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Medication Error Reporting: How Aware We Are… 
 
In Malaysia, reporting of medication errors to the Malaysian Medication Error Reporting Sys-
tem officially started in 2009 and a year later a total of 2,572 medication errors was received. 
 
Medication error can occur at any level along the medication process; be it during drug pro-
curement, prescribing, dispensing, administering, or whilst monitoring the impact of the drug. 
It can involve one or more healthcare professionals such as doctors, nurses, pharmacists 
and pharmacist assistants.  
 
As of July 2011, HUSM centralizes its medication error reports at Unit Kajian dan Maklumat 
Drug (UKMD) of its Pharmacy Department .To date, a total of 40 reports were received.  
 
Imparting knowledge to generate awareness amongst our paramedics is a real challenge for 
the pharmacists at UKMD. Commencing this year, we have started educational initiatives for 
all pharmacists and pharmacist assistants to encourage them in reporting medication errors. 
 
The consequences of medication errors have drawn attention from all healthcare practition-
ers. While the burden on healthcare cost cannot be denied, the issue on patients‟ safety 
remains of utmost importance. The US Institute of Medicine reported medication errors are 
among the most common medical errors, harming at least 1.5 million people every year and 
incurring at least $3.5 billion a year in extra hospital costs alone in United States.  
 
Medication error reports can serve as a mechanism to monitor and make recommendations 
for corrective actions in addition to creating preventive measures. This requires active in-
volvement of everyone at all levels. Building of non-fear environment would encourage more 
reports be made.  Thus, 
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Drugs which presently unavailable  
 
T. Pyridostigmine 10 mg : This drug has been discontin-
ued by manufacturer due to minimal demand. 

New Dosage Form 
 

 T. Pramipexole ER 0.375 mg and 1.5 mg 

 T. Ropinirole 2 mg (Requip PD) 

 T. N-Acetylcysteine 600mg 

Updated information 

T. Alfuzosin  

Ipratropium Bromide 
Inhalation Solution  

Inj. Hyaluronidase  

Inj. Magnesium Sul-
phate 

 

Dosing was corrected for alfuzosin XL.  

The drug strength was corrected from 250mcg/2ml (0.025%) to 0.0125% and from 
500mcg/2ml (0.05%) to 0.025%  

Strength was corrected from 150,000 u/amp to the actual strength, 1,500 u/amp 

Strength currently available is 49.3% (2.47g/5ml) instead of 50% (5g/10ml) 
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Clinical Presentation in 2012 

Ethical issues in Drug Information Practice  

 As a pharmacist, answering drug inquiries may sometimes place you in an „ethical dilemma‟, a situation re-
quiring you to decide on a choice among two or more obligations. Though infrequent, such a situation can be stress-
ful and time-consuming. Ethical decision-making is the process whereby one recognizes  that a problem needs to be 
overcome or a difficult choice made, identifies the possible courses of actions, chooses one, takes it and then ac-
cepts responsibility. 
 
Some examples of ethical dilemmas related to drug information:  

 Third party enquiries 

 Patient pursuing a complaint 

 Enquiries involving illicit drugs 

 Criticism of healthcare professionals 

 Enquiries from the police 

 Enquiries from the legal profession. 
 
Therefore, how would we respond?  

 

 There is no one “right”answer to most ethical dilemmas, but you should be able to justify what you do. 

 Do not answer queries that are beyond your sphere of expertise or available resources. 

 Research your answers thoroughly, and document carefully everything you do. 

 You do not have to answer every question that you are asked. 

 Always give yourself thinking time before replying. 

 Consult with appropriate colleagues and/or managers before answering. 

 
 
 
Extracted from Gunner, C. and E. Grant, Ethical Dilemmas in Medicines Information. 2009: UK 

