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ISMP Mission

How does ISMP accomplish its mission?

Collect and Analyze reports of medication-related errors and hazardous conditions
Disseminate timely medication safety information
Educate the healthcare community and consumers

Collaborate with other organizations

Advocate for the adoption of safe medication standards

Conduct Research to provide evidence-based safe medication practices
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Reporting Errors to ISMP

, L , International Medication Safety Network
ISMP National Medication Errors Reporting Program Error Reporting Portal

COVID-19 RESOURCES  ABOUT ONTACT  NEWS  CHEERS é INTERNATIONAL
MP |
v SAFETY NETWORK

Information for consumers (&
Institute for Safe Medication Practices
An ECRI Affiliate
e HOME  ABOUT IMSN IMSN ADVOCACY RESOURCES ERS OMLY

Consulting and Education Tools and Resources Publications and # :rts Error Reporting L SIN

. i‘ The International Medication Error Reporting Portal Reporting Form

Existing natienal reporting and learning

he International systemns
Medication Safety Learning from your reports
. Network (IMSN) is pleased [ — INTERNATIONAL
TION
- to provide an international v MEDICA
SAFETY NETWORK
medication error reporting portal SEARCH

for the international healthcare community, to learn from these experiences and be in position

to prevent future errors and possible patient harm. "
Searcl

IMSN encourages sharing incidents of medication errors, near misses and hazardous conditions

for global learning and action to reduce the risk of patient harm and death. Some jurisdictions

also have in-country reporting systems to aggregate and learn from this information nationally.

IMSN strongly encourages reporters to continue reporting to the existing local or national

reporting and learning systems. Read on...

Report an Error

This portal will enable any healthcare provider -
worldwide, including physicians, pharmacists, ﬁMSN
nurses, and other healthcare workers including

Share your stories with ISMP and help prevent errors and patient harm B
T T T——————

those in the regulatory and the medical products We encaurag yau ba atach any Shatos b decuments tha help b dezanse te etk

Thank o

industry to share their report for international L —
review. Access to the reporting form

Yot B i)
Where applicable. reports will be investigated and our Courty rured
reported on the IMSN website by the international

https://ismp.org/report-medication-errorr
https://www.intmedsafe.net/the-international-medication-error-reporting-portal//
©2021ISMP |  www.ismp.org
An ECRI Affiliate
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A lot happens when you report
ISMP—there’s no “black hole

n 2019, ISMP celebrated its 25" anniversary as ti

zation devotad entirely to madication arror p{___

sccomplishments over the years, we Qi
to our successes because you have reported med|
bringing attention to significant medication safaty
and we want to assura you that the reports you
never fall into a “black hole;” irretrievably lost and
ba seen again. To demonstrate this, wa want to sh
you all that happens when you report a hazard or
ISMP {summarized in Figure 1), whether it’s face
wia email or a phone call, or through one of our thre
—tha ISMP
Reporting Program || , the ISMP N
Vaccine Errors Reporting Program (ISMP VERP),
ISMP Consumer Medication Errors Reparting P|
ISMP C-MERP).

(Initial Review of Reports )
‘When ISMP racaives a hazard or error raport, it is
into one of our databases and initially reviewed by
nurse or pharmacy technician analyst. Since most|
submitted to ISMP include the reporter’s email
ISMP sends an email to the reporter to confirm re|
the repart and to thank him or her for reporting.

After redacting any identifying patient, resident|
facility information, our nurse or analyst distrib)
reports and any accompanying pictures or attar

through a secure portal to all ISMP interdisci

staff. The review avel

and often share comments on the topic with ear

through the portal; identify similar hazards, an
related resources; suggest quastions to ask the rap|
better understand the report; and make
for mitigating the risk. Many reports incite convy
among ISMP professional staff so we can all und|
the reparted risks and underlying causes.

