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INTRODUCTION RESULT(S) CONCLUSION(S)

due to their As a high-alert drug class, immunosuppressants provide patients with great
unique dosing regimens and broad spectrum of drug interactions. Their benefits, but also with equally great risks. The following considerations
overall complexity and therapeutic role, while important, can cause encompass system-based strategies that may be integrated into daily practice
significant patient harm when used incorrectly due to medication errors. i ication inci
g P y MEDICATION INCIDENTS to reduce the risk of medication incidents.

ISMP Canada has identified certain immunosuppressants such as from

Azathioprine, Cyclosporine and others to be OOKALIKE 2 SOUNDALIKE CORMULATION one another; safeguards (e.g. physical dividers) should be integrated
into dispensary storage or inventory areas.

Example) Physician ordered cyclosporine 75 mg Example) The pharmacist filled Prograf®
once daily but pharmacist filled cyclophosphamide (immediate release tacrolimus) instead of , such as e-

75 mg once daily. Nurse noticed error prior to Advagraf® (extended release tacrolimus). Error L - . . _ .- .

Cdministering to patient. found when checking hardcopy name and DIN. prescribing (.to preve.nt |!Ieg!ble hand-writing) and comprehensive
O BJ ECTIVE(S) Recommendations: Recommendations: dOcumentaUOn (e.g. |nd|Cat|0n Of thera py).

e Utilize electronic prescription order sets  Computerized alerts act as forcing functions to verify accuracy Of order entry and

* Independent double-checks for high-alert drugs

: : : : : " .+ R ib list indicati Independent double-checl ' ' ' ' icat ick-
To identify potential contributing factors and areas of vulnerability towards e e e o e esions dispensing, along with _ e .d“”_”g medlcahon pick
up, can help ensure that the right medication is being dispensed to the

medication incidents involving immunosuppressa nt thera pies. * Gather information from patients during development on medication therapy
counselling and monitoring of drug therapy management for clinicians and pharmacy nght patient.

staff . .
To make recommendations and hope to pave way for future developments is necessary not only for assessing
in quality improvement initiatives. efficacy, safety and tolerability of therapy, but also to create

PREVENTION OF opportunities to update medication lists and patient profiles.

EFFECTIVENESS-RELATED
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Example) Heart transplant patient received a prescription written for mycophenolate 1000 mg twice . ) ) _
M ETH O D(S) daily, however the prescription filled as mycophenolate 500 mg, take 2 tablets once daily. development of the Community Pharmacy Incident Reporting (CPhIR) Program (http://www.cphir.ca). The CPhIR Program also

contributes to the Canadian Medication Incident Reporting and Prevention System (CMIRPS) (
http://www.ismp-canada.org/cmirps/). A goal of CMIRPS is to analyze medication incident reports and develop
recommendations for enhancing medication safety in all healthcare settings. The incidents anonymously reported by
community pharmacy practitioners to CPhIR were extremely helpful in the preparation of this multi-incident analysis.

Recommendations:

 |Implement rules and policies for high-alert drugs (e.g. documenting calculations on
prescriptions during order-entry

 Perform independent double checks

—~
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61 incidents™ were retrieved but only 47 incidents* met the inclusion criteria and were
included in this multi-incident analysis MEDICATION INCIDENTS

- | - 1. ISMP Canada. Community Pharmacy Incident Reporting (CPhIR) Database. http://www.cphir.ca
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Example) Daughter noticed that the medication Example) A patient receiving Rapamune Heart disease icon by To Uyen from thenounproject.com

frequency of dosing was not right. Was (sirolimus) in a hospital also received a couple
dispensed QID (four times a day) and should doses of Biaxin® from a community pharmacy.
have been QD (once daily). Physician wrote QD After initiating Biaxin®, the patient felt ill and
and was misread as QID. consulted the physician. Biaxin® was switched

to levofloxacin due to interaction.

CONTACT INFORMATION

For more information contact us below:

WWW.ismp-canada.org
*All relevant medications of interest were collected from the American Hospital Formulary Service 416-733-3131 (Toronto)
(AHFS) classification system from the American Society of Health-System Pharmacists (ASHP). 1-866-54-ISMPC (1-866-544-7672) (Toll Free)

. : : : 416-733-1146
Intravenous immunosuppressants were excluded from this analysis as they are not typically 4711 Yonge Street, Suite 501

prescribed in the community/ambulatory setting. info@ismp-canada.org
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