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“Medication Safety Is Everyone’s Responsibility”

Carbamazepine

Revisited
Revisited

This newsletter is for circulation
to healthcare providers only

Carbamazepine- Chlorpromazine
Seven errors/near misses involved confusion
between Carbamazepine and Chlorpromazine. 3
cases involved prescribing process , 3 dispensing and
1 case of both prescribing and dispensing.
Case 1 : An epilepsy patient was wrongly prescribed
Tablet Chlorpromazine (CPZ) instead
of Tablet
Carbamazepine (CBZ). The error was discovered
when the TDM level of carbamazepine was found to
be 0.
Recommendations:
1) Do not use abbreviations when prescribing.
2) Use Tall Man Lettering to differentiate look-alike
or sound-alike (LASA) medications.

An
article
on
‘Carbamazepine–
Chlorpromazine
Confusion’
was
highlighted in the Medication Safety
Newsletter Vol 3 Issue 2 (December
2011). A search through the Medication
Error Reporting System (MERS) for errors
involving Carbamazepine in 2014 found a
total of 57 errors/near misses reported.
The types of errors are shown in Table 1.
Wrong drug made up 40% of the total
errors with Carbamazepine.

Wrong
Drug,
22, (39%)

Wrong
Dose
22, (39%)

Omission
of Drug,
2,( 3%)

Wrong
Dosage
Form,
11, (19%)

Table 1: Number of Medication Error Reports
involving Carbamazepine Received in Year 2014

carBAMAZepine

chlorproMAZINE

3) Use extra cautionary sticker/label for LASA
medications.

Carbamazepine CR?
Carbamazepine?
Eleven errors/near misses involve prescribing and
dispensing were associated with wrong dosage form of
Carbamazepine.
Case 2 : A 34 years old patient was on Carbamazepine
CR and was prescribed the same when he was
admitted from 20 to 29 July. However, on 30 July,
reorder was for Tablet Carbamazepine.
Case 3 : Prescription was for Carbamazepine 300mg
tds. It was wrongly filled with Carbamazepine
Controlled-Release (CR) and labelled as 1 ½ tablets to
be taken three times a day.
Thus, healthcare staff must be cautious when
prescribing,
supplying
and
administering
Carbamazepine. READ THE LABEL.
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Editor’s
Editor’s

NOTE

Editorial Board

Our front page feature “Carbamazepine Revisited” highlights the types of
errors in our health facilities which should not have happened. Despite
on-going efforts and campaigns, basic medication errors continue to
occur. Incorrect drug and incorrect dosing regimen formed a whopping
almost 80% of the errors threatening patients’ health. Common errors
from prescribing, supplying and administration, the critical elements of
medication safety cycle, could have been avoided if caution and safety
maxim like the “Five Rights” or “Read the Label” or “Please double
check” are seriously heeded.
Just as drivers need to keep their eyes on the road for safe journey,
strong stewardship must be consistently shown at the workplace where
stakeholders are motivated to avoid errors and not just depending on
existence of procedures. Information and knowledge gained at seminars
and workshops should be translated into positive attitude and motivation
to accept change if necessary in order to minimise errors. The right
attitude to changes should be nurtured and practised persistently.
Patient safety is a 24/7 effort and must be kept on the radar at all times to
steer patients through the complexity of medical care and return them
safely to their loved ones. Unless leadership at the highest level shows
commitment to quality care, complacency towards safety culture at the
workplace may be pervasive and it is no surprise incidents revealed in
the “Carbamazepine Revisited” will keep coming back, and most
worrying is we may be one of the victims.
We welcome readers comments and feedback, partly for sharing of
experiences and more so in making this newsletter more informative and
educational.

Automation for the pharmacies!!
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Automation has gradually been adopted in the pharmacy to streamline the medication management processes.
One of the technologies employed is the automated dispensing machine. By using this machine, it does not only
improve patient convenience but also serves as an additional measure to ensure the right patient receives the
correct medication and enhance public access to healthcare.

How it works?
Medication will be prepared in
advance by the pharmacy based
on patient’s prescription received.
However, some medications such
as injectable drugs (insulin), coldchain items, inhalers, eye drops,
psychotropic and dangerous drugs
may not be suitable.
Patients will receive a notification
together with a pin number.
Patients only need to enter his/her
identification number and the
given pin number to retrieve their
medication from the machine at
their convenience.

Medication Safety Newsletter Vol 7 Issue 2 December 2015

Page 3

To Keep or Not To Keep
By Erik Tan Xi Yi, Pharmacist, Vitacare Pharmacy

Have you asked your patients on how they keep
their medicines? For example, when they open their
fridge or storage cabinet, do they often forget about
the bottle(s) of used liquid medication lying there?
Instead of checking and disposing those medication,
they continue to leave it there with the pretext to
save it for a “rainy day”.
Have your patients asked themselves: “How safe and
effective are these unfinished medications?”

