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Indication alerts intercept drug name confusion errors
during computerized entry of medication orders.
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Clinicians use thousands of prescription medications during routine care, and new medications are
regularly incorporated into practice. Confusion between medications with names that appear or sound
similar is a common cause of medication errors. This observational study sought to determine whether a

computerized provider order entry system—with an alert that prompted providers to enter the indication
when certain medications were ordered and required users to click "OK" to ignore the alert, to add the drug
to a problem list, or to cancel the order—identified drug name confusion errors. These alerts intercepted
1.4 drug name confusion errors per 1000 alerts. While authors recommend that these alerts be
implemented to decrease medication errors, they suggest narrowing the number of medications selected to
prompt alerts to reduce risk of alert fatigue. A previous AHRQ WebM&M commentary describes an incident
involving a look-alike drug error and reviews strategies to enhance safety of medication selection.
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