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Anti-Rejection Medications: Analysis of Reported Errors

Patients who have undergone organ transplant 
require multiple medications to prevent organ 
rejection. Therapeutic management aims to suppress 
the immune response that can result in damage or 
loss of a transplanted organ while also ensuring there 
is a sufficient immune response to be able to fight 
infections.1 In follow-up to several recent reports of 
incidents involving medications used to prevent 
organ rejection, a multi-incident analysis was 
conducted. The analysis identified system 
vulnerabilities, and selected system safeguards to 
improve medication safety.

METHODOLOGY 

Reports of incidents with anti-rejection medications 
were extracted from 3 ISMP Canada reporting 
databases (Individual Practitioner Reporting, National 
Incident Data Repository for Community Pharmacies, 
and Consumer Reporting) and the Canadian Institute 
for Health Information’s (CIHI) National System for 
Incident Reporting (NSIR) database* for the period 
August 2016 to July 2021. The search terms used to 
extract the incidents included “transplant”, 
“rejection”, “graft”, “host”, “donor”, “recipient”, and 
“organ”, as well as the generic and brand names of 
medications (immunosuppressants and corticosteroids 
for systemic use) prescribed to prevent rejection after 
a transplant. Incidents were excluded if it was not 

clear that the patient was taking these medications to 
prevent rejection of a grafted organ.

QUANTITATIVE FINDINGS 

The 2446 incidents reported in the 5-year period 
were screened against the exclusion criteria, with a 
total of 179 incidents retained for the final analysis: 
79 incidents from ISMP Canada databases and 
100 incidents from the NSIR database.† Figure 1 
shows the most common medications involved in 

these incidents, while Figure 2 breaks down the 
reported outcomes. Tacrolimus, mycophenolate, and 
cyclosporine were the most frequently mentioned 
medications.

The reports included in the analysis generally did not 
capture resultant longer-term harm (e.g., rejection of 
the transplanted organ); however, several did specify 
acute organ dysfunction as an outcome. The inclusion 
of near-miss and no-harm incidents in the analysis 
offered an opportunity to proactively identify 
successful processes, as well as areas for system 
improvements. 

QUALITATIVE ANALYSIS 

Three themes and several subthemes identified 
through the analysis are presented in Figure 3 and 
discussed below.

Theme: Formulation Mix-Ups 

Health care professionals working outside the field of 
organ transplantation may have limited experience 
with anti-rejection medications. Knowledge gaps 
related to the differences in medication names, salt 
compounds, and formulations led to mix-ups between 
noninterchangeable products. Errors most often 
occurred between immediate-release and 
extended-release tacrolimus products; a previous 
publication provides an example.2 Mix-ups between 
mycophenolate mofetil and mycophenolate sodium 
were also reported.

•  Immediate- and extended-release tacrolimus: 
Prograf is an immediate-release formulation 
(dosed twice daily) whereas Advagraf is an 
extended-release formulation (dosed once daily). 
Both are available as 0.5 mg, 1 mg, and 5 mg and 
this contributed to mix-up errors.2,3 A prolonged- 
release formulation of tacrolimus (brand name 
Envarsus PA) is dosed once daily and is also 
available as 1 mg, so there is a risk of mix-up 
between all formulations of tacrolimus. A recent 
report described the inadvertent dispensing of 
Envarsus PA instead of a prescribed immediate- 
release product. Errors with these medications can 
lead to adverse effects including increased 
susceptibility to infections or organ rejection.4

Incident Example
An immediate-release tacrolimus product was 
prescribed for a patient, but an extended-release 
tacrolimus product was dispensed. Routine blood 
work revealed a tacrolimus level substantially higher 
than the therapeutic range. By the time the error was 
discovered, a chronic infection had developed. 

TIP: Include both brand and generic 
names during each stage of the 
medication-use process (e.g., prescribing, 
dispensing).  

Theme: Complexity of Care

Caring for patients who have recently undergone an 
organ transplant is complex and includes the need for 
various new medications and associated drug 
monitoring. The following subthemes reflect this 
complexity:

•  Therapeutic drug monitoring: Cyclosporine and 
tacrolimus are both commonly used 
immunosuppressants with a narrow therapeutic 
index. Patients taking these medications must 
undergo lab work to monitor drug levels, which are 
used to determine subsequent doses.1,4 Several 
reports described doses not being administered on 
time because of the need for blood draws or the  
wait for lab results. There were also errors related 
to the frequent dose changes that are often required 
to maintain targeted blood levels of these 
medications. Contributing factors included a lack 
of clear communication among members of the 
care team, including patients/family.  

