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Good afternoon, Chairman Jones and other distinguished members of the Committee.  I am Dr. Michael Negrete, pharmacist and CEO of the non-profit Pharmacy Foundation of California.  The Pharmacy Foundation of California is a public-benefit organization dedicated to improving the health of Californian’s through the promotion of safe and effective medication use.  One of the ways we serve this purpose is through efforts aimed at preventing medication errors – specifically those that occur in the outpatient setting.
Probably the most notable of our efforts in this area was our involvement with the creation and release of the SCR 49 Medication Errors Panel report.
 This report was developed by a panel of experts from the fields of medicine, pharmacy, pharmaceutical industry, consumer advocacy and public health, who were called together in 2005 by Senate Concurrent Resolution #49 for the purpose of identifying the causes of medication errors in the outpatient setting, and developing recommendations for how they could be addressed. 
The unique aspect of this panel’s work, and that of my organization, is the focus on outpatient medication errors.  While it’s been more than a decade since the Institute of Medicine (IOM) first opened our eyes to medication errors – a problem which is now estimated to injure or kill more than 1.5 million Americans every year – almost all of the efforts aimed at addressing the problem continue to be aimed at the hospital setting.

Unfortunately, we’re beginning to learn that hospital medication errors are only the proverbial “tip of the iceberg.”  In fact, a recent article published in the Archives of Internal Medicine showed that five times more Americans are being killed in their homes by medication errors than in all other places combined, including hospitals. 
  In fact, by the end of 2004 (the last year for which information was available), more than 34 Americans each day were being killed in their home by a preventable medication problem.  Even more concerning is the rate at which these deaths are increasing.  From 1983 through 2004, the rate of medication error deaths in the home increased by almost 1000%.  This increase was approximately ten times larger than that observed for medication errors outside the home.
As the SCR 49 Medication Errors Panel discovered, there are many reasons why these deaths occur.  One of the most significant is simply that our healthcare system does not do enough to ensure that patients and caregivers receive the information, tools and support they need to safely use medications at home. 
Perhaps the most critical piece of information that patients and caregivers need is the purpose for which a medication is prescribed.  While many may find it difficult to believe that someone would take a prescribed medication without even knowing why they are taking it, as a pharmacist I can tell you that people walk into pharmacies every day to pick up medications without having a clear understanding of why it was prescribed.

Efforts to increase this understanding will benefit the health of Californians in many ways.  For example, individuals who clearly understand the reason why their medication was prescribed will be more likely to take their medication and do so according to their prescriber’s instructions.  Additionally, putting the purpose on the prescription label can help prevent people who take multiple medications from becoming confused and accidentally taking the wrong one.  Finally, putting the purpose on the prescription itself can do a tremendous amount to help pharmacists prevent dispensing errors that result from medication names which look- or sound-alike.  As a pharmacist, if I were to receive a prescription for Lamisil which stated that it was “for toenail infection,” there is no way I could interpret that order as being for as Lamictal which is for seizures.  

It is for these reasons that the Pharmacy Foundation of California supports efforts like SB470 and why we encourage you to do the same.

Thank you for this opportunity to provide testimony today on this important issue.  Please feel free to contact me if you need further information.
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