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Safe Storage and Disposal of Medications

« Engage in conversation with patients about the
safe storage of medications in the home and
about the safe disposal of unnecessary or
expired medications.

* Share online and written resources about safe
medication storage and disposal.

 Determine whether practices, such as removal of
unnecessary medications by a home-visiting
pharmatcist or return of medications to a
pharmacy, are available in your area, and advise
patients accordingly.

Improper storage and disposal of medications in the
home have resulted in medication errors, accidental
poisonings, inappropriate use, and diversion.'*
Children in Canada continue to experience harm
through accidental ingestion of improperly stored or
discarded medications and poisons, despite the
implementation of child-resistant packaging.*

ISMP Canada, with the support of the Canadian
Patient Safety Institute (CPSI) and partners, has
developed key messages to guide both clinicians and
patients on the safe storage and disposal of
medications in the community.

Safe Storage

Medications, including those in compliance
packaging, should be stored out of sight and out of
reach of children. The ideal medication storage
location provides easy accessibility for the intended
user while preventing or discouraging inappropriate
access and accidental ingestion by anyone else,
especially children. Most unintentional pediatric
ingestion occurs at home and involves medications
stored at a height within easy reach of a toddler or
child. A locking device is strongly suggested, either
for the medication container or for the cabinet in
which medications are stored.**

Safe Disposal

Patients and their caregivers may need to dispose of
prescription and nonprescription medications for
various reasons, such as failure to complete a course
of therapy; change in treatment, dose, or clinical
condition; or product expiry. The ideal method of
medication disposal should be easy to perform,
should minimize risk for diversion, should not
impose a financial burden, and should be
environmentally sound. Taking unused medications
to a community pharmacy for proper disposal meets
all of these criteria and is therefore recommended.

Disposing of medications in the trash is not
acceptable, because home garbage containers are
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often vulnerable to access by children and pets, as
well as to drug diversion. Although flushing
medications down the toilet has often been used as a
disposal alternative, there are compelling arguments
against widespread use of this practice, given that the
potential environmental and health impact of most
products is unknown.*” The US Food and Drug
Administration has published a list of medicines,
notably potent opioids, for which disposal by flushing
may be acceptable when more responsible, take-back
options are not readily available.®

Topical patches containing opioids, such as fentanyl
and buprenorphine, pose unique disposal risks. The
Patch-for-Patch Fentanyl Return Policy is an Ontario
legislative initiative®® that aims to reduce the risk of
harm; evaluation of this program will be of interest.

The website of the Health Products Stewardship
Association (HPSA) provides information about
locations and processes for safe medication disposal
in every Canadian province. The HPSA also
administers medication return programs for
participating pharmacies in British Columbia,
Manitoba, Ontario, and Prince Edward Island;
through these programs, patients can take unneeded
medications to participating pharmacies (Box 1). In
addition, HPSA, its partners, and participating
pharmacies conduct an annual campaign encouraging
families to declutter their medicine cabinets and to
return unneeded and expired medicines to the
pharmacy.

Box 1. Examples of items that can be returned to
participating pharmacies in British Columbia, Manitoba,
Ontario, and Prince Edward Island:

« Prescription medications
+ Over-the-counter drugs
« Natural health products
« Opioid patches

Special Circumstances

Upon the death of a person who has been receiving
palliative or end-of-life care in the home, the family
is often left to dispose of the patient’s unused
medications. A “situation assessment” was conducted
at an Ontario hospital by a multidisciplinary team to
evaluate methods for disposal of unused medications
in these circumstances.!® The study objectives were to
identify preferred practices and to provide
educational materials for families and healthcare
providers with the ultimate goal of improving
medication storage and disposal in these cases. A
suitable action identified by the team was to have a
pharmacist conduct an in-home medication review
and remove unused medications. Another good
practice is to have the home care service provider
pick-up symptom relief kits* when they are no longer
needed.!” These practices can facilitate the
appropriate return and disposal of unused
medications.

Resources for Patients and Families

ISMP Canada is working with several partners,
including the CPSI and Patients for Patient Safety
Canada, to integrate key messaging about safe storage
and disposal of medications into various patient
resources. “Prevent Medication Accidents” (Figure 1)
is an information card developed to provide key
information for patients and families about proper
storage and disposal of unnecessary medications in
the home."

Another resource handout was developed to address
the proper use, secure storage, and disposal of opioids
prescribed to treat pain after surgery (Figure 2).'? This
information card was built on the “5 Questions to Ask
about Your Medications” movement and was
launched by Choosing Wisely Canada as part of the
Opioid Wisely campaign.

