BOPA Learning Centre: Verification of Chemotherapy Prescriptions Module

Assessment Document

Briish Oncolagy Priammacy Aesocition

opan

[- ]
.I Please print this document to complete the assessment. You should also have a copy of the

BOPA prescription verification standards to hand.

Summary of Verification Stages

1. Check the Prescription

= Has the drug been prescribed properly?
2. Check the Protocol

= What is the regimen and has it been approved?
3. Check Patient Details

= Is the regimen appropriate and are the patient demographics correct?

4, Check Administration Details

= Have drug interactions, supportive therapy, timing of administration and method of administration

been considered?
5. Check Calculations
= Are the dose banding and dose calculations correct?
6. Check Laboratory Results

= Do these results impact on whether or not the patient should receive chemotherapy?

7. Sign and Date Prescription as a Record of Verification

= Don't forget to sign and date the prescription as a record of verification

Assessment Question:

Identify the error in each of the following 8 prescriptions (there will only be one error per prescription).

Determine which of the 7 verification steps the error has been made in and record this in the table below.

Answer Table

Record your selected answer for each prescription in the table below, you will need these answers to
complete the online assessment. Once complete, return to Lesson 5 to take the online assessment.

Prescription Number

Verification Stage
1 2 3 4

5

Check the Prescription

Check the Protocol

Check Patient Details

Check Administration
Details

Check Calculations

Check Laboratory
Results

Sign and Date
Prescription

Date of Review January 2014. Update due January 2016.



Prescription 1

Check intranet for latest version of this document http://intranet/ch

I CHEMOTHERAPY PRESCRIPTION CHART

emotherapyPPF/index.htm (signed master copy available in pharmacy)

PATIENT NAME* (r TenkinS HOSPITAL NaeHA HEIGHT (m) |75
HOSPITAL NUMBER* | OO BOO6 4 CONSULTANT T Wi lkuasSan | WEIGHT (Kg) Q9
DATE OF BIRTH" =2 /2 /60 WARD O | BSA (m?) e
ADDRESS” DATE & TIME ALLERGIES = .
ﬂ. S\’M&f REQUIRED Tue ZSAO/I J QI\\C«UM’)
TOWN ' uva Advanced
COURSE Advanced
C_j \’V\ NUMBER @ Co'“@ Colorect*a . Breast Cancer*
D Cancer Cancer
¥ PRE-TREATMENT
Attach Addressograph Label Above BLOOD RESULTS Date: ZQ}‘OHb: \ ’3 WBcrﬁ Neut = 5 Plts= 25@

* Alternative prescriptions exist for continuous capecitabine for upper Gl and for Concurrent treatment with radiotherapy.
» Usually given for 14 days every 21 days. Blood counts need checking & recording before can be issued. Can proceed if neutrophils > 1.5, plts >100.

o DISPENSING INSTRUCTIONS: Supplied as combination of 150mg and 500mg tablets validating pharmacist to specify quantity required. Photocopy prescription and

attach copy to dispensed drugs to be used as record of administration/ supply.

NURSING/PHARMACY USE

CYTOTOXIC - HANDLE WITH CARE FOR PHARMACY USE e S SIS U e
B DRUG DOSE | CALCULATED |  DIRECTIONS |  o\o | CLNICAL |AMOUNTTO |DISPENSED | AMOUNT | CHECKED E’;i'ggﬁgg CHECKED | GIVENTO
mg/m?) DOSE(mg) | (see above) CHECK | SUPPLY BY | SUPPLED |  BY oo, | BY | PaTENT
ol -y 1250 Tobe taken | For14 X500 X500
Gapecitanine mg/m? 227’0 TWICE Daily | days Only __ x150 __ x150

How to take:

Side effects

Missed dose:

Post dose vomiting:

COUNSELLING POINTS FOR ORAL CAPECITABINE

Take tablets 12 hours apart, within 30 minutes after the end of meal (i.e. breakfast & evening meal.) Swallow whole with water

Common side effects to discuss with patient include; diarrhoea, nausea & vomiting, stomatitis (mouth ulcers), Hand-foot syndrome
(painful red swelling in hands and feet), fever or infection. If patients notice any of these advise them to stop taking treatment, contact
doctor/chemotherapy day unit who will take steps to manage side effects and advise on continuing treatment.

If remember 30 to 90 minutes after they should have taken their tablets, take the missed dose, otherwise only take the regular dose at
next scheduled time. Do not double-up doses to make up for the missed doses or take extra doses at the end of the treatment cycle.

In the case of vomiting within a few hours after drug intake, never repeat the administration of the dose.

