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Introduction and objectives: Confusion with drug names has been identified as a leading 

cause of medication errors. The majority of these errors result from look-alike or sound-

alike drugs. This case series aims to provide examples of duplication errors due to brand 

confusion where there are no similarities in names. 

Method: Information for this case series was extracted from a database prospectively 

collected from Colombo North Teaching Hospital as part of a study conducted to evaluate 

the impact of the addition of a clinical pharmacist to the standard inpatient care. 

Results: Of 800 patients reviewed during the study period of 7 months, clinical pharmacist 

identified 8 cases of duplication errors due to prescribing generic and brand names of the 

same drug, but with no similarities in name.  Cases identified include duplication of  

frusemide caused by the lack of awareness that “Amifru”  (a combination of frusemide and 

amiloride) contains frusemide. similiarly, a patient was prescribed  ‘H Pylori Kit’ plus the 

three individual drugs included in the ‘Kit’ prescribed using their generic name.  A patient 

was found to be taking 2 different brands of carbidopa and levodopa not knowing the two 

contained the same drugs. 

Conclusion:  Brand confusion does not necessarily arise from look-alike or sound-alike drug 

names.  It can be due to various brands of generic ingredients and lack of awareness of drug 

names among the patients. Employing trained clinical pharmacists in the wards, educating 

patients on discharge drugs, and appropriate labelling of medicines may prevent these 

errors. 



 