Healthcare providers can order complimentary
resources from HPSA to promote safe disposal of
medications to the public. The resources and order

* A symptom relief kit is a “standardized package of medications and related medical supplies provided to a patient who is approaching
end-of-life for the purpose of relieving unanticipated or rapidly escalating symptoms” (Hospice Palliative Care Teams for Central LHIN,
Toronto, ON; http://www.centralhealthline.ca/healthlibrary docs/SymptomManagementKit.pdf).
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Figure 1. Safe storage and disposal Figure 2. Opioids for pain after surgery: your questions answered.
information card.

PREVENT MEDICATION ACCIDENTS

@ Opioids for pain after surgery: Itis important to:
., .
1. Store medications out of sight and reach of: € Your questions answered p‘ é“;:
X =

Children and teens Visitors Pets

You have been prescribed an opioid. anyone ele.
s willnot take

o ° & e i of e, tensandpes.
e
| escriber if your |
’ TR o B o :
L) - 5 N e el

2. Continue?

! gery. Did you know?
B gery, your
<

ELy oo

3. Proper Use?

PHARMACY @ e shotstposle . Examples of opioids used for pain after surgery:

2. Place unused medications in a bag and
bring to a pharmacy.

7Y mlm

o e hydromorphone  morphine  codeine oxycodone tramadol
taking opioids.

3. For locations that accept returns: 4. Monitor?

() 1-844-535-8889 (@) healthsteward.ca

Ask a healthcare provider if you have questions.

ould get better.
talk to your healthcare provider.

cpsifiésp ;ﬁ' @‘"7'": P X

To find out more, visit: CADTH
Download: English | French Download: English | French
form are available from: consumer organizations, hospitals, pharmacies,
https://www.ismp-canada.org/opioid_stewardship/ community care providers, and provincial and
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To prevent medication-related harm, patients and information about knowledge dissemination and
family members should receive clear guidance about translation initiatives for these important patient
the appropriate storage of all medications, as well as safety messages.

the disposal of unnecessary ones. Patient and
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Safety Concerns Resulting from a Concentrated Potassium Chloride
Shortage in the United States

ATIONAL ALERT NETWORK (NAN
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Safe handling of concentrated electrolyte products from
outsourcing facilities during critical drug shortages

Given the near total lack of availability of potas-
sium chlorideforinjection concentrate in vials
12 mEg/mL), along with problerns aceessing

the 250 mL pharmacy bulk package
(2 mEq/mL), some healthcare providers have benefitted
from outsourcing facilities that have compounded this
product starting with the active pharmaceutical ingredi-
ent (APY). However, outsourcing fadiities are not subject
10l of the same labeling require-
ments that are mandated for com-
mertial manufacturersfor potassi-
um chioride injection concentrate
or any pharmaceutical product.
Occasionally, this has led to label-
ing or packaging that is unusual or
unfamiliar to certain heatthcare
providers, which increases the risk
of a serious medication error.

Recently, two examples have
‘come to our attention. An out-
sourcing division of Nephron
Pharmaceuticals provides com-  (ight Framier

—_— T—

Figurs. 1. Potassium chioride fo infciion concen-
trato vial (it} comes with a black cap, but onoa
remoed, t looks similar 1o calcum chlorida vials

‘The other example involves potassium chioride for injec-
tion concentrate packaged in vials by Premier Pharmacy
Labs, also an outsourcing fadiity. This drug & packaged in
an amber gass vial with a black cap with the warning,
“Must be diuted.” However, the vial does not have a
black fernde with this statement, s required by USP
General Chapter <7> of commercially available vials of
potassium chloride for injection concentrate. Also, when
the black cap is removed from the
vial of the compounded potassium
chloride for injection concentrate,
it looks remarkably similar to the
Premier Pharmacy Labs vial of cal-
dum chioride. Although the prod-
uct labels include an NDC number
and barcode, both amber vials
have the same pattern of red and
white on the [abels along with plain
aluminum ferrules (Figure 1),
which eould contribute to a dan-
gerous mix-up.

isimostgathg ways  Other labeling and packaging prob-

o 3 [ook-alls vial appearances. Although not

pounded potassium chloride for  yigihianere, an NDC umb

injection concentrate in a syringe.  Glsewhere on e lahas
The syringe s intended for phar-

macy use only to further dilute for central or peripheral
intravenous (IV) administration. However, one can envi-
sion ways these syringes could inadvertently reach
patient care units and be mistaken as a medication
intended for direct IV administration given its packaging
in a syringe. Direct IV admiristration of potassium chlo-
ride for injection concentrate has proven fatal.

e

lems have been reported with
products compounded by out-
sourcing facilties. For example, the
strength per mL is sometimes the most prominent
‘expression on the principal display panel of an outsourc-
ing facilitys product label, rather than the strength per
total volume (followed by the per mL amount in paren-
theses], as required by USP and the US Food and Drug
Administration (FDA) for commercial manfacturers

continuad o pags Z—NAN'>

andarcada ara pinted

deati, NCCMERP,ISHE.
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In the United States, a shortage of potassium
chloride for injection concentrate in vials has
led providers to purchase these and related
products from outsourcing facilities. The
National Alert Network (NAN) issued a recent
alert that highlights 2 situations of concern
resulting from this practice:

Availability of concentrated potassium chloride in
a syringe. Although the product in question is
intended for pharmacy use and further dilution,
given the packaging, there is a risk of direct
intravenous injection that may result in death.

