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Abstarct

The objective of this special project was to analyze the
problem of pre-dispensing error detected from in-patient
pharmacy room at Bamrungrad Hospital. The daily pre-
dispensing error record between June 2000 - June 2001 were

analyzed. Three thousand eight hundred and fifty-five pre-
dispensing error events were detected from the total 496,836
prescriptions resulted in the rate of 7.76 events per 1,000
prescriptions. The errors detected in computer keying step were
2,441 events ( 4.91 events per 1,000 prescriptions) while those
found in prescription - filling step were 1,414 events ( 2.85

events per 1,000 prescription. Eight hundred and five wrong-
administration events (32.98%) and 513 events (36.28%) were
the most common error found in computer-keying step and
prescription-filling step, respectively. Causes of errors were also
recorded in 891 events during February - June 2001. The most

two common causes were human error resulted from
unawareness (520 events , 58.36%) and sound alike of drug
name (108 events,12.12%). This study suggested that the pre-
dispensing error could be prevented by several strategies. The
urging pharmacy staff to concern of consequences (or diasters or
impact) of pre-dispensing error and to pay more attention to

sound alike preparations should be primarily established