TIP: Where possible, incorporate electronic 
noti�cation of required blood work and 
reporting of results.5 This information can 
also be noted on the written prescription 
to communicate with community care 
providers. 

•  Preparation and administration of intravenous 
(IV) medications: After patients have received a 
transplant and before they can tolerate oral agents, 
anti-rejection medications are administered by 
IV infusion. Factors contributing to errors with 

IV medication administration, as cited by 
reporters, included the complex processes 
associated with preparing these products, a lack of 
independent double checks, disorganization in the 
storage space, and transcription errors on the 
medication administration record.  

•  Multiple medication regimen: After a transplant, 
patients must take specific doses of multiple 
medications, at specific times, to prevent organ 
rejection.1 Several incidents described 
administration of partial doses and mix-ups 
between administration times. Drug interactions 
between an anti-rejection agent and other 
medications were also reported. In many instances, 
the pharmacy team identified the drug interactions 
and adjusted the medication regimens accordingly.  

TIP: Implement independent double 
checks on these high-alert medications at 
vulnerable points in the medication-use 
system. 

Incident Example
A patient’s blood was drawn for determination of 
tacrolimus level, but the results were not received by 
the pharmacy before the next dose was due. This 
delay prevented a timely dose adjustment.  

Theme: Coordination of Care 

Seamless and timely transfer of key patient 
information among multiple health care 
professionals, both within the hospital and in the 
community, is needed to prevent medication errors; 
this is especially important in complex situations 
such as post-transplant care. Several incidents 
demonstrated the challenges with coordinated care 
among multiple health care providers. Contributing 
factors shared included medication review 
discrepancies and ambiguous documentation.  

Although not identified in the analysis, another 
potential factor, especially for the many patients who 
live outside of centres that provide specialized 
post-transplant care, is the need to easily access these 
services. Virtual care offers an important opportunity 
in such access and in the seamless transfer of 

* The databases are components of the Canadian Medication Incident Reporting and Prevention System (CMIRPS). More information
about the databases is available from: http://www.cmirps-scdpim.ca/?p=12. NSIR data were provided by the Canadian Institute for
Health Information (CIHI); however, the analyses, conclusion, opinions, and statements expressed herein are those of ISMP Canada.

†  It is recognized that it is not possible to infer or project the probability of incidents on the basis of voluntary reporting systems. 

Figure 1. Top medications reported in incidents 
involving anti-rejection medications

information to community care providers. This holds 
especially true in the context of the current 
COVID-19 pandemic, during which post-discharge 
virtual care has been recommended, where feasible, 
to prevent hospital-based infection.6

TIP: Create a post-transplant care plan with 
the patient/family that includes regular 
meetings, an up-to-date medication list, 
and key considerations for medication use 
and monitoring. 

Incident Example
A patient with a history of organ transplant requested 
their anti-rejection medications while in the 
emergency department for an unrelated matter. Staff 
informed the patient that the medication would not be 
given until the patient had been transferred to a unit, 
which resulted in a significant delay in 
administration. 

CONCLUSION  

Errors in the management of anti-rejection drugs in 
patients who have undergone organ transplant can 
lead to loss of the grafted organ or increased 
susceptibility to infections. This thematic analysis 
highlights areas of risk in the medication-use system 
and shares selected safety tips, including preventing 
product selection errors, building alerts and checks 
into the order entry systems, and continuously 
improving coordination of care.

ACKNOWLEDGEMENTS  

ISMP Canada gratefully acknowledges the 
consumers, health care providers, and organizations 
that reported medication incidents for analysis and 
learning. We also acknowledge the expert review 
of this bulletin by the following individuals 
(in alphabetical order): 

Jessica Handfield RN, BSN; Vicky Luo PharmD 
RPh, Pharmacist, formerly with Humber River 
Hospital, Toronto, ON; Andrew Ly PharmD RPh.

