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About ISMP Canada

ISMP Canada is an independent not-for-profit organization
dedicated to reducing preventable harm from medications.

Our goal is the creation of safe and reliable systems for
managing medications in all environments.

WWW.ismp-canada.org
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We encourage you to report medication

incidents

Consumer Reporting

www.safemedicationuse.ca/

Health Care Provider
Reporting https://www.ismp-

canada.org/err report.htm
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Learning Objectives

To better understand:

e the meaning of “medication incident”

e how to report a medication incident

e how to navigate the information on
www.SafeMedicationUse.ca

e ways consumers can reduce their chances of
being harmed by a medication incident

"
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Medication Incident

A medication incident is a mistake

with a medicine or a problem that
could cause a mistake with a medicine

- ﬁ
X

4

Aj’-x

aaaaaa

© Institute for Safe Medication Practices Canada 2012®



Another baby is given
morphine by mistake

Boy survives sficr
e hoepdeal thial
gaave inlnne fag
owverdose mikes

seoond doeg eomr

g
e
] A T Lanay tit

A oo, ol ) Bt e

latha Lt o .
i by s,

SHARTN PARINE: 1y e s | sk arvcdh sar Loy

[P

T ]
Gren b plrrrsd bk et

e |

et
Rl b Ask kP

i oy e et i |
e s e e

= B0 T B i Bl e
e g

T e e Bt

]

el
et bre i b e

s ' BY GRAEME SMITH
H.\.MW-“ g BOCMINUMEE | tod s v grenis paatdera b o,

T o e e

el sharrs i in FACLS oo e st 1 b Boby's b

B e R gt o ety e =

pari For e va pgatrdy chedisd  deed

e i 15 R b L 4B, Cherr it B b

Sk Oe fes Mk

e ]

A drug used o execute death-row
prisoners was mistakenly injected
ing an  eldedy woman, whose
death in a Peterborough, Ont., hos-
pital will be cxamined in a coro.
Ner's imguaest.

Bonita Porter, Oniario's depuly
] coroner  of  inguests, an-
nounced yesterday that a jury will
lnok at why Frances Marie Tanner,
a4, died at the Pelterborough Re-
winnal Health Centre on Jan. 21.
The couse of Ma. Tanner's death
is already lnown: Somebody in-
jected o dose of potassium chioride
into her vein, Small quantities of
the doug can cure potassium defi-
clencies, but larger amounts ane
peiSnnous.
t three other Canadians
icd after n-:mwnh 1ha SATE
clrueg, sometimes. m nurses whe
thought it was a different medicine.
Some doctors blome these acci-
dents on manufacturers who sell
potassivm chloride in plastic arn-
poubes and vials that closely resem
ble containers of sterile water,
saline solution, and other hammless
solulinns.

Chihers say hospitals need stricter
controls  over  potentially  deadly
substances, Ontario’s chilel coroner
soni 4 memao o hospitals last year
specifically waming them th
rasslum chloride has been wrongly
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Litany of errors

Incidents imwalving potassiunm
chioride In Canada:

@) Potassium chioride (KCI) was

administered vio direct IV when the

intendad action was to flush an

intravenaus line with diluted sodium

chloride. Result: Patient died.

WE| concentriste was useed o recon st
o a drug for parentaril administration when
the inleaded dilvent was steriie wabar.

Resull: Errer wies m
adminfstration,

€ HEI concentrate was adiministered as o bolus
gven in high quantity, Al at
once - by o nealth-cars profassional who was
unawara that KC! concentrate cannot be ghen
aaamghutmusthoﬂumamsmlnlbag

injaction - an injection

and given a3 an infusion. Resut

SOLIRCE:

admindstered in the pase.

Alter the latest death, howewver,

the coroner's office decided it was
dhmee o emphasize the danger.

“1t was felr that an inguest might
b the best way o get the Informa-
giog out,”

Th

L. Porter said.

dlical community knows
Bk liggle: ahout its own er-

A newslemer published  last

for Safe

Medication Proctices Canada re

corded fve cases in which patients

TS,
month by the Institute

overdome,
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were pocidentally given potassium
chloride; three died, .||:|:I LW WEDe
comsidened

Mone cases O
institute’'s  presi
David U, While
have removed pota
from  nursing  stathons,  he
some doctars still demand o have
it on hand, particulardy in inten-
sive- aits, Ard tlie I.|:I|.I:|.
ulacturers have a finoncial i
in mnintaining their products’ un-

physician
hospitals
um chioride
said,

@ A oneditre IV solution wes prepaned with potassium 1

chioride and although
wery o rate, the incident was felt 1o be & near

miss because of the potential for accidental

Rasult: Error was noted durfng adminfstration, |

awv sulu-mns containing KCL were adminkstored
as a fiu

sovaral lidres of fluid in A short time frame. o

Result: Hyporkalemia, patfent died. 1

Frances Marle Tanner, 84, raceived an
intravenous injection of potassiur ]
chioride at the Peterborough Regional |

it was administerad at 8 )

i replacemant in & patient requiring

Health Centre on lan, 212002, O,
t: Patlont died. y
Bt

THE GLOBOE AND S

iform peckaging.

