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ABSTRACT

The objective of this prospective study was to compare the medication administration
errors in two male internal medicine wards of Lampang regional hospital with the different drug
distribution systems, which were the applied unit dose and the convention. Medication
administration errors were categorized into 21 types based on American Society of Health-System
Pharmacists (ASHP) criteria.

Monitoring method used was observation. Time of observation devided into two period,
daytime (6.00 am. to 6.00 p.m.) and nighttime (6.00 p.m. to 6.00 a.m.). The observation of 22
periods observation in each ward were conducted during the period of the 8% of June through the
1" of August, 2002. Total Opportunity for Errors (TOE), defined as number of medication items
administered and number of medication items prescribed omission, was collected. Furthermore,
total numbers of medication administration errors were investigated. Thereafter, data were
analyzed using independent t-test and Pearson’s chi-square statistics.

The demographic data of both wards such as number of personnel, year of occupation,

patients” age and length of stay, showed no statistically significant differences at Ol level equals



to 0.05. Over all TOE of a ward with applied unit dose system was 3,646 times (average 165.75)
compared to 3,399 times (average 154.32 ) of a ward with conventional system. Total number of
medication administration errors of the former system was 1,563 times (average 71.05 ), and the
latter was 1,389 times (average 63.23 ). Therefore, the percentage of medication administration
errors for applied unit dose and conventional system were 42.90 and 40.86, respectively. Statistic
testing showed statistically significant indifference of errors between those two systems.
Although, data by period (daytime vs. nighttime) were separately analyzed, the findings were
concordance to the over all result.

In conclusion, even though over all medication administration errors showed no
differences between applied unit dose and conventional drug distribution system in male internal
medicine wards of Lampang regional hospital, 4 types of medication administration error;
omission error, wrong time error, wrong compounding dividing dilution or reconstitution error
and wrong administration-technique error, were found to be statistically significant different

between both systems.



