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This is our biannual lesson on “Medication Errors.” It's been divided into two portions. In this lesson
we discuss a number of the factors that contribute to errors, along with techniques to consider that may
reduce errors. This lesson provides 1.5 hours (0.15 CEUSs) of credit, and is intended for pharmacists in all
practice settings. The program ID # for this lesson is 707-000-08-008-H05-P. Pharmacists completing
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The objectives of this lesson are such that upon completion the participant will be able to:

List requirements for a safe healthcare system
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Consider a case study in regulatory response
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Discuss handling an error
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Media Perceptions of Pharmacy Error

Newspapers, television networks and Internet websites all try to capture the attention of their customers by pub-
lishing stories that are both tragic and frightening. The thought that an everyday occurrence like using medication could
turn into a disaster is lurid and fascinating. The same people who flock to theaters to be frightened to death by horror
movies can’t get enough of stories that tell the sad tale of “Danger at the Drugstore” or “Prescription for Disaster.” To be
sure, there is value in alerting the public to the potential problems with medication use, and coaching the public on their
responsibility to recognize and prevent medication errors. There has been too little attention paid to the patient’s respon-
sibility for medication error prevention. People who count their change religiously and speak up loudly at the cash regis-
ter when they receive a few cents less than they should, will often silently take medication that looks different from what
they have been taking, and that has been given to them in a vial with a different person’s name on it. The media can
help patients understand that medication error prevention is a shared responsibility. On the other hand, the primary
responsibility for error prevention rests with health care professionals.

Here are two examples of recent media stories that describe errors with medications and the consequences of
these errors.

The first story is from the Los Angeles Times on December 5, 2007. It is an excerpt from an article describing
the much-publicized incident with newborn twins of actor Dennis Quaid and his wife Kimberly.

“The Quaids’ babies, Thomas Boone and Zoe Grace, twice were given 1,000 times the intended dosage of
heparin on November 18 at a Los Angeles hospital.” At 11:30am and again at 5:30pm, nurses mistakenly administered
heparin with a concentration of 10,000 units per milliliter instead of 10 units per milliliter, the family attorney said. Another
child also was given the wrong dose of the medication, often used as a flush to prevent blood clots around intravenous
catheter sites. All three children have since been released from the hospital, which said they suffered no adverse health
effects.”

“Detailing the incidents for the first time Tuesday, Cedars-Sinai cited at least three separate safety lapses that led
to the overdoses. In a prepared statement, the hospital said a pharmacy technician took the heparin from the pharma-
cy’s supply without having a second technician verify the drug’s concentration, as hospital policy requires. Then, when
the heparin was delivered to a satellite pharmacy that serves the pediatrics unit, a different technician there did not verify
the concentration as required. Finally, the nurses who administered the heparin to the patients violated policy by neglect-
ing to verify that it was the correct medication and dose beforehand, the hospital said.”

“The staffers involved were relieved of duty during the investigation and “appropriate disciplinary actions are
being taken,” the hospital said.”

The second story is from USA Today on February 13, 2008. This is part of a series of reports on pharmacy error.

“When Americans bring prescriptions to their neighborhood pharmacies, odds are the person in the white lab
coat who greets them and enters the prescription in the computer is not a pharmacist. Neither, most likely, is the person
who puts the pills in the medicine vial. They’re probably pharmacy technicians, in some cases teenagers with no more
than high school diplomas. The nation’s largest drugstore chains say technicians don’t replace pharmacists. But the
companies have come to rely on technicians because of regional shortages of pharmacists and steady increases in pre-
scriptions.”

“Technicians do much of the administrative work pharmacists used to perform, such as prescription data entry,
counting pills, filling vials and ringing cash registers. Depending on your point of view, that’'s good news, because it frees
pharmacists to do more important clinical functions — or bad, because technicians sometimes make mistakes that phar-
macist’'s don’t catch, and because pharmacists often have little time to help teach technicians.”

The Reality of Human Error
All human beings make mistakes. Fortunately, most errors do not cause harm, so the effects of an error do not
endure. A hardware store clerk who recommends the wrong light bulb for a fixture, or the fast food employee who includes
pickles when expressly asked to withhold them from a hamburger, both have made a mistake and have created an annoy-
ance, but no real harm has occurred. For some of us, the consequences of errors are more significant, because other peo-
ple are seriously harmed when errors occur. In the professions, educated and licensed people are trusted to do the right
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thing for those they serve, and the prevention of errors is particularly important. Yet, inevitably, there will be situations in
which the best is not good enough. Mistakes do happen. To err is human.