To most patients, it is common to have perceptions that the medication is considered
safe and effective as long as it is still within the expiry date stated. And in some, they
may even feel that the said medications can still be used for a couple of months after
the expiry date!
Truth is, the manufacturer's expiry date is
referring to the unopened container. Eye
drops, injectables and oral preparations
especially liquid formulations or reconstituted
oral preparations have a shorter shelf life once
they have been opened. The shelf life of these
products is then determined by either the
degradation of the active drug or by risk of
microbial contamination. Consequently, use of
the products passed its expiry date may not
only result in subtherapeutic dose (especially
narrow therapeutic index drugs such as
theophylline), but it also poses safety hazard
as
toxic
degradation
or
microbial
contamination of the product may occur.
Hence, it is good practice not to use drugs
after the expiry date.
So the question now would be: “How long can
you keep a medication once opened?”. Table 1
is a list of suggested expiry of products from
date of opening.

Bear in mind that the list is a suggested expiry
date list. However, if there's any changes in the
appearance of the product that suggests it may
be unfit for use, it shall superceed the
aforementioned expiry date.

To promote Good Guidance Practice,
prescribers and pharmacists should make it a
point to inform patients (apart from the regular
medication administration process) the
recommended storage condition as well as the
importance of adhering to the expiry dates to
prevent unwanted consequences. It would be
our responsibility to advice patients to record
the date opened and calculated expiry on the
medicine package where appropriate. Besides,
make it also a habit to prescribe and dispense
the appropriate quantity of medication to
reduce wastage.

Lastly, when in doubt, don't keep!
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Table 1 List of suggested expiry of products from date of opening.
FORMULATION TYPE

EXPIRY DETAILS

RATIONALE / COMMENTS

Tablets & Capsules in original blister strips or foils
with printed expiry date

Manufacturer's expiry date as printed

To be kept at cool dry place

Tablets & Capsules stored in dispensing bottles

6 months from date of opening

To be kept at cool dry place

Dispersible Tablets

Aspirin (1 month)
Glyceryl Trinitrate Tablets (Follow manufacturer’s expiry
date; may range from 2 to 3 months)

To be kept at cool dry place

Oral Liquids (In original manufacturer's packaging
which does not requires reconstitution)

6 months from date of opening unless otherwise specified
by manufacturer

To be kept at cool dry place

Oral Liquids which requires reconstitution (E.g.
antibiotics)

Amoxycillin suspension (14 days); otherwise indicated in
product insert
Amoxycillin/Clavulanic Acid suspension (7 days)
Erythromycin ES suspension (10 days)
Cefuroxim suspension (14 days)

Refrigerate after reconstitution

Powder Sachet / SIP Feed /
Oral Supplementary Nutrition

Once reconstituted or opened, discard after 24 hours

24 hours if kept in fridge

Creams / Ointments in Tub

1 month from date of opening

Exposed contents may increase risk
of contamination

Creams / Ointments in Tube

3 month from date of opening

Closed containers, not openly
exposed to environment

Creams / Ointments in Pump Dispenser packs

Follow manufacturer's expiry or refer to expiry symbol

Closed containers, not openly
exposed to environment

Eye / Ear / Nose Drops (Multidose type)

Generally 30 days from date of opening except otherwise
indicated e.g. Vismed (3 months), Hylocomod (6 months)

Useful to write the date when
opened

Insulin

Unopened: Manufaturer's expiry date when stored
between 2-8°C
Opened: Maximum 4 weeks for insulin vials and pens at
less than 25°C

Once the sterile seal has been
broken, may be stored outside the
fridge at room temperature up to
25°C

References:
1) Expiration Dating of Unit-Dose Repackaged Drugs: Compliance Policy Guide. U.S. Department of Health
and Human Services Food and Drug Administration Center fro Drug Evaluation and Research (CDER)
2) Good Practice Guidance for Care Homes Expiry Dates. Sheffield Care Homes.
3) Caring for Care Homes. Northern, Eastern and Western Devon, Clinical Commissioning Group.
4) Good Practice Guidance 4: Expiry Dates for Medication. Berkshire East.

5) Good Practice 6: Administration of Creams and Ointments in Care Homes. Berkshire East.
6) Good Practice Guidance Q: Guidance on the Expiry Dates and Storage of Medicines in Care Homes
(with or without nursing). Oxforshire Clinical Commissioning Group.
7) Guidance on Storage of Medicines and Expiry Dates. Corby & Nene Clinical Commissioning Group.
8) Martin M. Et. Al. (2003). How Long Should Insulin Be Used Once a Vial is Started.

How can technology improve safety in
medication administration?
By Mohd Fazli Shuib, Chairperson, MPS Hospital Pharmacy Chapter

Medication errors are prevalent in hospital settings and often lead to patient harm. Errors can happen at any stage
of the medication processes and among the serious medication errors, about one third of it occur during
administration process. Although it is a standard process for nurses to perform the ‘5 Rights’ of Medication
Administration prior to administering medication but there is still substantial risk of administration errors. WHY?
Medication administration being the last step in the medication process traditionally rely greatly on vigilance of
nurses to ensure 5R. This coupled with low administration error intercept rate, simply increase the likelihood of the
error reaching the patient. An

analysis of medication errors revealed that of the more
than 1.2 million adverse drug events (ADE) that occurred across the United
States in 2004, of which 8.6 % were avoidable if intercepted during the
medication administration process.1 Therefore, incorporating barriers to errors during
administration process is critically important to help intercept and prevent such errors and barcode technology can
assume such role as barriers by acting as a systematic safeguard. (See Figure 1).
Bar-Coded Medication Administration (BCMA) technology applies several technologies into the nursing workflow
to ensure that the correct medication is administered at the correct dose, correct time and to the correct patient.
By incorporating bar-code verification technology within an electronic medication management system ensures a
much more effective verification process prior to administration.

reduction in errors using BCMA

systems2.

