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Medication errors contained in outpatient clinic letters
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Results

Introduction

Minor misspelling of drug name

Major misspelling of drug name

It is well recognised that
errors are more likely to occur
during transitions of care,
especially medication errors.
Clinic letters are used as a
communication tool during a
transition from hospital
(outpatient clinics) to primary-
care (general practitioners).
Little is known about
medication errors in clinic

Of 315 items related to
neurology mentioned within
the letters, 212 items were
associated with 602 errors.
Common missing information
was allergy (97%, n=97),
formulation (60.3%, n=190),
strength/concentration (59%,
n=186) and weight (53%,
n=53). Ninety-nine letters
were associated with at least

Wrong drug name

Formulation not specified

strength/con

Ambiguous dosa;

rors (%)

Want to know more?
Please contact the
Academic Practice Unit —
Aston University on +44-
121-333-9793 or see

letters, as previous studies in website: one error. Scores were in
this area have focgsgd on http://www1.aston.ac.uk/lh range of 4-10 with 42% of
medication errors in inpatient s/aston-pharmacy- letters scored as 7.
or oqtpaﬂent pr.escrlptlons.. school/academic-practice- Statistically significant
Published studies conceming unit/ relationships were observed
clinic letters largely focus on — between scores and number
perceptions of patients or of medication errors (R2 =
general practitioners in Method 0.4168, p<0.05) as well as
respect to overall quality. _ _ _ betwee’n number of

Single site, retrospective, medications and number of
Aim cross-sectional review of 100

drug related errors (R2 =

clinic letters generated 0.9719, p<0.05).

during March — July 2013 in
response to an outpatient
consultation. Clinic letters
were conveniently selected
from the most recent visit of
each patient. An evaluation
tool with a 10-point scale,
where 10 was no error and 0
was significant error, was
developed and refined
throughout the study to
facilitate identification and
characterisation of medication

To investigate medication
errors contained in
outpatient clinic letters
generated by prescribers
within the Neurology
Department of a specialist
paediatric hospital in the
United Kingdom.

Conclusions

Nearly all clinic letters were
associated with medication
errors. The 10-point
evaluation tool may be a
useful device to categorise

Figure 1 Errors related to patient details clinic letter errors.

Figure 3 A scatter plot of band scores and total
number of errors
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