Assessment of awareness regarding Look-alike, Sound-alike (LASA) drugs and medication error
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Introduction: Medication error (ME) is a leading cause of harm in patients. It is preventable adverse effect of care whether or not it is evident as harmful to the patient. ME is responsible for 5% to 41.3% of all hospital admissions and 22% readmissions after discharge (Tariq RA et al, 2022). Indian studies showed prevalence rates 15.34% to 76% (Bhutada A et al, 2020). These errors can happen from prescribing, dispensing to administering at any stage. ME due to Look-alike Sound-alike drugs (LASA) is pretty high and awareness is essential (Munshi R et al. 2019). Look-alike medicines appear visually the same with respect to packaging, shape, colour and/or size, while sound-alike medicines are similar in the phonetics of their names, doses and/or strengths. 

Aim: To assess the degree of awareness among health care providers (HCP) working in critical care settings

Method: This was a cross-sectional, online pre-validated questionnaire based study done among critical care HCPs in a tertiary care hospital in Eastern India containing multiple open and closed ended questions. 
Result: Total 118 responses were analyzed (86 nurses and 32 doctors) with mostly from 25-39 age group and female preponderance (72.88%). 96.3% could differentiate ADR from ME and 51.9% knew about LASA drugs. 61.9% faced two similar names commonly dopamine/dobutamine, hydralazine/hydroxyzine etc. 79.6% faced confusion to differentiate Inj epinephrine and ephedrine:53.7% had brand name confusion. Worryingly, 74.1% failed to identify 1mg vs 5mg Warfarin strips and 57.2% had problem to find Inj adrenaline vial. 66.7% opined confusion in administering LASA drugs and 33.3% encountered ME. Verbal orders (81.5%), illegible writing (72.2%), high workload (69.9%) were found to be common causes of LASA related ME. Tallman lettering, computerized prescriptions, automated dispensing cabinets, separate LASA storage, colour coding, awareness training were common answers for rectification.

Discussion: Majority of respondents has good awareness regarding different LASA related questions and most of them faced difficulties.  LASA related ME possess high risk in critical care setting and measures need to be taken.
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