Editorial

Medication errors: They
continue

An important preventable medical error is the inadvertent
administration of wrong medication. Medication errors are
best seen as failure in the treatment process that lead to,
or have the potential to lead to, harm to the patient.!"! The
error can be classified as either a mistake in the planning or
mistake while executing a well-planned therapy. Mistake in
planning may be due to knowledge-based errors or rule-based
errors, whereas execution errors may be action-based or
memory-based errors.?

In this issue, Kaur et al. describe one such medication error
due to an action-based execution mistake.”! Literature is
replete with reports of medication errors resulting in adverse
drug reactions. Such events lead to an increase in the patient
morbidity along with increased health care burden and
litigations. While the patient in the concerned publication in
this issue recovered uneventfully and was discharged from the
hospital in 6 days,?! this may not be the case at all times. Thus,
it is imperative to eliminate or at least reduce the incidence of
medication errors in day-to-day practice.

Despite advancements in medicine, medication errors have
continued. According to a recent finding, the incidence of
adverse drug events was as high as 82/1000 prescriptions
in Delhi,™ and the national figures report up to 5.2 million
medical errors annually.”’

One of the leading causes of medication errors is communication
barrier.[ It may be because of barrier during verbal transmission
of orders, orders written in illegible handwriting, or look-alike
sound-alike (LASA) drugs. The resultant mistakes could
then involve wrong patient, incorrect dose, incorrect route,
or incorrect medication itself.

Closed-loop communication is a key element of team concept
advocated by the American Heart Association.!” It is aimed
at reducing medical errors related to poor communication
during emergency situations such as cardiopulmonary
resuscitation. It suggests that there should be bilateral talks
between the ordering physician and the health care worker
who is administering the drug, thus closing the communication
loop. It ensures that the instructions that have been passed
are clearly heard and correctly understood by the responder
or team member. Any errors related to the name of the drug,
the dose, and the route of administration can be minimized
at this point. Most importantly, the health care worker should

also communicate to the ordering physician after the orders
have been executed. This simple yet highly effective approach
could have avoided the error reported by Kaur et al. also.”

Another commonly identified reason of medication errors is
using abbreviations and prescribing medications in illegible
handwriting or passing verbal instructions for LASA drugs.
To overcome this, computerized physician order entry system
has been suggested. Besides avoiding abbreviations while
prescribing drugs, bar-code medication administration,
clinician and patient education, identification of “high-alert
medications,” and nonpunitive reporting systems are strategies
that can be employed to target the four phases of medication
use (prescribing, ordering/transcribing, dispensing, and
administration) in an effort to reduce medication errors.®!

Because the LASA medications are responsible for a large
chunk of avoidable medication errors, preventing this error
was incorporated into the Joint Commission’s National Patient
Safety Goals.""” World Health Organization member states
have been advised to develop policies for handling LASA
medications. These could include minimizing the availability
of multiple medicines strengths, avoiding purchase of medicines
with similar packaging and appearance, use of Tall Man lettering
to emphasize differences in medications with sound-alike
names (e.g. DOPamine and DOBUTamine; ADRenaline,
and ATRopine), use of distinctly colored uniform warning
labels for LASA and high-risk medications, and physically
storing LASA medication separately from LASA pair. For
dispensing phase, specifying the dose and directions for use,
careful reading of medication labels, performing triangle
check (i.e., checking actual medicines against the medicines’
labels and against the prescription), double-checking during
the dispensing and supply process, and specifying indications
for use are also recommended. Finally, errors related to
LASA medications should also be reported and audited, in
an attempt to minimize their incidence.!'"! For this last reason,
we congratulate Kaur et al. for reporting the present scenario.”

Going a step ahead, it is also advisable that the institutions
should identify a list of high-risk medications. This list could
include all the drugs which have the propensity to cause
serious harm. These drugs should be stored separately,
with distinctly identified colored tapes. Use of medication
in extremes of age and vulnerable populations should
also be addressed separately during safety related to drug
administration. This could involve use of tools such as the
Beers’ Criteria,'? or Screening Tool of Older Persons’

Prescriptions (STOPP),["®! or Screening Tool to Alert
doctors to Right Treatment (START).['¥
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What strikes us pertinently at the time of writing this editorial
is the existence of a wide discrepancy between what should
or could be done versus the probable reality at most of our
workplaces. We hope this timely publication serves as a
gentle reminder toward need for ongoing implementation of
interventions needed to help prevent medication errors.

