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~— ABSTRACT

Background. The Medication errors (MEs) severely affect ill health or death and have a substantial

financial effect on the patient and health care organization. The present study aims to detect the incidences
and classify MEs and increase the patient safety medication of Super Specialty Hospital, Kolkata.

Materials and Methods. The prospective observational study of patient prescriptions, transcription,
indenting, dispensing, and administration were followed up daily to identify the medication errors in 400+
beds across each admitted inpatient department (IPD) patients file from June 2019 to July 2019 at a Super
Specialty Hospital, Kolkata.

Results. A total of 395 prescriptions were reviewed in the present study. A total of 29.36% of medication
errors have been reported. In June 2019, MEs occurrence rate was 44.85%. The most common MEs were
found in Transcription errors (TEs) (77.72%), followed by Administration errors (AEs) (55.44%),
Prescription errors (PEs) (55.18%), Dispensing errors (DEs) (31.89%), and Indenting errors (IEs) (4.05%).
In comparison, 13.87% of medication errors occurred in July 2019, four times less than in June 2019, with
28.10% in PEs, followed by TEs at 24.05%, AEs at 9.11%, DEs at 8.10% and 0% in IEs.

Conclusion. This study revealed that MEs occurred from the common mistake of illegible handwriting,
which causes many problems while transcribing and indenting medicine by chemists and nurses while
cross-checking the patient file documentation with a medicine card. Further study is needed to determine

the factors governing MEs low reporting.
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INTRODUCTION

Medication errors (MEs) are a mutual source of con-
trary healthcare episodes that influence carefulness
eminence. MEs could reason for up to one-third of all
errors in the hospital [1]. As stated by the National co-
ordinating council for medication error reporting and
prevention (NCCMERP), MEs are any avertable incident
that could change the essence or principal to unsuita-

ble medication practice or patient harm [2-5]. Not all
MEs cause illness or death, but a comparatively exces-
sive rate makes it a problematic cost to deal with [6].
The emergency department (ED) is at the forward-fac-
ing of avoiding MEs and the necessity to educate the
wakefulness of the problem and select schemes to ex-
clude the difficulty and lessen harm if mistakes happen
[7]. The MEs affect severely ill health or death and have
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a substantial financial effect on the patient and health
care organization [8]. Self-medication, poor message
amongst the doctor/chemist and the patient, medicine
requests by the inpatient or outpatients for any symp-
toms, unethical drug promotion, and an increasing
number of irrational prescribing of drugs per prescrip-
tion may cause ME [9]. There are five stages of drug
ordering and distribution in all hospitals: 1) prescrip-
tion, 2) transcription, 3) dispensing, 4) administration
and 5) Indenting [10,11]. The two mutual features al-
lied with prescribing errors are the absence of informa-
tion about the drug prescribed and for whom it has to
be stated. The wrong choice of medications is one of
the frequent prescribing errors [12,13]. Transcription
errors denote statement failures among prescribing
clinicians and dispensing staff. The dispensing of medi-
cine is the last chance to rectify the medication error
for patients discharged from the hospitals and a need
for continuous medication [14-17]. Administration er-
rors occur as soon as the incorrect medicine is adminis-
tered or the right drug is administered in the wrong
dose or via the wrong route [18,19]. A hectic list, the
impulse to complete work as early as possible and
omitted double-checking/validating prescription or-
ders can accompany the administration's wrong route.
These causes not only surge the patient risk but also
raise the charge of cure [20]. Work period, extra time,
and the number of hours worked per week significantly
affect the error level. The probability of an error is three
times much greater for shifts durable more than 12.5
hours. Extra time increases the chances of mistakes
[21]. The number of errors increases with a risen in con-
firmed medication orders per shift [22,23]. Highly qual-
ified and registered nurses assigned per patient day will
result in fewer errors. High levels of licensed practical
nurses (LPN) result in surplus errors [24,25]. Nurses'
involvement in hospital affairs, eminence, and the mu-
tual relation between nurse-physician, encouraging
and proficient nurse executive were associated with
inaccuracy halt practices. Staffing and capitals had
no connotation with error interference practices
[26,27]. The present study aims to detect the incidenc-
es and categorize medication errors and increase the
patient safety medication of Super Specialty Hospital,
Kolkata.