“The compamnies have just unx.'
assembly lin hey all ook the
same,” he said. *Irs an JtLIdEJ'.Il
waiting to happen.”

Rescarchers have supgested llml
perhaps 5000 to 10,000 Canadisas
die hecanse of medical arvor in hogs
pitals every

e |5 extrapolated

The esu
from just one American studg
nowever., A Canadi study Wik

Fauncied kst month,

Source: Globe and Mail, June 2002
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Examples of medication incidents include:

e Being given a prescription for a medication you are

allergic to (e.g. You have an allergy to penicillin and
you are prescribed a penicillin type medication)

e Picking up your prescription at your pharmacy and
the vial contains the wrong medication

e Being given too much of a medication while in
hospital

e Taking the same medication twice by accident

nnnnnn
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Incidence of Incidents

e One in ten adult Canadians with health
problems reported receiving the wrong
medication or wrong dose while filling a

prescription or when hospitalized within the
last two years.

e In a 2004 Canadian study, 7.5% of adults
admitted to the hospital experienced an

adverse event (including medical and
medication errors)

Sources:

-Commonwealth Fund 2008 International Health Policy Survey of Sicker Adults. 2008 [cited 2009 May 24]. Available from:
http://www.commonwealthfund.org/~/media/Files/Surveys/ 2008/The%202008%20Commonwealth%20Fund%20International%
20Health%20Policy%20Survey%200f%20Sicker%20

s
I ’mp Adults/IHP2008_CMWF__DSQ_for_web%20pdf.pdf

aaaaaa - Baker, Norton et al, CMAJ, May 2004
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Healthcare is extremely complex.

We are human.

Errors are inevitable.

ISMP Canada works to prevent harmful errors.
You can play a role.

cccccc
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About ISMP Canada

At ISMP Canada, we review
incident reports submitted by
health professionals and

consumers and look for ways to
prevent harmful errors.

nnnnnn
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Medication incidents may involve use of
prescription and non-prescription
medications, natural health products,

imported products and devices or equipment
used to administer medications.

GT’\/V ((}«%
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Where do medication incidents occur?

e At your doctor’s office when a
medicine is prescribed

e At your local drug store or community
pharmacy

-When a prescription is filled

-When you select an over-the-
counter medicine

e|n your home, when you take or use
the medicine

© Institute for Safe Medication Practices Canada 2012®



Where do medication incidents occur?

e |n the hospital, when medicines
are prescribed (e.g. admission &
l discharge)

o1 e
T' e |n the hospital pharmacy, when
kl’f ﬁ medicines are dispensed

[

/\'l : e Atyour bedside, when medicines
@ \ are given/taken

© Institute for Safe Medication Practices Canada 2012®
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Adverse Drug Reactions
www.healthcanada.gc.ca/medeffect

e Adverse drug reactions are not medication incidents.
e Adverse drug reactions

e are also known as side effects

e are unwanted effects that happen when drugs are used
under normal conditions.

e generally do not involve mistakes and typically cannot be
prevented

e can be serious or not serious

e Adverse Drug Reactions should be reported to Health
Canada’s Canada Vigilance Program at:

www.healthcanada.gc.ca/medeffect

aaaaaa

© Institute for Safe Medication Practices Canada 2012®



POLL#1

Please take a moment to answer the
poll questions
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The good news..

The incorporation of safe
medication practices may help to

reduce your likelihood of being
harmed by a medication incident.

nnnnnn
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SafeMedicationUse.ca

Information on the program
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SafeMedicationUse.ca

Goal

To strengthen Canada’s capacity to enhance
medication safety by increasing the involvement

of consumers in the Canadian Medication Incident
Reporting and Prevention System (CMIRPS)

ismp

i'mp CANADA
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Canadian Medication Incident Reporting and Prevention System (CMIRPS) Program

&
REPORT I’m SafeMedicationUse.ca
a Medication Incident d Supported by Health Canada
v CANADA
g

Site went “live” March 2010

(3 SHARE 5=

ISMP Canada Activities for the CMIRPS: .F*urpose of the CMIRPS

o Reporting Systems for Medication Incidents :
* A consumer medication safety reporting and The purposes of the CMIRPS program are to:
learning program: SafeMedicationUse.ca

: « Coordinate the capture, analysis and dissemination of
o Safety bulletins and alerts by ISMP Canada about P y

infarmation on medication incidents;

medication incidents and prevention strategies » Enhance the safety of the medication use system for
» Medication Safety Self-Assessment programs Canadians: and
* Root Cause Analysis workshops and frameworks  Support the effective use of resources through the reduction of
# Failure Mode and Effects Analysis workshops and potential or actual harm caused by preventable medication
frameworks incidents.
» Responding to queries on medication safety (email
or telephone) The goals of the CMIRPS information system are to:

o Medication safety workshops and webinars e L e

« Facilitate the implementation of reporting of medication

incidents;
The key partners in the development and « Facilitate the development and dissemination of timely, targeted
implementation of CMIRPS are Health Canada, information designed to reduce the risk of medication incidents
ISMP Canada, Canadian Institute for Health (e.g. ISMP Canada Safety Bulletins); and _ _
; £ « Facilitate the development and dissemination of information on
Information (CIHI), and with recent support from best practices in safe medication use systems.

the C.anadian Patient Safetv Instihite (C.PSI



Why Report?
Your reports can make a difference!