Basic Research in Human Error

The American public has high expectations of the dedicated and highly skilled people to whom a monopoly has
been given over the practice of the professions. In a small percentage of the time, when products or services are provid-
ed to members of the public, errors do occur. One of the most highly respected researchers in the field of human error is
James Reason. As an expert, Dr. Reason has studied why and how human beings make mistakes. He concludes that
there is only one possible solution to this problem. It is based on the following maxim: “Fallibility is a part of the human
condition. We cannot change the human condition. We can change the conditions under which humans work.” According
to Dr. Reason, it is the environment in which people work that causes them to err.

In his book, Dr. Reason does not attempt to directly describe anything about pharmacy. He does not even claim
to be an expert about health care. His research relates to human beings of all kinds and in all places. Despite the fact that
he did not intend to directly solve problems in pharmacy, the principles, policies and procedures outlined can help those of
us in pharmacy understand why errors occur, and how to reduce their frequency. According to Dr. Reason, safety is every-
body’s business. The message for pharmacy is that management, pharmacists, pharmacy technicians, and clerical sup-
port staff must work together to figure out what is productive in a workplace and what is counterproductive. It is a team
effort.

One of Dr. Reason’s key points is that error is normal. It can be foreseen and anticipated. When it occurs, it should
not be over reacted to with surprise or horror. To say that error is normal does not mean that error is welcome or that it is
acceptable. Itis not. Butregarding error as abnormal can lead to reactions of shame and blame. Error can be misunder-
stood as a tragedy that warrants recrimination, vengeance and punishment. Consideration of error to be anything but nor-
mal stands in the way of productive activities that learn from the past and look to the future.

Dr. Reason teaches that safety issues should be reviewed regularly. What he means is that at specifically desig-
nated intervals the people in a pharmacy practice setting should take a break, breathe deeply, examine the system in which
they work, and implement improvements that maximize patient safety. As an alternative to waiting for problems with patient
safety to become self-evident and then reacting to them after harm has already occurred to the patient, Dr. Reason sug-
gests that problems should be actively discovered through periodic self examination before any harm has occurred.

During the periodic meetings, Dr. Reason instructs that those in a practice setting should review past events and
implement changes based on what can be learned from reflections on the past. The focus of this review should not be on
blaming individuals, but on fixing the system to make it less likely that individuals will become involved in future incidents
that threaten safety. The review of incidents, to be effective, must rely on contemporaneous documentation of the incidents
at the time they occurred, and not on mere memory of them. This process of data analysis makes it possible to see trends
in past events. Perhaps there is a trend causing errors to occur on particular days of the week, or with particular drugs or
directions. Perhaps there are certain prescribers whose orders tend to be confused more than others. Or it may be that
patients, who choose to wait for their prescriptions, rather than pick them up later, are associated with more frequent errors.
It is impossible to speculate in advance what the pattern of errors may be in any pharmacy practice setting. But every error
in every setting is part of some trend. The challenge is to find the trend. This is a proactive process that teaches from the
past and looks to the future.

Dr. Reason believes that safety is everybody’s business. Meetings on patient safety must be attended by every-
one who has any role in a practice setting. This includes management, pharmacists, pharmacy technicians, and clerical
support staff. Messengers must be rewarded and not shot. Sometimes, the least educated and least experienced person
on the team can ask the most insightful question. Unencumbered by years of bias resulting from experience with “the way
we always have done it,” a new set of eyes and ears will see and hear things that just don’t seem right (i.e., “Why do we
arrange the will-call area by name rather than by telephone number when so many of our patients have the same or simi-
lar names?”). When this person speaks up, everyone should listen.

A culture of safety must characterize every practice site, and the culture must be one of fairness. Those who report
their own failures, or the failures of others, should be assured that discipline will be separated from quality improvement
data collection. There is a role for quality improvement and there is a separate role for discipline. Those who consistent-
ly ignore rules, and those who routinely behave in ways that threaten quality, should expect that they will be held to account
for their actions. To be responsible means that one will respond to the trust one has been given. To be held accountable
means that one will be required to provide an explanation by way of accounting when the trust in which a person of respon-
sibility is held appears to have been betrayed. Often the accounting will be accepted as descriptive of appropriate and
responsible conduct. The responsible person will then not be considered culpable for the bad outcome. At other times,
the accounting will be considered unacceptable, and the responsible person will be considered culpable for an error. There
must be discipline when there is culpability. However, the discipline must be based on well defined standards, and those
who judge behavior must include peers of the person being judged.
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According to Dr. Reason, effective error prevention programs do not just happen. They result from a firm commit-
ment and a great deal of work. This includes training of all personnel in the recognition of errors and the accurate record-
ing of them. People tend not to see errors unless they look for them, and they need to know what errors look like so they
can recognize them when they see them. Once an error is recognized, it is important for the observer to document exact-
ly what has been seen, with sufficient detail that later an evaluator can determine what needs to be done to prevent the
error from occurring in the future. This is not an intuitive exercise. It must be purposefully taught and learned. The pro-
gram must also include frequent feedback on recurrent error patterns. Those who recognize and record errors will be given
an extra incentive to continue that activity if there is some benefit to them from doing it. The primary benefit occurs when
feedback to the reporters contains useful information about what has been learned from the reports and what can be done
to reflect what has been learned.