REFERENCES

1. Anti-rejection medication. Vancouver (BC): Provincial 
Health Services Authority; 2021 [cited 2021 Oct 18]. 
Available from: http://www.transplant.bc.ca/transplant-and- 
medications/anti-rejection-medication 

2. Prograf and Advagraf mix-up. ISMP Can Saf Bull. 2009 
[cited 2021 Oct 18];9(5):1-2. Available from: 
https://www.ismp-canada.org/download/safetyBulletins/ 
ISMPCSB2009-5-PrografandAdvagrafMix-up.pdf 

3. Tacrolimus (systemic). In: Lexi-drugs online. Hudson (OH): 
Lexicomp, Inc.; 2021 [updated 2021 Nov 22; cited 2021 
Nov 22]. Available from: http://online.lexi.com. Subscription 
required to view. 

4. Schiff J, Cole E, Cantarovich M. Therapeutic monitoring of 
calcineurin inhibitors for the nephrologist. Clin J Am Soc 
Nephrol. 2007 [cited 2021 Oct 19];2(2):374-384. Available 
from: https://cjasn.asnjournals.org/content/2/2/374 

5. Staes C, Evans R, Rocha B, Sorensen J, Huff S, Arata J, et al. 
Computerized alerts improve outpatient laboratory 
monitoring of transplant patients. J Am Med Inform Assoc. 
2008;15(3):324-332. Available from: 
https://academic.oup.com/jamia/article/15/3/324/728650 

6. Weiss MJ, Hornby L, Foroutan F, Belga S, Bernier S, 
Bhat M, et al. Clinical practice guideline for solid organ 
donation and transplantation during the COVID-19 
pandemic. Transplant Direct 2021 [cited 2021 Nov 
15];7(10);e755. Available from: 
https://journals.lww.com/transplantationdirect/Fulltext/2021/
10000/Clinical_Practice_Guideline_for_Solid_Organ.10.aspx

44.7

31.3

14.5

2.8
0

10

20

30

40

50

Ta
cr

ol
im

us

M
yc

op
he

no
la

te
m

of
et

il

Cy
cl

os
po

rin
e

M
yc

op
he

no
la

te
so

di
um

Pe
rc

en
ta

ge
 o

f R
ep

or
ts

Anti-rejection Medication

http://www.ismp-canada.org/
http://www.ismp-canada.org/err_index.htm
http://www.cmirps-scdpim.ca/
http://www.cmirps-scdpim.ca/?p=12
http://www.ismp-canada.org/ISMPCSafetyBulletins.htm


2 of 6ISMP Canada Safety Bulletin  –  Volume 22 • Issue 1 • January 19, 2022

Patients who have undergone organ transplant 
require multiple medications to prevent organ 
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the immune response that can result in damage or 
loss of a transplanted organ while also ensuring there 
is a sufficient immune response to be able to fight 
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organ rejection, a multi-incident analysis was 
conducted. The analysis identified system 
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extract the incidents included “transplant”, 
“rejection”, “graft”, “host”, “donor”, “recipient”, and 
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a transplant. Incidents were excluded if it was not 

clear that the patient was taking these medications to 
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The 2446 incidents reported in the 5-year period 
were screened against the exclusion criteria, with a 
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100 incidents from the NSIR database.† Figure 1 
shows the most common medications involved in 

these incidents, while Figure 2 breaks down the 
reported outcomes. Tacrolimus, mycophenolate, and 
cyclosporine were the most frequently mentioned 
medications.

The reports included in the analysis generally did not 
capture resultant longer-term harm (e.g., rejection of 
the transplanted organ); however, several did specify 
acute organ dysfunction as an outcome. The inclusion 
of near-miss and no-harm incidents in the analysis 
offered an opportunity to proactively identify 
successful processes, as well as areas for system 
improvements. 

QUALITATIVE ANALYSIS 

Three themes and several subthemes identified 
through the analysis are presented in Figure 3 and 
discussed below.

Theme: Formulation Mix-Ups 

Health care professionals working outside the field of 
organ transplantation may have limited experience 
with anti-rejection medications. Knowledge gaps 
related to the differences in medication names, salt 
compounds, and formulations led to mix-ups between 
noninterchangeable products. Errors most often 
occurred between immediate-release and 
extended-release tacrolimus products; a previous 
publication provides an example.2 Mix-ups between 
mycophenolate mofetil and mycophenolate sodium 
were also reported.