For example, ISMP Canada may:

e Approach a manufacturer to suggest that the label of a product
be changed,

eSuggest safer ways for health professionals to handle
medications,

eRemind consumers of things they can do to avoid making
mistakes with medication,

e|dentify special projects, such as a project on labeling and
packaging of medications that is currently underway with Health
Canada.

""""" © Institute for Safe Medication Practices Canada 2012®



Why Include Consumers
and Patients?

Patients and Consumers:

e Have a strong desire to convey information that may help
others from being harmed

e May be aware of errors and hazards that are unknown to
healthcare professionals

e Can provide insight into underlying contributing factors
e (Can offer potential solutions

e Can play an important role in preventing errors, when
receiving care and at home

"
~ SafeMedicationUse.ca Ilmp
-
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“This is the second time an error has
occurred at this pharmacy in the past year. |
did not report the first one and frankly have

no idea to whom | should report these
errors.”

ismp
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Suggested approach

Speak to your care providers Report to

or a patient care representative M'E'di': ﬂtiﬂnUEE

\

Notify provincial professional regulatory authorities when you
have specific concerns about a care provider’s conduct

\

Contact the ministry or department of health in the province where you
received your care.

\

Appeal to provincial/territorial ombudsman or a similar advocacy body.

As needed to resolve your
concern

&
FOMM, see http://www.patientsafetyinstitute.ca/English/toolsResources/patientsAndTheirFamilies/Pages/default.aspx
© Institute for Safe Medication Practices Canada 2012



SafeMedicationUse.ca

How to Report Medication Incidents
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. . Help Prevent Harmful Medication Incidents ContactUs | Erancai
SafeMedicationUse.ca P ai
SUPPORTED BY HEALTH CANADA

Apilot project of the Canadian Medication Incident Reporting and Prevention System (CMIRP &).

M Report an Incident  Alerts  Newsletter Safety Tools and Resources About Us

Preventing harm from medication
incidents is a responsibility of health
professionals. Censumers like you can
also play a vital role.

Youre piiion
ﬂrd#ewf_/
Have Your Say

= TAKE THE SURVEY

Reporting Medication Incidents

benefits all Canadians.

.I
— B Latest News and Resources

. i
M { REPORT NOW ’ O sHARE EEE.

+ About SafeMedicationUse.ca Take Care with Medicine Patchesl 2012-07-04

+ About Medication Incidents Health Canada Endorsed Important Safety Information on the Dangers
Associated with the Use of Counterfeit Drugs 2012-08-22

+ Why Report? ) )

_ Preventing Harm from Drug Interactions: Consumers Can Play an Important
+ Resolving Concerns About the Role 2012-06-14
Safety of Your Care .

Check Labels Carefully When Selecting Gravol Products! 2012-05-04

+ Frequently Asked Questions (FAQS)

Consumer Catches Error Involving Similar Medicine Names 2012-05-04

# Veapaidcy Cough and Cold Preparations: Use with Carel 2012-03-26

Sign up to receive the latest
Alerts and Newsletters:

' Your Email | m

Health Canada is advising Canadians that Sandoz Canada is recalling a
partial lot of 2mg/mL (1 mL) Morphine Sulfate Injection 2012-03-22

Health Canada is informing Canadians of Vita Health Products’ voluntary

T P TP TP P T BN (172 (TP

" bﬂp © Insittg f_s_f._



SafeMedicationUse.ca x Help Prevent Harmful Medication Incidents Contact Us | Francais l

SUPPORTED BY HEALTH CANADA
- A component of the Canadian Medication Incident Reporting and Prevention System (CMIRPS).

Home Q&L ELGRGEGLELIM Alerts Newsletter Safety Tools and Resources About Us

Incident Report:

NOTE: Red Asterisks x indicate which fields are REQUIRED.

1. Date of Incident [January  §8 [ 2011584
2. Province or Territory ( 4
3. What type of medication incident ( ]

are you reporting? .

