




• Sound Alike Look Alike (SALAD) medications involve 
medications that are visually similar in physical 
appearance or packaging and names of medications that 
have spelling similarities and/or similar phonetics.

• As more medicines and new brands are being marketed 
in addition to the thousands already available, many of 
these medication names may look or sound alike. 
Confusing medication names and similar product 
packaging may lead to potentially harmful medication 
errors.



• Common Risk Factors associated with SALAD 
medications includes :

• Illegible handwriting 

• Lack of knowledge around drug names 

• Newly available products  

• Similar packaging or labelling

• Similar strengths, dosage forms, frequency of 
administration



Ways to minimise errors with SALAD 
medication.

Ensure correct entry of the prescription.Ensure

Confirm that the prescription is correct and complete.Confirm

Be careful with zeros and abbreviations.Be

Reduce distraction when possible.Reduce

Take the time to store drugs properly.Take

Thoroughly check all prescriptions.Check



Examples of SALAD medication

Clobazam / 
Clonazepam.

Atenolol / 
Amlodipine.

Propranolol / 
Prednisolone.

Risperidone / 
Ropinirole.

Sulfadiazine / 
Sulfasalazine.

Amlodipine / 
Nimodipine.



• Tall Man Lettering.

• Tall Man lettering is a method of 
applying uppercase lettering to sections 
of look-alike, soundalike drug names .

• What is an example of tall man 
lettering?

• For example, in tall man 
lettering, "prednisone" and 
"prednisolone" should be written 
"predniSONE" and "predniSOLONE", 
respectively.





• Administration

• For problematic look-alike and/or sound-alike drug 

names, include the generic name, current brand 

name, and indication on medication administration 
records.

• Before administration, verify that the medication’s 

indication, dose, dosage form, and route of 

administration align with the patient’s condition or 

diagnosis.

• Review the medication’s purpose with the patient or 

caregiver before administration. For example, if you 

are a nurse administering medications, ask, “Do you 

have any questions before I give your child’s 

antiseizure medication, tiaGABine?” This could help a 

parent identify an error if their child takes tiZANidine

to manage spasticity (from a neurological disorder) at 

home



Developing strategies to involve 
patients and their caregivers in 
reducing risks.



• Staff Education

• During induction and also on a 
regular basis, educate staff about the 
risks of confusing problematic, error-
prone, look-alike and/or sound-alike 
medication names and abbreviations;

• how to access the organizational list 
of problematic look-alike and/or 
sound-alike medication names;

• and the required risk-reduction 
strategies to implement.



Provide education about the purpose

of   tall man lettering, as this safeguard 
is more successful for those who are 
aware of its purpose.

Encourage reporting of errors and 
hazards with look-alike and/or 
sound-alike medication names, and 
use the information to enhance error-
reduction strategies

https://www.ismp.org/resources/special-edition-tall-man-lettering-ismp-updates-its-list-drug-names-tall-man-letters
https://www.ismp.org/resources/special-edition-tall-man-lettering-ismp-updates-its-list-drug-names-tall-man-letters


• Patient Education.
• Educate patients taking a medication with a 

problematic look-alike and/or sound-alike name about 

the risk of mix-ups and how to avoid them. If the 

patient is educated about common errors, they might 

detect a dispensing error by reading the label when 

picking up their medication.

• Encourage patients to question medications that look 

different than expected, and to persist until satisfactory 

resolution of their concern. This line of questioning 

might detect an error with a look-alike and/or sound-

alike medication.



Establish process and outcome measures and collect data 

regularly to assess the effectiveness of safeguards 

intended to reduce errors and patient harm associated 

with medication names that look and/or sound alike.

Provide feedback to staff about data being monitored, 

analysis of that data, performance improvement initiatives 

in response to the data, and planned actions.

Evaluation.



Please find attached a list 
of SALAD medications
• list of SALAD medication

https://cplgroup-my.sharepoint.com/personal/annmarie_omahony_myhomecare_ie/Documents/list%20of%20LASA%20medication.docx?web=1