No Title Presenter Date 

1 ADR Case Report : Drugs-induced leukopenia Khor Kah Loong 12.01.12 

2 Antihypertension in special group Nor Ilhami Che Hassan  06.02.12 

3 Rare case : Gullain Barré Sydrome Nor Ilhami Che Hassan  13.02.12 

4 Afib in Critical Care: Amiodarone or Digoxin? Khor Kah Loong 01.03.12 

5 Right Heart Failure in Down Syndrome Khor Kah Loong 07.03.12 

6 Contribution of Cephalosporin and Fluoroquinolones to the emer-
gence of ESBL 

Mohammad Izani Ab Rashid 17.04.12 

7 Incidence of Low Level of Phenytoin in HUSM Mohammad Izani Ab Rashid 19.04.12 

8 Oral NAC and hydration in the prevention of contrast-induced 
nephropathy 

Nor Ilhami Che Hassan 10.05.12 

9 Ethical Issue in Drug Information Practice  Mohd Ridzuan Zakaria 06.06.12 

10 Streptococcus A infection during post-partum period Noradlina Rosemi 10.06.12 

11 Generic drugs : Friend or Foe? Ahmad Firdaus An-Nasr Nasri 05.07.12 

12 Ventilator associated pneumonia Mohd Ridzuan Zakaria 04.07.12 

13 Necrotising Fascitis Mohd Ridzuan Zakaria 05.07.12 

14 Diabetes Insipidus : How Serious It Is Ahmad Firdaus An-Nasr Nasri 23.07.12 

15 Antihypertensive Drug Ahmad Firdaus An-Nasr Nasri 07.08.12 

16 Medication Adherence Programme Asilah Che Ayub 14.08.12 
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Q’s & A’s…… worth sharing   

This section highlights Questions 

& Answers rated as RARE,  

DIFFICULT and/or  

TIME CONSUMING. 

 
Q1 : Is it safe to combine two dif-
ferent brands of insulin products 
(Humulin R from Eli Lilly and In-
sulatard from Novo Nordisk) in 
treating Type I Diabetes Mellitus? 
 
Answer : 
One retrospective study demon-
strated that using a mixture of 
different brands of insulin 
(Insulatard HM plus Humulin R) 
for 6 months did not change the 
efficacy of insulin in patient s with 
Type I Diabetes Mellitus.  
 
Ref : Chiou, J.B., et al. (2005) Effica-
cy and safety of a mixture of two dif-
ferent brands of insulin products in 
patients with type 1 Diabetes Mellitus. 
J Chin Med Assoc 68 (11), 517-521 

Q2 : How may we prepare a 5% solu-
tion of tranexamic acid for use as a 
mouthwash following dental extrac-
tion? 
 
Answer :  
Method 1 
An equivalent of 500mg tablet or cap-
sule of tranexamic acid may be 
crushed and dispersed in 10ml of wa-
ter immediately prior to administration. 
Alternatively, the tablets may be 
crushed and mixed with 10 ml of water 
and then filtered to obtain a clear solu-
tion.  
STORAGE : Keep refrigerated and 
protected    from light. 
STABILITY: No formal stability tests 
has been performed for this prepara-
tion. However  a maximum expiry date 
of 5 days has been  suggested . 
 
Method 2 
A 5% oral rinse is prepared by diluting 
5ml of 10% tranexamic acid injection 
with 5ml of sterile water.

2 

 
Ref :  
1. Formulation in Pharmacy Practice 

2nd Edition 
2. Sindet_Peterson S; Ingerslev J, 

RamstrÖm G, et. Al. Management 
of oral bleeding in haemophilic pa-
tients [letter]. Lancet 1988;2:566 

 
Q3 : Can chlorhexidine 5% be used for  
disinfection of the umbilical cord in neo-
nates? 
 
Answer :  
Chlorhexidine 4% has been used in a few 
studies to disinfect newborn‟s umbilical 
cord.

1,2
  

Since the 5% solution is readily available 
from HUSM Pharmacy Department, a 
simple dilution procedure may be carried 
out to produce the 4% chlorhexidine  
solution suggested.  
A study shows that cleansing a new-
born‟s umbilical cord with chlorhexidine 
can reduce an infant‟s risk of infection 
and death during the first few weeks  of 
life by as much as 20%.

1 

 
Ref :  
1. Shams El Arifeen, Luke C Mullany, 

Rasheduzzaman Shah, Ishtiaq Man-
nan, Syed M Rahman, M Radwanur R 
Talukder, Nazma Begum, Ahmed Al-
Kabir, Gary L Darmstadt, Mathuram 
Santosham, Robert E Black, Abdullah 
H Baqui. The effect of cord cleans-
ing with chlorhexidine on neonatal 
mortality in rural Bangladesh: a 
community-based, cluster-
randomised trial. The Lancet, 2012 

2. http://
www.healthynewbornnetwork.org/sites/
default/files/resources/CHX%

 

Did You Know..... that calcitriol and alfacalcidol doses are NOT 

interchangeable ?  
 