Depending on the level of detail provided in the
report, aur nurse or analyst (or another ISMP profe!
sends specific guestions to the reporter so we can
much as possible about the event and its cal
addition, each report is shared with the US Food ar
Administration (FDA) and the (3|

continued on page 2 — Mo “blac|
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A lot happens when you report a hazar
ISMP—there’s no “black hole” here!

n 2019, ISMP celebrated its 25! anniversary as the nation’s o
zation devoted entirely to medication error pravention. A
accomplishments over the years, we recognize that you, to
to our successes because you have reported medication Nazam e
bringing attention to significant madication safaty issues. Ever|
sable to us, and we want to assura you that tha reports you Fig
submit never fall into a “black hola” iretrievably lost and ey
nevar to be seen again. To demonstrate this, wa want to
share with you all that happens whan you report a hazard | R
or error to ISMP (summarizad in Figure 1), whether it is
face-to-face, via email or a phone call, or through one of
aur three eror-reporting programs—the ISMP National
Medication Errors Reporting Program (ISMP MERP), the
ISMP National Vaccine Errors Reporting Program (ISMP
VERP), and the ISMP Consumer Madication Errors Report-
ing Program (ISMP C-MERP).
(Initial Review of Reports ) q
‘When ISMP receives a hazard or error report, it is enterad
into ona of our databases and inftially reviewed by an ISMP | =i
nurse or pharmacy technicisn analyst. Since most reparts
submitted to ISMP include the reporter’s email address,
ISMP sends an email to the reporter to confirm recaipt of
the report and to thank them for reporting.

After radacting any identifying patient andior facility infor-
mation, our nurse or analyst distributes all reports and any
pictures or through a secure

portal to all ISMP interdisciplinary professional staff. The | g
professional staff review every report and often share
comments on the topic with each other through the portal; | 3
identify similar hazards, errors, or related resources; suggest
questionsto ask the reporter to batter understand the report;
for the risk. Many

reports incite conversation among ISMP professional staff
so wa can all undarstand the reported risks and underying | ™
causes.

D on the level of detail provided in the original
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report, our nurse or analyst {or another ISMP profassional)
sends specific questions to the reporter so we can learn as
much as possible about the event and its causes. In addi-
tion, each report is shared with the US Food and Drug A
Administration (FDA) and, if known, the manufacturer(s)

continuad on page 2 — No “black hole” -
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Medical abbreviations that have
contradictory or ambiguous meanings

ISMP would like to thank Neil M. Davis, PharmD, MS, FASHP for authoring this artidle.
The author can be neached at: neil @medabbrev.com for any comments or questions.

|I|"0I‘|I.IG'||DI| )

Abbraviations are a convenianca, a tima saver, and a way of fitting a word
or phrase into a restricted space or avoiding the possibility of misspalling
‘words. However, a high price can be paid for their use. Abbreviations are

not misread, or Thair use

lengthens the time needed to train healthcare professionals; wastes time
tracking down their meaning; sometimes delays the patient’s care;
occasionally results in patient harm.

and

| published my first book of medical abbreviations, Medical Abbreviations: 1,700 Con-
veniences at the Expense of Communication and Safety; in 1983.To expand the list of
abbrevistions, | contactad hospitals and requested lists of abbreviations that were used
at their facility, searched the literature, and solicited readers to send me abbreviations.
Sinca then, | have publishad 16 aditions of the book, which now contains 55,000 abbre-
viations.! A web version of the book is updated with more than 20 new entries per week?

One of the problems | nnﬂcxx!wus Itu! ona abbraviation could have two or more contra-
dictory or meani | collected
thase meanings, and a partial l:mfrnedul with r

ous meanings is shown in Table 1 {pages 3-5). It is obvious from an examination of his
list that these abbreviations should not be used, as they fail to communicate with any
cenainty their intended meaning and presant possible dangers to the haalth of patisnts.

The Joint Commission directs medical facilities to publish a Do Not Usa List? of abbrovia-
tions that must not be used (see ISMP’s list at www.ismp.oro/node/@), This list is a very
important step in the right direction but does not solve the systemic problem of an abbre-
viation with contradictory or ambiguous meanings.? The Joint Commission standards
also state, if muliple forthe mustidentify
‘which one will be usad to eliminats ambiguity.*This step is extremaly difficult to achieve.

