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Medication errors are frequently a problem in all health care settings, and an error that might not cause harm to an adult patient may have devastating consequences for a neonate, an infant, a child, or even an adolescent. Although there is little definitive information on rates of medication errors specific to the pediatric population, one study indicated that they are anything but negligible. A pediatric tertiary hospital reviewed charts for patients treated in its emergency department on 12 randomly selected days; prescribing errors were identified in 10.1% of the 1,532 charts. (1)

Errors can occur at any stage of the medication process, from prescribing and ordering to dispensing and administration. Staff need to be aware of strategies such as the following to avoid these errors.

	1. Always use the same method to calculate dosage and have an accurate, current reading of the patient’s weight, height, and age. In your policies and procedures, set up one method that will be used to calculate pediatric doses. “Either you use body surface area or the patient’s weight, but you don’t go back and forth between the two,” notes Cathy Sasser, R.P.H., a consultant for Joint Commission Resources. 

Because pediatric dosing is usually based on weight, and significant weight changes can occur quickly in this population, it’s important to have reliable numbers available. Try to keep a daily weight log for your pediatric patients and have available a chart of average weights and heights for specific age groups. 

2. Make sure you have built redundancies into all stages of your medication system. Ideally, pediatric doses should be double-checked by a clinician with specialty training in pediatrics (a clinical pharmacist in the pharmacy or a nurse clinician on the nursing unit). Even if this is not possible, staff should still perform double-checks within their own departments and as part of their communication with other caregivers. 

3. Always write the prescribed dose in three different formats—mg/kg, mg/meter2, and calculated dosage—to ensure clarity. An example of an order written this way might be “Administer ganciclovir 5 mg/kg (90 mg) intravenously every 12 hours over 30 minutes each; the patient’s current weight is 18 kg.” (2) Consistently using all three formats can help ensure that possible errors are caught before they reach the patient. For example, the compounding pharmacist may find that the recommended mg/kg dosage of a drug is lower than that written based on the patient’s current weight, or a nurse administering medication might see that the weight on which a prescription for a newborn was based is no longer valid. 

4. Use visual cues for pediatric files. “Do something to provide a visual flag to alert clinicians that this is a pediatric patient,” Sasser suggests. “For example, change the color of the paper orders are printed on. It can be yellow, blue, pink—something that can be scanned if the organization uses this method and also visually identifies the file as a pediatric file.” This distinction helps to remind clinicians to consider necessary criteria when prescribing, preparing, and administering medications.

5. Use only standardized acronyms, abbreviations, and symbols for prescriptions, orders, labels, and chart notations. While a list of acceptable acronyms, abbreviations, and symbols is not required, JCAHO's National Patient Safety Goals require organizations to have a list of what may not be used. JCAHO has a specific list of five sets of abbreviations that must be included on each organization's "do not use list," plus the organization must include three more of its own choosing. According to the U.S. Pharmacopeia MEDMARXSM program, 1.2% of all medication errors in 2002 were associated with misinterpreted abbreviations, acronyms, and symbols. Pediatrics are more prone to dosing errors—an important fact in considering which other abbreviations should not be used. 

Standardize and limit the number of IV drug concentrations—do not use the "Rule of Six." JCAHO's National Patient Safety Goal #3 requires that all drug concentrations be standardized and limited. In essence, this approach requires that one keep the concentration of the drug standardized but vary the rate of infusion to achieve a particular dose. The Rule of Six is a common practice in pediatrics. It allows nurses to quickly approximate a pediatric dose of a pressor agent by using a factor of six to adjust the concentration of the drug while keeping the rate constant. This is directly opposite of the concept of standardization of concentration. In reviewing this issue specifically, JCAHO has found that there is significant evidence that the use of standardized concentration in pediatrics (in place of the Rule of Six) is not only possible, but results in fewer errors. Organizations that continue to use the Rule of Six are putting patient safety at risk and will be cited for non-compliance with National Patient Safety Goal #3. 
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