MATERIALS AND METHODS

This study was based on prospective observational
examining the MEs sources and hindrances. The prima-
ry data was collected by observing the patient prescrip-
tions, transcriptions, indenting, dispensing, and admin-
istration from all the Inpatient department (IPD)
patients from June to July 2019 at Super Speciality Hos-
pital, Kolkata.

RomaniaN JournAL oF MebicaL PracTice — VoLume 18, No. 4 (97), 2023

For prescribing errors different criteria are applied
to check the files, including prescriptions, doctor pro-
gress notes, and emergency assessments like: - Pre-
scribing the wrong medicine, prescribing to the wrong
Patient, Prescribing the Wrong Dose, Prescribing the
wrong Route, Prescribing the wrong Frequency, lllegi-
ble handwriting, Prescription in Capital Letter, Prescrip-
tion in Generic.

For Transcription errors, doctor progress notes,
Medicine cards, RMO notes, and patient files, UHID has
been checked covering these criteria: Prescribing the
wrong medicine, prescribing to the wrong Patient, Pre-
scribing the Wrong Dose, Prescribing the wrong Route,
Prescribing the wrong Frequency, lllegible handwriting,
Prescription in Capital Letter, Prescription in Generic,
Signature, Name, Date & Time.

For Indenting errors, each floor, including ITU,
Nephron ward, 4th floor, CCU, 5th floor, and 6th floor,
has been checked: Indenting wrong medicine, indent-
ing to wrong Patient, Indenting Wrong Dose, Indenting
the wrong Route, Indenting wrong Frequency.

For Dispensing error, the out-patient (OP) Pharmacy
and In-patient (IP) Pharmacy was observed for: Dis-
pensing the wrong medicine, dispensing to wrong Pa-
tients, Dispensing the Wrong Dose, dispensing the
wrong Dosage Form, and cold Chain not maintained.

For administration error, on each floor, In-patient
files, during medicine administration to patients by
nurses, documentation and expiry date of medicine
were checked covering these criteria: Preparation of
wrong drug, wrong labeling of the drug, Administering
Wrong medication, administering to the wrong patient,
administering wrong dose/rate, administering wrong
route/doses form, Administering wrong frequency, Ex-
pired medicine/drug, Error of omission, Wrong tech-
nique, Documentation error [28,29].

All statistical analyses were performed with the help
of SPSS 23.0 software.

RESULTS & DISCUSSION

A total of 395 prescriptions, transcriptions, indent-
ing, dispensing, and administration files of admitted
inpatients were observed throughout June-July, 2019.
The total number of medication errors was 44.85% in
June 2019. The most common MEs were TE (77.72%),
followed by AE (55.44%), PEs (55.18%), DE (31.89%),
and IE (4.05%) in June 2019. In comparison, 13.87% of
medication errors occurred in July 2019, which was four
times lesser than in June 2019, and among them, the
most MEs occurred in PEs at 28.10%, followed by TEs at
24.05%, AEs with 9.11%, DEs with 8.10% and 0% in IEs.

Prescription Errors

It was found that overall, 55.18% of prescription er-
rors were in June 2019. Among them, 0% prescribed
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the wrong medicine, patients, doses, and route for
both June and July 2019. While most PEs was observed
in 120 prescriptions due to lllegible handwriting, fol-
lowed by 82 prescriptions written in Capital Letters and
then 16 prescriptions with incorrect frequency (Table
1). In July 2019, the prescription error was reduced to
28%. In comparison, prescriptions with wrong frequen-
cy prescribing were found at 0%, while 28 prescriptions
were found with lllegible handwriting, followed by 33
prescriptions written in Capital Letters in July 2019.
Error in prescribing includes dosage form, abbreviation,
wrong drug name, lack of knowledge, incorrect dosage
calculations, illegible handwriting, written in capital let-
ters, wrong patient, and wrong route [30,31].