{Two Possible Solutions That May Not Be Feasible )

(D Create a national list of standard abbreviations. A simplistic approach to this
problem is to create a national list of approved abbreviations, with each abbreviation
having only ona meaning. Tha problem with this approach is that all medical specialtias,
allied health professionals, health-related organizations, and government agencies would
hava to agres on ona maaning for aach abbreviation.

A healthralated such as USP the American Medical

the Council of Science Editors, ISMP. or ECRI Instituts, would have to ba fundad to take
responsibility for creating and such a list. The ‘would have to
reach out to all the haalth-related organizations to suggest abbreviations that should be
on this list. Then, arbitration would be required between organizations if there is conflict
‘with 2 suggested abbreviation that has more than one submitted meaning, such as PT

ISMPMedication Safety Alert] e
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CBD products: FDA's role
M bt s edical use of cannabis

2019, www.ismp

60 - SAFETY TIPS

m Up & Away cold and flu rally.
Batwean nose-wiping. temparature-

hd are widaly availabla in stores and throug
h.

fwo most notable inids in

bw medical marijuana labeling probloms have
idiol (CBD) products. These

taking, and appropriataly dosing and
staring of medicines, parents and care-
h takars hava a lot to manage. With all
that chaos, slip-ups can happen, and
madicines canbe left out, leading to an

CBD. THC affects the mind, behavior, an
pilar to intoxication such as cuphoria (happi
has been linked to marijuana addiction. O

Waste and error risk tied to Stivarga
= packaging. The oral kinase inhibitor
STIVARGA (regorafanib) is approved for
tragtment of matastatic coloractal cancar,
metastatic gastrointestinal stromal tumor,
and hapatocellular carcinoma. The drug,
which is availabla through spacialty phar-
macies, is formulated as 40 mg tablats and
suppliad in @ carton comtaining thraa 28-
count bottlas, totaling 84 tablats (Figura 1).
Currantlabaling statas, “Storatablets intha
oniginal bottle,” and *Discard any unused
tablats 7 woaks after opening the bottle.”
The recommended dose is 160 mg daily
(4 x 40 mg tablats) for the first 21 days of
sach 28-day cycle, which totals 84 tablats
per cycle. Treatment & continued until dis-
sasa prograssion or unaccaptable g city.

help reduce inflammation, pain, nausaa an
opilopsy.

risks and are often marketed as unprove
ind conditions.

Product labeling mentions various drug-
ralated toxicities thet require reducad
continued on page 2 — SARETY bricks »

provamant Act of 2018 called the Farm Bil

r FDA-rogulated madicines.

frstanding that all products made from hem)

Figure 1. Stivarga carton holds three 28-tablat
botles

terinary products, and cosmatics. If you c3i

wven CBD-infused bottlad water. At prasan!
Become an ISMP Fellow i

ISMP fellowships cen help yougrowin your
career and make major contributio ns to med-
ication safety worldwide. ISMP is now
accepting applications for three unique pro-
gramsthat bagin this summarfall—the ISMP

e madicines appasr in red

ica suphoria or lead to marijuana addiction

fanswared questions about the sciance, safety,
ly marijuana-based product approved by the
FDA) is Epidiolex (cannabidiol), which is
aizures. In the US, the FDA has also approved
ucts svailable with 3 prescription: Marinol
pod to treal Nauses and vomiting caused by
te in people with human immunodaficiency
0A has not approved any other marijuana-
yity availabla on the market Thesa unapproved

kt. cortain typos and parts of the marijusna
fances and must adhero to FDA regulations.

fcts with extramaly low concantrations of THC

the Controlled Substances Act. However, the
kar hemp and CED-only products, which must

jross state lines. The resull —CBO now appears
g foods, skin creams and balms, oral tinctures.

