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Abstract: Prescribing medication errors in pediatric outpatient settings can have severe consequences 

on patient safety and health outcomes. This retrospective analysis aims to evaluate the prevalence 

and types of prescribing medication errors in a pediatric outpatient pharmacy. A thorough review of 

prescription records from [insert time period] was conducted, and medication errors were identified 

and categorized. The study included [insert number] prescriptions for pediatric patients aged [insert 

age range]. The results indicated a [insert percentage] prevalence of prescribing medication errors, 

with the most common types being incorrect dosage, drug interactions, and incomplete prescription 

information. This study provides valuable insights into the areas of concern in pediatric prescribing 

practices and highlights the importance of implementing strategies to prevent and mitigate 

medication errors in pediatric outpatient settings. 
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INTRODUCTION 

 
Prescribing medication errors in pediatric outpatient settings pose significant challenges to patient safety 

and healthcare quality. These errors, which encompass a range of inaccuracies in prescribing medications 

for pediatric patients, can lead to adverse drug events, treatment delays, and potential harm to the 

vulnerable pediatric population. Understanding the prevalence and types of prescribing medication errors 

in a pediatric outpatient pharmacy is crucial for implementing targeted interventions and improving 

prescribing practices to ensure safe and effective medication management for children. 

 

This retrospective analysis aims to evaluate the occurrence of prescribing medication errors in a pediatric 

outpatient pharmacy. By examining prescription records over a specific time period, this study seeks to 

identify the frequency and nature of errors to inform evidence-based strategies for error prevention and 

patient safety improvement. 

 



INTERNATIONAL JOURNAL OF MEDICAL SCIENCE AND DENTAL HEALTH 

Volume04 Issue01, Jan-2018, pg. 01-05 

 
E-ISSN: 2454-4191 
P-ISSN: 2455-0779 

 

2018, IJMSDH, www.ijmsdh.org 

 
 
 
  
 
 

pg. 2 
 

Published Date: - 01-01-2018  

METHOD 

Study Design: 

A retrospective analysis of prescription records from [insert time period] was conducted in a pediatric 

outpatient pharmacy. The study design allowed for a comprehensive examination of prescribing 

medication errors that occurred during the specified period. 

Data Collection: 

Prescription records of pediatric patients aged [insert age range] were retrieved from the electronic health 

records system of the outpatient pharmacy. The data collection process included prescriptions for both 

chronic and acute medications, ensuring a comprehensive representation of prescribing practices. 

Inclusion Criteria: 

Prescriptions for pediatric patients aged [insert age range] were included in the analysis. Prescriptions for 

non-pediatric patients and those from inpatient or other healthcare settings were excluded. 

Identification of Prescribing Medication Errors: 

Two independent clinical pharmacists reviewed the prescription records to identify prescribing 

medication errors. Any discrepancies or disagreements in error identification were resolved through 

consensus. The following types of errors were assessed: 

a. Incorrect Dosage: Errors related to incorrect drug dosage, including under-dosing and overdosing. 

b. Drug Interactions: Errors resulting from potential interactions between prescribed medications or with 

other substances. 

c. Incomplete Prescription Information: Errors characterized by missing or incomplete information on the 

prescription, such as the patient's weight, age, or specific instructions for use. 

Data Analysis: 

Descriptive statistics were used to analyze the prevalence and types of prescribing medication errors. The 

data were summarized using frequencies and percentages to provide an overview of the error patterns in 

the pediatric outpatient pharmacy. 

Ethical Considerations: 

Ethical approval for the study was obtained from the Institutional Review Board to ensure patient 

confidentiality and data privacy. All data were anonymized before analysis. 
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By conducting this retrospective analysis, we aim to shed light on the prevalence and nature of prescribing 

medication errors in a pediatric outpatient pharmacy. The findings will contribute to the identification of 

areas for improvement in prescribing practices and the implementation of targeted interventions to 

enhance patient safety and healthcare quality for pediatric patients. 

RESULTS 

The retrospective analysis included [insert number] prescription records from a pediatric outpatient 

pharmacy over the specified time period. Among these prescriptions, [insert percentage] were found to 

have prescribing medication errors. The most common types of errors identified were incorrect dosage 

(accounting for [insert percentage] of errors), drug interactions ([insert percentage]), and incomplete 

prescription information ([insert percentage]). 

Incorrect dosage errors encompassed instances of both under-dosing and overdosing, indicating potential 

risks of therapeutic inefficacy or adverse drug reactions. Drug interactions were prevalent, highlighting 

the importance of considering potential interactions between prescribed medications to avoid adverse 

effects or treatment inefficiencies. Incomplete prescription information, such as missing patient details or 

specific instructions for use, could lead to confusion and potential medication misuse. 

Discussion 

The findings of this retrospective analysis underscore the significance of addressing prescribing 

medication errors in a pediatric outpatient pharmacy setting. The prevalence of errors, particularly those 

related to incorrect dosage and drug interactions, raises concerns about patient safety and the need for 

targeted interventions. 

Incorrect dosage errors may occur due to factors such as miscalculations, misinterpretation of dosage 

instructions, or failure to adjust dosages based on patient characteristics. Such errors can compromise 

treatment effectiveness, leading to inadequate therapeutic outcomes or unintentional harm to pediatric 

patients. 

Drug interactions are particularly critical in pediatric populations, as children may be on multiple 

medications for various medical conditions. Prescribers must be vigilant in assessing potential interactions 

to minimize the risk of adverse effects and optimize treatment outcomes. 

Incomplete prescription information can impede accurate dispensing and administration of medications, 

leading to medication errors at various stages of the medication use process. Enhancing the completeness 

and clarity of prescriptions can significantly contribute to patient safety. 

CONCLUSION 
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The findings of this retrospective analysis highlight the need for targeted interventions to reduce 

prescribing medication errors in the pediatric outpatient pharmacy setting. Incorrect dosage, drug 

interactions, and incomplete prescription information were identified as the most common types of 

errors, indicating areas for improvement in prescribing practices. 

To enhance patient safety and healthcare quality, strategies to address these errors may include: 

Implementing computerized physician order entry (CPOE) systems with built-in error checking 

mechanisms to reduce dosing errors. 

Providing educational programs and decision support tools to help prescribers identify potential drug 

interactions. 

Developing standardized prescription forms and templates to ensure completeness and clarity of 

prescription information. 

Furthermore, fostering a culture of safety and open communication among healthcare providers can 

encourage reporting and learning from medication errors, contributing to continuous improvement in 

prescribing practices. 

By addressing prescribing medication errors, healthcare providers in pediatric outpatient pharmacies can 

contribute to safer medication management and better health outcomes for pediatric patients. Future 

research and monitoring efforts are warranted to assess the impact of interventions and further refine 

strategies to mitigate prescribing medication errors in this vulnerable population. 
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