
Introduction The Government white pa-
per “An organisation with a memory”
set a target that ‘serious medication er-
rors’ should be reduced by 40 per cent
by 2005.1 Error reduction is a key goal
in the clinical governance agenda. Al-
though this target is important, there is
little published evidence relating to pre-
scribing error rates and interventions in
community pharmacies and thus no
clear baseline. 

The research reported here formed
part of a wider study of medication er-
rors. The aim of the study was to
record the interventions that occurred
in a sample of independent and mul-
tiple pharmacies to assess the fre-
quency and rates of intervention and
the reasons why these interventions
were made.

Method A local pharmacy multiple
with 28 branches agreed to take part.
A further 10 independent pharmacies
were also recruited. The Royal Phar-
maceutical Society’s audit documenta-
tion for recording interventions was
used.2 Data were collected during the
first two weeks of October 2001. A
“no-blame” culture was adopted and
all respondents were guaranteed com-
plete anonymity.

The data collection forms were dis-
tributed to the 38 pharmacies with two
covering letters. The multiple’s head
office co-ordinated the delivery of the
data collection documentation to its
branches. Each pharmacist was tele-
phoned by one of the authors (PQ) to
enable any queries to be answered. In-
dependent pharmacies were visited to
distribute and collect forms and an-
swer any questions.

Results Returns were made by 34 phar-
macies (89.5 per cent). During the
two-week study period, 60,525 items
were dispensed and 419 interventions
(0.69 per cent) were made on 378
prescriptions. Forty-six interventions
(0.08 per cent) were classified by the
pharmacists as potentially serious and
76 (0.13 per cent) as a major nui-
sance. The intervention rate differed
greatly among the community phar-
macies (range 0.13 to 2.77 per cent).
Table 1 shows the range of interven-
tions. The most common reasons for
an intervention were the quantity of

prescribed medication
(12.7 per cent of inter-
ventions), lack of a GP
signature (12.4 per cent)
and the prescribed dose
(9.5 per cent). In terms
of potentially serious er-
rors, possible adverse
drug reactions were the
most common reason for
an intervention (21.8 per
cent), followed by the
dose prescribed (15.2
per cent).

Discussion This study has
confirmed that a wide
range of interventions is
undertaken by communi-
ty pharmacists. Interven-
tions on prescriptions in
primary care have previously been
found to range from 0.86 to 1.86 per
cent,3–5 although the use of different
descriptors for an intervention makes
direct comparison difficult. The rea-
sons for the lower reported rate in this
study are unknown, but could include
the definitions of the types of interven-
tion to be included, the experience and
enthusiasm of participating pharma-
cists, and possible under-reporting.

This study has also shown that in-
terventions differ markedly in their in-
cidence and characteristics between
community pharmacies. In considering
how to manage medication errors in
primary care, policy-makers and prac-
titioners may wish to consider the char-
acteristic profile of pharmacy
interventions on prescriptions and ex-
plore the wider implications of these
findings in implementing policy direc-
tives.
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Table 1: Classification of interventions
Total Serious 

Reason interventions interventions
n % n %

No GP signature 52 12.4 0 0
Doesn’t conform with CD requirements 11 2.6 2 4.3
Queries about prescription items:

about form 29 6.9 3 6.5
about strength 34 8.1 5 10.9
about dose 40 9.5 7 15.2
about timing for dose 24 5.7 1 2.2
about drug item/brand 32 7.6 2 4.3
about frequency 14 3.3 1 2.2
about quantity 53 12.7 0 0
illegible or incoherent 12 2.9 1 2.2
possible interaction 9 2.2 5 10.9
possible adverse drug reaction 13 3.1 10 21.8
supply or availability problem 29 7.0 1 2.2
not in Drug Tariff 14 3.4 0 0

Other 53 12.7 8 17.4
Total 419 100 46 100
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FOCAL POINTS

** TThhee  rreessuullttss  ooff  aa  bbaasseelliinnee  ssuurrvveeyy  ooff  pprreessccrriibbiinngg  iinntteerrvveennttiioonnss  mmaaddee  bbyy
ccoommmmuunniittyy  pphhaarrmmaacciissttss  aarree  pprreesseenntteedd
** TThhee  mmeeaann  pprreessccrriippttiioonn  iinntteerrvveennttiioonn  rraattee  iinn  tthhiiss  ssttuuddyy  wwaass  00..6699  ppeerr
cceenntt;;  hhoowweevveerr,,  tthheerree  wweerree  wwiiddee  vvaarriiaattiioonnss  iinn  tthhee  rreessuullttss  bbeettwweeeenn
iinnddiivviidduuaall  ccoommmmuunniittyy  pphhaarrmmaacciieess
**  FFoorrttyy-ssiixx  iinntteerrvveennttiioonnss  ((00..0088  ppeerr  cceenntt))  wweerree  ccllaassssiiffiieedd  bbyy  tthhee
ccoonnttrriibbuuttiinngg  pphhaarrmmaacciisstt  aass  ppootteennttiiaallllyy  sseerriioouuss  ttoo  tthhee  ppaattiieenntt
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