4. Where did the incident happen? o | B

5. At what stage(s) of the medication

system did the incident occur? E Efﬁscrihi"tgf ! : t
* [ Documentation/computer entry

(Choose all that apply.) ] Preparation/dispensing

[1 Administration

1 Monitoring

[ Other

[1 I don't know

6. Name of medication(s) involved in Medication: * Dosage Form: Strength:

A * )
th ident
is inciden (

‘
|
. 7 Whn dieravarad tha incidant? * [ m ﬁ



SafeMedicationUse.ca

e Over 100 reports received as of October 2012

e 21 newsletters and 20 alerts now available on site

e Majority of newsletters and alerts based on actual
reports from Canadians

e Additional pro-active alerts and newsletters

e Selected Health Canada Advisories are also posted
on Alerts page

ismp

i'mp CANADA
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SafeMedicationUse.ca

Review of the website

AAAAAA
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SafeMedicationUse.ca Help Prevent Harmful Medication Incidents Contact Us | Frangais

SUPPORTED BY HEALTH CANADA
A pilot project of the Canadian Medication Incident Reporting and Prevention System (CMIRPS).

‘
Home Report an Incident Newsletter Safety Tools and Resources About Us

| would like to: EEALGANGY S el 4] Medication Safety Alerts

Get Medication Safety Alerts

+ Newsletter

» Reminder: Take Care with Clear Carel 2012-10-21

s Health Canada has released an Information Update about a potential
interaction between methotrexate and Proton Pump Inhibitors 2012-10-19

¢ Health Canada Endorsed Important Safety Information about potential device
' Your Email § SIGNUP failure with Pulmicort Turbuhaler 2012-07-26

+ Take Care with Medicine Patches! 2012-07-04

* Health Canada Endorsed Important Safety Information on the Dangers
Associated with the Use of Counterfeit Drugs 2012-06-22

+ Check Labels Carefully When Selecting Gravol Products! 2012-05-04
+ Cough and Cold Preparations: Use with Carel 2012-03-26

* Health Canada is advising Canadians that Sandoz Canada is recalling a partial
lot of 2mg/mL (1 mL) Morphine Sulfate Injection 2012-03-22

+ Health Canada is informing Canadians of Vita Health Products' voluntary recall
of the "combo pack” of Rexall Extra Strength Sinus Relief Daytime and
Nighttime 2012-03-12

+ Health Canada Endorsed Important Safety Information on Domperidone
Maleate 2012-03-07

+ Health Canada is advising Canadians of Novartis Consumer Health Inc's recall

S © e fM

Sign up to receive the latest
Alerts and Newsletters:




SafeMedicationUse.ca Help Prevent Harmful Medication Incidents Contact Us | Francais

SUPPORTED BY HEALTH CANADA
A pilot project ofthe Canadian Medication Incident Reporting and Prevention System (CMIRPS).

Home Reportanincident Alerts Safety Tools and Resources About Us

| would like to: SafeMedicationUse Newsletter
ECI— S—

+ Alerts * [ake Steps to Prevent Mix-ups with Pets' Medicines! 2012-10-2
Sign up to receive the latest * Are You Taking the Right Amount of Water With Your Medicine? 2012-08-27
Alerts and Newsletters: . .
* Preventing Harm from Drug Interactions: Consumers Can Play an Important

Your Email [ sicnuP Role 2012-06-14

+ Consumer Catches Error Involving Similar Medicine Names 2012-05-01
+ Know What to Do if You Are Allergic to a Medicinel 2012-03-08

¢ Medication Reconciliation Can Help to Reduce the Chance of Errors with
Medicines! 2012-01-11

+ What's In a Brand Name? 2011-11-30
¢ |t's Important to Speak Outl 2011-10-21

+ Preventing Errors with Children's Medicines:
Part 3 - Over-the-Counter Medicines 2011-08-24

s Preventing Errors with Children's Medicines:
Part 2 - At Home and Away from Home 2011-07-27

* Preventing Errors with Children's Medicines:
Part 1 - At the Doctor's Office and Pharmacy 2011-06-27

» Safe Disposal of Medications 2011-02-15

T o st s eaton Pt oo 2026
ute ror Sa




‘aMedicationUse.ca Help Prevent Harmful Medication Incidents ContactUs | Francais

SUPPORTED BY HEALTH CANADA
A pilot project of the Canadian Medication Incident Reparting and Prevention System (CMIRPS).

Safety Tools and Resources

uld like to: Medication Safety Tips
Medication Safety Tips

1p a Medication List

Alerts Newsletter About Us

Report an Incident

+ Safe Practices for Medication Use (Take Charge of Your Medicinesl)
Spotlight on Acetaminophen

Poison Look Alikes - Lamp Qil is a Hazardous Productl

Have a Safe Trip - Avoid Problems with your Medications!

Home Safety: Prevent Poisonings That Occur at Home

Do You Need to Worry About Items In Your Medicine Cabinet?

L ]

chures
quently Asked Questions (FAQS)

to Health Canada Advisories

L ]

L ]

L ]

L ]

son Information Centres in
1ada

pful Links This information was adapted with the permission of the Institute for Safe Medication

rts Practices, using material originally published on the site

www.consumermedsafety or
vsletter ty.org

| Report | Alerts | Newsletter | Resources | About Us | Contact Us | Disclaimer | Privacy
ht @ 2012 Institute for Safe Medication Practices Canada (ISMP Canada}). All Rights Reserved.
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SafeMedicationUse.ca

Safe Medication Practices and Tips

llllll



Tip#1l

Keep an up-to-date list of every medication you

take, including over-the-counter medications
and supplements.