Rashmi Salhotra, Asha Tyagi

Department of Anesthesiology and Critical Care, University College of
Medical Sciences and GTB Hospital, New Delhi, India

Address for correspondence: Prof. Asha Tyagi,
Department of Anaesthesiology and Critical Care,
UCMS and GTBH, New Delhi, India.

E-mail: drashatyagi@gmail.com

References

1. Ferner RE, Aronson JK. Clarification of terminology in
medication errors: Definitions and classification. Drug Safety
2006;29:1011-22.

2. Aronson JK. Medication errors: Definitions and classification. Br
J Clin Pharmacol 2009;67:599-604.

3. KaurJ, Swami AC, Sharma A, Arora K. Inadvertent administration
of potassium chloride in the epidural space: How to prevent the
inevitable. J Anaesthesiol Clin Pharmacol 2019;35:137-8.

4. Agrawal B Sachan A, Singla RK, Jain P Statistical analysis of
medication errors in Delhi, India. Indo Global J Pharm Sci
2012;2:88-97.

5. ETHealthworld.com. 5.2 million medical errors are happening in
India annually: Dr Girdhar J. Gyani — ET HealthWorld. [online]
Available from: https://health.economictimes.indiatimes.com/
news/industry/5-2-million-medical-errors-are-happening-in-india-
annually-dr-girdhar-j-gyani/53497049. [Last accessed on 2019
Mar 30]

6. Hickner J, Zafar A, Kuo GM, Fagnan LJ, Forjuoh SN, Knox LM,
et al. Field test results of a new ambulatory care Medication Error
and Adverse Drug Event Reporting System—MEADERS. Ann Fam
Med 2010;8:517-25.

7.  Kenneth MD. Closed loop communication and effective team
dynamics. [online] Available from: https://www.kennethmd.
com/closed-loop-communication-effective-team-dynamics/. [Last

accessed on 2019 Mar 30].

8. Brunetti L, Suh DC. Medication errors: Scope and prevention
strategies. J Hosp Admin 2012;1:54-63.

9. Look-alike, sound-alike drug names. Sentinel Event Alert, Issue
19, May 2001. Joint Commission. Available from: http://www.
jointcommission.org/SentinelEvents/SentinelEventAlert/sea 19.
htm. [Last accessed on 2019 Mar 03].

10. 2006 National Patient Safety Goals. Oakbrook Terrace, IL, The Joint
Commission, 2006. Available from: http://www.jointcommission.
org/PatientSafety/NationalPatientSafetyGoals/06_npsg_cah.htm?
[Last accessed on 2019 Mar 03].

11. Guide on handling look alike sound alike medications.
Pharmaceutical Services Division, Ministry of Health, Malaysia.
First edition 2012.

12. Fick DM, Cooper JW, Wade WE, Waller JL, Maclean JR, Beers MH.
Updating the Beers criteria for potentially inappropriate medication
use in older adults: Results of a US consensus panel of experts.
Arch Intern Med 2003;163:2716-24.

13. Gallagher B O'Mahony D. STOPP (Screening Tool of Older Persons’
potentially inappropriate Prescriptions): Application to acutely ill
elderly patients and comparison with Beers’ Criteria. Age Ageing
2008;37:673-9.

14. American Geriatrics Society. Updated Beers Criteria for potentially
inappropriate medication use in older adults. J Am Geriatr Soc
2012;60:616-31.

This is an open access journal, and articles are distributed under
the terms of the Creative Commons Attribution-NonCommercial-
ShareAlike 4.0 License, which allows others to remix, tweak, and
build upon the work non-commercially, as long as appropriate credit
is given and the new creations are licensed under the identical terms.

Access this article online

Quick Response Code:

Website:
www.joacp.org

DOI:
10.4103/joacp.JOACP_88_19

How to cite this article: Salhotra R, Tyagi A. Medication errors: They continue.
J Anaesthesiol Clin Pharmacol 2019;35:1-2.

2 Journal of Anaesthesiology Clinical Pharmacology | Volume 35 | Issue 1 | January-March 2019



