order does not meet these criteria,
he should attempt to clarify the order with the
prescriber in order to prevent confusion. Verbal
reinforcement and/or clarification of instructions
should be given to the patient by the pharmacist
when appropriate.

e For those dosage forms where confusion may
develop as to how the medication is to be
administered (for example, oral drops which may
be wrongly imparted in the ear or suppositories
which may be wrongly administered orally), the
pharmacist should clearly indicate the intended
route of administration on the prescription label.

e The pharmacist should include an expiration
date on the prescription label when suitable.

e Where special storage conditions are required,
the pharmacist should indicate proper
instructions for storage on the prescription label
(NABP; Texas State Board of Pharmacy; Cheung
et.al., 2009)

ERROR POTENTIAL IN THE DISPENSING PHASE

A case of the previous sort was an investigation in a
UK doctor's facility in which the scientists utilized
semi-organized meetings of drug store staff about
self-detailed administering blunders. The most well-
known causes referenced were: being occupied
(21%), being short-staffed (12%), being liable to time
requirements (11%), exhaustion of human services
suppliers (11%), interferences amid administering
(9.4%), and SALAD (8.5%) [30]. The dispensing
process has both mechanical and judgmental
components. As a result, preclusion of dispensing
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errors will require a wide-spread approach including

evaluation of:

e Work environment: workload, interruptions,
physical location of service, hours of operation

e Inventory management: outdated or unused
products, SALAD, clutter, labeling, procuring of
unit of use products

e Information resources: available references,
apprises, consultants, computer or decision
support technology

e Performance evaluation: evaluation of staff
proficiency and practice skill, knowledge and
behaviors, cross-checking redundancies

e Patient involvement: patient education and
review with show and tell techniques

e Several precarious steps have been advocated
for improving dispensing accuracy:

e Secure or sequester high-risk medications

e Develop and implement standardized storage
procedures

e Reduce distraction potential and
workflow in dispensing environment

e Use reminders (labels, computer alerts) to
prevent look-alike, sound-alike mix-ups

e Keep prescription order, label, medication and
the medication container together throughout
dispensing process

e Accomplish a final check on prescription content
including verification with original prescription
order and label

e Enter a manufacturer identification code into the
computer profile and on prescription label

e Accomplish a final check on the prescription
label, if possible, using automation such as bar-
coding

e Provide patient counseling (Mendes et.al., 2018)

ERROR POTENTIAL IN THE ADMINISTRATION PHASE

A cross sectional study by Mendes et.al in a
university hospital emergency (Sdo Paulo) in 2018
reveals no hand hygiene and use of aseptic
technique in more than 70% and 80% respectively.
Upon administration, no hand hygiene and no use of
aseptic technique in more than 80% and around 85%
respectively. In more than 30% of observations,
there was more than one medication at the same
time for the same patient, of which approximate
18% were compatible, more than 55% and 25% were
incompatible and were not tested, according to the

advance
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Micromedex database, respectively (Weant et.al.,

2014). However, the administration phase, serves as

a last final check on processing the entire medication

order itself and includes:

e Evaluating the written order for appropriateness
and completeness

e Ensuring appropriate indication for use

e Evaluating and interpreting use of terminology

and order method (abbreviation, units of

measure, use of verbal orders)

Dosing calculation or verification

Identification of the patient

Timing of treatment in context of other therapies

Preparation and possibly dispensing of

medication

e Correct use of medication devices

e Patient education

e Documentation of treatment

MEDICATION ERROR-PREVENTION STRATEGIES

e Elimination of handwritten medical records and
physician orders/ Computerized provider-order
entry systems

e |Institute fail-safe tracking of medications and
laboratory tests to confirm that patients receive
correct medications and tests on time

e Automated dispensing cabinets

e Implement bar-coding

e Establish protocols and guidelines that outline
standardized practices

e Provide all medications in unit dose packaging,
ready for patient administration

e Standardize medication procedures such as
protocols for the use of hazardous medications,
medication terminology, and medication names

