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Med Error
Occurrences

QPS.3.4 (B) - Medication Error per 1000 patient days

m Women
m Children
0 Neonate

Year Jan-Mar Apr-Jun Jul-Sept Oct-Dec Jan-Mar Apr-Jun Jul-Sept Oct-Dec Jan-Mar
FYO05 (Yr06) (Yro7)

m Pharmacy
m Inpatient Ward




Who are the people

Involved. . ?

Staff Involved in Medication Errors

4% 16%

m Doctor

m Doctor & Nurse
1 Nurse

1 Pharm. Tech.
m Pharmacist
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Types of Medication Related Incidents,
FYO06

Wrong

Wrong Rogte Oth(jrs Wrong drug
Preparation 3% 1% 24%

1%

Omission

‘ 18%

kWrong time
1B3%

Contraindication
3%
Wrong Dose

Wrong
21%

Patient
3%
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Dosag e Error
Omission Lack standard practice

in transcribing Knowledge deficit

o Mum served  Wrong form, rate & dose Wrong calculation
Wrong Medication orders medication
L not communicated
Prescrlptlon _
Wrong Wt Failure to

Change order Pump error Amended communicate
No proper passing Wit Patient self
over procedure Dependent on pump medicate

0dd timing Large dosage prescribed

Failure to follow-up IMR order Given repeated dose

Failure to give clear instruction

Paste wrong _ Discontinue medication not
sticker Wrong terminology on properly write off
Q dose timing Errors
Appointment not properly Poor IMR design
instructed

Patient turn up wrong time Unable to read time

Parent request Wrong
for medication No follow up  prescription

. . Prescription practice Wi_th parent on
Odd time dosing not co?nmur?icated time served Wrong filing of

. IMR
Wrong Patient Misinterpret

order interval

Wrong Drug 1

(@t



Medication orders
not communicated

Wrong

Prescription

L4

Odd time dosing

Omission

Failure to verify
correct order

Lack standard practice
in transcribing

Poor IMR design

Non compliance to
practice standard

Wrong Drug
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ORAL AND NON-PARENTERAL MEDICINE
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Weight
documented on
wrong place

Discontinued and
not signed off

Oral medication
ordered under
Injection column

Legibility of hand
writing and high
dosage






