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One of the most important ways to prevent medication errors is to learn about problems that have occurred in other organizations and to use that information to prevent similar problems at your practice site. To promote such a process, the following selected agenda items have been prepared for you and your staff to stimulate discussion and collaborative action to reduce the risk of medication errors. These agenda topics appeared in the ISMP Medication Safety Alert! Community/Ambulatory Care Edition between January 2006 and June 2006. Each item includes a brief description of the medication safety problem, recommendations to reduce the risk of errors, and the issue number (in parentheses) to locate additional information as desired.
	No.
	Problem
	Recommendation
	Organization Assessment
	Action Required/ Assignment
	Date Completed

	Don’t hide the acetaminophen

	(3)
	A recently published study indicates that nearly half of the reported cases of acetaminophen-induced acute liver failure were due to unintentional overdoses. The prescription container labeling of acetaminophen combination medications is one of the contributing factors related to this growing problem. Patients and caregivers may have a difficult time identifying acetaminophen-containing prescription medications as space limitations in the drug name and strength fields often prevent the use of complete generic names and dosage strengths.

	When dispensing acetaminophen-containing products or when patients purchase over-the-counter (OTC) acetaminophen products, determine their level of acetaminophen use (prescription and OTC products), and educate patients about the dangers of overuse. Standardize the way acetaminophen is printed on pharmacy-generated labels and MARs, and ensure that the labels list the amount in each dose whenever possible. Refer to the complete article for more recommendations.
	 
	
	

	Margins for scanned Rx

	(4)
	During scanning, a number and decimal point were cut off from a prescription for gentamicin, which led the pharmacist to read the dose as “5 mg/kg” when it should have been 1.5 mg/kg. The order for the higher dose was dispensed and the infusion started before a nurse noticed the error and called the pharmacy for the lower dose.

	Ensure your order forms and prescriptions have margin lines to indicate areas beyond which writing is not permissible. Prescribers should be made aware of the risk when writing orders or notes outside the margin lines, using actual errors like these.
	
	
	

	Time to use metric expressions

	(4)
	A number of mix-ups have been reported to ISMP and USP involving expressions of volume, specifically confusion between milliliter and teaspoonful. When these errors appear on pharmacy-generated labels, patients receive 5-fold overdoses or underdoses if undetected.
	Doses for oral liquids should be expressed only in metric weights and volumes (i.e., mg and mL). Remove non-metric volume expressions from computer systems. Double check the directions that appear on the pharmacy label against those that appear on the original prescription. Ensure that patients have an appropriate device to measure volume in milliliters when oral liquid medications are dispensed.
	
	
	

	Warning labels

	(6)
	A recently published studied showed that there is a high level of misunderstanding of prescription drug warning labels (PWLs) among adults with low literacy. Relying on PWLs to inform patients of important instructions for the safe use of medications can be risky if the patient is unable to understand the warning.

	Provide counseling to patients and explain the meaning of all warning labels. Evaluate the clarity, the symbols used, and the use of potentially confusing wording before purchasing PWLs, and be selective about the PWLs that are applied to prescription vials.

	
	
	

	Oxycodone mix-ups

	(1)
	Numerous errors have resulted from mix-ups between OXYCONTIN (oxycodone HCL controlled-release tablets) and oxycodone HCL immediate release tablets because of their look-alike drug names.
	Ensure that “oxycodone” prescriptions clearly specify release rate, and clarify orders if necessary. Avoid using the abbreviations “IR” and “CR” as they may look similar when handwritten; instead write out the appropriate release rate. Store immediate- and controlled-release products in different locations and use auxiliary labels to highlight the release rate. Educate practitioners about the potential for confusing these medications. Read the full article for further error-reduction strategies.


	
	
	

	ROZEREM (ramelteon) and RAZADYNE (galantamine) mix-ups

	(2)
	Rozerem and Razadyne are both available in 8 mg tablets and the drug names may look similar when handwritten. ISMP has received several reports from community pharmacists about dispensing errors that have resulted from confusion between these drugs.

	When writing prescriptions, include the indication for the medication. If the indication is not known, clarify with either the prescriber or patient. Including the generic name when writing prescriptions for these two drugs can also reduce the likelihood of confusion.
	
	
	

	SORIATANE (acitretin) and SONATA (zaleplon) mix-ups

	(3)
	A handwritten prescription from a dermatologist for Soriatane 10 mg daily was misinterpreted and dispensed as Sonata 10 mg daily. Fortunately, the patient questioned the change in capsule appearance and did not ingest the medication. A month later the same error occurred when the patient returned to the same pharmacy with a prescription from the same doctor.
	When prescribing either of these medications with look-alike names, include the brand and generic names along with the indication on the prescription. When processing new prescriptions, review the patient profile to evaluate the appropriateness of the order, and consider if the prescribed medication is within the typical scope of the physician’s practice.
	