•  Immediate- and extended-release tacrolimus: 
Prograf is an immediate-release formulation 
(dosed twice daily) whereas Advagraf is an 
extended-release formulation (dosed once daily). 
Both are available as 0.5 mg, 1 mg, and 5 mg and 
this contributed to mix-up errors.2,3 A prolonged- 
release formulation of tacrolimus (brand name 
Envarsus PA) is dosed once daily and is also 
available as 1 mg, so there is a risk of mix-up 
between all formulations of tacrolimus. A recent 
report described the inadvertent dispensing of 
Envarsus PA instead of a prescribed immediate- 
release product. Errors with these medications can 
lead to adverse effects including increased 
susceptibility to infections or organ rejection.4  

Incident Example
An immediate-release tacrolimus product was 
prescribed for a patient, but an extended-release 
tacrolimus product was dispensed. Routine blood 
work revealed a tacrolimus level substantially higher 
than the therapeutic range. By the time the error was 
discovered, a chronic infection had developed.   

TIP: Include both brand and generic 
names during each stage of the 
medication-use process (e.g., prescribing, 
dispensing).  

Theme: Complexity of Care

Caring for patients who have recently undergone an 
organ transplant is complex and includes the need for 
various new medications and associated drug 
monitoring. The following subthemes reflect this 
complexity:

•  Therapeutic drug monitoring: Cyclosporine and 
tacrolimus are both commonly used 
immunosuppressants with a narrow therapeutic 
index. Patients taking these medications must 
undergo lab work to monitor drug levels, which are 
used to determine subsequent doses.1,4 Several 
reports described doses not being administered on 
time because of the need for blood draws or the  
wait for lab results. There were also errors related 
to the frequent dose changes that are often required 
to maintain targeted blood levels of these 
medications. Contributing factors included a lack 
of clear communication among members of the 
care team, including patients/family.  

TIP: Where possible, incorporate electronic 
noti�cation of required blood work and 
reporting of results.5 This information can 
also be noted on the written prescription 
to communicate with community care 
providers. 

•  Preparation and administration of intravenous 
(IV) medications: After patients have received a 
transplant and before they can tolerate oral agents, 
anti-rejection medications are administered by 
IV infusion. Factors contributing to errors with 

IV medication administration, as cited by 
reporters, included the complex processes 
associated with preparing these products, a lack of 
independent double checks, disorganization in the 
storage space, and transcription errors on the 
medication administration record.  

•  Multiple medication regimen: After a transplant, 
patients must take specific doses of multiple 
medications, at specific times, to prevent organ 
rejection.1 Several incidents described 
administration of partial doses and mix-ups 
between administration times. Drug interactions 
between an anti-rejection agent and other 
medications were also reported. In many instances, 
the pharmacy team identified the drug interactions 
and adjusted the medication regimens accordingly.  

TIP: Implement independent double 
checks on these high-alert medications at 
vulnerable points in the medication-use 
system. 

Incident Example
A patient’s blood was drawn for determination of 
tacrolimus level, but the results were not received by 
the pharmacy before the next dose was due. This 
delay prevented a timely dose adjustment.  

Theme: Coordination of Care 

Seamless and timely transfer of key patient 
information among multiple health care 
professionals, both within the hospital and in the 
community, is needed to prevent medication errors; 
this is especially important in complex situations 
such as post-transplant care. Several incidents 
demonstrated the challenges with coordinated care 
among multiple health care providers. Contributing 
factors shared included medication review 
discrepancies and ambiguous documentation.    

Although not identified in the analysis, another 
potential factor, especially for the many patients who 
live outside of centres that provide specialized 
post-transplant care, is the need to easily access these 
services. Virtual care offers an important opportunity 
in such access and in the seamless transfer of 

information to community care providers. This holds 
especially true in the context of the current 
COVID-19 pandemic, during which post-discharge 
virtual care has been recommended, where feasible, 
to prevent hospital-based infection.6

TIP: Create a post-transplant care plan with 
the patient/family that includes regular 
meetings, an up-to-date medication list, 
and key considerations for medication use 
and monitoring. 

Incident Example
A patient with a history of organ transplant requested 
their anti-rejection medications while in the 
emergency department for an unrelated matter. Staff 
informed the patient that the medication would not be 
given until the patient had been transferred to a unit, 
which resulted in a significant delay in 
administration.  