As good as any error prevention program may be, and as comprehensive as the advance training may be, there
is still the need for on-the-spot training when a potential problem is recognized. For example, if a pharmacist determines
that a technician is engaging in a practice that threatens patient safety, there is no point in waiting until a distant meeting
to change procedures and publish a new policy and procedures manual. The matter should be immediately addressed and
rectified. When the meeting is eventually held, and the new policy and procedures manual published, input should be
sought from all of those who are doing the jobs covered by the manual. The procedures should avoid idealistic goals and
stick to steps that are workable and supported by available resources.

Error Reduction and Prevention

Most large pharmacies have a department of risk management. Even small pharmacies have a person who
devotes some percentage of their time to risk management activities. The purpose of risk management is to develop a sys-
tem of pharmacy practice in which pharmacists and support personnel can be as error free as it is possible to be, given the
inevitability of imperfection in the human condition. The philosophy of pharmacy risk management is that pharmacists, who
participate as team members in an organized effort to evaluate past failures of quality, and commit to procedures that have
been developed to prevent future failures of quality, will reduce the incidence of error in their practices. Risk management
is not risk elimination. There is always some risk to patients. In fact, the conscientious pharmacist intentionally places
patients at some level of risk, because only by doing this can patients hope to benefit from the medications they receive.
But the risk to patients is a measured risk. It is a reasonable risk. That is why it is called a “managed” risk.

The goals of pharmacy risk management are threefold. First, an effective risk management program addresses
both mechanical errors and intellectual errors. Pharmacist errors can cause problems for patients as a result of both what
pharmacists do and what they fail to do. Mechanical errors are errors of commission resulting from a misstep within prac-
tice. Intellectual errors are errors of omission resulting from a lapse within practice. Second, risk management introduces
techniques that will reduce errors. Techniques are specific steps that pharmacists can take in practice to improve the qual-
ity of what they do. It is impossible to list all safety-related techniques that have been developed for pharmacists, but sev-
eral examples of them are offered later in this lesson. Each risk management pharmacist must decide what techniques are
necessary and useful for that pharmacist’s practice site. The third goal of risk management is to introduce a way of think-
ing. Good risk management pharmacists are constantly on the lookout for ways to improve the safety of what they do. The
goal is to think safety first.

In thinking of safety first, pharmacists are basically adhering to the Hippocratic tradition in medicine that teaches,
“First, do no harm.” This “golden rule” of health care practice requires that the patient always comes first. It is they to whom
pharmacists and others in health care owe their livelihood, and it is they who deserve to have their interests placed above
all others. This does not mean that profit is a dirty word. Pharmacists who make a living off providing high quality prod-
ucts and services for patients are deriving the just rewards of the efforts. Fortunately, in risk management a choice does
not have to be made between safety and profits. Better patient safety means higher profitability. Errors are costly and time
consuming. They lead to diminished self esteem and sometimes to large cash payouts. Pharmacy risk management pro-
tects patients and it protects profits. The two go hand in hand.

Pharmacists who function effectively in risk management must look at errors in a global sense. For every error,
they must ask five questions: Who? Where? What? When? How? The “who” question refers to patients, pharmacy per-
sonnel, prescribers and family care givers. Did any of these people fail to meet a well-recognized responsibility? The
“‘where” question asks the risk manager to evaluate the sequence of processes in the pharmacy system and determine
which link was the weakest in the chain, causing a problem to occur. The “what” question focuses on the equipment, mate-
rials and other resources made available to pharmacists, some or all of which may have been inadequate to support the
pharmacist in doing the best he or she could. The “when” question deals with the day of the week or time of day that a
patient safety issue occurred. The “how” question examines the environment of practice: factors such as workload, dis-
tractions, or interruptions. Each of these questions is designed to provide the risk management pharmacist with adequate
information to evaluate threats to quality in a pharmacy practice.

4



August 2008 “Part 1 Medication Errors Prevention Update” Volume 30 Number 8

Pharmacists who function as risk managers must recognize that they cannot eliminate all error. The goal for risk
management must be realistic. By taking a systems approach, the risk manager can fix the root problem and not simply
get rid of the symptoms. If individuals think of patient safety and quality improvement all the time, a system can be devel-
oped to enable individuals to succeed. The system will not be perfect, but it will be an improvement on what has been done
in the past.

