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Prescription Errors

Due to a recent inquiry by a national news division, 
we were asked to tally serious patient injuries and/or 
deaths reported to the Nevada State Board of Pharmacy 
that were the result of prescriptions being incorrectly 
filled in retail/community pharmacies in Nevada. Since 
this issue has been an ongoing concern of the Board, 
and to heighten awareness of how devastating to both 
the patient and the pharmacist it may be, we would like 
to share the data. The following reflects complaints to 
the Board regarding incorrectly filled prescriptions from 
the year 2000 to the present:
1.	 Number of complaints: 63
2.	 Number of those 63 that resulted in serious conse-

quences: 20
3.	 Number of those 63 that contributed to the death of 

the patient: 5
All of the above complaints were investigated and 

were brought to a full hearing before the Board. In every 
case, discipline was imposed against both the pharmacist 
and the pharmacy involved.

To share some insight on how and why these errors 
are committed, note the following:

1.	 Virtually all errors we see are the result of incorrect 
input of the prescription by the technician (or clerk, 
when clerks were allowed to input) and were not 
caught by the pharmacist.

2.	 Many errors are the result of picking the wrong medi-
cation on a “drop-down” screen. This is especially 
prevalent with “sound-alike” drugs.

3.	 Some errors were the result of the technician or 
pharmacist pulling the wrong drug from the shelf 
prior to input, and populating the drug field by typ-
ing in the national drug code from, or scanning, the 
bottle that was pulled (and is incorrect). Obviously, 
if you scan the incorrect bottle at the front end, it 
will match at the verification end.

4.	 Often, pharmacists are filling and verifying against 
the label, rather than the hard copy of the prescrip-
tion or a scanned image. Some of the scanned images 
are so poor that verification is difficult. Not looking 
at a good image or the real prescription is extremely 
dangerous.

5.	 The majority of these errors could and should have 
been caught during patient counseling. We remind 
you that Nevada law requires the pharmacist to 
counsel (not make an offer to counsel) and requires 
the pharmacist to document that counseling with a 
handwritten signature or initials. When we see a tricy-
clic antidepressant (clomipramine) go out to a patient 
who was supposed to get a fertility drug (clomiphene) 
we must really question the counseling.

Another interesting situation that Board staff is 
frequently encountering is that of a pharmacist being 
wrongly accused of misfilling a prescription that he or 
she had absolutely nothing to do with because his or 
her computer-generated initials appear on the label. We 
wonder how and why this happens so often and can only 
ascertain that pharmacists are logging in on a particular 
terminal, then leaving it open to whoever happens by and 
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National Pharmacy Compliance News
(Applicability of the contents of articles in the National Pharmacy Compliance News to a particular state or jurisdiction should not be assumed 

and can only be ascertained by examining the law of such state or jurisdiction.)

FDA Issues Guidance on Glycerin Testing to 
Prevent DEG Poisoning

Spurred to action by repeated instances of diethylene gly-
col (DEG) poisoning, Food and Drug Administration (FDA) 
recently issued a guidance for industry entitled “Testing of 
Glycerin for Diethylene Glycol.” This guidance provides 
recommendations on testing that will help pharmaceutical 
manufacturers, repackers, and other suppliers of glycerin, and 
pharmacists who engage in drug compounding, to avoid the 
use of glycerin that is contaminated with DEG and prevent 
incidents of DEG poisoning. 

DEG contamination of glycerin can be detected by using 
specific analytical test procedures described in the United States 
Pharmacopeia monograph for glycerin, which quantifies the 
amount of DEG present at a detection level of 0.1%, as recom-
mended by the interagency Diethylene Glycol Contamination 
Prevention Workshop of 1997. The guidance is available on 
the FDA Web site at www.fda.gov/cder/guidance/7654fnl.htm. 
FDA is accepting electronic comments on the guidance at  
www.fda.gov/dockets/ecomments.
Improperly Compounded Colchicine Blamed 
for Recent Deaths

Compounded colchicine that was 10 times as potent as 
labeled was responsible for two recent deaths in Oregon and 
Washington, the Portland Tribune reported on April 27, 2007. 
State officials are investigating the drug’s role in a third death, 
also in Oregon. The drug was sent to a Portland, OR, clinic by 
ApothéCure, Inc, a Dallas, TX-based compounding pharmacy 
that distributes its drugs throughout the country. The two 
patients who died had received injections of colchicine as a 
treatment for back pain. Lab tests revealed that the colchicine 
administered in the two deaths had a potency of 4 mg/ml, 
rather than the 0.5 mg/ml stated on labels. According to Gary 
A. Schnabel, executive director of the Oregon State Board of 
Pharmacy, ApothéCure, a licensed Texas pharmacy, may be 
operating as a manufacturer. Both the Oregon Board and the 
Texas State Board of Pharmacy have opened investigations 
into the incident. The Texas Board advised ApothéCure to 
stop making colchicine; the company agreed, the Portland 
Tribune reported. On May 2, FDA announced the recall of all 
strengths, sizes, and lots of injectable colchicine compounded 
and sold by ApothéCure within the last year. The FDA 
MedWatch Safety summary on this issue is available at  
www.fda.gov/medwatch/safety/2007/safety07.htm#Colchicine.
New Podcasts Provide Emerging Drug Safety 
Information

FDA recently supplemented its print- and Web-based public 
health advisories with the launch of an audio broadcast service 
providing emerging drug safety information. The broadcasts, 
commonly known as podcasts, can be transmitted to personal 
computers and personal audio players. The service is part of 
FDA’s ongoing effort to broaden and speed its communications 
on the safety of marketed medications when unexpected adverse 
events are reported to FDA. Since FDA launched the service in 
February 2007, broadcasts have addressed the potential hazards 

of local anesthetics used in hair removal; the voluntary market 
withdrawals of drugs to treat the symptoms of Parkinson’s disease 
and irritable bowel syndrome; and serious adverse events associ-
ated with agents that reduce the need for blood transfusions in 
cancer patients. The broadcasts are available on the FDA Web site 
at www.fda.gov/cder/drug/podcast/default.htm.
Prevent Tragedies Caused by Syringe Tip Caps

