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Presentation objectives

� Provide background information about the 
International Medication Safety Network (IMSN) 

� Discuss how IMSN can be of benefit to the 
pharmacovigilance community to enhance reporting 
and learning systems that address medication errors

� Present IMSN Global Targeted Medication Safety Best 
Practices

� Describe ongoing safety issues with targeted items

� Provide IMSN prevention recommendations 

� Discuss role of pharmacovigilance centers



https://www.intmedsafe.net/















https://www.intmedsafe.net/wp-

content/uploads/2019/05/G-TMSBP-IMSN-

June-2019.pdf



Global Targeted Medication Safety 

Best Practices
� Specific medication safety issues are well known to 

cause harmful and fatal errors in patients despite 
knowledge of repeated occurrence and warnings. 
These deadly events have the following common 
characteristics:

� They are recurring, likely to happen to another patient if 
not addressed

� They are identifiable, easily recognized, clearly defined, 
and attributable to known causes

� They are avoidable by appropriate practices, measures, 
and organizational barriers



G-TMSBP #1

Remove potassium concentrate 

injection from drug storage 

areas on all inpatient nursing 

units/wards.









Remove potassium chloride 

concentrate injection

� Purchase and use premixed potassium solutions 
(already diluted in typical strengths for IV potassium 
replacement)

� Wherever possible, standardize potassium solution 
concentrations to eliminate the need for preparing 
potassium solutions that are not premixed or 
pharmacy-prepared.

� When necessary, prepare potassium solutions in the 
pharmacy for distribution internally within each 
hospital.





� In scenarios where premixed solutions are not 
commercially-available, when a pharmacist and pharmacy 
preparation area is not available to prepare these solutions, 
or when 24-hour pharmacy service is unavailable:
� Potassium concentrate vials or ampules should not be stored on nursing 

units/wards but instead be stored centrally, outside the pharmacy, in a 
locked cabinet.

� Potassium concentrate vials or ampules should be placed in a clear plastic 
bag with warning stickers and instructions for dilution.

� Only qualified and trained individuals (e.g., physician, nurse) should have 
access to these vials or ampules to prepare potassium solutions.

� Segregate and label storage locations of concentrated 
potassium injections in pharmacy preparation areas

Remove potassium chloride 

concentrate injection



G-TMSBP #2

Prepare and dispense vinca 

alkaloids in a minibag, 

never in a syringe



Prepare and dispense vinca alkaloids in 

a minibag, never in a syringe

� Deaths have been reported throughout the world when a 
vinca alkaloid was dispensed in a syringe but administered 
into the spinal fluid instead of IV

� The inadvertent intrathecal administration of vinca 
alkaloids leads to the destruction of the central nervous 
system radiating from the injection site. Most of the time, 
the outcome is fatal

� Vincristine is most frequently reported error because it is 
often ordered in conjunction with medications that are 
administered intrathecally (e.g., methotrexate, cytarabine, 
and/or hydrocortisone)



� ISMP reported 135 fatalities worldwide due to 
inadvertent intrathecal administration – none 
reported in minibag 

� Despite warnings (“For Intravenous Use Only—Fatal If 
Given by Other Routes”) and extensive labeling 
requirements in some countries, inadvertent 
intrathecal administration of vincristine still occurs 
today

Prepare and dispense vinca alkaloids in 

a minibag, never in a syringe





Prepare and Dispense Vinca Alkaloids in a 

Minibag, Never in a Syringe

� Alleviate risk of inadvertent intrathecal administration by 
adopting the preparation and administration of vinca 
alkaloids in minibags. 

� WHO, The Joint Commission, ISMP, UK National Health 
Service (NHS), ISMP Canada, Australia Commission on 
Safety and Quality in Health Care, French Medicines 
Agency, ISMP España, ISMP Brasil, and others



Best Practice 2
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Prevent inadvertent daily 

dosing of oral methotrexate for 

non-oncologic conditions.

G-TMSBP #3



Prevent daily dosing of oral methotrexate  

for non-oncologic conditions

� When used to treat disorders such as psoriasis and 
rheumatoid arthritis, low doses are administered weekly by 
the oral route

� Doctors may inadvertently prescribe and pharmacists may 
inadvertently dispense daily doses

� At high doses, oral methotrexate is known to be associated 
with serious and sometimes fatal blood dyscrasias

� Similar adverse outcomes have been associated with the 
use of low-dose oral methotrexate when given daily

� Fatal dosing errors reported since 1996, occurring both 
during hospitalization and after discharge



https://www.ismp.org/resources/call-action-longstanding-strategies-prevent-

accidental-daily-methotrexate-dosing-must-be



� Prescribe, dispense, and administer oral methotrexate 
ONCE WEEKLY 

� Specify day of the week but not Mondays

� Enter weekly dosage regimen as default in electronic 
systems

� In the hospital setting, remove methotrexate from nursing 
units/ward stock and “after hours” cupboards

� Dispense only the needed doses in safety packaging such as 
a dose pack, patient pack, or calendar pack

� For outpatients, dispense a maximum of 1 month’s supply

Prevent daily dosing of oral methotrexate  

for non-oncologic conditions



Prevent daily dosing of oral methotrexate  

for non-oncologic conditions

� Provide specific patient and/or family/caregiver education 
for all oral methotrexate orders or new prescriptions

� Require the patient to repeat back the instructions to 
validate that the patient understands dosing and toxicities

� Provide all patients with consumer leaflets on oral 
methotrexate (e.g., free ISMP high-alert medication 
consumer leaflet on oral methotrexate can be found at: 
www.ismp.org/ext/221)

� Educate clinical staff on the safe and appropriate use of 
methotrexate



https://www.ismp.org/sites/default/files/attachments/2018-11/Methotrexatefinal.pdf



Common Barriers

� Lack of buy-in from others: MD/RN/Leaders/RPh

� Not convinced, not a priority

� Unwillingness/inability to change culture/practice

� Lack of perceived risk - not an issue at our hospital

� EHR limitations – lack of IT support, shared IT, 
EHR capability?

� Workload concerns, inadequate staffing

� Cost



Common Barriers
� Lack of space

� Need for perfection to implement

� Inability to validate implementation, inconsistent 
implementation

� Lack of understanding of the best practice

� Not understanding alternative to 
EHR/automation 