"’V\xgi\\mﬁag{\
ed L S

: Approv

Storage/ Disposal Tablets should be stored in cool dry place less than 30°C. Unused medicines must be returned to hospital pharmacy for disposal
PRESCRIBER'S SIGNATURE | ¢ J iibmﬂ/\/\,_ PRINT NAME DATE 24 /0/||
(Ref: CAPECITABINE CHEMO Rx V4.1 Prepared L W

Jan 2010)




iption 2
Prescrlptl CHEMOTHERAPY PRESCRIPTION FORM Erlotinib Page 1 of 1
Regional Services Directorate, Specialist Oncology Services

attach addressograph below
Diagnosis: NSCLC
surname ... N)C O Stage: Laboratory results
Eorenams. . UCDH m Regimen: Oral erlotinib (Tarceva) Serum creatinine ................
Drug Dose  Days(egD 1-4) Bili .......... ASTIALT .oconineaniniing
DOB) / l / l c) SQ Erlotinib 150mg/day Daily
Unit No......... 1.2- g?‘% ......... Max. cumulative dose: N/A '[I;p):io;ity assessment
grrnoBa: GAdS. s sesimig
CHI No _ <5 7 654 23 Cycle 0. T Rash Y/N
Frequency: Daily
SRR 11 o4 i War O} Dose reduction ... ... % Confirmed Ye (see below)
ROASON oo isiviumiissiiimmsmgsviimmssiaiimmiess
Date required....) | /\.l./l LTime 11 GMN )
Clinical pharmacist check
Dosing schedule LFTs may be pending. Clinical pharmacist/nurse to
i i - 150 . Reduce to 100ma/day if re confirm LFTs and contact patient.
**Supply loperamide & hydrocortisone at cycle 1 only i shr?dgi,ac:?g - AL e Pharmagcist to confirm LFTs

Nurse to confirm LFTs
(delete and sign as appropriate)

For completion by Prescriber

Date Drug Dose Prescribed dose Route Prescribed by Dispensed by Checked by | Manufacturer | Quantity

Erlotinib (Tarceva) oral tablet
l / It , | [ | Label - swallow whole at least 1hr before food | 150mg/day | SQ N\Q PO Roche
or 2hrs after food

4mg initially then 2mg after each

l / l [ l H Loperamide capsule loose stool for up to 5 days; PO Sy Sy 1 pack
maximum 16mg/day
Cycle 1 only
[ / I / | { | Hydrocortisone 1% cream Apply to sparingly to erlotinib rash Topical 1 tube

NB Confirm patient been consented for this regime prescriber’s initial... P\ D ............
Prescriber (Print name and Sign).....o.ooi ettt et et e et e Date......... /] \: /} N

Consultant M(_ gOSS I C:cor Centre Lung Cancer Team

— Version 2, July 2008



Prescription 3

HOSPITAL NHS TRUST
ADULT HAEMATOLOGY CHEMOTHERAPY PRESCRIPTION CHART
Condition: MM for patients not suitable for Helphalan or M&P due to low counts, Severe renal impairment

AFFIX ADDRESOGRAPH LABEL HERE OR FILL CYC'-fOP ';IOISPHAMIDE WEEKLY (oRAL)
IN THE DETAILS: Dd! or cycile:
NAME : . B O ERRINAN) @
Dataofbirth..........zg...../....s / 144% Cycle No......ovmveleecvencnnenen
Interval between cycles: 7 days
HOSPITAL No...| 2'?> ................ Treatment length: Until disease has reached plateau phase
WARD ...f‘.LCl&Y?f)iconsuumrD(.Q.Cﬂfkf

Wit (Kg)....6.5....Ht(cm).....l..6.Q......BSA (m2)..... 16% X euirophils..4'32\.P|c|teleis..&)Q.

Dose reduction intended (Y@..........Any Allergies?......... MLES.......Clinical Check Bisasssmsiss:
PLEASE COMPLETE ALL DETAILS & TICK BOX IF REQUIRED, OR CROSS OUT DRUG IF NOT REQUIRED
Tick if Dis Check | Quantit
DRUG DOSE Required ¥ byp by Disp. A
CYCLOPHOSPHAMIDE 50mg tablets
at a dose of 300mg/m? on the same Take 600mg onthesame ( 7 | | |
day each week. It should be given early in the day egch week, for
day and the bladder voided frequently | % ..weeks X 50mg
IOR!| CYCLOPHOSPHAMIDE 50mg OR
on the sam
AND
Omeprazote.20mg PO daiby=znsder preaibing if on steroids |
Allopurinol g PO daily (or PO
daily if CrCl <20 i -2 cycles
One to be taken up to three times
Metoclopramide tablets 10mg daily if needed for nausea \/
Chlorhexidine 0.2% Mouthwash Use 10ml four times daily L/
Aciclovir 400mg tablets Take ONE tablet twice daily il
Fluconazole 50mg capsules Take ONE capsule daily g
Cotrimoxazole 480mg tablets Take ONE tablet TWICE daily on
Mondays, Wednesdays & Fridays only \-/

