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Objectives IE:1] W4l Theme 1 - Diltiazem-Specific LE:1]CRSHE Theme 2 — Medication-Use Process Conclusion

o . SUBTHEME 1: Different Formulations and Generics SUBTHEME 1: Prescribing . .

* Hypertension is a significant risk factor for It can be challenging to remember all formulations
cardiovascular diseases such as stroke and heart . , _ , , , _ _ _ _ _ , - and generics of diltiazem; however, this multi-
attack, making blood pressure control an important ]I?lltlazehrr} IS avlaligbIeDtthrough dlffersntdforméﬂatloni andfalso dlfferenc’l[ ge.netrr:cs POSSIBLE CONTRIBUTING FACTORS Sometllmes p:etzcrlfbers cl)r?er theffl_ncorre]cc(’;_;‘?rmuIatlon or incorrect dose of diltiazem and they incident analysis aims to bring awareness that the
priority in preventing these events.’ or eac torfmu at' lon i (Ijazem can be dosed anywhere from once a day in the Non-Modifiable: may aiso omit the Tormulation suttixes ot diitiazem. different formulations of diltiazem do exist. When

 Available in a wide range of formulations, generics evening fo fourtimes a day.  Multiple formulations and generics available INCIDENT EXAMPLE: POSSIBLE CONTRIBUTING FACTORS we encounter diltiazem in practice, we should
and doses, diltiazem plays a role as a INCIDENT EXAMPLE: « Similar strengths across different formulations and generics A doctor wrote a prescription for - immediately ask, “Is this the right formulation for

_dihvd i o n | block w - _ _ | . | Non-Modifiable: r patient?”
non-dinydropyriding caicium channel biIocker A prescription was written for Tiazac® 240 mg. This was entered and filled as Modifiable: Cardizem® CD 240 mg and the . Similar strenaths across different our patient:
-DHP CCB), which is used to control blood - - [ ich i i ith i i1t i i reng .
(non '), | g Tiazac® XC 240 mg, when it should have been diltiazem ER 240 mg, which is » Unfamiliarity with interchangeability of diltiazem products patient has always been taking formulations and generics
pressure as a first or second line agent,* with other the generic of Tiazac® 240 mg. The patient also had a long history of being » Confirmation bias Tiazac® XC 240 mg. These are not . Bv analvzi dication incident {

d indications including stable angina and 1 - o - i Modifiable: y analyzing medication Incldents, our curren
approve 9 9 on diltiazem ER 240 mg. » Issue with system alert to flag similar drug dispensed interchangeable. The doctor was e | . medication-use svstem can be imoroved in order
coronary spasms.* However, if used incorrectly, it may faxed and the order was changed « Unfamiliarity with the interchangeability of _ > SY p _

. . . Comments: , e to increase patient safety. Our recommendations
lead to negative consequences including heart block INCIDENT EXAMPLE: | | | _ _ back to Tiazac® XC 240 mg diltiazem products o R .
: : : 2 el ' _ o There is no generic of Tiazac® XC and it was designed to be ' .« | £ lation ch in th in this multi-incident analysis can be extrapolated
and heart failure, and compromised patient safety. A pharmacist dispensed the wrong formulation of the medication. The release - - - - - ncorrect formulation chosen in the - i icati - -

. L . L . | _ 9 | At dosed at bedtime to maximize anti-hypertensive effects in ibi ft and applied to similar medications with multiple
The objective of this multi-incident analysis was to rate was different. The patient phoned to question her medication after the morning.4 prescribing software formulations and various suffixes available
examine potential contributing factors of medication experiencing side effects. 9- '

incidents involving solid oral dosage forms of
diltiazem, and provide recommendations with the aim
to enhance medication safety.

SUBTHEME 2: Prescription Order Entry

Note: The medications in the incident were Tiazac® XC and diltiazem TZ,
which are not interchangeable.
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This includes errors in the pharmacy associated with refilling, copying, entering the

SUBTHEME 2: Wide Dosing Ranges | SUBTHEME 3: Oral Dosage Forms | SUBTHEME 4: Drug Interactions incorrect ditiazem dose and/or formulation.

INCIDENT EXAMPLE:

Methodology

POSSIBLE CONTRIBUTING FACTORS

Diltiazem is available in different strengths, Diltiazem is also available in tablets and Diltiazem is a major CYP3A4 substrate.* A patient was put on Cardizem® CD in Modifiable: 5. ISWP Canada. Commniy Pharmacy Incdnt Roporing (CPHIR) Databaso. Avaiiabl fom
. . . . " ttp://www.cphir.ca
o Reports of medication incidents inVOIVing diltiazem ranging anyWhere from 30-360 mg. CapSUIGS. the hOSp!:a| ahnd had it ;flllled at ath - e |ssues with System alert to ﬂag similar 6. 'IA\SpI\r/I.I?‘lC)::a?_a;a. Designing effective recommendations. Ontario Critical Incident Learning 2013
were extracted from the Institute for Safe Medication INCIDENT EXAMPLE: INCIDENT EXAMPLE: INCIDENT EXAMPLE: community p ar_macy' WO montns 1@ _er’ drug dispensed 7. Atenolol [Internet]. Lexicomp Online; 2016.
PraCtlceS Canada (ISMP Canada) Communlt . - - . ) - . . . . . ) .' he was put on TlazaC® XC by the famlly . M|SCOmmun|Cat|On between 8. ISMP Canada. Concerned reporting: Mix-ups between bisoprolol and bisacodyl. /ISMP Canada
y Tiazac® XC 360 mg was being dispensed. The wrong brand of diltiazem was filled and An interaction with diltiazem was doctor. but there was no mention on _ _ Safely Bulletin 2012; 12(9): 1-8. e »
Pharmacy InCident Reporting (CPhIR) Program5 from . . . S ’ |nter'pr0feSS|Ona|S 9. Strategies to reduce medication errc_)rs: Working to |mprove.med|cat|on safety [Internet]. U.S.
A bottle of 300 mg was grabbed instead of they were tablets. It was supposed to be flagged while filling a prescription for di tinuina Cardi ®CD. U dat o _ Food and Drug Administration 2015; Oct 23. Available from:
Janua 201 O to Apl’ll 2016 A total Of 358 inCidentS were . ) . . ) ISCON |nU|ng ardizem . pon dla ° LaCk Of Commun|Cat|On between patlent http://www.fda.gov/Drugs/ResourcesForYou/Consumers/ucm143553.htm
ry ) 360 mg CapSUIGS Th|S was Caught When CheCk|ng the Clar|thr0myC|n. Th|S COUId |ead tO entr the teChnICIan d|d not see . 10. Nair RP, Kappil D, Woods TM.10 strategies for minimizing dispensing errors [Internet].
tri d: 184 incidents met the inclusion criteria and . . Y, and pharmacist Pharmacy Times 2010; Jan 19. Available from:
retrievea, u DIN ossible drop in blood pressure or acute - iop i - P tpanww:pharmacytimes.com/publicationsfssue/2010)january2010/p2pdispensingerrors-0110
. . Y N . : P P P Cardizem® CD earlier in the profile and e Unfamiliaritv with interch bility of P pnarmacytimes.compublications/issuel 23 1anuaryZu A pEpispensingerors-
were |nCIUded N the quahtatlve, mUIt|'|nC|dent anaIyS|S POSSIBLE CONTRIBUTING FACTORS renal failure The dOCtOF was unaware Of NTamiliari y Wi INterc angea Il y (0) 11.|;;zgerald ;Réld(;\g)eflcatéc;rz6e)rrg;s1: ;he importance of an accurate drug history. Br J Clin
- armaco un; 1 671-5.

did not copy the prescription so the
patient was taking both medications

Note: The medications in the incident were e
Non-Modifiable: Tiazac® XC and diltiazem TZ, which are not the problem. The prescription was

diltiazem products
« Lack of comprehensive medication review

* Due to the nature of voluntary reporting, we might not
have captured all incidents related to diltiazem in

12. ISMP Canada. Aggregate analysis of medication incidents involving drug interactions. ISMP
Canada Safety Bulletin 2012; 12(5): 1-4.

. . SW|tChed to azithrom Cin because |t ’ . : 13. Minimizing medication errors [Internet]. National Association of Pharmacy Regulato
pharmacy praCtICG AISOa the “InCIdent Examples” ) LOOk-a“ke bOttIeS . InterChangeabIe. doeS nOt interaCt Wltﬁ/dlltlazem Concurre'ntly. It esn t untll the patlent CommentS' ﬁtl:;t)h/?r:i;i;e)}rge.\ﬁ\;/agilaag:;/f;;?g;cice resources/minimizing_medication errorsispxg ’
I I I I ° MUItlple Strengths Supp“ed for eaCh . brought In bOth empty bOttleS for refllls . . 14.5 u.estions.to ask about our_medications Internet ._Institute for_Safe M.edication Practices
provided here were limited by what was inputted to _ . . These two formulations are not q _ y tions [Internet] _
the “InCIdent DeSC” tion” fleld Of the CPhIR oaram formulatlon POSSIBLE CONTRIBUTING FACTORS When the teChnICIan nOtICGd the tWO . . . Canada. Available from: https://www.ismp-canada.org/medrec/5questions.htm
oy th » P Prog Modifiabl Non-Modifiabl POSSIBLE CONTRIBUTING FACTORS different versions of diltiazem. The doctor ~ Interchangeable. Tiazac® XC is a tablet,
e reporters. : - , ' . i i
y P odimiable: on-itoditiable . Non-Modifiable: was contacted and there were no issues ~ Whereas Cardizem® CD is a capsule. The :
- Confirmation bias - Similar strengths across different e . o atient mav have perceived that they were The authors would like to acknowledge the
. Not performina independent double formulations and aenerics « Pharmacokinetic property of the or side effects from the incident. The P . y bper . y support from the Ontario Ministry of Health and
Res U Its ’ 9 P J medications patient continued on Tiazac® XC only. two different medications, so it was never Long-Term Care for the development of the CPhIR
checks ifiobla: tioned by the patient J - ’ :
Modifiable: Modifiable: ques ythep ' program. CPhIR contributes to the Canadian
Comments: « Unfamiliarity with tablet and capsule lable. | Medication Incident Reporting and Prevention
* The incident reports were analyzed and categorized Tiazac® XC is available in the following formulations + Unfamiliarity with metabolism of SUBTHEME 3: Prescription Preparation/Dispensing System (CMIRPS) (www.ismp-canada.org/cmirps/).
into two main themes and their associated subthemes dosages: 120 mg, 180 mg, 240 mg, 300 mg Comments: aneC:('CT'O”S e o
(Table 1). Contributing factors were categorized as and 360 mg. The formulations available as tablets are " Lack OTLOMPIEnensive medication This includes errors associated with look-alike bottles from the same manufacturer, improper
review ISMP Canada