	
	

	SUDAFED (pseudoephedrine) – sotalol mix-up

	(5)
	Recent changes in the federal law regarding the stocking and dispensing of pseudoephedrine products may cause communication snafus between prescribers and pharmacies. A community pharmacist initially misinterpreted a handwritten prescription for “Sudafed 120 mg LA” as the medication sotalol.

	Include generic name and indication on all prescriptions. If the indication is not included on the prescription, verify the medication’s purpose with the patient and/or prescriber before dispensing. Encourage prescribers to adopt electronic prescribing technology to transmit prescription information.
	
	
	

	Opium tincture confusion

	(5)
	Paregoric (camphorated opium tincture) is often dangerously referred to as camphorated opium tincture, which can easily be confused with opium tincture. Opium tincture contains 25 times more morphine than paregoric, and accidental mix-ups have led to opiate overdoses.
	Use extra precautions when prescribing, dispensing, or administering these medications to ensure their safe use. To reduce the likelihood of errors, consider eliminating opium tincture from your inventory, if possible. Use only “paregoric” on all prescriptions, inventory lists, and labels instead of “camphorated opium tincture.” Build alerts in computer systems, and place poison labels on opium tincture containers as well as a label stating the strength of morphine per mL.


	
	
	

	SUDAFED (pseudoephedrine) – SUDAFED PE (phenylephrine) mix-ups

	(6)
	The recent requirement to move pseudoephedrine products to behind the counter may mislead a consumer familiar with Sudafed to think Sudafed PE is actually Sudafed. In one case reported to ISMP, a patient went to her local pharmacy and purchased Sudafed PE, thinking that the product was the same as Sudafed. The patient did not recognize that the active ingredient was different from Sudafed and took 2 tablets when she should have taken just one.

	Consider storing Sudafed PE products behind the counter to further minimize the potential for patients to mistakenly select the wrong product. Highlight product differences if Sudafed PE is stored over-the-counter, and display product place cards that consumers can bring to the pharmacy counter when purchasing pseudoephedrine products. Encourage patient to ask their pharmacist about the use of any over-the-counter product.
	
	
	

	Stock oral syringes

	(2)
	Using parenteral syringes to administer oral liquids has led to injection of medications intended to be administered orally. Distributing inappropriate sizes of oral syringes with liquid medications could also lead to errors if patients and/or caregivers are unable to accurately measure the dose with the device.

	In addition to providing patients with appropriate devices for measuring doses, practitioners must ensure that the patient or caregiver understands how to properly use them with the medication. Demonstrate for patients how to use the device, and follow with a return demonstration by the user.
	
	
	

	Your name is worth more than you think

	(2)
	A recent consumer survey by the American Pharmacists Association (APhA) found that only 35% of consumers know their pharmacist’s name. This finding is troubling since the study also revealed that knowing their pharmacists name was associated with better medication-use habits.

	Take the time to introduce yourself to your patients.
	
	
	

	Cutting corners on co-pays may be costly to patients’ safety

	 (2)
	At the patient’s request, a physician prescribed EFFEXOR XR (venlafaxine extended-release) 75 mg, one capsule BID so that the patient could get a two-month supply for her monthly co-payment. Since the patient had been receiving Effexor XR only once a day, the pharmacist called the physician’s office to verify the new frequency. Afterwards, the pharmacist learned from the patient and the physician’s office that the directions were written as twice a day to double the day supply and save on the co-payment. The intent was for the patient to take one capsule daily.

	Always question unexplained dose changes. Educate patients and practitioners about the increased risk of medication errors when the label instructions fail to match the physician’s actual directions to the patient.
	
	
	

	Child-resistant does not mean childproof

	(3)
	Although child-resistant packaging has significantly decreased the number of unintentional poisoning deaths among children under 5 years old, poison control centers across the nation received more then 1.3 million calls in 2003 about unintentional exposures. Last year, news media reported a tragic story about a 15-month-old child who died after ingesting a bottle that contained a compounded liquid formulation of flecainide. The child was able to remove the child-resistant cap from the bottle in a short period of time and drink the medication.

	Remind patients that all prescription and over-the-counter medications, as well as vitamins, herbals, and household products are dangerous to children and should be kept out of their reach and sight. Promote the use of child-resistant caps, especially for those who have children. Ensure that patients know the national poison control number, (800) 222-1222. Read the complete article for more ways to protect children from accidental poisonings.
	
	
	

	Screening for inappropriate medications in the elderly

	(4, 5)
	Elderly patients are at increased risk of experiencing preventable adverse drug events (ADEs), and numerous studies confirm that inappropriate medication use remains a serious problem for the elderly in a variety of healthcare settings.
	When prescribing a new medication for an elderly patient, use the Beers criteria to help select the most appropriate medication. Use the lowest possible dose of these medications if their use is medically necessary. Build automated alerts into pharmacy order entry and computerized prescriber order entry systems that will fire when medications on the Beers list are prescribed for patients over age 65. Refer to Part II in our May 2006 issue for more recommendations.
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