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	No.
	Problem
	Recommendation
	Organization Assessment
	Action Required/ Assignment
	Date Completed

	Mix-ups between epidural bupivacaine and intravenous (IV) antibiotics in labor and delivery (L&D) units  

	(20) 
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	Mix-ups in L&D between epidural bupivacaine and IV antibiotics continue. The latest events include IV administration of epidural fentaNYL with bupivacaine and epidural administration of IV gentamicin. Contributing factors included look-alike infusion bags, overlooked warning labels, not using a barcode medication administration (BCMA) system, and drug shortages. Both mothers and babies are without long-term sequelae, but prior IV administration of epidural bupivacaine has resulted in fatalities.  
	Educate staff about the risk of mix-ups due to look-alike bags. During drug shortages, warn staff about changes in product appearance, labeling, container sizes, and concentrations. Use colored overwraps or a different size/shape container for epidural analgesia to differentiate it from IV infusions. Dispense epi- dural analgesia with yellow-striped epi-dural tubing. The practitioner administering the epidural analgesia should bring it to the bedside immediately before use. Require use of a BCMA system.
	 
	
	

	503B outsourcers express per mL strength prominently leading to dosing errors in both perioperative locations and patient care units 

	(20)
	The label format used by some 503B outsourcers has led to dosing errors and confusion when the per mL strength is expressed prominently on syringe, vial, and infusion bag labels. Overdoses have occurred when the per mL amount was confused as the total container amount. 

	When purchasing outsourced products, require labeling that follows the same USP <7> standard to which commercial manufacturers are held—prominently expressing the drug strength per total volume in the container, followed by the strength per mL in parentheses.
	
	
	

	Mix-up between lidocaine and fentaNYL in the perioperative area

	(22) 
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	An anesthesiologist administered IV lidocaine 2% instead of fentaNYL. Both products had blue colored caps (which is the standard color for opioids on anesthesia user-applied labels) and were stocked upright in the anesthesia tray so only the caps were showing before removal.  

	Barcode scanning in the perioperative area should be used. Set up anesthesia carts and automated dispensing cabinets so vial labels (not just caps) are visible. Do not store look-alike vials near one another. Provide one drug in a prefilled syringe and the other in a vial.
	
	
	

	Thinking of “tPA” and “TXA” leads to confusion between alteplase and tranexamic acid

	(21) 
[image: ]
	Practitioners still think of alteplase and tranexamic acid by their error-prone    abbreviations, “tPA” and “TXA.” A nurse mentally confused the abbreviations and removed tranexamic acid instead of       alteplase from an automated dispensing cabinet left on full access mode. A prescriber mentally mixed up the abbreviations and prescribed tranexamic acid instead of alteplase for a stroke patient.  
	Avoid abbreviations for drug names, including “tPA” and “TXA.” Instead, refer to medications by their generic and/or brand names only and include an indication with medication orders to further avoid confusion. Alert prescribers to the risk of mental mix-ups between look- and sound-alike error-prone drug name abbreviations, such as “tPA,” “TXA,” “TNK,” and “TPN.” 
	
	
	

	Peel-off label on rocuronium vial leads to confusion

	(21) 
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	Some rocuronium products include a peel-off label on the vial (for syringe labeling) that lists the strength per mL. This label covers the vial label, which lists the total amount of drug per total volume (USP <7>). The strength on the peel-off label has led to confusion regarding the total amount of drug in the vial. 
	If your facility uses products with peel-off labels, implement strategies to ensure staff are aware of the total amount of drug in the vial.  Peel-off labels should be included on a separate card or attached in a way that does not cover the total amount of the drug per total volume or other important information.
	
	
	

	Misuse of pen needles can result in patients not receiving medication

	(20) 







	Standard pen needles used by patients at home have outer and inner needle covers that must be removed before injection. Safety pen needles used in hospitals have an outer needle cover that must be removed and an inner needle shield that retracts. Patients taught to use a pen with a safety needle may forget or not know to remove the inner cover of a standard pen needle, thus blocking administration. 

	When teaching patients to self-inject medications from a pen, make them aware of the different types of pen     needles available and teach them to     remove the proper pen needle covers. Whenever possible, use the type of pen needle for training that the patient will use at home. Use the teach back method and ensure the patient can demonstrate the correct administration technique.
	
	
	

	Packaging of GLEOLAN (aminolevulinic acid) oral optical imaging solution may lead to inadvertent intravenous (IV) administration  

	(25)





	Gleolan oral solution comes as a lyophilized powder packaged in a 50 mL single-dose vial that looks just like vials used for parenteral medications, risking IV administration. A “For Oral Use Only” warning on the label is printed in red type on a black background and is hard to see. 
	To prevent inadvertent IV administration, pharmacy should reconstitute the medication, transfer the patient-specific dose to an oral medicine bottle, and clearly label the bottle with directions for the   patient to drink the oral solution 2-4 hours prior to the start of anesthesia.  


	
	
	

	Subcutaneous and intramuscular (IM) EPINEPHrine withdrawn from glass ampule does not need filtration

	(23) 
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	The ISMP Safe Practice Guidelines for Adult IV Push Medications recommend using a filter needle when withdrawing IV push medications from glass ampules. However, for EPINEPHrine supplied in a glass ampule, filter needles may add another step when preparing an emergency subcutaneous or IM dose, delaying lifesaving treatment.

	ISMP does NOT recommend using a filter needle for subcutaneous or IM injections of emergency EPINEPHrine with- drawn from glass ampules. The small-bore needle would likely prevent glass fragments from being drawn into the     syringe. Using EPINEPHrine autoinjectors avoids the issue and prevents dosing errors and IV administration.
	
