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Abstract
Pharmacist’s Intervention for Reducing Pre-dispensing Errors
Warunee Srisupa-olarn, Suphaluck Intapuntee
Project advisor: Suvatna Chulavatnatol*, Wimon Anansakunwatt**
* Department of Pharmacy, Faculty of Pharmacy, Mahidol University

**Pharmacy Department, Siriraj Hospital, Mahidol University

Keyword: Pre-dispensing error, Intervention for reducing pre-dispensing error

The objectives of this special project were to assess the characteristics and
magnitude of pre-dispensing errors, to perform appropriate intervention for reducing
such errors and to evaluate the efficiency of that intervention. Pre-dispensing errors
were collected from the records in 11 dispensing pharmacies of Pharmacy Department
at Siriraj Hospital during May 13 to 31, 2002. Teaching media emphasizing on name,
strength and dosage form of medications which usually caused errors were prepared.
The media were used for training of pharmacy technician as intervention for reducing
errors.  Pre-dispensing errors were collected again after the implementation of
intervention during August 12 to 30, 2002. It was found that 105,173 and 107,254 drug
items were dispensed before and after intervention, respectively. In labeling process,
the errors before and after intervention were as follows: wrong name, 0.10% and 0.04%
(60% less error after intervention); wrong strength, 0.05% and 0.02% (60% less error);
wrong dosage form, 0.02% and 0.00% (100% less error) and wrong patient name,
0.03% and 0.02% (33% less error), respectively. In prescription filling process, the
errors before and after intervention were: wrong name, 0.13% and 0.12% (8% less error
after intervention); wrong strength, 0.11% and 0.10% (9% less error) and wrong dosage
form, 0.02% and 0.02%, respectively. Overall, the errors after intervention were
decreased by 30%. This study indicated that such intervention was, to a certain point,
able to reduce the pre-dispensing error especially in the labeling process, irrespective
of the limitation of training period or the changing pattern of prescribing orders.
Moreover, such intervention could also be applied as a guidance for the development

of system for medication error reduction in order to activate the individual concern of

the importance of the ongoing process of medication error prevention.





