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Reports
Committee on Identifying and Preventing Medication Errors, Aspden P, Wolcott J, et al. (Eds) Preventing medication errors: Quality Chasm series.  Institute of Medicine; 2006 July.

This is the latest report in a series that began with the highly influential “To Err is Human” (1999).
Articles

Innovations in medication safety [CD-Rom].   Joint Commission Journal on Quality and Patient Safety.

This CD-Rom is a compilation of many articles from the Joint Commission Journal on quality and Patient Safety.   It is available for purchase on CD-ROM from the Joint Commission Resource Store (http://store.jcrinc.com/JCRStore/DetailsAction.do).  
Interventions
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Ackroyd-Stolarz S, Hartnell N, MacKinnon NJ.  Approaches to improving the safety of the medication use system.  Healthcare Quarterly.  2005; 8 (Patient Safety Papers): 59-64.  http://www.longwoods.com/product.php?productid=17664&cat=399&page=1 

This review describes a number of strategies for reducing medication errors.

Agency for Healthcare Research and Quality (AHRQ).  Medication reconciliation.  Patient Safety Primer.    2008.  http://psnet.ahrq.gov/primer.aspx?primerID=1 

One of eight resources that explain the key concepts in patient safety, this Primer includes information on Medication Reconciliation (med rec). It includes background information, how to accomplish med rec, and details of the current context.

Burdeu G, Crawford R, van de Vreede M, McCann J.  Taking aim at infusion confusion.  Journal of Nursing Care Quality.  2006; 21 (2): 151-159.

Describes a project that took a systems approach to reducing drug infusion-related error.
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Marck PB, Kwan JA, Preville B, et al.  Building safer systems by ecological design: using restoration science to develop a medication safety intervention.  Quality and Safety in Health Care.  2006 Apr; 15 (2): 92-97.

Applied techniques for repairing ecosystems to improving medication safety and safety culture.

Rogers G, Alper E, Brunelle D, et al.  Reconciling medications at admission: safe practice recommendations and implementation strategies.  Joint Commission Journal on Quality and Patient Safety.  2006 Jan; 32 (1): http://www.ihi.org/NR/rdonlyres/1E8CB309-D7CC-48FE-B5FA-4F28F792C43A/0/06Rogers.pdf 

Describes the implementation of medication reconciliation at 50 Massachusetts hospitals and identifies the factors most strongly correlated with successful outcomes.

Schneider PJ, Pedersen CA, Montanya KR, et al.  Improving the safety of medication administration using an interactive CD-ROM program.  American Journal of Health-System Pharmacy.  2006 Jan; 63 (1): 59-64.
Nurses who completed the CD-ROM program showed improved adherence to safe administration practices.

Shuster JJ, Winterstein AG.  Automated medication error studies with audit supplementation were effectively designed and analyzed by time series.  Journal of Clinical Epidemiology.  2006 Sep; 59 (9): 957-963.  
Advocates an interrupted time-series design for evaluating the success of interventions.

Best Practices

Bahls C.  Tips to avoid key drug interactions and side effects.  ACP Internist.  2006 June.  http://www.acpinternist.org/archives/2006/06/drug.htm 

Describes lethal drug interactions involving warfarin, SSRIs, statins, and other substances.
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Forster AJ.  Can you prevent adverse drug events after hospital discharge?  CMAJ.  2006 March; 174 (7): 921-922.  http://www.cmaj.ca/cgi/content/full/174/7/921 

Describes the information that hospital doctors should communicate to patients and community health care providers.

Just S, Schepers G, Piotrowski MM, Saint S, Kauffman CA.  Improving the safety of intravenous admixtures: lessons learned from a Pentostam overdose.  Joint Commission Journal on Quality and Patient Safety.  2006 Jul; 32 (7): 366-372.

A medical centre developed a new form and provided information sheets to prevent future errors in the preparation and administration of admixtures.

Schillinger D, Wang F, Rodriguez M, Bindman A, Machtinger EL.  The importance of establishing regimen concordance in preventing medication errors in anticoagulant care.  Journal of Health Communication.  2006 Sept; 11 (6): 555-567.

Many patients described their warfarin regimen differently than their clinician did.

Stow J.  Using medical-error reporting to drive patient safety efforts.  AORN Journal.  2006 Sep; 84 (3): 406-408,411-414,417-420; quiz 421-424.  

Describes different error reporting systems and makes recommendations.
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Shojania KG.  Safe medication prescribing and monitoring in the outpatient setting.  CMAJ.  2006 April; 174 (9): 1257-1258.  http://www.cmaj.ca/cgi/content/full/174/9/1257 

Advocates that, in the absence of computerized order entry, physicians follow simple rules for writing clear and correct prescriptions.

Tarn DM, Heritage J, Paternitit DA, et al.  Physician communication when prescribing new medications.  Archives of Internal Medicine.  2006 Sep; 166 (17): 1855-1862.
http://archinte.ama-assn.org/cgi/content/abstract/166/17/1855 
When prescribing a new medication, physicians often fail to communicate basic information, particularly information about potential side effects.

Other Topics

Bent S, Padula A, Avins AL.  Brief communication: better ways to question patients about adverse medical events – a randomized, controlled trial.  Annals of Internal Medicine.  2006 Feb; 144 (4): 257-261. 

Participants reported more adverse events in response to a checklist of side effects than to open-ended questions.

Budnitz DS, Pollock DA, Weidenbach KN, et al.  National surveillance of emergency department visits for outpatient adverse drug events.  JAMA.  2006 Oct; 296 (15): 1858-1866.  http://jama.ama-assn.org/cgi/content/abstract/296/15/1858  

Investigated the frequency and severity of adverse drug events in American Emergency wards.

Rastegar DA, Knight AM, Monolakis JS.  Antiretroviral medication errors among hospitalized patients with HIV infection.  Clinical Infectious Diseases.  2006 Oct; 43 (7): 933-938.

This study found that substantial number of medication errors occurred during hospitalization.

Perspectives

Ettel DL, Wilson CM.  Medication errors: focus on legibility.  Patient Safety & Quality Healthcare.  2006; Jan/Feb.  http://www.psqh.com/janfeb06/mederrors.html
A hospital sought to encourage physicians to write more legibly, and had other staff members call to confirm the physicians’ orders rather than attempting to decipher them.

Clancy CM.  Medication reconciliation: progress realized, challenges ahead.  Patient Safety & Quality Healthcare.  2006; July/August.  http://www.psqh.com/julaug06/ahrq.html
Praises medication reconciliation programs and suggests areas for extending and improving the relevant IT.
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