Individual success depends on the ability to absorb errors into the system. Errors are used as opportunities to
improve. The old cliché that says “there are no problems, just opportunities” is an apt one for pharmacy risk management.
The risk manager accepts responsibility to identify each error, evaluate the error, incorporate everyone into the risk man-
agement activities, and eliminate cover-ups. Errors must be identified to facilitate improvement. The risk management
cycle begins with risk identification, continues with the selection of techniques to control the risk, moves then to the imple-
mentation of the techniques, and ends with monitoring and the implementation of necessary changes to the technique.
Then it repeats itself. It never ends. The system gets better and better and better. But it never achieves a state of perfec-
tion, because there are always new threats to quality. New doctors, new pharmacists, new patients, new drugs and new
diseases constantly bring new opportunities to improve the system in new ways.

Research has shown that of the errors pharmacists make, approximately 85% are mechanical errors. These
are errors of wrong drug, wrong strength, wrong directions, wrong dosage form, and wrong patient. The good news
is that these are not difficult errors to identify. The bad news is that the cause of these obvious errors is often difficult, if
not impossible, to discern. In a way, they are impossibly simple. To people outside pharmacy, it seems so easy to fill pre-
scriptions correctly. But the pharmacy system is so complex that the reality is otherwise. The opportunities for mechani-
cal errors are endless. Of the remaining 15% of pharmacy errors, those that are known as “intellectual” errors,
approximately half are related to patient counseling, and half are related to prescription screening. The most rap-
idly increasing type of pharmacy error is the failure to conduct a prescription screen, or the inaccurate screening
of a prescription. Based on these trends, the prudent risk manager will focus efforts primarily on mechanical
errors, which comprise the largest percentage of errors, and secondarily on prescription screening, which is the
most rapidly growing type of error. All medication errors are important, but trend analysis suggests that these errors are
the “hot spots” that warrant special attention.

Root Cause Analysis

A system is a combination of parts incorporated into a unitary whole, with coordination of inputs and outputs to
achieve established goals. Traditionally there has been no comprehensive system of pharmacy practice. Each practice
site has either developed its own system or has muddled through without a system. Many factors with which pharmacists
must deal present significant challenges to a systematic practice of pharmacy. Orders from physicians to pharmacists are
often unclear. Physicians are usually unavailable to clarify these orders. The names of drugs ordered are similar and are
easily confused with each other. The packaging of stock bottles of very different drugs is very similar, and the traditional
way to organize stock is to place look-alike, sound-alike drug containers right next to each other. There are no clear stan-
dards for the management of potential problems such as drug-drug interactions or drug-disease contraindications, and
computer systems overwarn pharmacists about potential problems of a trivial nature. In many states there are no stan-
dards for pharmacy technician training. Patients believe that the best pharmacy is the fastest and cheapest pharmacy.
Third party payers constantly seek ways to compensate pharmacies at lower and lower levels, while they establish admin-
istrative barriers for pharmacists who want to do the right thing for their patients. Given the many system problems, it is a
true wonder that pharmacists make so few errors.

Despite a strong record of success in practice and empirical evidence that pharmacy errors are quite low, the pub-
lic expectation of pharmacists is one of perfection, and the profession strives to achieve that unreachable goal. No phar-
macy is satisfied that it makes only very few errors or that only a tiny percent of its patients are harmed by pharmacy errors.
Pharmacies take a systems view and look for ways to eliminate errors that can be controlled through system improvements.
Within this activity, management works on the system to provide tools, training, equipment and materials. Pharmacists and
other pharmacy personnel work within the system to follow established procedures and evaluate how the procedures work
and when they should be changed. It is teamwork that makes the systems approach effective. Management cannot rely
on pharmacy personnel to solve all of their own problems, and pharmacy personnel cannot wait for management to bring
them solutions on a silver platter. Together they can achieve at a level that would be impossible to reach separately.

The person who drives the quality improvement activity at any pharmacy is the continuous quality improvement
(CQI) consultant. The job of the CQI consultant is not to know the answers, but to ask the right questions of both manage-
ment and personnel. The CQI consultant organizes periodic meetings and assures that patient safety issues are thorough-
ly vetted at these meetings.

The need to take a systems view was highlighted in an Alabama lawsuit against a pharmacy, reported in 1995. The
case of Harco v. Holloway began as an ordinary case, but it became something extraordinary when the Supreme Court of
Alabama took a systems view in a way no other court had previously done. The court described the facts of the case in
this way:
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“The prescription was illegible. The pharmacist gave the plaintiff Tambocor, an antiarrhythmic drug used by cardi-
ologists. It is undisputed that the prescription actually called for Tamoxifen. The pharmacist did not attempt to call the
physician to verify the accuracy of her reading of the prescription and did not even try to question Ms. Holloway about why
her oncologist was supposedly prescribing a heart medication for her.”