e Make it difficult for someone to do something
wrong by error proofing

e Medication reconciliation

e Make relevant patient information available at
the point of patient care

e Advance the patient’s knowledge about

treatment (McLeod et.al., 2015)
RECOMMENDATIONS FOR PRESCRIBING
IMPROVEMENTS

Many opportunities exist to improve the safety of
the medication use process. The prescribing phase of
the medication use process, however, encompasses
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the majority of medication errors that result in

preventable ADEs. The knowledge that ADEs can be

prevented compels organizations to identify the

factors or system failures that contribute to the

errors in the prescribing phase. Such factors

identified in the prescribing phase include:

e Accessibility of medication information at time of
prescribing

e Access to patient information at time of
prescribing

e Accessibility of dosing information at time of
prescribing

e Accessibility of sensitivity information at time of
prescribing

e Accuracy or extensiveness of order by prescriber

e Legibility of handwriting

e Use of abbreviations

e Use of decimals in expressions of weight and

measure
e Use of varied units of measure
e SALAD

CHANGING SYSTEMS WITHIN ORGANIZATIONS

The following items have routinely been identified as

a top 10 list for improvement in the literature:

e Improving knowledge about medications
(availability, access and timeliness)

e Dose/identity tracking of medications (process
understanding of distribution)

e Available patient information
access, accuracy and timeliness)

e Order transcription (elimination of process)

e Allergy defense (hard stop capabilities, access to
patient information)

e Medication order tracking (streamlining and
effective communication of patient needs)

e Communication (patient information, system
performance, medication use)

e Device use (standardization and competency
regarding use)

e Standardization of
distribution

STEPS FOR CONDUCTING A ROOT CAUSE ANALYSIS

There are several key features for health care

organizations to consider as the conduct a root cause

analysis:

e Identify a multidisciplinary team to assess the
error, failure, or adverse event of interest

(availability,

medication dose and
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e Establish a way to communicate findings and
data elements required to conduct the analysis

e Create a plan with target dates, responsibilities,
and measurement/data collection strategies
required for the investigation

e Define all elements of the process and issues

clearly

e Brainstorm all possible causes or potential
causes

e Identify interrelationships of causes or potential
causes

e Sort, analyze and prioritize cause list

e Determine which processes and systems are part
of the investigation

e Determine special and common causes

e Begin the design and implementation of the
change while engaging in the root cause analysis

e Repeat each of the steps listed previously as
appropriate

e Focus on being thorough (Ask why) and credible
(Be consistent, dig deep, and leave no stone
unturned!)

e Target system improvement, particularly the
larger systems

e Redesign to eliminate root cause(s)

e Measure and assess new design

BARRIERS ASSOCIATED WITH
IMPROVEMENT

There are numerous reasons why associations battle
with enhancing security inside their association.
Regularly, conventional techniques, for example,
prescription blunder or unfavorable medication
occasion detailing are unwieldy. Associations have
not satisfactorily characterized the procedure, the
extent of gathering, and individuals from the
medicinal services group don't comprehend why
there is a need to gather and talk about the
information. Many engaged with the announcing
end of the procedure never find out about the data
gathered from the investigation. Furthermore,
information accumulation and talk about drug
mistakes or antagonistic occasions are frequently
divided. Drug store may gather and talk about a
portion of the information, while nursing might be in
charge of different parts and hazard the board or QA
may get included for different issues. Accordingly,
disappointment happens because of an absence of
correspondence, coordination, and information.