	
	

	Generic EPINEPHrine 0.15 mg autoinjectors do not use the abbreviation “Jr”

	(24) 
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	Brand EPINEPHrine autoinjectors (EPI-PEN, EPIPEN Jr) use “Jr” on the 0.15 mg strength to help identify that it should be used for patients weighing 15 to 30 kg. Generic autoinjectors list only the metric strength (0.15 mg, 0.3 mg) and not the “Jr” designation for the 0.15 mg strength.

	If using generic EPINEPHrine auto-    injectors, educate practitioners (and consumers) about the lack of the “Jr” designation on the 0.15 mg strength product and which strength should be used based on the patient’s weight.  
	
	
	

	Dosing error with WINRHO SDF (Rho[D] immune globulin [human, anti-D])

	(22)








	While verifying a WinRho SDF dose, a pharmacist noticed that the prescribed dose was 4,000 mcg (equivalent to 20,000 units) but the syringe was labeled 4,000 units. The wholesaler and pharmacy computer only listed the strength in units. The wrong strength (in units) was ordered from the wholesaler and used to prepare the dose.
	Until labeling changes are made by the manufacturer to a single dosing unit, standardize the way the strength for WinRho SDF is displayed in computer systems, both for ordering products from wholesalers as well as for prescribing and dispensing the product. 
	
	
	

	Migalastat (GALAFOLD) and miglustat (ZAVESCA) look and sound alike

	(22)
	Migalastat (for Fabry disease) and miglustat (for type 1 Gaucher disease) look and sound alike. Both drugs are only available in a single strength capsule (123 mg for migalastat; 100 mg for miglustat), so the dose may be omitted when ordering. Also, the odd migalastat strength of 123 mg may be viewed as a dosing mistake. 


	Store these products apart and refer to them by brand and generic names. Use barcode scanning during product selection and administration. Add an order entry/verification alert to warn about possible mix-ups or require a hard stop to verify the diagnosis. ISMP is considering the application of tall man letters. 
	
	
	

	Message codes on ACCU-CHEK Inform II and possibly other glucometer result screens can cause confusion

	(21) 
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	A study found that the abbreviation RR LO (out of reportable range; low limit) on glucometer result screens led staff to believe the patient had a high glucose level requiring insulin, when it was critically low requiring glucose. Mistakes were prevalent when RR LO was paired with a numerical error code (e.g., W-510), which was misunderstood as a blood glucose level. Mistakes are possible with other screen abbreviations (e.g., RR HI, CR HI). 
	Configure the result screen on your facility’s glucometer to display the patient’s numeric blood glucose level in order to eliminate the risk of treatment errors caused by abbreviations. Work with the manufacturer of your glucometer, if necessary, to achieve this. Teach staff how to interpret glucometer result messages.
	
	
	

	Survey results: Unsafe practices persist with adult intravenous (IV) push medications

	(22, 23)
	Results from our 2018 survey on adult IV push medication practices revealed unsafe practices that have persisted, including: 1) Using prefilled syringes or cartridges as vials; 2) Diluting IV push medications despite their availability in a ready-to-administer form; 3) Diluting or reconstituting medications in a prefilled saline flush syringe, which leads to a mislabeled syringe; and 4) Failing to label syringes of IV push medications prepared away from the patient’s bedside. The survey also identified conditions that foster these unsafe practices, such as ongoing drug shortages, teaching these unsafe practices during orientation, mistaken beliefs, and system vulnerabilities.
	Dispense IV push medications in ready-to-administer, prefilled syringes when possible, and ensure cartridge holders are available. Require pharmacy to dilute medications if necessary. If nurse dilution of unstable medications is necessary, provide standardized guidelines. Do not allow dilution/ reconstitution in saline flush syringes. Provide units with syringe labels and require    labeling of syringes prepared away from the bedside. Assess orientation content to ensure staff are not teaching new clinicians unsafe practices. Utilize the ISMP Gap Analysis Tool for Safe IV Push Medication Practices to identify opportunities for improvement (www.ismp.org/node/1188). 
	
	
	

	KENALOG-40 (triamcinolone) injection labeling is causing overdoses

	(25) 
	A patient received 200 mg instead of 40 mg of Kenalog-40 injection from a 5 mL vial on which the total dose per volume (200 mg/5 mL) is listed less prominently than the product name, Kenalog-40. The drug is available in 40 mg (1 mL) vials, but the 5 mL vials (200 mg) were received in error. Despite recent label revisions, “40” is still part of the Kenalog-40 brand name. 


	If your facility uses the brand Kenalog-40, check the volume of the vials as soon as they are received to ensure you have the intended size (1 mL or 5 mL). If both vial sizes are used, circle the strength and vial size to increase awareness. Require the use of barcode scanning for product selection and administration.
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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 items from the October – December 2018 issues of the ISMP Medication Safety Alert! have been prepared for leadership to use with an interdisciplinary committee or with frontline staff to stimulate discussion and action to reduce the risk of medication errors. Each item includes a brief description of the medication safety problem, a few recommendations to reduce the risk of errors, and the issue number to locate additional information. Look for our high-alert medication icon under the issue number if the agenda item involves one or more medications on the ISMP List of High-Alert Medications (www.ismp.org/node/103). The Action Agenda is also available for download in a Microsoft Word format (www.ismp.org/node/1336) that allows expansion of the columns in the table designated for organizational documentation of an assessment, actions required, and assignments for each agenda item. Continuing education credit is available for nurses at: www.ismp.org/nursing-ce.
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