ists Thera ara adibla CBD gummies, pappar-

continuad on page 2—CBO concerns >

gency. Inona casa, 3 mom et the
d room for just a moment, but that was all
i- it took for hor toddler to accidentally
n taka another dose of medicing {sea a
wideo of the emor at: hittp:bit 2 hiGZ).
d This is not the anly famaly with a close
call—50,000 young childran go to the
smargency dopartment gach year
because thay accidentally swallow
madicines laft within raach (Figure 11

n

y jore 1. Tissuns? Chock Planey of liguick? Chack

ings storod satoly? Makn o that
maxficres u and awny e ot of sicht s on your
cokd and flu saason chackls. wol

(¥ Here's what you con do: As this
years cold and flu season gains
mamentum, the Up & Away campaign, in
collabaration with tha Centars for Disease
Control and Provanton (COC) and its
p | PROTECT )
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@ Mix-ups between Aimovig strengths
and packages. Outpatient and commu-
nity pharmacies should be aware that the
US Food and Drug Administration (FDA)
has raceived several reports of dispansing
errors and patient administration amors
wiith AIMOVIG (eranumab-aooe) injection.
Aimovig is @ monoclonal antibody indi-
cated for adult migraina prophylaxis. The
recommended dose is 70 mg or 140 mg
injected subcutaneously once monthly.
Aimovig is suppliad in single-dose prafilled
autoinjectors intended for patient self-
administration.

B il

Figure 1. Aimewig 70 mg/mL ftop) and 140 ma/mL
(battam) sutinjectors.

When Aimovig was approved in May 2018,
it was available in cartons containing
sither ona 70 mg/mL autoinjector (for tha
70 mg monthly dose) or two 70 mg/mL
autoinjectors {for the 140 mg monthly
dosa). To enable patients to administer
just ana injection for a 140 mg dose, tha
manufacturer developed a 140 mg/mL
autoinjector, which was approved in
March 2013 (Figura 1). However, until tha
supply of the carton containing two
70 mg/ml autninjectors is deplated, thara
ara three differant packages on the
market: a carton containing one 140 mg

cortinued on page 2 — SARETY bricks »

it faminding parants and othar cara-
givers to store all medicines up and

n away—aut of sight and reach of young
childran—aftar gvery dose
I cominued on page 2—SAFETY TIPS >

Safe Madication Managemant Fallowship,
the ISMP Intenational Medication Safaty
Managamant Fallowship, and tha FDA(US
Food and Orug Administration)ISMP Safa
Madication Managamant Fallowship.
deadline for applications is March 31, 2020.
For infarmation, program descriptions, and

continued on page 2—

visit: LTI

©20211SMP |
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g Medication Safety During COVID-19

SPECIAL
EDITION

COVID-19

March 26, 2020 « Volume 25 Issue 6

Acute Care

__ISMPMedication SafetyAlert].
(yAlert

Educating the Healthcare Community About Safe Medication Practices

Revisiting the need for MDI common canister
protocols during the COVID-19 pandemic

Patients infected with the coronavirus (COVID-19 virus) often require inhaled

bronchodilator medications (e.g., albuterol, levalbuterol). Because nebulizer

therapy with bronchodilators for presumptive or confirmed COVID-19

patients may not be safe due to the generation of aerosols, which increases

the risk that respiratory droplets will remain in the air and spread the virus,
delivery of these drugs via metered-dose inhalers (MDls) is preferred. As a

result, use of these inhalers has skyrocketed during the pandemic and
there is concern about inhaler drug shortages. Supply chain disruptions are already
being experienced in some areas, leaving some hospitals with just a few days supply.
MDI canisters usually contain enough medication to last 2-4 weeks, while patients are
often hospitalized for shorter periods, frequently leading to drug waste. As a result,
hospitals are considering the best way to conserve MDI supplies.

‘Some organizations are asking patients to bring in a prescribed MDI to use throughout
their hospitalization. Or, when the pharmacy dispenses an MDI for a specific patient,
they are immediately labeling it for home use so the MDI can be sent home with the
patient at discharge. Others are considering, or have implemented, a common MDI
canister protocol as another way to address possible shortages. ISMP has been asked
about our position on the latter topic.