Labelling standards not followed by outsourcing
facilities. Outsourcing facilities are not required
to adhere to the same labelling requirements as
commercial manufacturers. This may lead to
unexpected or unfamiliar labelling, potentially
leading to a serious medication error.

This alert is a reminder to sustain safeguards
that we have in place in Canada to prevent
harm or death due to inadvertent injection of
concentrated electrolytes. It also highlights the
challenges with regulation and oversight of
outsourcing facilities. To read the full alert, visit
https://www.nccmerp.org/sites/default/files/
nan_alert-05-24-18.pdf
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Canada’s National Incident Data Repository for Community Pharmacies
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~— Advancing Safety in Saskatchewan

The Canadian Medication Incident Reporting and Prevention System (CMIRPS) is a collaborative
pan-Canadian program designed to reduce and prevent harmful medication incidents in Canada. Reporting,
sharing and learning from medication incidents helps to reduce their recurrence, mitigate patient harm and
support a safer healthcare system. ISMP Canada, along with Health Canada, the Canadian Institute for
Health Information (CIHI) and the Canadian Patient Safety Institute (CPSI) including Patients for Patient
Safety Canada (PFPSC), are key partners in the CMIRPS program.

ISMP Canada established a national incident data repository for community pharmacies through its
community pharmacy incident reporting program. Community pharmacies in several provinces are already
contributing to this national repository for continuous quality improvement, and pharmacies in other
provinces are considering participation in this effort as well. The repository is helping to create a more
cohesive information-sharing system that will facilitate better understanding of medication incidents and
the development of more robust strategies to prevent harm.

We look forward to continued collaboration with all stakeholders and building on the success of the
reporting and prevention system for safer patient care. Find out how community pharmacies can contribute
to this data repository and share learning from medication incidents by contacting info@ismpcanada.ca

This segment of the bulletin describes a recent SafeMedicationUse.ca publication from
ISMP Canada’s Consumer Program.

April 2018 - Newsletter:
Using Your Own Medications While in Hospital SafeMedicationUse.ca

SafeMedicationUse.ca received a report about parents who brought an over-the-counter pain cream to
the hospital to apply to their child’s burns. The cream was applied to the burns during a dressing change.
Unfortunately, the child’s damaged skin allowed too much of the medication to be absorbed, and the
child experienced a seizure.

The newsletter cautioned consumers and their caregivers about patients using their own medications
while in hospital. It stressed the importance of patients not using any medications on their own without
first speaking with a healthcare provider in the hospital, such as a doctor, nurse, or pharmacist.

Tips for Practitioners:

« Ensure that an organizational policy is in place to guide the handling of n N
patients’ own medications during the hospital stay, including an assessment =
of such medications as soon as possible after admission.

« Ask your patients and/or caregivers at every admission if they have brought J

any of their home medications to the hospital. Help them understand that
they should not use any prescription, nonprescription, or natural health
products without approval from a healthcare provider in the hospital.

ISMP Canada Safety Bulletin — Volume 18- Issue 5 - June 27,2018 50f6


https://www.ismp-canada.org/cmirps/index.htm
mailto:info@ismpcanada.ca
https://safemedicationuse.ca/newsletter/ownmeds.html

Med Safety Exchange

Webinar Series

Med Safety Exchange

Webinar Series

Wednesday, July 25,2018

Join your colleagues across Canada for
complimentary monthly 50 minute webinars
to share, learn and discuss incident reports,
trends and emerging issues in medication
safety!

For more information, visit
www.ismp-canada.org/MedSafetyExchange/

CMIRPS %% SCDPIM

Canadian Medication Incident Systéme canadien de déclaration et de
: svention des inci P

Reporting and System p

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 the Canadian Patient Safety Institute
(CPSI). The goal of CMIRPS is to reduce and prevent harmful
medication incidents in Canada.

—
—

HIROC

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.

ismp

CANADA

The Institute for Safe Medication Practices Canada (ISMP
Canada) is an independent national not-for-profit
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 confidentiality 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

©2018 Institute for Safe Medication Practices Canada.
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