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S
everal dispensing errors related to the process of logging and
subsequent dispensing of logged prescriptions have been
brought to the attention of the Complaints Committee

through formal complaints. For the purpose of this article, logging
a prescription refers to putting it on hold upon request by a patient.
Other terms referring to the same process may be used in individ-
ual pharmacies.
There appears to be a misconception that if a logged pre-

scription hardcopy is checked for accuracy by a pharmacist at the
time the prescription is logged, the Dispensing Pharmacist has to
check the hardcopy only and does not have to refer to the origi-
nal prescription when dispensing the medication to the patient.
The process of checking a hardcopy only routinely occurs during
the dispensing of a prescription refill. It is important for pharma-
cists to recognize that the process for dispensing a logged pre-
scription is not identical to the process for dispensing a prescrip-
tion refill. The illustration on page 15 describes the two processes
and highlight the differences.
While a Dispensing Pharmacist is not expected to check a pre-

scription hardcopy against the original prescription when dispens-
ing a refill (unless a therapeutic intervention or discrepancy is iden-
tified), a Dispensing Pharmacist is expected to thoroughly check a
hardcopy against the original logged prescription to ensure that
the medication is dispensed as prescribed.
The difference in these dispensing processes arises from the

simple fact that for a prescription refill, the original prescription and
hardcopy were thoroughly and completely reviewed when the drug
was initially dispensed. Conversely, the initial check that occurs
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Pharmacists engage in a number of processes during the course of practicing

their profession. The standards of practice for both designated managers and

pharmacists require the assessment of these processes to ensure that they are

designed to minimize adverse events.

Logged Prescriptions
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when a prescription is logged, while considered best prac-
tice for ensuring correct information is recorded on the
patient’s profile, is certainly not a complete check and
does not negate the necessity to check the hardcopy
against the original prescription when the medication is
being dispensed. Thus, the process for dispensing a logged
prescription is identical to the process for dispensing a
new prescription.
The following complaint reviewed by the Complaints

Committee will illustrate the limitations of checking only
a hardcopy when dispensing a logged prescription.

Complaint
The Complainant’s mother (“the Patient”) was prescribed
4 tablets of Warfarin® 1mg to be taken once daily. The

Patient noted that she received Warfarin® 4mg with
directions to take 4 tablets once daily. The Patient con-
tacted the pharmacist and was informed that the physi-
cian must have prescribed the dose dispensed. This
resulted in the Patient contacting the physician to verify
the dose and the physician in turn, informing the phar-
macist that a dispensing error had occurred.

Pharmacists’ Response
The Designated Manager of the pharmacy explained that
the prescription had been transferred to them and had
been incorrectly logged. She described the procedure for
logging prescriptions as one where the prescription was

≠ Refill Prescriptions

continued on page 17
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QWhy is a prescription that is put onhold for
a patient not treated the sameasa
prescription refill?

Simply stated, the prescription has not yet been filled.
Therefore refilling is not an applicable process. Putting
a prescription on hold is a service provided by pharma-
cists. They are storing an unfilled prescription for future
use by the patient. Processing it in the pharmacy com-
puter system and giving it a number merely provides for
easy retrieval.

QIf it is not a refill, what are
the differences?

Although filling a prescription does not appear compli-
cated, the process of filling a new prescription goes
through several critical checks (This is not meant to be a
complete process, rather an overview of the general process
when filling and checking a new prescription).
• Person receiving the prescription gathers all the appro-
priate personal health information and checks that the
prescription is written for the correct patient.

• Person processing the prescription (may be same as
above) enters the patient information into the phar-
macy computer system, chooses the drug, checks for
alerts and reviews the patient’s prior history.

• Person filling the drug checks the prescription against
the printout and labels and verifies the selected drug is
correct.

• Pharmacist checks the finished product and verifies it
is the right patient, drug, condition, dose and route of

administration by checking the original prescription,
and follows up on any alerts or necessary interventions.

