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49% 11% 14% 26%

56% 6% 4% 34%

75% 8% 17% 0%

24% 17% 19% 40%
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� Improper dose/quantity (37.5 %)
�Omission error (19.9 %)
�Unauthorized/wrong drug (13.7 %)
� Prescribing error (9.4 %)
�Wrong administration technique
�Wrong time
�Drug prepared incorrectly
�Wrong dosage form
�Wrong route

The most common types of harmful 
pediatric medication errors

Issue 39 Preventing pediatric medication errors USP’s MEDMARX® database

Children are more prone to medication errors 
and resulting harm because of …..

� Most medications used in the care of children are formulated and
packaged primarily for adults.Therefore, medications often must be 
prepared in different volumes or concentrations within the health care 
setting before being administered to children. The need to alter the original 
medication dosage requires a series of pediatric-specific calculations and 
tasks, each significantly increasing the possibility of error.

� Most health care settings are primarily built around the needs of adults.
Many settings lack trained staff oriented to pediatric care, pediatric care 
protocols and safeguards, and/or up-to-date and easily accessible pediatric 
reference materials, especially with regard to medications. Emergency 
departments may be particularly risk-prone environments for children. (3)

� Children—especially young, small and sick children—are usuallyless able 
to physiologically tolerate a medication error due to still developing renal, 
immune and hepatic functions.

� Many children, especially very young children,cannot communicate 
effectively to providers regarding any adverse effects that medications 
may be causing.

Issue 39 Preventing pediatric medication errors USP’s MEDMARX® database

A. Standardize and identify medications effectively, 
as well as the processes for drug administration.

B. Ensure full pharmacy oversight—as well as the 
involvement of other appropriate staff—in the 
verifying, dispensing and administering of both 
neonatal and pediatric medications.

C. Use technology judiciously.

Pediatric-specific strategies for reducing 
medication errors 

Issue 39 Preventing pediatric medication errors USP’s MEDMARX® database
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TPRTPR ((TTaiwanaiwan PPatientatient--safetysafety RReporting system) eporting system) 

http://www.tpr.org.tw
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49% 11% 14% 26%

56% 6% 4% 34%

75% 8% 17% 0%

24% 17% 19% 40%

Bates D.W.JAMA 1995
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