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The role of multidisciplinary team in preventing medication errors

Vimonjit Jantachotikun*

Thiti Rattanakom**

Abstract

Medication error refers to any preventable event, which may lead to inappropriate drug use or harm
to the patient from minor injuries to death. Medication error involved in the process, from prescribing,
dispensing, administration or may include treatment failure or an error in any process that involves
medication. Therefore, medication error prevention is a major challenging in the drug system. The
multidisciplinary team, including physicians, pharmacists and nurses, has an important role and is directly
related to medication error management. And there are many researches aim to assess the outcome of the
intervention, including the collaboration of multidisciplinary teams and the use of health technology in
preventing medication errors. This article is a literature to review the definition of medication errors. And to
study the role of multidisciplinary teams in using current technology to prevent medication errors and

patients safer from medication use.

Keywords : Multidisciplinary team, Medication error, Medication error prevention
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ADCs  Automated dispensing cabinets

ADEs  Adverse Drug Events

ATM  Automatic teller machine

BCMA  Barcode-assisted medication administration
CDSSs  Clinical decision support systems

CPOE  Computerised physician order entry

cal Continuous Quality Improvement

DRP Drug-related problems

DUE Drug use evaluation

eGFR  Estimated glomerular filtration rate

EMAR  Electronics medication administration

record
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EMR Electronic Medical Record

FMEA  Failure Mode and Effect Analysis

HAD High Alert Drugs;

ICPS  The Conceptual Framework for the
International Classification for Patient Safety

ICU Intensive care unit

Jal Joint Commission International

MAR  Medication Administration Record

ME Medication Errors

MR Medication reconciliation

NCC MERP National Coordinating Council for

Medication Error Report and Prevention)

NET Nasoenteric tube

NGT Nasogastric tube

NOACs Novel oral anticoagulants

PIMs  Prescribing of potentially inappropriate
medications

RCA Root cause analysis

RCT Randomized controlled trial

RFID  Radio frequency identification

TPN Total Parenteral Nutrition

WHO  World Health Organization
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