TABLE 1. Prescription errors for the month of June-July-2019

L June-2019 July-2019
Prescription errors

n % n %

a. Prescribing wrong medicine 0 0% 0 0%
b. Prescribing to wrong Patient 0 0% 0 0%
c. Prescribing Wrong Dose 0 0% 0 0%
d. Prescribing wrong Route 0 0% 0 0%
e. Prescribing wrong Frequency | 16 7% 0 0%
f. lllegible handwriting 120 | 55% 28 46%
g. Prescription in Capital Letter | 82 38% 33 54%

h. Prescription in Generic 0 0% 0 0%
Total (N) =395 218 | 100% | 61 | 100%

N: total number of samples

Transcription error

A total of 395 inpatient transcriptions were collect-
ed, and a total of 77.72% of TEs was detected mainly
due to illegible handwriting followed by lack of signa-
ture, name, date & time, and prescription in capital let-
ter and due to prescribing drugs in the wrong frequency
in June-2019 and it was decline to 24.05% in July-2019.
For June 2019 and July 2019, we observed 0% transcrip-
tion errors for prescribing the wrong medication, wrong
patients, wrong dose, wrong route, and a generic name.
In comparison, sixteen transcriptions were found to
have a transcription error in Prescribing the wrong Fre-
quency for June 2019 and 0% for July 2019. For June
2019, 120 transcriptions were found to have 39% of TEs
due to lllegible handwriting, while it reduced to 28
(29%) in July 2019. For June 19, eighty-two transcrip-
tion was detected, with 29% of TEs due to prescription
written in a capital letter, while in July 2019, 33 (35%)
transcriptions were reported. The lack of sign, date,
and medication time was detected up to 89 (29%) for
June 2019, while for July 2019, 34 (36%) (Table 2).

Indenting error

A total of 395 inpatients intending was collected,
and 4.05% indenting error was observed for June 2019,
while in July 2019, 0% occurrence was reported. The
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TABLE 2. Transcription errors for the month of June-2019 and
July-2019

. June-2019 July-2019
Transcription error

n % n %

a. Prescribing wrong medicine 0 0% 0 0%
b. Prescribing to wrong Patients 0 0% 0 0%
c. Prescribing Wrong Dose 0 0% 0 0%
d. Prescribing wrong Route 0 0% 0 0%
e. Prescribing wrong Frequency 16 5% 0 0%

f. lllegible handwriting 120 | 39% | 28 29%
g. Prescription in Capital Letter 82 27% | 33 | 35%
h. Prescription in Generic 0 0% 0 0%

i. Signature, Name, Date & Time | 89 29% 34 36%
Total (N) =395 307 | 100% | 95 | 100%

results showed 0% indenting wrong medicine, wrong
patient, wrong dose, and wrong route for June 2019
and July 2019. Sixteen prescriptions out of 395 were
found to be given with the wrong frequency in June
2019 and 0% in July 2019 (Table 3). This study revealed
that the indenting system and procedure were correct
(Table 3).

TABLE 3. Indenting error for the June-July 2019

June-2019 July-2019
Indenting error

n % n %
a. Indenting wrong medicine 0 0% 0 0%
b. Indenting to wrong Patient 0 0% 0 0%
c. Indenting Wrong Dose 0 0% 0 0%
d. Indenting wrong Route 0 0% 0 0%
e. Indenting wrong Frequency 16 | 100% 0 0%
Total (N) = 395 16 | 100% 0 0%

Dispensing error

A total number of 395 inpatient dispensing were
collected. There was a 31.89% occurrence of dispensing
errors in June 2019, while in July 2019, the occurrence
rate was 8.10%. The result indicates that 0% of dispens-
ing wrong medicine, wrong patients, wrong dose, and
fifty-five DEs for dispensing wrong dosage form in June
2019, and later on, 32 DEs in July 2019, and seventy-one
DEs were found for cold chain not maintained for
months of June-2019 and 0% DEs for July-19 (Table 4).