CONCLUSION  

Errors in the management of anti-rejection drugs in 
patients who have undergone organ transplant can 
lead to loss of the grafted organ or increased 
susceptibility to infections. This thematic analysis 
highlights areas of risk in the medication-use system 
and shares selected safety tips, including preventing 
product selection errors, building alerts and checks 
into the order entry systems, and continuously 
improving coordination of care.
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lead to adverse effects including increased 
susceptibility to infections or organ rejection.4  
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than the therapeutic range. By the time the error was 
discovered, a chronic infection had developed.   

TIP: Include both brand and generic 
names during each stage of the 
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immunosuppressants with a narrow therapeutic 
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used to determine subsequent doses.1,4 Several 
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time because of the need for blood draws or the  
wait for lab results. There were also errors related 
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to maintain targeted blood levels of these 
medications. Contributing factors included a lack 
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also be noted on the written prescription 
to communicate with community care 
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(IV) medications: After patients have received a 
transplant and before they can tolerate oral agents, 
anti-rejection medications are administered by 
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associated with preparing these products, a lack of 
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informed the patient that the medication would not be 
given until the patient had been transferred to a unit, 
which resulted in a significant delay in 
administration.  
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patients who have undergone organ transplant can 
lead to loss of the grafted organ or increased 
susceptibility to infections. This thematic analysis 
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and shares selected safety tips, including preventing 
product selection errors, building alerts and checks 
into the order entry systems, and continuously 
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Patients who have undergone organ transplant 
require multiple medications to prevent organ 
rejection. Therapeutic management aims to suppress 
the immune response that can result in damage or 
loss of a transplanted organ while also ensuring there 
is a sufficient immune response to be able to fight 
infections.1 In follow-up to several recent reports of 
incidents involving medications used to prevent 
organ rejection, a multi-incident analysis was 
conducted. The analysis identified system 
vulnerabilities, and selected system safeguards to 
improve medication safety.

METHODOLOGY 

Reports of incidents with anti-rejection medications 
were extracted from 3 ISMP Canada reporting 
databases (Individual Practitioner Reporting, National 
Incident Data Repository for Community Pharmacies, 
and Consumer Reporting) and the Canadian Institute 
for Health Information’s (CIHI) National System for 
Incident Reporting (NSIR) database* for the period 
August 2016 to July 2021. The search terms used to 
extract the incidents included “transplant”, 
“rejection”, “graft”, “host”, “donor”, “recipient”, and 
“organ”, as well as the generic and brand names of 
medications (immunosuppressants and corticosteroids 
for systemic use) prescribed to prevent rejection after 
a transplant. Incidents were excluded if it was not 

clear that the patient was taking these medications to 
prevent rejection of a grafted organ.

QUANTITATIVE FINDINGS 

The 2446 incidents reported in the 5-year period 
were screened against the exclusion criteria, with a 
total of 179 incidents retained for the final analysis: 
79 incidents from ISMP Canada databases and 
100 incidents from the NSIR database.† Figure 1 
shows the most common medications involved in 

these incidents, while Figure 2 breaks down the 
reported outcomes. Tacrolimus, mycophenolate, and 
cyclosporine were the most frequently mentioned 
medications.

The reports included in the analysis generally did not 
capture resultant longer-term harm (e.g., rejection of 
the transplanted organ); however, several did specify 
acute organ dysfunction as an outcome. The inclusion 
of near-miss and no-harm incidents in the analysis 
offered an opportunity to proactively identify 
successful processes, as well as areas for system 
improvements. 

QUALITATIVE ANALYSIS 

Three themes and several subthemes identified 
through the analysis are presented in Figure 3 and 
discussed below.

Theme: Formulation Mix-Ups 

Health care professionals working outside the field of 
organ transplantation may have limited experience 
with anti-rejection medications. Knowledge gaps 
related to the differences in medication names, salt 
compounds, and formulations led to mix-ups between 
noninterchangeable products. Errors most often 
occurred between immediate-release and 
extended-release tacrolimus products; a previous 
publication provides an example.2 Mix-ups between 
mycophenolate mofetil and mycophenolate sodium 
were also reported.

