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Successful approaches to reduce errors involving look - ali ke ,s ou nd - ali ke drugs is part five
in a si x - part series that highli ghts underlying caus es of and solutions to medication errors .
Th is series is a joint ef fort of the A merican Hospit al Ass oc i ation , the A merican Soc iety of
Health - System Pharm ac ists and Hospitals & Health Net wor k s,with generous support from
Mc Kess on .You may tear th is card out for futu re reference.Additional copies are available in
P DF form at ,along with those from two pre vious series ,on the ASHP and H & H NWeb sites
( w w w. ashp. org and www. h h n m ag. com ) .

• S U M M A R Y
Confusing drugs with sim ilar names accou nts for about 10 percent of all medication errors ,
according to the Food and Drug Adm in istr ation .Last year,the A merican Pharm ac ists Ass o-
c i ation reported that there are more than 33,000 tr adem arked medication names in the Un it-
ed St ates and more than 9,000 generic names . The large nu mber of medications — added
to clin ic i ans’ heavy workloads ,j ob stress ,u nf am ili arity with drug names and confusing,
u nclear orders ,among other th ings — c reates ample opportu n ity for confusion .A Joint Com-
m ission on Acc redit ation of Healthcare Organ i z ations’National Patient Safety Goal requires
that hospit als identify and an nu ally re view a list of look - ali ke and sou nd - ali ke drugs ,at min-
imu m ,and take action to pre vent errors involving the interchange of these drugs .

• I S S U E  B R I E F
When clin ic i ans confuse drug names , patients can suf fer si gn if icant harm .Accou nts sub-
m it ted to the U. S .Pharm acopoei a – Institute for Safe Medication Pr actices Medication Errors
Reporting Progr am cite a host of in ju ries , including scarring and death ,as well as prolonged
hospit al st ays . One patient died, for ex ample , after receiving 750 mg of chlorpropam ide
( us ed to treat type II di abetes) instead of 75 mg of chlorprom a z ine daily (us ed to treat psy-
chotic dis orders) as intended.MERP reports that more than 100 inc idents have been report-
ed involving Celebrex ,resulting from confusion with Cerebyx and Celex a .

Confusion over drug names occu rs th roughout the medication process ,from ordering to
adm in istr ation . “The issue of look - ali ke ,s ou nd - ali ke drugs is complex ,”s ays Di ane Cousins ,
vice president of the Center for the Advancement of Patient Safety at the USP. “Errors may
occur because of poor handwriting, dif ferent accents and other factors . That makes it dif f i-
cult to thoroughly address the issue.”

The rates at which new drugs are introduced adds to the problem .“As more drugs come
into the market , it’s get ting harder to find new drug names ,”s ays Sus an Proul x , president of
Medical Errors Recogn ition and Re vision Str ategies ,a subsidi ary of the ISM P.Ne vertheless , she
adds ,“There are lots of th ings that can be done.”Alerts should be placed in pharm acy infor-
m ation systems and computeri zed physic i an order entry systems .And,organ i z ations should
st ay up to date on name - pair confusions reported in the safety liter atu re.“Leadersh ip is some-
times not aware that these types of errors happen as often as they do,”Cousins says .“Educa-
tion needs to be a priority.” ( See Action Agenda for additional recommend ations ) .
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• C A S E  S T U D Y
Alam ance Regional Medical Center,Burlington ,N . C . : The Joint Comm ission’s patient
s afety goals spu rred Alam ance to ex am ine errors tri ggered by confusion over drug
names .“It was not any area that was much of a problem ,it was a mand ate ,”s ays Sandr a
Faucet te ,director of pharm acy.Alerts have been placed in the CPOE system and the sys-
tem was custom i zed to provide for so-called “t all man let tering” to dif ferenti ate drugs
with sim ilar spellings .Tall man let tering is the capit ali z ation of let ters in words that are
dif ferent from words with sim ilar spellings (prim a COR versus .prim a X I N ) .Also impor-
t ant is educating st af f on potenti al problems with look - ali ke ,s ou nd - ali ke drugs ,s ays
Faucet te ,including problems identif ied with in the organ i z ation and by out side res ou rces .

Evanston Northwestern Healthcare,Chicago : Implement ation of an electron ic health
record last year helped Evanston Northwestern “put its arms arou nd medication safety,”
s ays Lynn Boecler, director of pharm acy. For ex ample , the EHR and the computeri zed
physic i an order entry system are custom i zed to provide a list of li kely pres c ribed drugs
for each physic i an .“It does n’t pull up every drug in our formulary for every physic i an ,”
s ays Karen Grogan ,medication safety of f icer.“By using tech nology,we are able to elim-
inate the sou rce of errors .” When sim ilar names do appear on physic i ans’ medication
list s , they are distinguished by tall man let tering.“We’ve had few problems with look -
ali ke ,s ou nd - ali ke drugs since the EHR implement ation ,”Grogan says .“Pre viously,most
of the problems occu rred du ring the ordering process .” When problems occu r,the orga-
n i z ation alerts USP and the ISMP of the problem .“We have a professional responsibility
to get inform ation to the manuf actu rers that their drug name or label may cause prob-
lems ,”Boecler says .Adds Grogan :“We’re not trying to reinvent the wheel .We’ve borrowed
from other institutions and safety liter atu re.We’re taking a pre ventive approach .”

Ohio Health , Columbus : To address problems with look - ali ke and sou nd - ali ke drugs ,
organ i z ations must identify which drugs cause the most problems .Oh io Health did that
using the Institute for Healthcare Improvement’s Tri gger Tool for Measu ring A DEs . In
2 0 0 2 , Oh io Health recogn i zed that volu nt ary reporting did not provide accu r ate mea-
su res of adverse drug events and adopted the tri gger process to help pinpoint and mea-
su re errors . The process helps organ i z ations identify problems and work backward to
detect the sou rces .Each of the seven hospit als in the Oh io Health system began by focus-
ing on one of th ree drug classif ications :narcotics ,insulin and anticoagulant s.In the first
year,each organ i z ation ach ie ved a 50 percent dec rease in A DEs in the category it chos e
to investi gate.“Although we didn’t spec if ically focus on look - ali ke ,s ou nd - ali ke drugs ,
th is process helped identify common problems ,”s ays Kathy Crea ,Oh io Health’s medica-
tion safety coordinator.“We then followed proven recommend ations , such as storing
often - confus ed medications in dif ferent areas , to address the issue.”•

Here is a list of items that can
help reduce errors resulting
from look-alike, sound-alike
d r u g s :

1 . Evaluate formulary to identi-
fy medications that are prone
to drug name confusion.

2 . Track errors involving look-
alike, sound-alike drugs and
educate staff on their poten-
tial. 

3 . Use generic and brand names
on drug orders to prevent
c o n f u s i o n .

4. S e p a rate items with similar
names on pharmacy shelves
and in dispensing cabinets.

5 . Ask for drug-name spelling on
verbal orders.

6 . Include the intended use of
the drug with the order.

7 . A d vise patients to check
medication labels before tak-
ing them.

8 . Conduct a Failure Modes
Effects Analysis for all new
drugs considered by the
pharmacy and thera p e u t i c s
committee for inclusion on
the formulary.

ADDITIONAL RESOURCES:
•American Society of 

Health-system Pharmacists,
w w w.ashp.org 

•Food and Drug Administra t i o n ,
w w w.fda.gov 

•Institute for Safe Medication
P ractices, www.ismp.org 

•Joint Commission on Accred-
itation of Healthcare Organi-
zations, www.jcaho.org 

•U.S. Pharmacopeia,
w w w. u s p . o r g
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