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	rbrehio@ismp.org • 614-376-0212


National Alert Network (NAN) Warning Issued                                                   about Age-Related COVID-19 Vaccine Mix-Ups
Horsham, Pa. –The Institute for Safe Medication Practices (ISMP) National Vaccine Errors Reporting Program has been receiving a steady stream of reported mix-ups between the Pfizer-BioNTech COVID-19 vaccine for children ages 5 through 11 years and the vaccine formulation for individuals 12 and older. The reports received so far involve hundreds of children, and it is likely thousands have been impacted. A National Alert Network (NAN) alert has been issued to raise awareness and recommend ways to prevent errors. 
Most of the mix-ups have occurred in outpatient or ambulatory care settings such as public health clinics, community pharmacies, physician practices, and outpatient clinics. Reported cases involved both underdoses (individuals 12 and up receiving the formulation meant for children 5-11 years of age) and overdoses (children 5-11 receiving the formulation meant for ages 12 and older).
Some errors are happening due to vial or syringe mix-ups. In other errors, healthcare providers incorrectly thought it was acceptable to give a smaller or diluted dose of the formulation intended for individuals 12 or older to children ages 5 through 11. Vaccine vials formulated for individuals 12 and up (purple cap) should never be used to prepare doses for the younger age group.
For a copy of the NAN alert, which provides more details on sources of error and prevention recommendations, visit: https://www.ismp.org/alerts/age-related-covid-19-vaccine-mix-ups. The NAN is a coalition of members from the National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP). The network, in cooperation with the ISMP and the American Society of Health-System Pharmacists (ASHP), distribute alerts to warn healthcare providers about the risk of medication errors that have caused or may cause serious harm or death, or to warn them about new findings that could cause harm and are being reported with unusual frequency. 

All vaccination errors should be reported internally within healthcare organizations as well as to the FDA/CDC Vaccine Adverse Event Reporting System (VAERS), which is mandatory for products under an emergency use authorization. ISMP also asks providers to report vaccine errors to ISMP's VERP.

About the Institute for Safe Medication Practices

The Institute for Safe Medication Practices (ISMP) is the nation’s first 501c (3) nonprofit organization devoted entirely to preventing medication errors. ISMP is known and respected for its medication safety information. For more than 25 years, it also has served as a vital force for progress. ISMP’s advocacy work alone has resulted in numerous necessary changes in clinical practice, public policy, and drug labeling and packaging. Among its many initiatives, ISMP runs the only national voluntary practitioner medication error reporting program, publishes newsletters with real-time error information read and trusted throughout the global healthcare community, and offers a wide range of unique educational programs, tools, and guidelines. In 2020, ISMP formally affiliated with ECRI to create one of the largest healthcare quality and safety entities in the world, and ECRI and the ISMP PSO is a federally certified patient safety organization by the U.S. Department of Health and Human Services. As an independent watchdog organization, ISMP receives no advertising revenue and depends entirely on charitable donations, educational grants, newsletter subscriptions, and volunteer efforts to pursue its life-saving work. Visit www.ismp.org and follow @ismp_org to learn more. 
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