In 2008, we published an article about the risks and benefits of using a common MDI
canister, a patient-specific spacer, and a disinfection procedure between patients to
administer doses from the same MDI to multiple patients (www.ismp.org/node/838). At
that time, common canister policies were being utilized by respiratory therapists and
nurses who disinfected the MDI after administering each dose, and then reused it for a
different patient’s dose, primarily as a cost-savings measure, not for conserving inhalers
to help alleviate drug shortages. The common canister protocols called for disinfecting
the mouthpiece with an alcohol prep pad before inserting it into a patient-specific spacer
with a one-way valve (Figure 1, page 2), administering the medication, and then disin-
fecting the mouthpiece after use. In our 2009 newsletter article, we cited studies that

ASMP)

an CCRI Afiliate

SPECIAL EDITION: COVID-19

Dear colleagues,

Has it really been only a few weeks since
our world was turned upside down by
COVID-197 It feels like a lifetime ago, as the
entire world continues to respond to this
global pandemic that demands strong lead-
ership and every person’s commitment to,
and cooperation in, containment and miti-
gation. Our hearts and thoughts go outto all
the people who have been affected by this
unprecedented event. We especially want
to recognize the hard work and dedication
of all healthcare workers who are sefflessly
senving on the front lines of this public health
emergency. We know that healthcare work-
ers are often taking on additional risks to
their own safety, and that of their families,
given widespread shortages of personal
protective equipment (PPE) and COVID-19
tests, as well as looming shortages of staff
and hospital beds. We are also grateful for
our colleagues in federal agencies, including
the US Food and Drug Administration (FDA)
and the Centers for Disease Control and Pre-
vention (COC); they are all-hands-on-deck
in this war against COVID-19. From all of us
at ISMP, we sincerely thank every one of
you for all that you do.

©2021 ISMP

WWw.ismp.org
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Managing Medication Safety During COVID-19

m MEMBERSHIP ABOUT CONTACT NEWS SUPPORT

Information for consumers &
Institute for Safe Medication Practices
An ECRI Affiliate

Consulting and Education Tools and Resources Publications and Alerts Error Reporting

%22 MSOS

at the Institute for Safe Medication Practices

COVID-19 Resources 12s Yo Facilit

ISMP's list of information and tools to help frontline healthcare experienced a

workers during the COVID-19 (Coronavirus) pandemic. medication error

related to COVID-19?

As we are all working to better understand and react to the impacts of COVID- _
19 around the world, please know that ISMP is here for you. We appreciate all

Medication Safety Officers Society (MSOS)

unprecedented event, and our first priority is to help them with the resources
that they need to keep themselves and their patients safe. Below are links to

m of the selfless dedication of healthcare professionals during this
()

medication safety information that may be useful for COVID-19 response
efforts.

https://www.ismp.org/covid-19-resources

M P https://www.medsafetyofficer.org/

©2021ISMP | www.ismp.org | 6
An ECRI Affiliate



Learning from COVID-19 Medication Errors

Eor Clincal Trial Use Onby

Remdesivir (GS-5734) for Injectic e —~ -
Caonterty: Each Vial Contains e
Lyophiized Powder for Intravenous use. ,

Store below 30 °C (86 °F). s

Directions: See Clinical studly protocal for
Gosage and Administabon

Keep out of reach of childron.

Caution: New Drug - Limited by Site No. X =
Federal (USA) lsw 10 investigational use.

333 Lakeaide Drve, Foster City, CA 94404, USA.
Tel: +1 300 445 3238 Omeces 90219401

Lot EW18D2A1-A

FP-13642

—— Injection, USP

l1 FP~1379

m@?mm‘1f1mus§.n GSIe182 [9 GILEAD

ASMP)
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Ascorbic
Acid
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Managing Medication Safety During COVID-19

— Many hospitals positioned
infusion pumps outside of
COVID-19 patients’ rooms to
conserve personal protective
equipment (PPE) and reduce staff

exposure

\/I{M_D ©2021ISMP | www.ismp.org | 8
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Managing
Medication Safety

with COVID-19
Vaccines
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Acute Care
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Educating the Healthcars Community About Safe Medication Practices
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Learning from errors with the new COVID-19 vaccines rum" briefs —