• Pharmacist (may be the same as previous point) pro-
vides the patient with the prescription and counsels the
patient regarding the drug, which acts as a final check.
If the pharmacist is not the one who signed off on the
prescription, the original prescription is normally
attached to the waiting finished prescription for a phar-
macist to check while counselling the patient.
A new prescription should go through a number of

checks and double checks, according to the systems in
place at the pharmacy, prior to the patient receiving the
prescription. Such checks are important to ensure the
safe and appropriate dispensing and use of the drug. This
forms the basis of a safe practice, also identified by the
Institute for Safe Medication Practices (ISMP-Canada).
A prescription being refilled has already been subject

to all the above steps. A logged or on hold prescription
has only gone through the first two steps. Logging a pre-
scription splits the dispensing of a new prescription and
misses the last three steps and a number of important
checks and double checks.
A logged prescription is a new, unfilled order. The

question a pharmacist should consider is whether or
not they normally check the original against the com-
puter generated hard copy before “signing off” a new
prescription or do they only check the computer gen-
erated hard copy? The answer to this question provides
the basis for the process of dispensing a logged pre-
scription.

PRACTICE
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QAre there any regulatory requirements for
logged prescriptions?

There are no regulatory requirements for logged pre-
scription. Since a logged prescription has not been filled
and a pharmacy is holding it for the patient, the logged
prescription still belongs to the patient. The patient has
asked the pharmacist to hold on to it for safe-keeping.
However there are specific requirements for new and

refilled prescriptions which can be found in the Drug and
Pharmacies Regulation Act and subsequent regulations.
Section 156 of the DPRA identifies information the dis-
pensing pharmacist is required to have on the prescrip-

tion when it is dispensed. This section refers to the phar-
macist dispensing the prescription, the date on which the
drug was dispensed and the price charged, not the date
the prescription was processed or logged.

QI have a number of old prescriptions still on
hold. Can I destroy them?

As you are providing a service and holding these pre-
scriptions for safe-keeping for the patient, the prescrip-
tions still belong to the patient. You will need to contact
the patient and get consent to destroy any prescriptions
on hold.

processed, the hardcopy generated was affixed to the pre-
scription which was then reviewed by a pharmacist before
being filed with the rest of the prescriptions. The Dis-
pensing Pharmacist advised the Committee that when
dispensing a logged prescription, the hardcopy that is gen-
erated is not checked against the original prescription as
it is expected that a pharmacist had already performed
this check when the prescription was logged.

Decision and Reasons
The Committee expressed its concerns that logged pre-
scriptions were filed together with prescriptions that
had been dispensed and that these logged prescriptions
were not being thoroughly checked before being dis-
pensed. The Committee determined that logged pre-
scriptions must be checked in the same manner as new
prescriptions as in both instances, the medications are
being dispensed for the first time. Consequently, the
Committee issued a strong reminder to the Designated
Manager to ensure that systems were in place at the
pharmacy that clearly defined who was responsible for
checking a logged prescription and when this check
should occur.
The Committee noted that although the dispensing

error resulted from an incorrectly logged prescription, the
Dispensing Pharmacist was responsible for the error for
the following reasons:

• She failed to check the prescription completely and
thoroughly before dispensing the medication.

• She failed to use her therapeutic knowledge to assess
the consequences of 16mg of Warfarin® on the Patient.

• She failed to review the Patient’s medication profile
which would have indicated that the Patient had never
previously been prescribed such a high dose.

• She failed to confirm the dose with the physician.
• She failed to follow up appropriately when the Patient
expressed her concerns about the dose.

Due to the above concerns, the Committee directed
the Dispensing Pharmacist to attend at the College to
receive an Oral Caution and also directed her to suc-
cessfully complete remediation related to both anticoag-
ulation therapy and medication errors.

Conclusion
While this article focuses only on the process for logging
and the subsequent dispensing of logged prescriptions, it
is prudent for pharmacists and designated managers to
critically analyze all the processes in place at a pharmacy
to identify any steps or gaps in the processes that create
an inherent risk for an error to occur. Once this analysis
is completed, appropriate modifications to the processes
should be undertaken to ensure that systems are in place
to prevent the occurrence of adverse events.

continued from page 15
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