Abstract:
Introduction:
Medication errors is a preventable event and is one of the most common medical errors that occurs as a result of  failure in treatment process which can threaten patient safety and can even lead to the death of the patient. Medication errors occur at various stages of drug therapy and are multidisciplinary. 
Aim: To study medication errors in a multispecialty hospital of Pune
Objectives:
· Identification and analyzing of medication errors during prescription, administration, indenting,  and dispensing of drugs
· Severity of medication errors analyzed by NCCMERP
· To propose recommendations based on clinical findings.
Methodology:
Research setting:
It was conducted in a 120bedded multispecialty hospital of Pune
Data collection:
Study period:  It was conducted for a period of 3 months dated from 10th December 2018-11th March 2019. 
This study is an observational study which includes capturing of data by viewing every 3rd day admission IPD file for prescribing, administration, indenting, and dispensing errors. A pre-designed form was made for collection of these errors by auditing the IPD files in critical units and medical wards. Errors were likewise documented. The severity of medication errors was analyzed by using the National Coordinating Council for Medication Error Reporting and Prevention (NCCMERP) proposed index for categorizing the medication errors.
Type of study: Observational study.
Inclusion criteria: All IPD patients admitted in the hospital was a part of the study.

Exclusion criteria: 
OPD patients are excluded.
Patients coming only for diagnostics are also excluded.
Patients taking medications from alternative system of medicines are excluded.
Due to medication error, any adverse drug reaction occurred are also excluded.
Result:
A total of 203 IPD files were randomly taken and audited for medication errors. In that, 50.2% (102) patients showed about 157 medication errors. Out of which 94.9% (149) were actual errors and 5.09% (8) were potential errors. Prescribing errors were found to be 63.05% (99) followed by administration & indenting errors by nurses 22.2% (35) and dispensing & indenting errors by pharmacists 14.60% (23).  
In prescription error, incomplete prescription written by consultants 39.39% (39) were the most common error reported followed by administration errors, delay in administering stat medications 28.57% (10) was reported. Antimicrobials 76.4% (120) were the common drug class which had a huge number of medication errors. Most of the errors were under the NCCMERP index category B (Error, no harm). No incidence of category I (Error, death) was reported.
Conclusion:
Medication errors can be prevented if proper awareness is there among all healthcare professionals. The role of clinical pharmacist can help in the prevention and identification of such medication errors as their clinical expertise and experience can be beneficial in capturing these errors. Reporting of medication errors is mandatory as many errors have gone unreported due to fear of punishment and “blame game” trends observed in many hospitals and clinical settings. Creating an atmosphere for reporting can be beneficial for process improvement and patient safety.