either non-modifiable or modifiable (Tables 2 and 3).
Recommendations were offered according to the

Cardizem® with its generics and Tiazac® XC DIN checking and manufacturer shortages leading to filling of the incorrect formulations.

only. All others are capsules.

Institute for Safe Medication Practices Canada

Hierarchy of Effectiveness in Error Prevention INCIDENT EXAMPLE: INCIDENT EXAMPLE: www.ismp-canada.org
Principles (available upon request).® . Two stock bottles of Tiazac® XC Diltiazem ER was on back order and the
SUBTHEME 5: Role in Therapy were retrieved for prescription filling. pharmacy had to use the brand name, CMIRPS
The correct strength was 180 mg. Tiazac®, in a patient’s blister pack. When Canadian Medication Incident Reporting and
) Its indications and use are usually chronic, so it can be added, titrated or POSSIBLE CONTRIBUTING FACTORS One bottle was 180 mg and the other the generic became available again, it was Prevention System <
Table 1: Themes and Subthemes discontinued. Therefore, updating the correct drug regimen can sometimes be Modifiable: was 120 mg. The incorrect bottle was added back to the blister pack. However, www.ismp-canada.org/cmirps/ :
missed. - Miscommunication between inter-professionals directly behind the correct one. Tiazac® was not removed. This put the :
DILTIAZEM-SPECIFIC INCIDENT EXAMPLE: » Lack of comprehensive medication review patient at risk of double-dosing. CPhIR £
1. Dl_fferent Formulations and Generics A patient had been changed from atenolol to Tiazac® XC by a specialist. The * Alert fatigue | | POSSIBLE CONTRIBUTING Community Pharmacy Incident Reporting ;
2. Wide Dosing Ranges ‘Iﬁ family doctor was unaware so [he] re-prescribed atenolol with an indication to * Unfamiliarity with drug interactions FACTORS POSSIBLE CONTRIBUTING FACTORS Program y
3. Oral Dosage Forms increase its dose. The prescription was filled by an incoming pharmacist Comments: Non-Modifiable: Non-Modifiable: www.cphir.ca ;
o Ll ldeara et = during a shift change on a busy day. The pharmacist had forgotten to look at Changes involving diltiazem (adding, titrating, or discontinuing) * Look-alike bottles * Manufacturer shortages 3
5. Non-DHP CCB Role in Drug Therapy Ii:J the Drug Utilization Review (DUR) notes, and therefore missed the interaction and also dosing of diltiazem varies with each patient and it * Multiple strengths supplied for Modifiable: Disclosures :
MEDICATION-USE PROCESS - with the current Tiazac® XC. The patient went to the hospital due to a low depends on the indication, the patient’s disease control, each formulation » Lack of system alert to flag similar drug Authpbrls of this polste;_have_tr;e flcallpwinrg to di_?ﬁlose concgrringt_t_ %
1. Prescribing m heart rate and it was discovergd that she was t_aking both Tiazgc@_ XC and tolerability to the medication, and overall drug regimen. Modifiable: dispensed fhoastsrlnaey?;r\?eo a direct or indirect interest in the SL’LT;“C???'&S? of f
2. Prescription Order Entry = atenolol. The pajuent was admitted to the hospl’FaI and the medications were Atenolol is a beta blocker, which can cause bradycardia or » Not performing independent » Unfamiliarity with the interchangeability of this presentation: | | §
3. Prescription Preparation/Dispensing /) changed accordingly. She was stabllized and discharged. The pharmacy only: cardio depression when used with a non-DHP CCB.” double checks diltiazem products L Vi Qi L Nothing to dsclose
realized an incident had occurred when the patient came to pick up the « Confirmation bias » Lack of full patient drug profile assessment  Certina Ho — Nothing to disclose E

discharge medications.




