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Challenges in Pharmacy Practice:

Dispensing Errors and t

Goal

The goal of this lesson is to define
various dispensing errors in pharmacy
practice and suggest recommendations
on how to avoid and reduce them.

Objectives

At the conclusion of this lesson,
successful participants should be able
to:

1. recognize examples of
dispensing errors and their extent of
occurrence in pharmacy practice;

2. list major reasons why
dispensing errors occur in community
and institutional pharmacy practice;
and

3. identify recommendations on
how to reduce the incidence of
dispensing errors.

Background

Medical errors have been
estimated to cost the nation between
$17 and $29 billion each year, including
additional health care spending,
disability payments, and lost wages
and productivity, with health care
Gossel Wuest costs amounting to more
than half of that total.

This  lesson  defines  the
terminology that describes errors. It
emphasizes common causes of
dispensing errors and identifies
suggestions to reduce their occurrence.
Additional causes along with their
remedies for prevention will be
discussed in another lesson in this
series.

Medical Errors

Prescription drug use is increasing
in the United States. More than 60
percent of all U.S. adults aged 45 to 64
years during the span 1999 through
2000 reported the use of at least one
prescribed medication. Coincident
with this increasing rate are decreasing
time and funding for health care
professionals to focus on patient
education. The potential contribution
of these trends to the inherent danger
of medication that is used improperly
is reported in an Institute of Medicine
(IOM) publication, which estimated
that nearly half of American adults
have difficulty in understanding and
acting on health information.

Errors have been classified as
those of omission (failure to act
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correctly) or commission (acted
incorrectly). They can also be classed
as potential or actual. A potential error
would be a mistake that is detected
and therefore corrected before the
actual error is made. An actual error is
one that is not detected; thus, an
inappropriate  action is taken.
Dispensing errors can also be either
mechanical or judgmental. A
mechanical error is made by dispensing
an incorrect drug, or an improper
strength or dosage form. Mechanical
errors are estimated to represent more
than 80 percent of insurance liability
claims. A judgmental error occurs when
mistakes are made during a drug
utilization review, patient counseling

session, or therapeutic drug
monitoring.
Dispensing Errors

One type of medical error,

dispensing errors, are those made by
the pharmacy staff. For this definition,
it is assumed that the prescription or
medication order, when received, is
correct. In its most elemental form, a
dispensing error has been defined by

one author as any deviation from the
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Table 1
Examples of Abbreviations That Can Cause Dispensing Errors*
Abbreviation Intended to Mean Misread As Recommendation
/ Separate doses or per The numeral “1” Write per
+ Plus or and The numeral “4” Write and
>, < Greater than, less than The opposite intended Write out full meaning
ug Microgram Milligram (mg) Use mcg or write microgram
AU, AS, AD Both ears, left ear, OU, OS, OD (both, Write out full meaning
right ear left, right eyes)
cc Cubic centimeters U (units) Use mL
D/C Discharge or discontinue The opposite that is Write out full meaning
intended (i.e., discharge
meds are discontinued)
HS Half strength At bedtime Write med strength
qhs, q6 PM Nightly at bedtime, Every hour, every 6 hours Use ks or write out
at 6:00 p.m.
qd., Q.D.* Every day Four times daily (qgid) Write daily
g.0.d., QO.D.**  Every other day gd or QD or gid Use q other day or write every other
day
SC, SQ Subcutaneous SL (sublingual) Write out full meaning
s$ one-half The number “55” Use “1/2” or write one-half
TIW Three times a week Three times a day or twice Write out completely
a week
u** Unit(s) The numerals 0, 4 or cc Write unit(s)
x3d For three days For three doses Write for 3 days
u** International Unit(s) IV (intravenous) or “10” Write international unit(s)
BT Bedtime BID (twice daily) Write bedtime
o.d. or OD Once daily right eye, leading to oral Write daily
meds used in the eye
Q] Orange juice right or left eye, leading to Write orange juice
drugs that are to be
diluted in orange juice
are used in the eye(s)
per os By mouth, orally left eye Write PO, by mouth, or orally
SSRI Sliding scale regular Selective serotonin reuplake
insulin inhibitor Write sliding scale (insulin)
MgSO4** Magnesium sulfate Morphine sulfate Write complete name
MS, MSO4** Morphine sulfate Magnesium sulfate Write complete name
“For a comprehensive list visit www.ismp.org/ Tools/ errorproneabbreviations.pdf.
““These abbreviations are included in JCAHO's list of “dangerous abbreviations” that must be included in an organization’s “Do
Not Use” list. See Burkiewicz JS, Hassenplug KL. ] Pharm Technol. 2006;22:332.
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