This is a very typical set of facts in a lawsuit against a pharmacist based on a prescription misfill. Wrong drug
errors are the most common type of errors in pharmacy. Almost always the cause is inattentiveness by a pharmacist
who was challenged with a lot to do and only a little time to do it in. The words “Tambocor” and “Tamoxifen” begin and end
similarly. The first three letters of each word are the same. The letters “r" and “n” at the end of each word are very simi-
lar. The pharmacist confused one for the other. This should not happen, but as long as drugs continue to be described
using look-alike words, and as long as pharmacy workplaces continue to be so busy that it is difficult to concentrate, this
type of error will continue. Pharmacists accept responsibility for such errors, knowing that it is their job to slow down to a
reasonable rate of speed and insist on the avoidance of interruptions that can lead to error. Courts impose on pharmacists
a responsibility to avoid such errors. The law has held pharmacists liable for errors like this for over 150 years, and will
probably continue to do so into the foreseeable future. There is nothing remarkable about this part of the Alabama case.

The remarkable part of the case, in fact the stunning aspect of it, is that the court looked not just to the pharmacist
as culpable but to the pharmacy as well. It was the first time a court had understood the shared responsibility of pharma-
cy personnel and pharmacy management. The court explained its position in this way:

“We note that the jury was also informed of 233 incident reports that had been prepared by Harco employees dur-
ing the three years preceding the incident. This evidence, in addition to evidence of complaints filed with the State Board
of Pharmacy, and the evidence of lawsuits filed alleging misfilled prescriptions, was relevant to show Harco’s knowledge of
problems, and Harco’s having failed to initiate sufficient institutional controls over the manner in which prescriptions were
filled.”

For the first time ever, a pharmacy corporation was implicated as responsible, and eventually held liable, for failing
to establish a practice environment in which pharmacists could succeed rather than fail. Both the pharmacist and the phar-
macy were held liable. Quality is a matter of both individual and systems responsibility. A pharmacy system can either set
pharmacists up to fail or it can set pharmacists up to succeed. The process through which a pharmacy corporation under-
takes to “initiate sufficient institutional controls” over a pharmacy practice is a continuous program that requires learning
from the past and improving for the future.

Techniques of Pharmacy Error Prevention
As pharmacy personnel and pharmacy management work together, sharing responsibility for improvements in
quality, they will discern specific opportunities to improve in specific ways. By applying what they know about the theory of
quality improvement, they will be able to put theory into practice through the development of practice techniques. It is
important to implement techniques that will be thoroughly considered by personnel, that have an established purpose, and
that can be evaluated to discover whether the purpose has been achieved. Techniques should be periodically reviewed to
determine whether they should be continued, discontinued, or modified.

“Mark-It”

One useful technique that has been adopted by many pharmacies is to designate in some way those drugs that
are frequently the subject of errors. For example, hydroxyzine and hydralazine may be confused regularly. Or cortisporin
otic and cortisporin ophthalmic drops may often be mistaken for each other. There is no “master list” of frequently confused
drugs. Rather, each pharmacy will learn that there are trends in its own errors and that one trend is to frequently err with
the same drugs.

The “mark-it” system is intended to easily identify for pharmacists those drugs that are frequently confused one for
the other. There are many different ways to implement “mark-it.” One way is to use colored and very conspicuous shelf
dividers between frequently confused drugs, while leaving the drugs on their original shelving. Another approach is to use
container “sleeves” for “special care” drugs. These sleeves resemble the insulating sleeves that are often put on cups of
hot drinks at boutique coffee shops. Some pharmacies isolate the drugs that have been most frequently dispensed in error
on a special out-of-the-way shelf known as “special care” (this should never be called the “problem” shelf or the “errors”
shelf). Computer systems may help flag prescriptions that are for drugs that have been prone to error. These many differ-
ent ways of implementing “mark-it” all have as their single goal the prompting of the pharmacist or pharmacy technician to
give a “second thought” to what is being done. A little extra attention may alert the pharmacist or technician to a potential
drug switch that would otherwise be missed.

The Basket

Organization is a key to error prevention in pharmacy. As busy as most pharmacies are, it is difficult to avoid hav-
ing two different patient’s prescriptions commingled, and to keep together all materials related to one patient’s prescriptions.
Many pharmacies use baskets to help keep things organized. Everything having to do with a specific patient’s prescrip-
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tions is placed in one basket. The baskets can be queued up in a line so they can be dealt with in sequence. Different
colored baskets can be used to identify different patient needs. A basket of one color may designate that a patient is wait-
ing for prescriptions. Another color denotes that the patient has chosen to come to the pharmacy later to pick up the pre-
scriptions. Still another color may indicate that there are insurance or other issues to resolve before dispensing the pre-
scribed drugs to a patient.

