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Tracking and Preventing Medication Errors

“Experts estimate that as many as 98,000 people die in any given year from medical errors that occur in hospitals.  That’s more than die from motor vehicle accidents, breast cancer, or AIDS – Three causes that receive far more attention.  Indeed, more people die annually from medication errors than from workplace injuries.  Add the financial cost to the human tragedy, and medical error easily rises to the top ranks of urgent, widespread public problems.”1
“Unusual occurrences and errors generally represent opportunities to improve either hospital systems or the individual’s system for providing care.  Reporting occurrences must be encouraged by avoiding a punitive approach when possible.”2

“A study in JAMA, July 5, 1995, discovered that 6.5 adverse drug events (ADE) and 5.5 potential ADEs occur per 100 adult nonobstetrical hospital inpatients hospital inpatients.  Of all of these ADEs, 28% were preventable.”3 The National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) has developed a standard medication error definition and index for categorizing the severity of medication errors.  Council members include the AHA, AMA, ANA, ASHP, FDA, ISMP, JCAHO, USP, and others.  

Definition – A medication error is any preventable event that may cause or lead to inappropriate medication use or patient harm while the medication is in the control of the health care professional, patient, or consumer.  Such events may be related to professional practice, health care products, procedures, and systems including prescribing; order communication; product labeling, packaging, and nomenclature; compounding; dispensing; distribution; administration; education; monitoring; and use.

Nomenclature

· Drug misadventure – A broad label applied to adverse drug reactions, prescribing errors, and medication errors.

· Adverse drug events – Injuries from a drug-related intervention, which can include prescribing errors, dispensing errors, and medication administration errors.

· Medication error –A deviation from the prescriber’s handwritten or typed medication order or from the order that the prescriber has entered into the computer system. 

Medication errors are typically viewed as related to administration of a medication, but they can also include  errors in ordering or delivering medication.

· Dispensing error – Deviations from the prescriber’s order, made by staff in the pharmacy when distributing medications to nursing units or to patients in an ambulatory setting.

· Prescribing error – Mistakes made by the prescriber when ordering a medication.

Types of Medication Errors

Wrong Patient – A medication was given to the incorrect patient due to failure to properly identify patient or order.

Unordered or unauthorized drug error (wrong drug error) – Administration to the patient of medication not authorized by a legitimate prescriber for the patient.
Wrong dose or wrong strength error – (Also includes calculation error.)  When any administered dose contains the wrong number of performed dosage units (such as tablets).  Wrong dose errors are counted for ointments, topical solutions, and similar medications only when the dose was quantitatively specified by the physician.  
Wrong route error – When a medication is administered by a route that is different from the one ordered.  Included in this category are doses given in the wrong site (e.g., the right ear instead of the left.)

Wrong time error – The administration of a dose more than 30 minutes before or after the scheduled time of administration in the absence of an acceptable reason.   Omission error – Failure to administer an ordered dose of medication by the time the next dose is due.  (Excludes patient refusal or NPO before surgery)
Prescribing error (given as ordered) – Incorrect drug selection (based on indications, contraindications, known 

allergies, existing drug therapy, and other factors), dose, dosage form, quantity, route, concentration, rate of administration, or instructions for use of a drug product ordered or authorized by physician (or other legitimate prescriber); Includes illegible orders, use of a non-standard abbreviation, failure to note an allergy, or use of leading or “unnecessary” decimal points.

Prescribing error (failed to order)  - Failure to order a medication that is necessary for a patient.

Transcription error – Failure to transcribe a home medication or verbal order, incorrect transcription of an order to patient’s pharmacy profile/MAR, or failure to discontinue meds off MAR/pharmacy profile.

Monitoring error – Failure to review a prescribed regimen for appropriateness and detection of problems, or failure to use appropriate clinical or laboratory data for adequate assessment of patient response to prescribed therapy.

Wrong Preparation – Improper preparation of a medication. (e.g., the wrong fluid used to mix an IV infusion.)

Other errors – Deviations that do not fall into any of the above categories.

Wrong dosage form error – The administration of a dose  in a form that is different from that ordered by the physician.  Crushing of a time released tablet is considered a wrong dosage form error if it is likely that the timing of the release of the drug has been destroyed.  

Extra dose error – A dose given in excess of the total number of times ordered by a physician, such as a dose given on the basis of an expired order, after a drug has been discontinued, or after a drug has been put on hold.

Causes of Medication Errors

1) Prescribing

· Ambiguous, illegible or incomplete orders (poor handwriting)

· Use of metric and apothecary systems

· Failure to note allergies prior to prescribing

· Use of leading or “unnecessary” decimal points

· Use of unapproved abbreviations

2) Transcription

· Transcription incorrect on MAR/pharmacy profile

· Failure to transcribe home meds or verbal order

· Failure to discontinue meds off an MAR/pharmacy profile

3) DISPENSING





· Pharmacy dispensed wrong dose/drug/form

· Deteriorated/outdated med dispensed

· Pharmacy label did not match drug

· Pharmacy dispensed wrong diluent/IV                       concentration

4) PREPARATION

· Wrong diluent used

· Calculation error

· Med crushed that should not have been

5) ADMINISTRATION

· Allergy not noted

· Similar product name

· Left at bedside, cart, nurses station

6) DOCUMENTATION

· Failure to chart as given

· Charted but not given                                      
7) MONITORING

· Administered outside parameters (drug levels, apical pulses, etc.)

8) USE

· Patient’s own medication/Bedside medication given incorrectly/Compliance issue

9) CONTRIBUTING FACTORS

· Workload/fatigue

· Shift change

· Extended delay of administration due to other department (Lab levels, x-ray, pharmacy, etc.)

· Patient off nursing unit

· Code situation

· Environmental factors

· Medication unavailable, caused omission

· Poor communication

· Verbal order

· Failure to follow established policies and procedures:  missed at 24-hour chart check. 

· Lack of information on the medication

· Lack of information on the patient
PLAN FOR IMPROVING AND TRACKING MEDICATION ERRORS

To improve medication error reporting and tracking, there will be a Medication Occurrence Report that will be filled out instead of using the QCC Report as in the past.  This new report will take less time to complete, while providing the hospital with critical information that will allow us to target the common causes of medication errors.  These reports will be sent to the Risk Management Department.  There will also be a thorough in-service to all nursing personnel to provide a complete understanding of the process and importance of reporting medication errors.  Reporting of medication errors is encouraged.  The task of decreasing medication errors is a difficult one.  In order to improve your work environment and patient satisfaction, everyone has to do their part to report problem areas within our hospital.   With your help, this hospital will become a safer, more enjoyable place for both patients and employees.  Your cooperation is greatly appreciated!
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