•  Immediate- and extended-release tacrolimus: 
Prograf is an immediate-release formulation 
(dosed twice daily) whereas Advagraf is an 
extended-release formulation (dosed once daily). 
Both are available as 0.5 mg, 1 mg, and 5 mg and 
this contributed to mix-up errors.2,3 A prolonged- 
release formulation of tacrolimus (brand name 
Envarsus PA) is dosed once daily and is also 
available as 1 mg, so there is a risk of mix-up 
between all formulations of tacrolimus. A recent 
report described the inadvertent dispensing of 
Envarsus PA instead of a prescribed immediate- 
release product. Errors with these medications can 
lead to adverse effects including increased 
susceptibility to infections or organ rejection.4  

Incident Example
An immediate-release tacrolimus product was 
prescribed for a patient, but an extended-release 
tacrolimus product was dispensed. Routine blood 
work revealed a tacrolimus level substantially higher 
than the therapeutic range. By the time the error was 
discovered, a chronic infection had developed.   

TIP: Include both brand and generic 
names during each stage of the 
medication-use process (e.g., prescribing, 
dispensing).  

Theme: Complexity of Care

Caring for patients who have recently undergone an 
organ transplant is complex and includes the need for 
various new medications and associated drug 
monitoring. The following subthemes reflect this 
complexity:

•  Therapeutic drug monitoring: Cyclosporine and 
tacrolimus are both commonly used 
immunosuppressants with a narrow therapeutic 
index. Patients taking these medications must 
undergo lab work to monitor drug levels, which are 
used to determine subsequent doses.1,4 Several 
reports described doses not being administered on 
time because of the need for blood draws or the  
wait for lab results. There were also errors related 
to the frequent dose changes that are often required 
to maintain targeted blood levels of these 
medications. Contributing factors included a lack 
of clear communication among members of the 
care team, including patients/family.  

TIP: Where possible, incorporate electronic 
noti�cation of required blood work and 
reporting of results.5 This information can 
also be noted on the written prescription 
to communicate with community care 
providers. 

•  Preparation and administration of intravenous 
(IV) medications: After patients have received a 
transplant and before they can tolerate oral agents, 
anti-rejection medications are administered by 
IV infusion. Factors contributing to errors with 

IV medication administration, as cited by 
reporters, included the complex processes 
associated with preparing these products, a lack of 
independent double checks, disorganization in the 
storage space, and transcription errors on the 
medication administration record.  

•  Multiple medication regimen: After a transplant, 
patients must take specific doses of multiple 
medications, at specific times, to prevent organ 
rejection.1 Several incidents described 
administration of partial doses and mix-ups 
between administration times. Drug interactions 
between an anti-rejection agent and other 
medications were also reported. In many instances, 
the pharmacy team identified the drug interactions 
and adjusted the medication regimens accordingly.  

TIP: Implement independent double 
checks on these high-alert medications at 
vulnerable points in the medication-use 
system. 

Incident Example
A patient’s blood was drawn for determination of 
tacrolimus level, but the results were not received by 
the pharmacy before the next dose was due. This 
delay prevented a timely dose adjustment.  

Theme: Coordination of Care 

Seamless and timely transfer of key patient 
information among multiple health care 
professionals, both within the hospital and in the 
community, is needed to prevent medication errors; 
this is especially important in complex situations 
such as post-transplant care. Several incidents 
demonstrated the challenges with coordinated care 
among multiple health care providers. Contributing 
factors shared included medication review 
discrepancies and ambiguous documentation.    

Although not identified in the analysis, another 
potential factor, especially for the many patients who 
live outside of centres that provide specialized 
post-transplant care, is the need to easily access these 
services. Virtual care offers an important opportunity 
in such access and in the seamless transfer of 

information to community care providers. This holds 
especially true in the context of the current 
COVID-19 pandemic, during which post-discharge 
virtual care has been recommended, where feasible, 
to prevent hospital-based infection.6

TIP: Create a post-transplant care plan with 
the patient/family that includes regular 
meetings, an up-to-date medication list, 
and key considerations for medication use 
and monitoring. 

Incident Example
A patient with a history of organ transplant requested 
their anti-rejection medications while in the 
emergency department for an unrelated matter. Staff 
informed the patient that the medication would not be 
given until the patient had been transferred to a unit, 
which resulted in a significant delay in 
administration.  