Keep the list with you at all times and show the
list to your doctor, nurse, pharmacist or other

healthcare professional any time you receive
health care.

nnnnnn
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SafeMedicationUse.ca

SUPPORTED BY HEALTH CANADA

Help Prevent Medication Incidents
A component of the Canadian Medication Incident Reporting and Prevention System (CMIRPS).

Volume 3, Issue 1

Newsletter

Medication Reconciliation Can Help to Reduce
the Chance of Errors with Medicines!

January 11, 2012

SafebdedicationlUse.ca has recerved a report from a copsumer who poficed potential problems on fwe occasions while
recelving care mn an emergency department. Each time. the consumer spoke up after notcing that healtheare providers had
mecomplete information about a3 medicine the consumer was taking at kome. On one occasion, informaton that was obtained
from a computer system did not include the cwrent dose of the consumer's medicme warfarm. On anether occasion, the
computer system did not have cwrent information on the consumer’s dose of candesartan cilexetil (brand name Atacand).
Warfann 15 a blood thunner Candesartan can be uzed to treat high blood pressure or heart farlure. A mustake with erther
of these medicines could cause harm. Fortunately, the consumer spoke up and made sure that the healthcare providers zot

the nght mformation. Kead more about speaking out when vou bave concems

{www.safemedicationnse ca’'newsletter’newsletter_speakout htral)

Whenever vou recerve bealthcare, 1t 15 important that you and
vour healtheare provider have complete informaton abeout zll
vour medicines. Healtheare providers may use more than one
source of mformation to prepare a complete list of wour
medicines, This hst 15 somefimes called a2 “best possible
medication history™ or BPMH. Making a BPMH 15 the key step 1n
a process known as “medication reconcibiation”. When 2 BPMH
1= bemng created, if 15 1deal for vou or your family to participate.

You can help vour healtheare providers to prepare the BPMH by
bnnging your own st of medicmes and all of your medicme
bottles with you whenever vou recerve healthcare. These steps
can be a big help because 1t may be difficult for you to remember
the nformaton vowrself especially if you are feeling =ick
Ideally. vou should inelude all tvpes of medicine that vou take at
bome, mcluding over-the-counter drugs and herbal medicmes.
Tell vour bealthcare provider how vou take each medicine. These
details are important because healtheare providers may not always

What is Medication Reconciliation?

Medication reconciliation is a2 way to make sure that
information about your medicines is passed on when
you move from one setting of care to another.
Dhring medication reconciliation, a healthcare
provider makez a list called the "best possible
medication history". This list coniains information
about your medicines that is as complete and commect
as possible All of vour healthcare providers can use
this list when they are making decisions about vour
medicines and other types of care. Medicadon
reconciliation works best when patients and families
are parmers in the process.

Medication reconciliation may happen when vou are
admitted to hospital, when vou are iransferred from
one ared to another while vou are in hospital, and
when you are discharped from hospital. Medication

1ada 2012®



Tools

e For those with an iPhone, iPad or an iPod

touch, there is an“app”, called MyMedRexc,
available free at the iTunes store.

e Online printable tools available at “Knowledge is The
Best Medicine” website:

www.knowledgeisthebestmedicine.org

e Useful forms and a wallet card are available on the "It's
Safe to Ask" site

http://safetoask.ca/?page id=145

- Available in multiple languages also at:
I'mp http://www.nps.org.au/consumers/tools and tips/medimate/medimate brochure/keep an up-to-date medicines list
‘‘‘‘‘‘ © Institute for Safe Medication Practices Canada 2012®




Tools

* In many local pharmacies, you may set up a
meeting with the pharmacist to help you
document your list of medicines (and to make
sure you are getting the most benefit from
your medicines).

MedsCheck

ADVANCED

MED REVIEW
da_

llllll © Institute for Safe Medication Practices Canada 2012®



Tip # 2

Before taking any new medicine, check with
your pharmacist to be sure it won't interact
with something else you are taking. This is
important even for medicines that you buy
without a prescription. Even natural products,

like herbal remedies, could interact with your
medication.

nnnnnn
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SafeMedicationUse.ca

Help Prevent Medication Incidents
A component of the Canadian Medication Incident Reporting and Prevention System (CMIRPS).

Volume 1, Issue 6 NeWSletter September 15, 2010

Minerals May Interact with Some Medicines
Don’t Forget — Keep a List of Your Medicines!

A Canadian who had the bad luck to get pneumonia in Florida almost had a second dose of bad luck
because of a drug interaction. A doctor wrote a prescription for the antibiotic moxifloxacin (brand name
Avelox) and a pharmacist then prepared the medicine. However, the doctor and the pharmacist didn’t
know that the patient was already taking a product that contained multivitamins and minerals. Mineral
supplements can keep the body from absorbing some drugs. including Avelox. This means that the drugs
can’t do their jobs. In this case. the patient took all of the Avelox exactly as the doctor instructed. but the
pnenmonia was not cured. When the doctor prescribed Avelox again. the pharmacist told a family
member that it was important to stop taking any minerals while taking Avelox. The patient stopped
taking the minerals while he was taking the Avelox and the pneumonia was cured.