Study shows a 54% to 87%
>>>>> Page 5

Page 5

Medication Safety Newsletter Vol 7 Issue 2 December 2015

MERS
Medication Error
Reporting System

Injection or Oral?

Some medications are available in multiple dosage formulations. This may lead
to confusion of doses between the different dosage forms. As a result, patients
may be given an incorrect dosage form or wrong dose. Healthcare providers
need to be alert when handling medications with multiple dosage formulations.

Below are examples of such medications reported to MERS and their recommended doses:
Drug (Injection)
Amoxicillin 1 g & Clavulanate 200 mg
Amoxicillin 500 mg & Clavulanate 100 mg

Injection Dose
1.2g tds

Ampicillin Sodium 1g & Sulbactam Sodium
500mg
Ampicillin Sodium 500 mg & Sulbactam
Sodium 250 mg

1.5g tds

Drug (Oral)
Amoxicillin 500 mg & Clavulanate 125 mg

Oral Dose
625mg bd

Ampicillin Sodium & Sulbactam Sodium
375 mg

375mg bd

Azithromycin 500 mg Injection
Cefuroxime Sodium 250 mg
Cefuroxime Sodium 750 mg
Cefuroxime Sodium 1.5G

500mg od
750mg tds

Azithromycin 250 mg
Cefuroxime Axetil 125 mg
Cefuroxime Axetil 250 mg

500mg od
250mg bd

Ciprofloxacin 100 mg/50 ml
Ciprofloxacin 200 mg/100 ml

400mg bd

Ciprofloxacin 250 mg
Ciprofloxacin 500 mg

500mg bd

Cloxacillin Sodium 250 mg
Cloxacillin Sodium 500 mg

250mg-500mg
qid

Cloxacillin Sodium 250 mg
Cloxacillin Sodium 500 mg

Diclofenac Sodium 75 mg/3 ml
Erythromycin Lactobionate 500 mg

IM 75 mg tds
500mg bd

Diclofenac 50 mg
Erythromycin Ethylsuccinate 400 mg

Ranitidine 25 mg/ml
Tramadol HCl 50 mg/ml
Tranexamic Acid 100 mg/ml

50mg tds
50mg tds
500mg – 1g tds

Ranitidine 150 mg
Ranitidine 300 mg
Tramadol HCl 50 mg
Tranexamic Acid 250 mg

250mg-500mg
qid
50mg tds
400md bd
150mg bd /
300mg od
50mg tds/prn
500mg tds

>> from Page 4

Step 1:
Verify Patient’s ID

Step 2:
Verify Patient’s Medication

BCMA is a point of care system that ensures positive
patient identification and electronic verification of
medications at the patient’s bedside prior to their
administration and the key feature of BCMA is
barcode labeling of medications and patient
wristbands. In BCMA, a handheld barcode scanner is
used to scan patient’s barcoded wristband and the
barcoded medications package to be administered.
After scanning both patient’s and medication
barcodes, the system checks and confirms the
patient’s identity and matches the patient with the
prescribed medication order. If there is no
discrepancy, nurse proceeds to administer the
medication, otherwise nurse will be alerted if there is
any discrepancy.

Figure 1 Effect of Health Information Technology at Key Stages
in the Process of Medication Use.

References: 1.Adverse drug events in US hospital, 2004

2.Barcode medication administration evidence.2007.
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Medication Safety Event
The Medication Safety Committee of
Sultanah Aminah Hospital, Johor had
organized a Medication Safety Workshop on 29 October
2014. A total of 63 hospital staffs including doctors,
pharmacists and nurses attended the workshop. Apart from
talks on medication safety, participants had case discussions
where they learned about the process of identifying problem,
gather information, formulate an action, preventive and
evaluation plan to prevent the same error reocurring.

Workshop

AWARENESS WEEK
The Medication Safety Subcommittee of Selayang
Hospital chaired by
Dr. S. Sushila C.
Sivasubramaniam had organized a Medication
Safety Awareness Week from 4-6 November
2014. During that period, a Medication Safety
Awareness Booth was set up at the main lobby
area by the Pharmacy Department in collaboration
with BP Healthcare Group and the Enforcement
Pharmacy of Selangor.

EXHIBITION

CPE SESSIONS

Malacca Hospital, 23 April 2015

Medication Safety Exhibition in Kelantan.

Queen Elizabeth I Hospital,
Kota Kinabalu, Sabah
14 Mac 2015
Tuanku Fauziah Hospital, 20 April 2015

