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FOCUS ON ERROR PREVENTION

By Ian Stewart B.Sc.Phm., R.Ph.

FOCUS ON  
ERROR PREVENTION
LIMITED DURATION OF THERAPY

Following an acute coronary syndrome event, patients 
are usually placed on a long-term platelet aggregation 
inhibitor to minimize the risk of recurrence. 
Pharmacists should be reminded that in some 
instances, the duration of therapy for a specific platelet 
aggregation inhibitor may be limited.

CASE:

Rx: Brilinta® 90mg

Sig: One tablet twice daily

Mitte: One year

A sixty-six year old patient received the above 
prescription upon discharge from hospital following an 
acute coronary syndrome event. The prescription was 
taken to the patient’s regular community pharmacy for 
processing. The correct medication was dispensed to 
the patient.

At the end of the twelfth month, the patient called the 
pharmacy for another refill of the prescription. The 
original prescriber was contacted for authorization to 
refill. The prescriber’s secretary asked that the family 
physician be contacted. 

Three days after the patient’s initial request, the 
pharmacy had not received a response from the 
patient’s family doctor and the patient was now out 
of medication and concerned about the implications 
of stopping his drug therapy abruptly. The pharmacist 
therefore made the decision to renew/extend the 
prescription for Brilinta® 90mg and dispensed the 
medication to the patient. The physician was also 
informed via fax. The following day, the physician 
contacted the pharmacy to indicate that the patient 
should not be taking Brilinta® 90mg beyond the initial 
one year. 

The pharmacist consulted the manufacturer’s product 
monograph and learnt that the recommended dosage 
for Brilinta® 90mg is twice daily for one year only 
following an acute coronary syndrome event1. The 

Ontario Drug Benefit Formulary also limits coverage 
for Brilinta® 90mg to one year2. The patient was 
therefore contacted and asked to discontinue taking 
the Brilinta® 90mg tablets.

POSSIBLE CONTRIBUTING FACTORS:

• �Delay in contacting and communicating with the 
initial prescriber and the patient’s family doctor.

• �The patient was unaware of the recommendation 
that Brilinta® 90mg be taken for one year only 
following an acute coronary syndrome event. It 
appears that they did not receive this information 
when counselled initially.

• �The dispensing pharmacist who renewed/extended 
the prescription was also unaware of the dosing 
recommendation.
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RECOMMENDATIONS:

• �Contact your software vendor to discuss the addition 
of system alerts to identify medications where the 
duration of therapy is limited. A hard stop mechanism 
may be implemented to prevent the dispensing of 
these medications beyond a specific date.

• �Ensure patients are appropriately counselled when 
receiving these drugs for the first time. Suggest that 
the patient record the end date on a calendar at 
home. Ensure that these patients understand next 
steps when the specific drug therapy ends.

• �Educate all pharmacy team members regarding the 
limited duration of some drug therapies and the 
potential for error.
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Please continue to send reports of medication errors 
in confidence to Ian Stewart at: ian.stewart2@rogers.
com. Please ensure that all identifying information (e.g. 
patient name, pharmacy name, healthcare provider 
name, etc.) are removed before submitting. 

FOCUS ON ERROR PREVENTION

GET A NEW PRACTICE TIP  EVERY WEEK ON TWITTER
As you may be aware, the College has an official Twitter account. On a daily basis, we tweet out 
helpful regulatory news and updates, new practice tools, important member reminders, and 

much more. Every week we give you a new practice tip (followed by the 
hashtag #OCPPracticeTip). 

Tips are developed from actual observations and encounters in practice and include: 
record keeping and documentation, methadone dispensing, narcotics reconciliation, 

clinical decision making, patient counselling, and much more. 

Be sure to follow OCP on Twitter so you can see each new tip once it is published!
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