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ÅAccreditation:
ÅPharmacists: 0798-0000-09-099-L03-P
ÅPharmacy Technicians: 0798-0000-09-L03-T 

ÅCE Credits : 2.0 contact hours

ÅTarget Audience: Pharmacists & Technicians

ÅProgram Overview:
According to the Food and Drug Administration, medication errors cause at least one death every day 
and injure approximately 1.3 million people annually in the United States. Medication error morbidity and 
mortality costs are estimated to run $77 billion dollars per year.  Patient safety is a major public health 
concern. PharmConrecognizes the importance of this issue.  This application based program  emphasizes 

and promotes public safety, continuous monitoring for accuracy in dispensing, reliability in the 
transmission of prescription and medication orders, and continuous review and upgrade of pharmacy 
operating systems. Law.

ÅObjectives:  
ÅIdentify the most common types of medication errors and medications involved in fatalities
ÅAssess the potential impact of given error on the patient, practitioner, and health care system
ÅDescribe how continuous quality improvement can be used to prevent medication errors in various 
pharmacy settings.

ÅImplement at least 2 changes to minimize errors in your practice area

This program has been brought to you by PharmCon

Medication Errors, Public Safety and 

Protecting Your License

This program has been brought to you by PharmCon

ÅLegal Disclaimer: The material presented here does not necessarily reflect the views of Pharmaceutical Education Consultants 

(PharmCon) or the companies that support educational programming.  A qualified healthcare professional should always be 

consulted before using any therapeutic product discussed.  Participants should verify all information and data before treating 
patients or employing any therapies described in this educational activity.

ÅPharmCon is accredited by the Accreditation Council for Pharmacy Education as a provider of 

continuing pharmacy education

ÅSpeaker Disclosure: Kevin McCarthy has no actual or potential conflicts of interest 

in relation to this program

ÅSpeaker:  

ÅKevin McCarthy, RPh is a graduate of the University of Maryland School of 

Pharmacy. His professional background includes being a Trustee of the 

Maryland Pharmacists Association, and President of the Southern Maryland 

Pharmacists Association. In addition to owning his own pharmacy, he has 

worked in management in both chain and independent pharmacies. His most 

recent position prior to PharmCon was Director of Managed Care for Safeway 

Inc., and Regional Director of Sales for the pharmacy benefits manager, 

SMCRx, now known as Avia Partners, Inc. 
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Objectives

Á1. Identify the most common types of medication 
errors and medications involved in fatalities

Á2. Assess the potential impact of a given error on 
the patient, practitioner, and health care system

Á3. Describe how continuous quality improvement 
can be used to prevent medication errors in 
various pharmacy settings

Á4. Implement at least 2 changes to minimize 
errors in your practice area.

FACT

ñIt was estimated that a pharmacist who is 

99% accurate over 40 years of practice, in 

which 480,000 prescriptions are dispensed, 

will likely cause the death of six patients.ò

US Pharmacist: A Systematic Approach to Preventing Medication Errors.

US Pharmacist: A Systematic Approach to Preventing Medication Errors.

To Err is humanéé

Please type in your  

medication  error  experience 

in the chat box! 

http://rds.yahoo.com/_ylt=A0WTb_mzlO1KtM4AKiWjzbkF/SIG=12oieik0g/EXP=1257170483/**http:/blog.oregonlive.com/ent_impact_tvfilm/2008/06/medium_life.jpg
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Medical Errors
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Communication
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Other

Medical Errors

To Err Is Human: Building A Safer Health System. IOM, 2000.

Qual Rev Bull. 19(5):144ï149, 1993.

ñThe majority of medical errors do not result 

from individual recklessness or the actions of 

a particular group--this is not a ñbad appleò 

problem. 

More commonly, errors are caused by faulty 

systems, processes, and conditions that lead 

people to make mistakes or fail to prevent 

them.ò

To Err Is Human: Building A Safer Health System. IOM, 2000.

Medication Error

ÁAny preventable

event that may cause 

or lead to 

inappropriate 

medication use or 

patient harm while the 

medication is in the 

control of the health 

care professional, 

patient, or consumer. 

The National Coordinating Council for Medication Error Reporting and Prevention
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