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ISMP National Medication Errors 
Reporting Program

• National Medication Error Reporting Program
• National Vaccine Error Reporting Program

• Consumer Error Reporting Program



https://www.ismp.org/resources/paralyzed-mistakes-reassess-safety-neuromuscular-blockers-your-facility 
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https://www.ismp.org/resources/safety-enhancements-every-hospital-must-consider-wake-another-tragic-neuromuscular 

https://www.ismp.org/resources/safety-enhancements-every-hospital-must-consider-wake-another-tragic-neuromuscular




Contributing factors 

• Look-a like  packaging and  labe ling

• Look-a like  drug nam es
• Exa m p le s : NARCAN (na loxone) and NORCURON (vecuronium)



Contributing factors
• Drug adm in istra tion  a fte r extuba tion , such  as fa ilu re  to  

rewrite  orde rs upon  d ischarge  from  critica l ca re  (“con tinue  
previous m eds”)

• Orders typed  in to  wrong pa tien t’s m edica l record
• Unlabe led  and  m islabe led  syringes
• Syringe  swaps
• Reversa l agen t not ava ilab le
• Drug storage  issues
• Residua l d rug flushed  via  still connected  IV tub ing a fte r 

m edica tion  d iscon tinued







BEST PRACTICE 7:
• BEST PRACTICE 7: Segregate, sequester, and differentiate all 

neuromuscular blocking agents (NMBs) from other medications, 
wherever they are stored in the organization. 

• Eliminate the storage of NMBs in areas of the hospital where they are not 
routinely needed. 

• Limiting neuromuscular blockers can also help reduce mix-ups with other drugs due to 
similar appearance

• Outside ICU, ER and perioperative settings, provide in sealed box, clear plastic zip bags, 
or rapid sequence intubation (RSI) kit. 

• Segregate NMBs from all other medications in the pharmacy by placing them 
in separate lidded containers in the refrigerator or other secure, isolated 
storage area. 



BEST PRACTICE 7:
• Place auxiliary labels on all storage bins and/or ADC pockets and drawers 

that contain NMBs as well as all final medication containers of NMBs (e.g., 
syringes, intravenous (IV) bags) that state: “WARNING: CAUSES 
RESPIRATORY ARREST – PATIENT MUST BE VENTILATED” or “WARNING: 
PARALYZING AGENT – CAUSES RESPIRATORY ARREST” or “WARNING: 
CAUSES RESPIRATORY PARALYSIS – PATIENT MUST BE VENTILATED” to 
clearly communicate that respiratory paralysis will occur and ventilation is 
required. 

• Exception: The auxiliary label practice excludes anesthesia-prepared syringes of 
NMBs. 
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