The basket system works best when there is a linear flow to prescriptions. Much like an assembly line at a man-
ufacturing plant, the linear flow requires that there be a single place to begin prescription processing at one end of a phar-
macy work area and a single place to verify prescriptions as ready for delivery at the other end. Work flows in one direc-
tion and baskets are passed from one point to another along that flow. Work at one step of the flow must have been com-
pleted before a basket is passed to the next step. Some pharmacies have what they call the “red line” beyond which no
basket is ever passed unless it has been verified by a pharmacist as ready for dispensing. Nothing is ever taken past the
red line by anyone but a pharmacist. Technicians and clerical support staff may assume that if a pharmacist has passed a
basket beyond the red line, then the contents are ready to be put into a sack and stored in will-call. But until the red line
has been breached by a pharmacist, all baskets are considered to be still in process.

Sack Check

There is nothing more frustrating in pharmacy than to go through all of the necessary steps in accurately process-
ing a prescription and to then deliver to the wrong patient an accurately dispensed prescription. All of the effort undertak-
en in selecting the right drug, printing appropriate labeling, using the correct container, and resolving problems with the pre-
scriber and with the insurance company, will be for naught if the correctly dispensed drug is given to the wrong person.
Because so many people have the same name, or similar names, it is relatively easy to give to one person medications
intended for another. Sometimes a switch of medications during a busy time of day leads to medications for Person A being
placed in a sack for Person B, and vice-versa.

One way to address the problem of “wrong patient” error is to always open the sack into which a medication has
been placed in will-call, and read to the patient the name that is on the prescription vial. This gives the patient the oppor-
tunity to either agree that this is the right name, or to indicate that some sort of mix-up must have occurred. Because
patients are sometimes rushed or stressed, it is always a good idea during sack check to ask the patient what his or her
telephone number is. It is important to have the patient state this affirmatively rather than simply ask the patient to agree
that what has been said by a technician or clerk is correct. Sometimes people who are confused agree to things that are
not correct. If a patient agrees to his or her name and provides a telephone number that corresponds with what the phar-
macy record indicates, it is relatively certain that this is the right patient. Sack check has managed the “wrong patient” error.

Echo and Verify

Many errors in pharmacy are the result of a miscommunication between prescribers and pharmacists when a pre-
scription is telephoned to a pharmacy. Or sometimes, a miscommunication occurs between the prescriber’s office staff and
a pharmacist. When this happens, the prescriber’s records almost always indicate the correct order, while the pharmacist’s
records indicate an incorrect order. The existence of a “correct” order in the prescriber’s record leads to bias in favor of a
conclusion that the prescriber could not possibly have been the cause of the miscommunication, with the inevitable result
that the pharmacist is held liable for harm caused by an error that exists in the pharmacist’s records. To avoid this prob-
lem, pharmacists need to create a record that refutes the prescriber’s contention that the order was communicated correct-
ly, but received incorrectly at the pharmacy. One of the best ways to develop such a record is called “echo and verify.”

The way “echo and verify” works is that for every prescription, the pharmacist first writes the relevant information
on a prescription form and then asks to read it back to the person telephoning. The pharmacist says “just to make sure |
have this right, please let me read it back.” As each element of the prescription is repeated back to the caller—patient
name, drug name, quantity prescribed, directions for use, refills, etc.—the pharmacist places a check beside that piece of
information. This is the “echo” part of the process. When the caller indicates that the pharmacist has heard the informa-
tion correctly, the pharmacist places a large “V” on the prescription and initials it, including also the name of the caller who
has “verified” the information. When a prescription is left on an automatic voice recognition device and is taken from a
recording by a pharmacist, a similar process can occur if the pharmacist calls back to the prescriber’s office when any ques-
tion arises about what has been prescribed.

Show and Tell
In a pharmacy that has experienced frequent errors, it is often useful to initiate a process called “show and tell” to
provide a final check of the accuracy of dispensing. This is a variation and expansion of “sack check,” and it incorporates
patient counseling activities in addition to the verification of patient identity. While “sack check” can be done by a pharma-
cy technician or pharmacy clerk, “show and tell” must be done by a pharmacist. Studies have shown that “show and tell”
can reduce many of the errors that occur in pharmacies.
In “show and tell” the pharmacist who counsels the patient uses the patient’s prescription vial as a prop for the dis-
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cussion. The pharmacist opens the vial and empties onto the lid one or two of the tablets or capsules that have been dis-
pensed to the patient. The pharmacist tells the patient the name of the drug, and the usual indication for it. The pharma-
cist then reads to the patient the directions for use, the quantity dispensed and the number of refills remaining, directly from
the label. Any uneasy feeling about what the pharmacist has said or done should be followed up with a check on prescrip-
tion accuracy. If the patient seems concerned about something (i.e., “I thought | was getting a drug for diabetes and not
for blood pressure”) the accuracy of what is being provided should be checked. Any discrepancy can be addressed before
actual delivery of the drug.