Consumers who are asked for a list of their medicines sometimes forget to mention nonprescription
medicines. Some people may not think of vitamins, minerals, and other natural products as medicines.
Other things that might be overlooked are medicines that are inhaled. injected, or applied to the skin,
eyes. ears, or nose. Even medicines that are taken only once in a while can be important.

When you are sick, it is easy to forget things. That’s one reason that ISMP Canada suggests making a
list of all your medicines and how you take them. Your list should include your name and other
important information like your medical conditions, your allergies. and previous diug reactions.

Keep the list with you at all times. Show the list to your doctor, nurse. pharmacist, or any other
healthcare professional every time you receive care. That way, your healthcare professional will know
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Preventing Harm from Drug Interactions:
Consumers Can Play an Important Role

SafeMedicationUse.ca has received a report from a consumer who was given two medicines that are
known to interact with each other. This type of problem is known as a drug interaction. A drug
interaction occurs when the actions of one medicine affect the actions of another medicine.

The consumer had received a prescription for tamoxifen from a cancer specialist. Tamoxifen s a
medicine that is used to treat certaim types of breast camcer. Later, the consumer’s family doctor
prescribed duloxetine (brand name Cymbalta) to treat depression. Duloxetine can reduce the
effectiveness of tamoxifen. The consumer took both of these medicines for several months before
finding out about the drug interaction during a follow-up visit with the cancer specialist. The cancer
specialist told the consumer to stop taking the tamoxifen and prescribed a different breast cancer
medicine that does not interact with duloxetine.

Drug interactions can occur with many types of medicines, including over-the-counter and natural or
herbal medicmes, as well as prescription medicines. Some medicines may also interact with specific
foods or alcohol. Drug interactions can be harmful. Some drug interactions require that a different
medicine be prescribed, as in the example described here. On the other hand, not all drug mteractions
mean that you have to stop taking the medicines that interact. Sometimes, you can keep taking the
medicines, but a different dose will be prescribed. Sometimes the potential drug interaction will be
managed with monitoring by vou and your healthcare provider. This monitoring depends on the
medicines mvolved, but may include more frequent assessments to identify if you are experiencing a
side effect or if your medicines are working as mtended.
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Drug Interactions-Consumer Role

e Use the same pharmacy for all prescriptions

e Keep a list of all your medicines

e Read printed material, listen to pharmacist

e Read labels carefully; note auxiliary labels

e Consult with pharmacist when selecting non-
prescription medicines

e Seek advice before making changes to your
mediCine Eﬂ:&%‘?ﬁ:&:ﬁﬁ"ﬂ E Source: Pharmasystems
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Tip#3

e Always check your medicine(s) before leaving
the pharmacy. Have your pharmacist go
through the instructions on the prescription
label with you. This gives the pharmacist
another opportunity to double check the
information with you directly. Tell your
pharmacist if you have any concerns or if any

of the information does not match what you
were expecting to see or hear.
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Consumer Catches Error Involving Similar Medicine Names

SafeMedicationUse.ca has received a report from a consumer who identified a mistake involving two similar medicine
names. This consumer had been treated for an aotoimmune disease, a tvpe of disease that can occur when a person’s immune
svalem altacks normal body cells. Following a hospital stayv of several weeks, the consumer was sent home with a
prescription for the medicine cvclophosphamide. Once at home, the consumer noticed that the medicine dispensed by the
pharmacy was labeled “cvelosporing”. Fortunately, the consumer realized that the wrong drog had been dispensed and did

not take the cvelosporineg,

Cyelophosphamide and cvelosporing are two different medicines that are used for different reasons. Cyclophosphamide is
comiminly used 1o treal some forms of cancer and cerfain antoimmune diseases. Cvelosporing s commonly used o help
prevent organ rejection i people who have had an organ tmnsplant. Cyelosporing may also be used 1o real cerain
autoimmune diseases, but for people with this type of condition, the two medicines are not interchangeable.

Similarities in the appearance of generic or brand names of medicines can cause confusion. In the example described here,
the drug names cyvelophosphamide and cyvelosporing both begin with “cyelo™ In addition, these two medicines are available
in dosage forms of the same sirength. Sometimes, the names of medicines can sound alike when spoken. Although healtheare
providers v to provide consumers with the correct medicine, occasionally factors like these can lead o mistakes.
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Consumers Can Help Prevent Mistakes with Medication —
Check Your Prescription!

Are yvou wondering how consumers can help prevent mistakes with medications? Here 5 an example of how
ISMP Canada vsed information reported by a consumer to help prevent medication incidents.

A conswmer had a prescription for msulin, to be injected every morming and every evening, using an imsulin pen.
Adter a morning dose of insulin, the person was found sweating and nearly unconscious. Fortunately, someone
recognized the syvmptoms of low blood supar and gave the person sugar, followed by more food .