Consider the need for a biphosphonate:

SIGNED BY...A X AN pate:... A4 |1

No OF DAY'S SUPPLY REQ (except Cyclophosphamide & Prednisolone if prescribed) 6@

w Renal impgirment Cyclophosphamide should ideally be given to patients who can tolerate a good fluid

intake and whose serum creatinine is <600umol/L. If serum creatinine is >300umol/L reduce dose of cyclophosphamide to 200mg/m?
Cytopenias Try and maintain full dosage & give every 7 days .If necessary. Platelet support should be given. Cytopenias are likely to
reflect active disease and no dose modification needed if cytopenia due to marrow filtration. If significant neutropenia or
thrombocytopenia occurs (not due to disease), omission of the doses for 1-3 weeks or dose reduction of the weekly cyclophosphamide
dose can be tried. GCSF can also be given to maintain dose schedule.

See latest SPC& MCCN Protocol for full prescribing information(the infarmation below relates anly to the Cyclophosphamide)
Cgm[gindicuﬁons; Hypersensitivity and haemorrhagic cystitis

§ggcia| Erggggliong Should not be given to pregnant/breastfeeding women. Withhold in severe bone marrow suppression (see above
also).Should not normally be given to patients with severe infections and should be withdrawn if such infections become life-threatening. Caution in
renal and/or hepatic impairment.(see above also)-not recommended if bilirubin >17 umol/L (1mg/100ml) or serum transaminases or Alk Phos >2-3x
ULN-Reduce dose. Encourage good fluid intake.

Interactions: Oral hypoglycaemic agents may be potentiated by cyclophosphamide.

Qndgsirahle effgdg Iinglgdg): Leucopenia, amenorrhoea & azoospermia, haematuria, bladder contractures & fibrosis (late sequelae),SIADH,

myocardial toxlciti, hair loss, mucosal ulceration, ﬁiﬁmemation, nausea & vomiﬁni,imerﬂiﬂol pulmonori fibrosis.




Prescription 4

CHEMOTHERAPY AND SUPPORT MEDICATION PRESCRIPTION
THIS PRESCRIPTION CAN ONLY BE DISPENSED IF IT IS PRESENTED WITH THE PATIENT’S ONCOLOGY TREATMENT CHART AND PROTOCOL

Name:

Test Patell

Hospital Number:

|1 224567

Date of Birth:

2 /2 /50

ALLERGY STATUS (If no known drug allergies please write NKDA):

U Date: %/'O//(

DATE: ....ooieii.

Ondansetron

IV Bolus/ NaCl 0.8%

Before chemotherapy

Signature: ....... 7., O LR R T
Comisu FRnts Dr ‘e\ oS S (It is mandato a DOCTOR to complete this section)
7 R
COLORECT AL C ANCEvR Prescription CLINICAL TRIAL DETAILS (IF RELEVANT)
Chart No.
OXALIPLATIN AND CAPECITABINE (OxaliC ap) 3
3-WEEKLY REGIME
P ——
e DRUG DOSE FOLTES DURATION Bee | vrans | maely | Smrunihy
DATE VOLUME!/ DILUENT SIGNATURE SIGNATURE SIGNATURE SIGNATURE
Ondansetron 8mg IV Bolus/ NaCl 0.8% Before chemotherapy j%
CYCLE: 3 ... | Dexamethasone 8mg IV Bolus/ NaCl 0.9% Before chemotherapy 3%
OXALIPLATIN 2_50 IV Infusion/ 250ml Dextrose 5% 2 hours U%
CAPECITABINE AM: .
DATE: “'/“ .]l-\ 1500 ORAL BD for 14 days i SRS
CAPECITABINE TS g
PRI TSI R SO A0 o e 8 W NI W O SRR TN T ST P e

8mg
Dexamethasone 8mg 1V Bolus/ NaC! 0.9% Before chemotherapy
OXALIPLATIN IV Infusion/ 250mi Dextrose 5% 2 hours

CAPECITABINE

AM:

CAPECITABINE

Ondasetrn

PM:;

IV Bolus/ NaCl 0.9%

BD for 14 days

Before chemotherapy

T DT ST L S TR R

8mg
Dexamethasone 8mg IV Bolus/ NaCl 0.9% Before chemotherapy
OXALIPLATIN IV Infusion/ 250mi Dextrose 5% 2 hours
CAPECITABINE AM:

CAPECITABINE

ORAL

BD for 9 days

Notes: Capecitabine tablets available in 150mg and 500mg strength only.
SEE PROTOCOL FOR DOSAGE REDUCTIONS IF CREATININE CLEARANCE < 50 ml/min
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Prescription 5

I i oseivaL, I

Hospital no.