Here‟s the reason....... 
 

A lfacalcidol is an analogue of vitamin D  whereas calcitriol is an active form of vitamin D.1,2  There  are few 
studies comparing both drugs in terms of efficacy and tolerability. Arenas et.al. suggested  that equidoses of 
alfacalcidol and calcitriol are not equipotent in suppressing parathyroid hormone in uremic patients with second-
ary hyperparathyroidism (SHPT).4 Kiattisunthorn et.al. concluded that alfacalcidol can be used to control SHPT 
at doses of 1.5-2.0 times that of calcitriol.5 
 
Ref :  
1. http://en.wikipedia.org/wiki/Alfacalcidol 
2. http://en.wikipedia.org/wiki/Calcitriol 
3. Arenas MD, Muray S, Amoedo ML, Egea JJ, Millán I, Gil MT. A long-term comparative study of calcitriol versus alpha 

calcidol in patients with secondary hyperparathyroidism on hemodialysis. Nefrologia. 2006;26(2):226-33. 
4. Kiattisunthorn K, Wutyam K, Indranoi A, Vasuvattakul S. Randomized trial comparing pulse calcitriol and alfacalcidol 

for the treatment of secondary hyperparathyroidism in haemodialysis patients.Nephrology (Carlton). 2011 
Mar;16(3):277-84. doi: 10.1111/j.1440-1797.2010.01398.x. 

http://en.wikipedia.org/wiki/Alfacalcidol
http://www.ncbi.nlm.nih.gov/pubmed?term=Arenas%20MD%5BAuthor%5D&cauthor=true&cauthor_uid=16808261
http://www.ncbi.nlm.nih.gov/pubmed?term=Muray%20S%5BAuthor%5D&cauthor=true&cauthor_uid=16808261
http://www.ncbi.nlm.nih.gov/pubmed?term=Amoedo%20ML%5BAuthor%5D&cauthor=true&cauthor_uid=16808261
http://www.ncbi.nlm.nih.gov/pubmed?term=Egea%20JJ%5BAuthor%5D&cauthor=true&cauthor_uid=16808261
http://www.ncbi.nlm.nih.gov/pubmed?term=Mill%C3%A1n%20I%5BAuthor%5D&cauthor=true&cauthor_uid=16808261
http://www.ncbi.nlm.nih.gov/pubmed?term=Gil%20MT%5BAuthor%5D&cauthor=true&cauthor_uid=16808261
http://www.ncbi.nlm.nih.gov/pubmed/16808261
http://www.ncbi.nlm.nih.gov/pubmed?term=Kiattisunthorn%20K%5BAuthor%5D&cauthor=true&cauthor_uid=21342321
http://www.ncbi.nlm.nih.gov/pubmed?term=Wutyam%20K%5BAuthor%5D&cauthor=true&cauthor_uid=21342321
http://www.ncbi.nlm.nih.gov/pubmed?term=Indranoi%20A%5BAuthor%5D&cauthor=true&cauthor_uid=21342321
http://www.ncbi.nlm.nih.gov/pubmed?term=Vasuvattakul%20S%5BAuthor%5D&cauthor=true&cauthor_uid=21342321
http://www.ncbi.nlm.nih.gov/pubmed/21342321
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Definition 1: 

 

A medication error is any preventable event that may cause or lead to  
inappropriate medication use or patient harm while the medication is in the 
control of the healthcare professional, patient or consumer. 

 

 

Types of Medication Error1 

 

 Prescribing error 

 Omission error* 

  Wrong time error 

  Unauthorised drug error* 

  Dose error* 

  Dosage form error* 

  Drug preparation error* 

  Route of administration error 

  Administration technique  error 

  Deteriorated  drug error* 

  Monitoring error 

  Compliance error 

  Other medication error 
 

 Workload 

 Similar drug names 

 Similar packaging  

 Staffing levels  

 Poor handwriting  

 Interruptions/distractions  

 Design of dispensary  

 Staff inexperience  

 Ambiguous directions  

 Failure to check  

 Lack of procedures  

 Job dissatisfaction  

 Poor communication 

 Computer software 

 Noise 

 Proximity of drugs on 

shelves 

 No breaks 

 Failure to follow SOP 

 Hunger 

 Fatigue 

 Stress 

Contributing factors to  

dispensing errors2 
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* also categorized under dispensing 

error  