What had happened? The consumer had recently picked up some boxes of insulin at a pharmacy. Most of the
boxes were correct, but one box contained a fast-acting brand of insulin. Mo one had noticed that the wrong box
was mined i with the other boxes. The consumer reported the incident to ISMP Canada, i the hope of
preventing the same mistake from happening again.

Insulin products are often stored close together o the
pharmacy fridge and ISMP Canada saw that the
packages and labels of the two insulin products were
vary similar. Also, even though the pharmacy used a
bar code svstem to check medications, only one box
{which happened to contain the right product) had
been scanned. ISMP Canada realized that a mistake
like this could happen in any pharmacy. They sent out
a safery bulletin to remind other pharmacies of how
impaortant it 15 to check and scan every package when
drugs are being dispensed. and o supgpest that
pharmacies review the way they store insulin in their  jices Canada 2012®
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Tip#4

e Don't be afraid to speak up if you think you
are about to receive the wrong medicine from
a pharmacy or when you are in hospital. Be
sure that you are satisfied with how your
concerns have been addressed before taking
any medicine
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Know What to Do if You Are Allergic to a Medicine!

SafeMedicationUse.ca has recerved reports from consumers who were given medicines to which they were
allergic. One report involved a consumer who was allergic to the antibiotic penicillin. People who are allergic to
penicillin should not take antibiotics in the penicillin family, such as amoxicillin. The consumer reported the
allergy at the dentist’s office. but did not wnite this information in the correct spot on the form. The consumer also
informed the pharmacy about the allergy. but the information was not kept on file. Later, the dentist prescribed
amoxicillin for the consumer, and the pharmacy dispensed the medicine. Fortunately, the consumer read the
information that the pharmacy supplied with the medicine and realized that a mistake had been made. The
consumer spoke up, and a different antibiotic was prescribed.

A second report involved a consumer who was allergic to another antibiotic, called levofloxacin. This consumer
reported the allergy on a list of medicines that was given to healthcare providers when the consumer came to a
hospital for treatment. Despite taking this precauntion. the consumer was given levofloxacin. The report sent to
SafeMedicationUse ca stated that the consumer “could not get breath at all. almost died™.
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Tips for Consumers with Allergies

e Seek advice if you notice unexpected or bothersome
effects from a medicine

e Know generic and trade names of medicines that you
are allergic to

e Keep a list of medicines and be sure to note allergies
e Read printed material that comes with medicine

e Before accepting any medicine, ask what you are
being given
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Tip#5

Leave all medicines in their original
containers.
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Volume 2, lssue 1 Alert February 22, 2011

Removing Medicines from Original Packaging
Can Lead to Errors

A comsumer, who occasiomlly sufters from allergies and msal congestion, took 2 caplets of Allegra-DL
Shartly afierwands the commumer felt anxious, exparienced tszmbling, and had a very dry mouth. The
camsumer later realios] these sympioms had heen @used by taking the wrong dose of Allegra-1. Instead
afoking 2 caplets, the comsumer should have taken only ane caplet

Heme clid this mistale happen”? Mamy medicines are supplied in blister packs, inside an ower box
Im formadtion about how do fake the medicine properly & on the ouler box, b not on the blsier pack. The
comsumer had remaoved the blster pack of caplets from the outer box 10 make it easier o cammy and sione
the mediane. This meant dhat the comsmmer was naot able fo check how much medicine fo fake. The
comsumer had nm aken the medicine for several monihs and had forgotien the comect dose.

It & imporant o ke the commeat dose of any medicine. The wrng dose may lead to the medicine not
working properly, ar o0 unpleasant ad even dangerows side effects. To avoid megkes, @t is hes
to check the label and read dosing imstuctions every time you @oke a malicine. For this reason,
afvays keep yowr medicines in dreir onginal packaging.

Bty packis o st Oy paclly mechids
i et e s
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Tip#6

Check expiration dates. Potency may
be affected in expired drugs and

certain expired medications can be
harmful to your health.
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Safe Disposal of Medications

SafeMedicationUse.ca has received a report from a consumer who had difficulty finding a safe
way to dispose of old medicines. This newsletter provides information on how and why to discard
medicines safely,

Most medicines have an expiry date on the label. Once the expiry date has passed, a medicine may not
be fully effective and should not be used. Taking expired medicines may even cause harm. Everyong
should sort through their medicine cabinets at least once a year. Any medicine that has expired and any
drugs that are no longer needed should be discarded. It is important to use a safe method of disposal.

In the past, it was common for people to flush old medicines down the sink or throw them in the toilet.
Other people would throw old medicines in the garbage. These methods of disposal could be harmful to
the environment or could create a danger before garbage pick-up. Proper disposal of medicines protects
the environment and also protects children and pets. It also prevents old medicines from falling into the
hands of people who might misuse them.

