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Administration

Prescribing error

ADR

Omission error

Wrong time error

Unauthorized drug error

ADR

Panther

Omnipaque

BD

Improper dose error



Wrong dosage-from error

Wrong dosage-preparation

ADR

Wrong administration-technique error

Deteriorated drug error

IVIG

ADR

Monitoring error

Compliance

Compliance error

 Other

medication error



ISMP

�
�

OTC

OTC



look-a-like-

sound-a-like

Dangerous Abbreviations :

U        mg        Q.D

Q.I.D        SC       TID

D/C        HS

ADR

Sucralfate Suprefact



Optipen Pro-1 Insulin pen injection system





(American Hospital Association)
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