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Abstract

Purpose: To identify medication errors at Aseer Central Hospital (ACH, Abha) in the southern province
of Saudi Arabia.

Methods: A cross-sectional retrospective study was conducted by reviewing adult patients’ records (>
15 years old) at ACH’s inpatient and outpatients settings over an 8-week period in October and
November 2015.

Results: We identified 113 medication errors, including 112 prescribing errors and 1 dispensing error.
Most medication errors (91.2 %) in this study were for inpatient prescriptions. The most common
prescribing error was medication duplication (31.2 %) followed by missing patient identifying information
(25 %).

Conclusion: Medication errors, mainly in inpatient prescriptions, have been fully identified at ACH.
Educational interventions such as workshops could help minimize and prevent medication errors.
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INTRODUCTION

Medication errors (MEs) contribute to patient
treatment outcomes A medication error refers to
any avertable event that may result in occurrence
of inappropriate medication use or patient harm
while the medication is in the control of a
healthcare professional, patient, or consumer” [1].
These errors can happen at any phase of the
medication cycle, including prescription,
dispensation, and patient use [1]. Medical
prescriptions or orders that are transmitted from a
prescriber to the pharmacy for dispensing should

adhere to prescribing guidelines and should
include the following information: authorized
prescriber information, patient information, and
medication-related information [2-4].

Dispensing errors are an important type of ME
which are defined as any discrepancy between
the written order or filled prescription including any
written modifications made by the pharmacist
during dispensing in compliance with the hospital
policies [4]. Furthermore, the errors that occur
during medication distribution or prescription
selling to either the patient or his/her
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representative. [5]. In addition, MEs may refer to
the error caught by a pharmacist during or after
prescription validation. [6.7]. According to existing
literature, an estimated 50% of MEs can be
avoided [8], and they may cause severe injuries to
patients The reported rate of serious patient
injuries due to MEs ranges from 1 to 51.8 %. The
estimated prevalence of death as a result of MEs
is 30.5% deaths per year [9]. MEs are common in
both developed and developing countries [3,8,9].
The objective of the current study was to
investigate MEs at Aseer Central Hospital (ACH)
in Abha, Saudi Arabia.

METHODS
Study design and setting

A cross-sectional retrospective study was
conducted at ACH, Abha during 8 weeks in
October and November 2015. The patients’ files
were reviewed for adult patients (> 15 years old)
who visited the hospital during that time period.
Aseer Central Hospital (ACH) is the largest
tertiary hospital (equipped with > 550 beds) in
the southern region of Saudi Arabia that provides
health care for population of Aseer, Jizan, and
Najran cities and many rural villages.

Definitions

A prescribing error was defined as an error due
to a prescribing decision or the prescription
writing process, which unintentionally leads to
significant (1) reduction in the probability of
timely and effective treatment or (2) increase in
the risk of patient harm compared to the
generally accepted practice [10]. Dispensing
errors in this study were those that occurred
during prescription distribution or sale to a patient
or patient agent [6].

Data collection

Prescribing- and dispensing-error evaluation
checklists were developed based on literature
review [9,10]. The dispensing-error evaluation
checklist contained the following information: the
date and time of the error, who made and
identified the error, the type of the dispensing
error, and the cause of the error.

Sample size and sampling techniques

A convenience sampling technique was used in
this study. The data was collected from
outpatient and inpatient setting during the study
period. The files were reviewed once for all
patients including the recurrent ones. The

number of reviewed files for the study purpose
during that period of time (n) was 386.

Statistical analysis

The data were descriptively analyzed and the
data was reported as frequency (n) and the
percentage (%) for each type from. Then the
data were represented using the Statistical
Package for the Social Sciences (IBM SPSS)
version 21 for Windows.

Ethical approval

An ethical clearance was granted from the
college of pharmacy at King Khalid University in
Aseer Region, Saudi Arabia (no. 37/9815, Date:
07/12/2014, 15/02/1436 Hijri). The data collection
procedures were systematic and patients’
information was remaining confidential along the
study and during data analysis. This study was
conducted in compliance with the World Medical
Association [WMA] Declaration of Helsinki:
Ethical principles for medical research involving
human subjects amended by 59th WMA (no.

PHRC/HC/11/13), 2013, Seoul, Korea.
Furthermore, no personal information about
patients, prescribers, or pharmacists was
obtained.

RESULTS

We identified 113 MEs: 112 (91.9%) were

prescribing errors and 1 (0.9%) was a dispensing
error. Most MEs (91.2%) in this study were for
inpatient prescriptions, with the remainder (8.8%)
reported from the outpatient pharmacy. Table 1
summarizes the prescribing errors.

Table 1: Prescribing errors

Prescribing errors n (%)
Missing patient identifier 28 (25)
Missing diagnosis 7 (6.25)
Inappropriate frequency and dose 5 (4.4)
Inappropriate duration 5 (4.4)
Therapeutic duplication 12 (10.7)
Missing prescriber information 6 (5.3)
Used prohibited abbreviation 4 (3.5)
Unclear prescription 1(0.9)
Duplicate medications 35 (31.2)
Unnecessary medications 9 (8)
Total 112
DISCUSSION

The current study quantified MEs at ACH in
Abha, Saudi Arabia. Duplicate medications were
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the most common prescribing error (31 %),
followed by lack of patient information (25 %). A
2014 study conducted by Saghafi and
Zargarzadeh regarding MEs in two hospitals in
Isfahan, Iran, found that most common
prescribing errors were drug name errors (34%)
and drug dose errors (27 %) [11]. In a 2015
Yemeni study, lack of patient information was the
most common prescribing error [2]. Sheikh and
colleagues reported that omission errors were
most common (77.7 %) in a tertiary care hospital
in India [12].

The prevalent type of error varies among studies
and is affected by many factors, such as study
design (i.e., self-reported by health care
professionals or monitoring by data collectors)
and site [9,10,13,14]. Notably, only one
dispensing error (0.9 %) occurred during the
study period. Al-Worafi and colleagues reported
a 0.80 % prevalence of dispensing errors in Ibb,
Yemen but stated that they were self-reported,
which could mean underreporting [15].

Limitations of the study

This retrospective study was conducted at a
single health care facility in the southern province
of Saudi Arabia. It would be better to perform
more investigations on different hospitals in the
region with different study designs to generalize
the results and provide appropriate
understanding about why MEs occur and will
facilitate the appropriate design of ME checklists
and interventions.

CONCLUSION

Many medication errors have been identified at ACH.
These are mostly related to inpatient prescriptions.
Implementing educational interventions such as
workshops and continuous medical education in
the region is crucial in minimizing and preventing
MEs in ACH.
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