Programs for safe disposal of medicines vary across the country. If you live in British Columbia,
Alberta, Saskatchewan, Manitoba, Ontado, Nova Scotia, or Prance Edward Island, you can take
advantage of provincial programs. In these programs, certain community pharmacies take back your old
medicines and dispose of them in an environmentally safe manner.

More info at: http://www.medicationsreturn.ca/
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POLL # 2

Please take a moment to answer the
poll question
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Tip#5

Carefully read the labels on over-the-

counter medicines and natural
products.
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Volume 1, Issue 3

Alert

August 17, 2010

Look-Alike Gravol Ginger Product Causes
Confusion for Consumers

SafeMedicationUse.ca has received 2 incident reports of confusion between the natural-source Gravol
product containing the active ingredient ginger and the original Gravol product containing the active

ingredient dimenhydrinate (Figures 1 and 2).

In the first incident, a patient taking oral
chemotherapy had been advised to take Gravol.
The patient later returned to the clinic reporting
ongoing nausea. At that time, she mentioned
that she was taking "nondrowsy" Gravol. The
pharmacist realized that the patient had been
taking the Gravol ginger product, instead of the
Gravol product containing dimenhydrinate.

The second incident involved a consumer who
in the past had vsed the Gravol product
containing dimenhydrinate to control nausea
trom migraine headaches. The consumer's
husband bought the product containing ginger
instead of the product containing
dimenhydrinate. He did notice that the product
label included the word "ginger” but assumed

Figure 1: Package for
"Gravol Natural Source"
tablets containing ginger
as the active ingredient.

EAIF IO FWALLIPW mug
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Figure 2: Package for
Gravol tablets containing
dimenhydrinate as the
active ingredient.

that the tablets were ginger-flavoured. The consumer vomited and felt a severe burning sensation in her
esophagus shortly after taking the Gravol product. A family member examined the label and realized
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Check Labels Carefully When Selecting Gravol Products!

SafeMedicationUse ca is informing consumers of another example of products with similar brand names that
contain different ingredients.

In 2010, SafeMedicationUse ca published an alert! that described confusion between the original Gravol product
and a Gravol Natural Source product that contains ginger. Now, a new Gravol Natural Source product, called
Gravol Multi-Symptom, 1s also available.

The ongimnal Gravol product contains the medicine dimenhydrinate. Gravol Natural Source products do not
contain any dimenhydrinate. Gravel Ginger lozenges and tablets contain ginger. Gravol Multi-Symptom contains
ginger and willow bark. Willow bark contains a number of compounds, including salicin, one of a class of
medicines known as “salicylates™. Acetylsalicylic acid (also called ASA or Aspirin) is one well-known example
of a salicylate.
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POLL# 3

Please take a moment to answer the
poll question
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Examples of Reported Incidents

Community Pharmacy

e Errors with dose calculations in children

e Confusion with gradually lowering doses of
prednisone

e Lyrica/Lipitor mix-up occurred when patient
called for refill using drug name instead of Rx
number

"
~ SafeMedicationUse.ca Ilmp
-
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Examples of Reported Incidents

Community Pharmacy

e Mix up between spouses’ medications
(trazodone and warfarin)

e Mix up between Coversyl Plus HD and
Coversyl Plus

e Labeling mix-up between two strengths of
warfarin

"
_ SafeMedicationUse.ca IIII‘IP
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Examples of Reported Incidents
At Home/In the Community

e Consumer took a double dose of

pseudoephedrine, due to discarding outer
package of a blister packaged medicine

e School staff unfamiliar with how to administer

an epinephrine auto-injector to a child
experiencing an allergic reaction

e Elderly consumer took medicine twice (forgot
taking first dose)

"
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Examples of Reported Incidents

At Home/In the Community

e Consumer accidentally took spouse’s medicines
(mixed up pill organizers)

e Consumer accidentally took veterinary
medicine intended for pet

e Confusion between look-alike medicines
at home (multivitamins and ibuprofen)

"
~ SafeMedicationUse.ca Ilmp
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Examples of Reported Incidents
In Hospital

e Calculation error when regular strength
ibuprofen substituted for extra strength.

Patient questioned dose but took the
medicine anyway.

e Morphine overdose due to programming

error of the pump that delivers the
medicine directly into bloodstream

"
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Can you help?

e Encourage friends and family and colleagues
to interact with SafeMedicationUse.ca

e Report medication incidents to us

e Sign up to receive email notices of newsletters
and alerts, and complete our survey

e “Like” us on :
www.facebook.om/MedicationSafety

 “Follow” uson - : @SafeMedUse

"
SafeMedicationUse.ca Ilmp

CANADA
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“I think the website is really amazing and its
finally nice to have one central location to find
alerts and information on medications and not

have to wait to see it on the news or be told by
someone else.”
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Questions?
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ISMP Canada Contacts

e Webinars: webinars@ismp-canada.org

e Workshops: education@ismp-canada.org

e Consultations: consults@ismp-canada.org

e CMIRPS: www.ismp-canada.org/cmirps.htm

e Questions: info@ismp-canada.org
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