This column was prepared by the Institute 
for Safe Medication Practices (ISMP). ISMP 
is an independent nonprofit agency that works 
closely with United States Pharmacopeia (USP) 
and FDA in analyzing medication errors, near 
misses, and potentially hazardous conditions 

as reported by pharmacists and other practitioners. ISMP then 
makes appropriate contacts with companies and regulators, 
gathers expert opinion about prevention measures, then pub-
lishes its recommendations. If you would like to report a prob-
lem confidentially to these organizations, go to the ISMP Web site  
(www.ismp.org) for links with USP, ISMP, and FDA. Or call 1-800/ 
23-ERROR to report directly to the USP-ISMP Medication 
Errors Reporting Program. ISMP address: 1800 Byberry Rd, 
Huntingdon Valley, PA 19006. Phone: 215/947-7797. E-mail: 
ismpinfo@ismp.org. 

Over the past several years, there have been a number of 
reports where children have swallowed or choked on hypo-
dermic syringe caps that were overlooked by parents and 
left on the syringes administering the medication. In 2001, 
a 5-month-old child asphyxiated when a cap from a Becton 
Dickinson 3 ml hypodermic syringe ejected into his throat 
during medication administration. In this case, a pediatrician 
provided the parents with the hypodermic syringe (without 
the needle) to administer Vantin® (cefpodoxime) suspension. 
With the cap intact, the father inserted the syringe into the 
Vantin, pulled back the plunger, and the medication flowed 
into the syringe. To him, the cap appeared to be part of the 
syringe. When he placed the syringe containing the medica-
tion into the baby’s mouth, the cap flew off and became lodged 
in his airway. The baby was taken to the hospital where a 
procedure was performed to remove the cap; however, he 
did not survive.

Despite these reports, the mother of a 9-month-old child 
recently notified the Institute for Safe Medication Practices 
about a near fatal experience involving her child. Her com-
munity pharmacist gave her a parenteral syringe (without 
the needle) to help her accurately measure and administer 
an oral rehydration liquid for her daughter. Unfortunately, 
the pharmacist’s good intention resulted in patient harm. The 
mother was unaware that the syringe tip held a small, trans-
lucent cap; however, despite this, she was able to withdraw 
the oral liquid. Then as she administered the liquid, the cap 
on the end of the syringe ejected and became lodged in the 
child’s throat, causing airway obstruction. Fortunately, the 
child recovered.

Although parenteral syringes are not designed for oral 
administration, health care practitioners may provide them 
to patients or caregivers to measure oral liquids without 
realizing how dangerous this practice may be. Some syringe 
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goes to work on it. We have more than one case where a 
pharmacist has been accused of misfilling a prescription 
that was filled after he or she had left for the day! You 
must all be vigilant about protecting your passwords and 
most certainly the terminal at which you are logged on.

Diabetic Supplies
Board staff has received consumer complaints regard-

ing a pharmacist refusing to supply diabetic supplies 
(test strips, meters, etc) on prescriptions that do not have 
the brand to be dispensed specified by the physician. 
The scenario presents, for example, when a patient has 
a valid prescription on file simply written for “diabetic 
test strips,” which had been previously filled by the 
pharmacy for the brand requested by the patient. Then 
upon refill, the patient requests a different brand, due to 
a manufacturer’s coupon or other special offer. Since 
diabetic supplies are only put on prescription for insur-
ance purposes and do not actually require a prescription, 
it has been Board staff policy to allow the pharmacist to 
accommodate the patient’s request for whatever brand 
desired without having to call the physician. Pharmacists 
need to be sensitive to patient finances as well as to physi-
cian and pharmacy time wasted trying to generate a new 
prescription for something that does not even require 
a prescription in the first place. In conclusion, if you 
have a prescription written generically for any diabetic 
supplies, you may fill that prescription with the brand 
requested by the patient unless the practitioner specifies 
otherwise. If a specific number of refills is not indicated 
on the prescription, that prescription is valid for one year 
from the date it is written, after which a new prescription 
must be generated. 

For Your Information
1.	 As of May 23, 2007, all providers were required 

to use a National Provider Identifier (NPI) number 
when billing for services. Pharmacies should ensure 
that they have received NPIs as well as take steps 

to ensure that their computer systems are ready 
and able to use the NPIs for billing. Likewise, any 
pharmacist who bills for services should have his 
or her own NPI. The Centers for Medicare and 
Medicaid Services is allowing providers who were 
unable to fully comply with NPI requirements by 
the May 23 deadline but who were making a good 
faith effort to comply, to implement contingency 
plans until May 23, 2008. More information can be  
obtained from https://nppes.cms.hhs.gov or by calling  
1-800/465-3203.

2.	 Just a reminder that Drug Enforcement Administra-
tion (DEA) has exhausted the alpha letter “B” in its 
Type A (Practitioner) registrant population and has 
begun issuing the new alpha letter “F” as the initial 
character in newly assigned DEA numbers.

3.	 The Board of Pharmacy is now allowing two hours of 
accredited continuing education (CE) for any licensee 
who completes a cardiopulmonary resuscitation (CPR) 
course. Proof of completion of the course is necessary 
to receive credit, as with any CE program. In addition, 
CE could be earned when pharmacists choose to further 
their education. Each course completed will be reviewed 
on an individual basis for credit.


