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ABSTRACT

The study compared two drug distribution systems in 25-bed orthopedics
surgical ward at Suratthani hospital. The two systems were a current unit dose system and a new
one being a daily dose system. The comparisons were made on rate of medication errors,
pharmacy times for medication related activities, costs of materials and costs of pharmacy times
and attitudes of pharmacists, technicians as well as nurses toward each drug distribution system.
The unit of analysis was 2,000 drug dose for each system. Data collection for the unit dose system
began in June 2004, and for the daily dose system, after 4 weeks of implementing. Double
checking and disguised-observation technique were used to identify dispensing and
administration errors, respectively.

Overall dispensing errors of the unit dose system were significantly lower than
those of the daily dose system (5.10% vs 7.00%, p = 0.012). The highest frequency of dispensing
errors was extra medication (55.88%) and omitted medication (50.00%) for the unit dose and
daily dose systems, respectively. The most common causes of the dispensing errors found in both
systems were involved with transcription process (78.43% vs 84.28%, respectively). Overall
administration errors of the unit dose system were significantly higher than those of the
daily dose system (17.75% vs 11.20%, p < 0.0001). The most commonly detected administration
error was wrong time error, which was more than 160 minutes for both systems (78.59% vs
77.23%). Times spent by pharmacist for medication related activities between both systems were
not statistically different (p = 0.540). Longer time was required by technicians for the unit dose
system compared to the daily dose system (p = 0.035). The daily dose system saved
approximately 18,107 bath per year for the studied ward. Pharmacists and technicians preferred
the daily dose system as it needed less times for medication related activities, while nurses felt

indifferently for both systems.
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