SAFETY
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Documentation  frameworks are  additionally
lumbering and regularly don't fit in well with other
everyday consideration duties. What happens with
every one of these occasions announced? Frenzy
that people will be reprimanded for the blunder and
that corrective move will be made additionally
restricts singular investment all the while. Having an
arrangement and an authoritative comprehension of
the point with respect to security enhancement is
fundamental. Numerous parts of the social insurance
group add to the utilization of meds inside the
association. All individuals inside the association
must know about the significance of drug use
security, aware of the potential for blunder and their
job in deflecting it and what the association has set
up to guarantee that wellbeing is a need. Absorption
all things considered and related information with
respect to prescription use is required. The
reconciliation of existing information, including ADR,
drug mistake, drug store/nursing intercessions, and
medicine communication information, into one
association wide database is the way to a viable ADE
quality administration program. The general effect of
the database could be estimated by analyzing the
effect that the decreased rate of ADEs has on
wellbeing results: clinical, monetary, quiet
fulfillment, and wellbeing status results. Explicit
objectives for antagonistic occasion enhancement
exercises for the most part incorporate:
e Increase documentation
e Aggregate data effectively
e Organizational education and
regarding prevention and detection
e Use data to improve the medication use
system
e Minimize patient risk
e Maximize health outcomes
e Create an open and authentic environment
where there is a focus on system
improvement and reporting
e Remove focus on individual and punitive
process
e Meet regulatory standards

training

Many groups have identified methods to improve
the safety of the medication use process. National
and local groups have strategies to share and stories
to tell. It is important to learn and replicate best
practice and build on the success of others (Alduais

Vol. 7, Issue 2 | pharmatutorjournal.com




- PharmaTutor

et.al.,, 2014; Handler et.al., 2007; Hartnell et.al.,
2012; Haw et.al., 2014; Koohestani, 2009).

SOURCES OF LEARNING ABOUT PATIENT SAFETY

e The Agency for Healthcare Research and
Quality (AHRQ)

e The American Hospital Association (AHA)

e Anesthesia Patient Safety Foundation (APSF)

e Annenberg Patient Safety Conferences

e Institute for Healthcare Improvement (IHI)

o Institute for Safe Medication Practices
(1ISmP)

e Joint Commission on Accreditation of

e Healthcare Organizations (Joint Commission,
JCAHO)

e Leapfrog Group

e Malcolm Baldrige National Quality Program

e Massachusetts Coalition for the Prevention
of Medical Errors

e Minnesota Hospital and
Partnership (MHHP)

e National Academy for State Health Policy
(NASHP)

e National Coalition on Health Care (NCHC)

e National Committee for Quality Assurance
(NCQA)

e National Patient Safety Foundation (NPSF)

e National Quality Forum (NQF)

e United States Pharmacopeial Convention
(USP)

Healthcare
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ROLE OF PATIENTS IN MEDICATION ERRORS

This zone is moderately under-looked into and there
stay a few unanswered inquiries. Little is thought
about how patients comprehend sedate related
issues or how they make attributions of unfavorable
impacts. Some explorations recommend that
patients' psychological models of unfriendly
medication responses bear a cozy relationship to
models of sickness discernment. Ongoing NICE rules
prescribe that experts ought to inquire as to whether
they have any worries about their drugs, and this
methodology is probably going to yield data helpful
for the recognizable proof of medicine mistakes
(Britten, 2009).

CONCLUSION

The way to more secure prescription use and
enhancements in patient wellbeing isn't about a
goal. This is an adventure that must include iterative
learning. There are no supreme arrangements, no
mysterious declarations that will instruct the calling
of drug store to settle the framework. The issues it
countenances won't be tackled by the dimension of
reasoning that made them. The calling is compelled
to think about new methodologies, new learning and
to think about mindsets, acting and being that are
outside our customary methodologies. At last, the
judge of the nature of work, the administrations
conveyed and the results of consideration is an
inexorably very much educated patient, and also
their payors and controllers from general society and
private divisions. Concentrate on patient needs and
needs, less on how we do it around here.

Abbreviations: After Action Reviewers (AARs); Adverse Drug Event (ADE); Potential Adverse Drug Event (PADE);
Adverse Drug Reaction (ADR); Medical Error (ME); Computerized Physician Order Entry (CPOE); National
Institute for Health and Care Excellence (NICE); People's Dispensary for Sick Animals (PDSA); National
Association of Boards of Pharmacy (NABP); Sound Alike Look Alike Drugs (SALAD)
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