Take Five

Pharmacists, like other professional people, are challenged with time constraints. There is not enough time to
devote to each prescription. Pharmacists who are in a rush risk making mistakes. The “take five” technique is a way to
intentionally slow down when the pace of practice threatens to overwhelm a pharmacist’'s good judgment. The obvious
value of the “take five” technique is that during a busy time of day pharmacy personnel make a special effort to take five
seconds to reflect on each prescription at each step of the dispensing process. During those five seconds, attention is paid
not just to what is being done at the current step, but also to what has been done during the previous step.

A variation of “take five” occurs when certain drugs have been identified as particularly error prone in a pharmacy.
When dispensing the first refill of such a drug, the pharmacist takes five minutes to look up the original prescription for the
drug, comparing the original prescription with information in the computer. One major problem with computer records is
that they are only as good as the information that was put in them. If incorrect information is entered on the first filling of
a prescription, this same error is likely to be continued through subsequent refills unless the original prescription is checked
during the first refill. Although it is somewhat time-consuming to do this, it needs to be done with prescriptions for recog-
nized problematic drugs and only on the first refill.

Under 6/Over 66

Many of the errors pharmacists make are with prescriptions for either young or elderly patients. And a significant
concern is that such errors cause harm more frequently than do errors with patients who are more robust and better able
to recover from adverse effects of a wrongly dispensed drug. It is important to avoid errors with all patients, but it is effec-
tive risk management to pay especially close attention to the accuracy of those prescriptions intended for patients who are
either under 6 years of age or over 66.

The “under 6/over 66” technique requires some sort of computer prompt when a patient in either of these two age
groups has been prescribed a drug that is problematic. Many computer systems have prompts that are age-related.
Pharmacists must make sure that either age or birthdate is entered into the computer so that the prompting system can
work. Young and old patients often have special dosing needs, and they have a higher risk for drug-drug interactions.
When reviewing a prescription for a young or old patient, the pharmacist, who is an effective risk manager, will avoid over-
looking a subtle problem simply because the prescription looks satisfactory for a healthy middle-aged patient. The fact of
the patient being either young or old should be considered in evaluating the prescription, and an alert should be overrid-
den only when the age factor has been ruled out as the source of any problem.

Partner Check

Every prescription must be checked by a pharmacist before it is dispensed to a patient. In some states and in some
practice sites, tech-check-tech is appropriate and is permitted. But in the absence of such a special program, the pharma-
cist must assure that no patient ever receives a prescription without a pharmacist check. Despite the attention pharma-
cists pay to the need for accuracy during their final check, errors do occur. This is because sometimes pharmacists see
what they expect to see and not what is actually there. A second “set of eyes” can sometimes catch what the first set has
missed.

In times passed there may have been three or four pharmacists working together in overlapping shifts at a single
pharmacy. The luxury of additional staff provided the opportunity for a pharmacist who had overseen the dispensing
process to ask another pharmacist to check what had been dispensed. The fresh view provided by the second pharma-
cist created a welcome opportunity to find a problem that was overlooked by the pharmacist who was too close to see it.
Most pharmacies today have few overlapping pharmacist hours, if any. A new way to provide a fresh look must be found.

“Partner check” is one way to have a colleague check the accuracy of one’s own work, even though the colleague
may do it at the end of the day or even the next day. In “partner check” the pharmacist who arrives for a shift examines
the new prescriptions from the previous shift, and simply compares what is written on the front of the prescription with the
computer label that has been used for dispensing to the patient. This process is greatly facilitated when the custom in the
pharmacy is to affix to the back of each new prescription a copy of the label prepared for the vial of that prescription.
Usually the comparison will show that the prescribed medication and the dispensed medication are the same. On rare
occasions an error will be detected, and usually the error is found within a 24 hour period of dispensing. Sometimes the

8



August 2008 “Part 1 Medication Errors Prevention Update” Volume 30 Number 8

erroneously filled prescription is still waiting in will-call for pick up. At other times the patient has received the prescription
but may not have yet begun using it. At all times the error is corrected very shortly after it has been made, and the conse-
quences of the error are minimized.

Double Trouble

Pharmacy errors usually do not happen in isolation. They usually are part of a cascade of events set off by an
occurrence that may seem benign in itself, but the collective results of that occurrence are devastating. Often there are
many different unexpected and undesired outcomes of this single occurrence. Some pharmacy errors come in pairs, both
resulting from a single stimulus. This is the case, for example, with drug and label switches that result in the drug for one
patient being placed in a vial with the label for another patient. A moment’s inattention during the processing of a prescrip-
tion order, or a minor crisis with a patient’s concerns over some unrelated matter, can lead to a pharmacist or a technician
confusing one vial for another and switching medications.