122456 F

5‘\/\\"(»—\

Surname

INTRAVENOUS CHEMOTHERAPY PRESCRIPTION CHART

Regimen Docetaxel Diagnosis Prostate Ca

(NICE)
Cycle no.
Stage
(up to 10 cycles)
Status

First name < S wla c
Consultant 8\ Ward Oj C
Dateofbith 9y [ 3 | 1O
Fill in or affix addressograph label 25 0
Prescription checked by pharmacist
DateZho Date2s/io gii .
Height (cm omments e.g. dose Date prescribed
Hb || Na '4—‘ ALP G Z g (e} | eo reductions, drug idiosyncrasies,
Wee 5 K 4’} ALT Z' Welghzt (kg) '_IS allergies or private patient 2 3 /[ 0 /\ l
Date to be given
Neuts . ur 4% Ab 48 | [SA@) - 4% ’
Pits 180 ||1<F SO ||cra ZA—/IO/U
PRESCRIPTION ADMINISTRATION
Drug Dose | Diluent and volume Route | Duration | Dr | Pharm | Date | Admin | Admin | Check
: sig slg given time by by
Ondansetron 8mg - 30-60
mins pre &_‘
chemo
100mis Sodium Vi flush m
Chloride 0.9%
Docetaxel l 3 5 In 250mls Sodium \Y| 60mins %-
1 0,
(75mgim?) Chloride 0.9% |
100mis Sodium i 30mins &
Chloride 0.9%
TTA medication to accompany Docetaxel chemotherapy
Drug Dose Time or Route Other directions Doctors Dispensed Pharmacy
frequency of ; by notes
of admin admin sig
Ondansetron 8mg 11pm Oral On night of &
chemotherapy
V—
Dexamethasone 8mg BD Oral For two days starting
day before chemo then 3&
start prednisolone
Metoclopramide 10mg TDS Oral For two days starting
day before chemo then G
as required (supply
14x10mg))
Omeprazole 20mg oD Oral For two days starting 3%
day before chemo
Prednisolone 5mg BD Oral Continuous starting
day after chemo &%
(supply 3/52)

*Controlled Drugs must be prescribed on standard outpatient prescription form.

Reference Number RUHCPP90




Prescription 6

REGIMEN:  BEVACIZUMAB 5 -10mg/kg every 2 weeks until progression
o Cancer Drug fund - Second Line metastatic carcinoma of the colon in combination with
fluoropyrimidine based chemotherapy

.Apply via Cancer Network process for funding for this indication. (Ref Spc. & icdf appl. form)

Bevacizumab 5- 10mg/kg IV infusion over 90 mins cycle 1, then over 60 mins cycle 2 and then over 30 mins
cycle 3 if tolerated.
Give Bevacizumab first, then rest of chemotherapy.

Notes: Patient label
No dosage adjustments necessary in renal or hepatic S SV”'LO.UL)

impairment. ,2, T GlC)f\ SW(’.‘
London W1

Helght (cm) go Waight (kg) l %O BSA{m") N ln Total courses intended: é B &/ )

DOSE CHANGES (with reasons): None. ‘C)ndj lkﬂ

Allergies / sensitivities N t‘}/\
DATE 2} I
Nl
Cycle No. 1 2 3 4 5 6 T 8
Haemoglobin {g/dL) l 5
WBC (x10%/L) 4-
Neutrophils (x109/L) 7]
Platelets (x10%/L) 100D
Creatinine (pmol/L) 13
Cale CrCl {mlmin)
BSA (m’) 2‘_00
IV Chemotherapy Dose | Dose Dose Dose Dose Dose Dose Dose

“Bevacizumab IV Infusion :
in 100 m! 0.9% Sodium %w
Chloride

Infusion period (mins)

| Time Started

Batch No

Flush 50ml 0.9% Sodium
chloride

Pre-medication Dose Dose Dose Dose Dose Dose Dose Dose

Ordered by: G.E;l o

Prescribed by:  —7)| %]