CONCLUSION  

Errors in the management of anti-rejection drugs in 
patients who have undergone organ transplant can 
lead to loss of the grafted organ or increased 
susceptibility to infections. This thematic analysis 
highlights areas of risk in the medication-use system 
and shares selected safety tips, including preventing 
product selection errors, building alerts and checks 
into the order entry systems, and continuously 
improving coordination of care.
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Allergies to Ingredients in Medication Products

SafeMedicationUse.ca received several reports describing preventable allergic reactions to 
nonmedicinal ingredients. In one example, a patient experienced an allergic reaction to a corn-based 
ingredient in an antibiotic. The consumer's allergy was noted in the pharmacy's computer system, but 
no alert came up when the antibiotic was dispensed. Most pharmacy systems are set up to �ag only 
problems relating to medicinal ingredients, not problems with most nonmedicinal ingredients.     

Tips for Practitioners    

•  Ask each patient for a complete list of their allergies, including allergies to 
excipients (e.g., colouring agents, preservatives, and �llers or additives). 
Document this information in the patient’s pro�le. 

•  Within the computerized order-entry software, select allergies from options 
provided to ensure that the allergies can be �agged electronically. However, 
be aware that many software packages are limited and unable to �ag 
allergy problems related to certain excipients.  

•  Before dispensing any medications to patients who are allergic to 
nonmedicinal ingredients that have the potential for serious harm, review 
the product information or contact the manufacturer for a complete list of 
current ingredients. Do not rely solely on allergy-detection software in 
order-entry or pharmacy computer systems.

Read the full consumer newsletter here: 
https://safemedicationuse.ca/newsletter/medication-ingredients-allergies.html  

Managing Changes in Your Medication Blister Pack     

SafeMedicationUse.ca received a report from a patient who picked up a blister 
pack from the pharmacy containing a medication that had recently been stopped 
by the doctor. Fortunately, the patient was aware of the change and caught the 
error before taking the medication.    

Tips for Practitioners    

•  Update the patient’s blister pack �lling template (i.e., the master copy) with 
any medication changes as soon as possible. Document the date of each 
change and keep copies of each change noti�cation (e.g., new prescription, 
fax from doctor) with the template, so that sta� are aware of the changes.

•  Ask patients/families to bring their current blister pack(s) to the pharmacy to 
allow you to incorporate any medication changes.  

•  Do not dispense any new medications or new quantities of existing 
medications into vials, unless mutually agreed with the patient. Make changes 
directly in the blister pack, to prevent confusion for patients/families.

Read the full consumer newsletter here: https://safemedicationuse.ca/newsletter/blister-pack.html       
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The Canadian Medication Incident Reporting and Prevention 
System (CMIRPS) is a collaborative pan-Canadian program of 
Health Canada, the Canadian Institute for Health Information 
(CIHI), the Institute for Safe Medication Practices Canada 
(ISMP Canada) and Healthcare Excellence Canada (HEC). The 
goal of CMIRPS is to reduce and prevent harmful medication 
incidents in Canada.

The Healthcare Insurance Reciprocal of Canada (HIROC) 
provides support for the bulletin and is a member owned 
expert provider of professional and general liability coverage 
and risk management support. 

The Institute for Safe Medication Practices Canada (ISMP 
Canada) is an independent national not-for-pro�t 
organization committed to the advancement of medication 
safety in all healthcare settings. ISMP Canada's mandate 
includes analyzing medication incidents, making 
recommendations for the prevention of harmful medication 
incidents, and facilitating quality improvement initiatives.

Report Medication Incidents
(Including near misses)

Online:  www.ismp-canada.org/err_index.htm
Phone:  1-866-544-7672
ISMP Canada strives to ensure con�dentiality and 
security of information received, and respects the wishes 
of the reporter as to the level of detail to be included in 
publications. Medication Safety bulletins contribute to 
Global Patient Safety Alerts.

Stay Informed
To receive ISMP Canada Safety Bulletins 
and Newsletters visit:

www.ismp-canada.org/stayinformed/

This bulletin shares information about safe medication 
practices, is noncommercial, and is therefore exempt 
from Canadian anti-spam legislation.

Contact Us 
Email:  cmirps@ismpcanada.ca
Phone:  1-866-544-7672

©2022 Institute for Safe Medication Practices Canada. 

Med Safety Exchange – Webinar Series

Canadian Medication Incident 
Reporting and Prevention System

Système canadien de déclaration et de 
prévention des incidents médicamenteux

Wednesday, January 26, 2022

Join your colleagues across Canada for a complimentary 
webinar to share, learn and discuss incident reports, trends and 
emerging issues in medication safety.

For more information and to view recordings of past webinars, 
visit www.ismp-canada.org/MedSafetyExchange/ 
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