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Introduction
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Medication error is any preventable event that may cause or lead to inappropriate medication use or 

patient harm while medication is in the control of the health care professional, patient, or consumer.

Types of Medication Errors :

• Prescription errors

• Transcription errors

• Dispensing errors

• Administration errors
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Problem Definition
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The medication error rates in our hospital were 

high and we adopted different strategies. Though 

i t  showed a  fa l l  in  error  rates  i t  was  not 

sustainable. Hence it was essential to bring a 

sustainable and continuous error monitoring and 

capturing  system .



Objective

4

To minimize overall medication error happening in our 

hospital and make our facility a patient safe hospital. 



Concept Note 
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For any system to be sustainable every one in the loop 

should have the feel that they are monitored at different 

levels. 

Keeping the key point – patient safety in the center we 

structured an easily feasible system that will be sustainable 

and blame free. 

We were able to bring down the error by adapting to our 

new system.



Methodology
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Online reporting and yellow form system 

From 1st  of November 2021  a new system of reporting was 

adapted that was structured and framed by department of clinical 

pharmacology and Quality department. 

The reporting system had 2 parts 

1) An online link.

2) A yellow form.



Methodology (….Continued)
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Online reporting 
The online link had all possible medication errors mentioned on it so it can be easily opened and ticked  and 

had an option to attach picture.

The link is being generated by the department of clinical pharmacology, and is circulated to everyone 

involved in patient care.

Ø Doctors including senior consultants.

Ø Nurses .

Ø Physician assistants.

Ø Pharmacist / Clinical Pharmacist

Ø Respiratory therapist and other paramedical staffs.



Methodology (….Continued)

8



Methodology (….Continued)
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Yellow Form Reporting  

Which will be raised by the department of clinical pharmacology based on the link 

alert reaching the department.

The yellow form is vital in monitoring the safety of all healthcare products.

Reports can be made for suspected Adverse Drug Reactions (ADR’s) to all medicines 

including  

i. Vaccines

ii. Blood factors and Immunoglobulins

iii. All medical devices etc.,



Methodology (….Continued)
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Methodology (….Continued)
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v When any of the health care worker come across any type of medication errors or tubing misconnections  they can open 
the link and enter the error immediately. 

v Whenever possible we advice them to attach a picture along.
v The error will be notified immediately in the backend and the department will analyze the error.
v The department will raise yellow form on the individual who have committed the error.
v The clinical pharmacology team will educate the individual on the seriousness and get his initials on the form.
v If any health care worker commit an error for 3 times or more they will be made to attend a training session on safe 

medication practices (happening every month for all new employees).

Notes: 
ü All the errors will be closed and rectified in maximum 2 hours time.
ü Serious errors will be addressed at the point of generation of link.
Dispensing errors for example  
ü Failure in maintenance of cold chain while transferring drug from pharmacy to ward or while returning it from ward to 

pharmacy will be discarded and the staff involved will be paying the compensation for the loss.



Tangible Results

12

The reporter stays anonymous. Only the backend team 

knows about the reporter. 

The healthcare workers are aware that they are monitored 

at different levels pertaining to drug safety hence they are 

careful right from prescribing, dispensing, administering to 

monitoring the patient. At the level of pharmacy and wards 

every one is cautious on drug storage too.

Our medication error rates declined from 53% to 8% over a 

period of 9 months and the decline is sustained.
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Intangible Results

v All the healthcare workers across the hospital involved in patient care is aware of the medication 
errors and it’s consequences.

v This awareness of the existing mechanism have directly given an emphasis on medication safety 
aspect and we have imbibed it as a part of our culture.
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Educating on Medication Errors
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Conclusion
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ü We find this system highly effective and easily 

adoptable in any hospital as a patient safety 

initiative and the tool is blame free and efficient.

ü This helps in providing an impact on quality care of 

the patient.

ü Improves public health.
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Any Questions

?
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Thank You!