Pharmacist Check: NA)

Given b-y'E

“Written B Checked B roved b Date written Review dale



Prescription 7

IV AND PO CHEMOTHERAPY / FLUID PRESCRIPTION SHEET

SURNAME —Y‘NDE\__&! proTOCOL: ECX Course No: DATE: DATE:
FIRSTNAME yy"\ HT= (oesophageal/gastric Ca) (D HB | 4 . (@) Na|4 &5
UnitNo. (OO | R | - 35 Allergies 'Q / WBC (5-7] K 4§
DOB  |3.12.149450 |WrI=- 73 K NEUTS 2.4~ |Ura S
CONSULTANT M\ TTRHNSDA) Drug Idiosyncrasies: PLTS 224D | Creat ‘BO
WARD mg gﬁi( SURFACE CRICL: | s Alb 33
aRea= 20 N } K Bl
DATE DRUG DOSE | TOTAL | ROUTE | INFUSION | VOLUME | DURATION | DATETO | DRs | DATE | ADMIN | ADMIN | CHECK | pHAR
DAY M2 | DOSE FLUID BEGIVEN | SIG | GIVEN | TIME | BY BY SIG
(/u]11 | Ondansetron 8mg iv stat_ | | /1A [N
| /it | u| Dexamethasone 8 mg iv stat &
Establish fast running drip with 500mls 0.9% NaCl down line 1 N
D1 | Epirubicin (Line 1) 220 ™ stat L :
Ju ivi | 0.9%NaCl | 1000mls | 8 hours "
| /l( | u ivi 5% Glucose | 1000mls | 8 hours B ?\
( / i 20mmols Potassium ivi 0.9%NaCl | 1000mls | 8 hours
Chloride & 20mmols %:
Magnesium Sulphate
(/ulit | Cisplatin (Line 1) me 1@y | i [09%NaCl | 1000mis | 4 hours « Y
\ /[( | u ivi 0.9%NaCl | 1000mls | & hours e :R\/
| /[( l 1 vi 5% Glucose 1000mls | 8 hours - R
20mmols Potassium ivi | 0.9%NaCl | 1000mls | 8 hours o
{/1t[11{ Chioride & 20mmols L t@/‘
Magnesium Sulphate
D1- | Capecitabine . 4 . 21 days
D21 | (NB. Must also be Rx 3“6' o l } % !
on inpatient drug chart) st B0 aﬂl;lgs \ W/
meal
Comments:

Reference Number RUHCPP135




Prescription 8

Hospital

paien e AN, NN
Unit No..... l 1345
CHINo.. S 432\ ...

Date ot’binh.....6..[.8.[6.@.‘.

(or affix addressograph label)

Chemotherapy Prescription Form

Protocol: FEC 100

No. of cycles: 6

........

Diagnosis: Early stage breast cancer

Frequency: every 3 weeks

Cycle number.. ..

Weight 6Okg

............................................

Surface arel'._.] .\.mz

Ward/Clinic: i Date of treatment: 24/ 10/ 1)

FEC 100 Page 1 of 2
Haemoglobin: Lt g/L
WCC: 22 x10L
Neutrophils: L= xI10L
Platelets: 12 x10”L
Serum Creatinine: RO umol/L
Creatinine clearance a4 ml/min
LFTs:
Biliubin_ D __AST _—  ALT 20
Confirmed: Yes/ No results pending

Clinical pharmacist check ............
Days | Time Drug and dose (m”) and form Actual | Infusion fluid and | Route of | Dose Admin. | given | check | Comments
dose final volume admin. | adjustment | ., ¢0 RY 244
PRE-MEDS
Q(F 1o /M 1 Pre-med Ondansetron 8mg injection 8mg v
2 / ol 1 Pre-med Dexamethasone 8mg injection 8mg v
CHEMOTHERAPY given | check | dispensed | check Pharmacy use only
by by by by
1 T=00hrs 5-Fluorouracil 500mg/m* ' N/A v Slow IV
2110 [ injection BSO bolus
1 T=00hrs | Epirubicin 100mg/m’ N/A v Slow IV
29/ (Max. cumulative: 900mg/m®) "}O bolus
1 T=00hrs | Cyclophosphamide 500mg/m’ N/A vV Slow IV
24"/ 10 {l l %SO bolus

Prescribed By..DI.T. ¥
Page/Extension Noé}%

Version |

Print NameDr:j‘(\qSkQ\\ Date 2—4./‘01’ )
Consultant..QC...R....G.‘Ee\.‘:j....

Acknowledgments to _
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