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The goal of this research was to find out the effect of dispensing error prevention program on the incidence of the error
in a university hospital pharmacy in Daegu. Dispensing error in this research was defined as the error identified during
double-checking process, so it does not mean that the wrong dispensing was administered to patient. Drug name error
was the most frequently found error, accounting for about one third of all dispensing errors, and was followed by
counting error, strength error, dosage form error, and others. Similar drug name was identified as the most frequent rea-
son for the error, taking up about two thirds of all drug name errors. In this research, six months of dispensing error
prevention program resulted in statistically significant reduction of dispensing error by 42 percent. Therefore, it is rec-
ommended that hospital pharmacy implement such prevention program regularly to reduce the incidence of the error.
Finally, it appears that drug approval authority should closely check the similar drug names and have power to com-

mand pharmaceutical company to change the name if pertinent.
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Table 1. Numbers of prescription and dispensing error
during the research period

et i
period prescriptions error error (%)
January 31,371 39 0.124
February 30,930 32 0.103°
March 35,009 54 0.154
April 34,325 57 0.166
May 34,743 22 0.063"
June 34,579 25 0.072"
Total 200,957 229 0.114

*P<0.01 versus January, ~P<0.001 versus January
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Fig. 1. Trend of dispensing error during the research period.
"P<0.01 versus January, ~ P<0.001 versus January

ol 343} 499 AL &L ol uS o]ARTE 7
Yelgdth, o) £ A7 AXEHI ol ehEh el oA F-o
73 abr} AR Bl AFekAlrh AR Al e] 3¥ 24|
A& el o Agrepale] A A wlGe| delel Ao
AR Y AA 2 A7 Fo MYl 1 Hel
AlqFefate] Ao &8 WA Ho] 1y ojakel ofALR
o F ool o]k & ez Jepth AT s 48
1Mo R dA 5¥ellE o dA3] asigoen] 2 dF
o] 28449 64l 002%2A AFAA AjHa
0.124%°) Bl8ke] 58 o 429%} asiact. o Al
o Aupigo] AL WAL Sl ¥ oM BAA
22 v fo4 e Bt AEE e,

ZA o] i LS Gobir| sl 2AFH2.9
38 2FE 3} 2. (drug name error), Al &S (dosage form
error), A7} 2.(counting error), &} L (strength error) X
71ek3} 2 (others)®] S7FAIE F-F-ste] AR AS 7P w2
B &S 2R3 AL E e 2 AA 7.0 33%F A}
Aot 2 G52 AP A Y 29%), TR (A2
27%), AFALCAAY 6%), Vet AL 5%)] £o2
el ohFg. 2).

6% 5%

33%

[ drug name error
[Ddosage form error

" counting error
@ strength error
M others

Fig. 2. Classification of dispensing errors during the research
period.
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Table 2. Examples of similar drug names identified as dispensing error during the research period

A drug name Similar drug names
Levotron(Yongil) Levotro(Shinil)
Alleva(Arlicopharm Korea) Allevo(Arlicopharm Korea)
Levodin(Myungin) Levodip(Dongkwang)
Levora(Shinil) Levoran(Daehan Newpharm), Levoren(Medica Korea), Lovoro(Dachwa)
Cibas(Huons) Cibacen(Novartis Korea)
Glimethin(Hanseo) Glimed(Ilyang), Glimerin(Hyundai), Glimeril(Arlicopharm Korea)

Glucophage(Merck)

Glucogen(Newgen Pharm), Glucobay(Bayer), Gluconyl(Hanseo), Glucot(Wales Korea)
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Fig. 3. Causes of drug name errors during the research period.
"P<0.001 versus all other causes
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