ProBLEM: In mid-December, the US Food and Drug Administration (FDW)
granted emergency use authorization (EUA) to both the PfizerBioNTech and
Maoderna coronavinus disease 2019 (COVID-19) vaccings. Since then, ISMP
has received numerous voluntary reports of COVID-19 vaccine emors or
hazards through the ISMP National Vaccine Emmors Reporting Program (VERF),
the ISMP National Consumer Medication Errors Reporting Program
{C-MERP), and via email comespondence from professional colleagues. (See the last
recommendation on page & regarding a mandatory requirement to report all COVID-19
vaccine ermors and adverse reactions to the Vaccine Adverse Event Reporting Systam
(hitps:vaers hhs.gov). The following highlights a few of the misstaps happening across
the nation and intemationally, from vacdine dilution arrors to look-alike product mix-ups.
There is mudh to be gleansad from these reports, as the same types of ermors are likely
happening globally, and similar risks axdst in most settings. We conclude with safe practica
recommendations to help prevent these types of errors in your practice setting.

(Dilution Errors )

Four dilution emors were reported with the Pfizer-BioNTech COVID-19 vaccing, which was
granted EUA for immunization to prevent COVID-19 in individuals 16 years and older.
After thawing, each PfizerBioNTech multiple-dose vaccine vial contains 0.45 mL, whidh
must be diluted using 18 mL of preservative-fres (not bactariostatic) 0.9% sodium chloride
injection. Onca property diluted, each vial contains 6, perhaps even 7 dosas when using
low dead-volume syringesineadies to extract each (.3 mL (30 mog) dose. The vaccine is
administerad intramuscularly (IM) as a sedes of 2 doses 3 weaks apart.

Dilution armors result in administering too much or too litle vaccine. If you add too mudh
diluent, doses may be inaffective; if you add too little diluant, doses may invoke stronger
adverse effects (if one happens). In one reported case, mixing the vacdne with too litle
diluent was suspected when only 0.256 mL remained in the multiple-dose vial when
attempting to access the fifth dose. As instructed in the Fact Sheet, the 0.25 mL of
remaining vaccing was discarded (rather than pooled with excess vaccine from other
vials). The previous four doses may represent overdosas.

According to a second report, an inadequate velume of diluent (approximataly 1 mL)
was added to the vaccine vial. Before the emor was discovered, 3 80-yearold patient
receivad a nearly 2-fold overdose during his first vaccine dose. The patient had no Initial
reaction to the overdose and was discharged after an hour, with follow-up calls planned
for the next 48 hours. Clinic staff called a Pfizer rapresentative to determine if the patient’s
second vaccine dose should be altered, but no immaediate guid ance was offared.

The third dilution emror was similar to the previous emor in that only 1 mL instead of
1.8 mL of 0.9% sodium chloride injection was used to dilute the vaccine. Again, only one
clinic patient recaived tha nearty 2-fold overdose before the armor was caught. No datails
weare provided regarding the patients response to the overdosa.

In the last casa, which happenaed intemationally, eight healthcare workers in a long-term
care (LTC) fadility received the antire vial contants (0.45 mL), without dilution, for their first
dose of the Pfizer-BioNTech vaccine. Four of the eight workers were hospitalized as a

continued on page 2 — Vaccing orrors >

Bamlanivimab confused with belim-
umab. Four residents at a long-tarm care
(LTC)facility raceived 700 mg of belimumab
|BEM.‘|'STN instoad of the intendad bam-
Iy(IV). Bel bis
indicated for patiants with active systemic
lupus erythematosus or active lupus neph-
ritis who are also taking other lupus med-
ications. Bamlanivimab was grantad emar-
gency use suthorization (EUA) for the
treatment of mild to moderate coronavirus
dissase 2019 (COVID-19)in adults and chil
dren 12 years and older fweighing atleast
40 kg) who ara at high risk for progressing
to sevare COVID- 19 and/or hospitalization.
This event bagan when a nurse atthe LTC
facility called the offsite pharmacy with
ordaers but either mispronounced or mis-
read bamlansvimab. The pharmacist heard
balimumab, which he prepared and
dispensed. Tha praparations wara infused
over B) minutes, but no adverse reactions
wera reported for ary of the residents.