TABLE 4. Dispensing error for the June and July-2019

i . June-2019 July-2019
Dispensing error

n % n %

a. Dispensing wrong medicine 0 0% 0 0%

b. Dispensing to wrong patient 0 0% 0 0%

c. Dispensing wrong dose 0 0% 0 0%
d. Dispensing wrong dosage form | 55 44% 32 | 100%

e. Cold chain not maintained 71 56% 0 0%
Total (N) =395 126 | 100% | 32 | 100%




Administration Error

A total number of 395 inpatient administrations
were collected. Fifty-five percent of AEs were found in
June 2019, which was reduced t0 9.11% in July 2019. It
was found that 0% AEs for the preparation of the wrong
drug, wrong patient, wrong dose, the error of omission,
and wrong technique for both June-July 2019. The sev-
enty-nine prescription was found to possess AEs due to
the wrong labelling of the drug in June 2019, and 16
prescriptions with Wrong labelling of the drug was de-
tected in July 2019. Eight prescriptions were seen with
AEs for administering the wrong medicine in June 2019,
which was reduced to 0% in July 2019. Twelve prescrip-
tions were found for administering the wrong route/
dosage form on June 19; later, four prescriptions were
noticed in July 2019. Forty AEs occurred due to admin-
istering the wrong frequency for June 2019, which was
reduced to four for July 2019. Forty-eight cases of AEs
were found in June 2019 for administering an expired
medicine/drug, while 0% in July 2019. Thirty-two docu-
mentations were detected with AEs due to documenta-
tion errors in June 2019 and decreased to 12 in July
2019 (Table 5).

TABLE 5. Administration error of June-July 2019

June-2019 July-2019
Administration errors
n % n %
a. Preparation of wrong drug 0 0 0 0%
b. Wrong labelling of drug 79 36% 16 44%

c. Administering Wrong medicine | 8 | 4.00% | O 0%

d. Administering to wrong patient | 0 0% 0 0%

e. Administering wrong dose/rate | 0 0% 0 0%

f. Administering wrong route/

12 5% 4 11%
dosage form

g. Administering wrong frequency | 40 18% 4 11%
h. Expired medicine/drug 48 | 22% 0 0%

i. Error of omission 0 0% 0 0%

j. Wrong technique 0 0% 0 0%
k. Documentation error 32 15% 12 | 33.00%
Total (N) =395 219 | 100% | 36 | 100%

This study revealed that medication errors were
found to have occurred from the administration while
cross-checking the patient file documentation with a
medicine card [32]. A mistake that arose from the doc-
umentation is the small letter handwriting of physician
prescriptions, doctor progress note, and emergency de-
partment assessment, and sometimes nurses need to
remember to sign in medicine cards, record cards, etc.
[33,11]. Sometimes RMO doesn't have time to write
the patient's details. Sometimes nurses need to re-
member to change syringes under workload or work
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pressure. These are the medication error that rises dai-
ly [34-37]. Wrong labelling of drugs; using brand names
is also an error. The common mistake is illegible hand-
writing, which causes many problems while indenting
medicine by chemists and nurses [38-40].

SUGGESTIONS

It is necessary to set a protocol on the verbal com-
mand or instruction of drugs and “read-back” confirma-
tion. The nurses should confirm the patient's allergy
status and do independent double-checking of drugs at
the time of dispensing, which have a low margin of
safety; medicament leads to error among children.
Safety specifications benefit from excluding this sort of
fault/mistake, and staff is refreshed to the three drafts
(prescription, drug, and patient) five rights (time, drug,
dose, route, and patient) principle. Improving the work
environment, training programs, monitoring staff, and
improving communication between staff and medica-
tion error reporting can minimize the medication error
problem [41-45].

CONCLUSIONS

In conclusion, this study revealed that MEs occur
from the common mistake of illegible handwriting,
which causes many problems while transcribing and in-
denting medicine by chemists and nurses while
cross-checking the patient file documentation with a
medicine card. This study demonstrates that Prescrib-
ing wrong Frequency, Prescription in Capital Letters,
lack of Signature, Name, Date & Time, Dispensing the
wrong dosage form, Wrong labeling of the drug, Ad-
ministering the wrong frequency, and Expired medi-
cine/drug were some of the governing factors which
leads to MEs. Findings from this study suggest that
medication errors are still rampant and need to ease
these threats confronted by patients throughout
healthcare. Further study is required to determine the
factors governing MEs low reporting.
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