Usually when drug/vial switches occur, not only does Patient A get Patient B’'s medication, Patient B also gets
Patient A's medication. The pharmacist must be alert for the possibility of “double trouble.” It may be that only one of the
patients will recognize a problem and contact the pharmacy regarding the problem. The other will remain blissfully unaware
that his or her prescription has been dispensed in error. The “double trouble” technique asks that pharmacists to whom a
drug-switch error is reported take an active role in trying to find who should have received the dispensed drug. When a
thorough investigation discloses that an error occurred and that Patient A received drug X rather than drug Y, the record of
dispensing for the day should be examined to determine whether there were any patients who should have received the
drug X that was inadvertently dispensed to Patient A. It may be that Patient B received drug Y rather than drug X.

Having identified the Patient B who was supposed to have received drug X, or several patients that day for whom
drug X was prescribed, the pharmacist must contact each such patient and ask for a description of the contents of the
patient’s prescription vial. This will not be an easy call to make, because it will suggest the possibility of an error, and per-
haps create concerns when they are unwarranted. But it is a call that must be made. Under the best circumstances it will
turn out to be unnecessary, because no second error occurred. The worst outcome is early identification of a second error,
in time to set it straight before serious harm has occurred.

The “Two Second” Rule

One final technique that pharmacists have found useful in detecting and absorbing errors is the “two second” rule.
This is another technique to use in assuring that the contents of a prescription vial match the label of the vial. With the pos-
sibility of switched labels being so high, and the potential consequences being so dire, the “two second” rule requires that
no vial containing medication go unlabeled for more than two seconds. This means that immediately after medication is
placed in any prescription vial a label is put on that vial. Never is an unlabeled vial left in a place where it can be mistak-
enly taken and misbranded with the wrong label.

Pharmacists are often asked to address a crisis immediately. They are put in situations where other health care
providers, patients, or pharmacy personnel are asking them to drop everything and attend to an urgent matter. While it is
important for pharmacists to be flexible and assist when needed, one thing that cannot be dropped to attend to a crisis is
an unlabeled vial. For two seconds the crisis will have to go unresolved. It does not matter that a doctor is calling with an
emergency. It will have to wait for two seconds while the unlabeled vial is appropriately labeled. This is something that
simply cannot be rushed. The “two second” rule requires taking a minimal amount of time to get a prescription right the
first time; saving a huge amount of future time solving a problem that did not have to happen.
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Fill in the information below, answer questions and return Quiz Only for certification of participation to:
CE PRN®, 400 Lake Cook Road, Suite 207, Deerfield, IL 60015.

NAME (ID # 1st line on label)

ADDRESS CITY STATE ZIP

CHECK IF NEW ADDRESS ARE YOU LICENSED IN FLORIDA? IF YES FL LIC

EMAIL Address (we need this)

LESSON EVALUATION
Please fill out this section as a means of evaluating this lesson. The information will aid us in improving future efforts. Either circle the appro-
priate evaluation answer, or rate the item from 1 to 7 (1 is the lowest rating; 7 is the highest).
1. Does the program meet the learning objectives?

List requirements for a safe healthcare system Yes No
Describe factors that contribute to pharmacy errors Yes No
Discuss techniques that can reduce errors Yes No
Describe media perceptions of pharmacy errors Yes No
Consider a case study in regulatory response Yes No
Discuss handling an error Yes No
2. Was the program independent & non-commercial Yes No
Poor Average Excellent
3. Relevance of topic 1 2 3 4 5 6 7

4. What did you like most about this lesson?

5. What did you like least about this lesson?

Please Select the Most Correct Answer

1. The goal(s) of risk management is (are): 6. The public’s expectation of pharmacists is:
A. Address mechanical & A. Perfection
intellectual errors B. Minimal errors
B. Introduce techniques that will C. Optimal errors
reduce errors D. Maximal errors
C. Introduce a way of thinking 7. Of the errors that pharmacists make, what
to improve safety percent (approximately) are mechanical?
D. All of these A 15 %
2. One quality exercise that MUST be B. 25 %
done by the pharmacist is: C.55%
A. “Take Five” D.85 %
B. “Show and Tell” 8. Which system is intended to easily identify
C. “Sack Time” those drugs that are frequently confused
D. “Echo and Verify” one for the other
3. “Echo & Verify” is a quality exercise A. The “basket”
that the pharmacist can use with the B. “Mark It
prescriber in order to reduce C. “Check It
miscommunication errors. D. “Tick It Off’
A. True B. False 9. According to Dr. Reason, the best way to
4. The most common drug error is dispensing reduce errors is to:
a drug other than the one ordered. A. Improve the work environment
A. True B. False B. Change the human condition
5. What was the significance of the C. Get better professionals
Harco Case in Alabama? D. None of these
A. Pharmacists have duty to warn 10. Intellectual errors are related to:
B. Pharmacists have responsibility for errors A. Patient counseling
C. Pharmacists have responsibility to B. Wrong drug
develop quality systems to reduce errors C. Prescription screening
D. None of these D.A&C
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