There are several alemants in common
with balimumab and bamlaniimab. Each
drug is added to a 250 mL intravenous (IV)
bag of 0.9% sodium chlonda injection. Othar
diluvants may ako ba used with belimumab,
but 09% sodium chlonde injection is one
of tha recommended base solutions. Also,
the dosages can overlap. The pharmacist
did not question the dosa of 700 mg for
belimumab because it aligned with the
patients’ waights and it fall within a safe
dosing range. Both are infused IV over
60 minutes. Bamlannimab is availlable in
700 mg vials, while belimumab comes in
120 mg and 400 mg vials for [Vuse,and ina
prefilled syringe or autoinjactor for subcu-
taneous injection. In this case, the
pharmacist processing tha order was not
familiar with either drug. Apparantly, the
praparations, labeled as bemumab, did
niot raise a red flag at the LTC facility, ether.
Tha incidentoccumrad just as bamlaniimab
usa was increasing for pationts with early

continuad on page 3 — SARETY brisk >
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International Medication Safety Network
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MEDICATION
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HOME ABOUT IM5N IMSN ADVOCACY BEST PRACTICES REPORTING PORTAL PUBLIC EVENTS

IMSN Covid-19 Vaccine Safety Interest Group (CVSIG )

INTERNATIONAL
MEDICATION
SAFETY NETWORK

Click on the titles to access the content
IMSN CVSIG Charter

IMSN CVSIG List of participants
February 11, 2021 CVSIG meeting
March 11, 2021 CVSIG meeting

April 8, 2021 CVSIG meeting

RESOURCES

=R RE @

MEMEERS ONLY

Press releases
Positions and statements

IMSN Advocacy for vaccine safety

2015 - IMSN Position Statement on

Safer Design of Vaccines Packaging and

Labelling
2020 - IMSN aiming at preventing

errors related to 2-component

vaccines
2021 - The IMSMN Covid-19 Vaccine
Safety initiative
IMSN Covid-19 Vaccine Safety
Interest Group (CVSIG )

Covid-19 Vaccine safety resources

Other publications on medication safety

issues

SEARCH

Search

Managing COVID-19 Vaccine Safety Internationally

IMSN Covid-19 Vaccine Safety Interest Group (CVSIG ) | International Medication Safety Network (intmedsafe.net))
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Learning from COVID-19 Vaccine Errors

— Dilution errors leading to under-
or overdose of vaccine

— Air injected into vial instead of
diluent; air injected into patient

— Storage issues (unsegregated
vaccine brands in refrigerator)

— Wrong vaccine given for 2" dose
(not checking/documenting in
immunization information
system)

ASMP)

An ECRI Affiliate

Administration outside of age
indications

Waste of vaccine; not taking
advantage of over-fill in vaccine
vials

Errors in scheduling 2" dose

Look-alike vials (vaccine-
monoclonal antibody mix-up)

Shoulder injury related to vaccine
administration (SIRVA)
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Preventing Errors with COVID-19 Vaccines

— Verify competency of preparers and
vaccinators (many are volunteers)

— Dispense pharmacy prepared and
labeled syringes when possible, or
one person prepares and administers

— For mass vaccination, utilize a
standard, organized process with
independent double checks

— Maximize doses withdrawn from
vials

ASMP)

An ECRI Affiliate

Separate vaccines in storage
Plan for leftover vaccine
Be prepared for allergic reactions

Report vaccine errors and adverse
reactions (in-country reporting
systems); additional reporting to
ISMP is voluntary

Utilize immunization information
systems
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MP

Institute for Safe Medication Practices
An ECRI Affiliate

Thank You!

cmichalek@ismp.org
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