Case-Based Learning from a Pharmacist Intervention Preventing Medication Error
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Introduction. Medication errors in emergency departments (EDs) during night shifts are heightened by fatigue, reduced staffing, and communication gaps. These errors pose serious risks to vulnerable populations such as breastfeeding mothers, where drug safety concerns extend to the infant. This case demonstrates the educational value of pharmacist-led interventions in preventing high-risk prescribing errors.
Aims. To illustrate how a real-world clinical incident can be used as a case-based learning (CBL) resource for improving prescribing safety in special populations.
Methods. A structured analysis was undertaken using the Swiss Cheese Model to identify systemic contributors to an intercepted error. Literature on lactation pharmacology and medication safety education was reviewed to support case discussion. Educational strategies for integrating the case into pharmacist and prescriber training were developed.
Results. A breastfeeding woman was prescribed cyclophosphamide 50 mg TID instead of misoprostol 200 mcg TID during an ED night shift. Cyclophosphamide, a cytotoxic alkylating agent, is contraindicated in lactation due to toxic metabolites in breast milk and risk of infant neutropenia. The pharmacist identified the error at discharge, communicated the risks to the prescriber, and corrected the order. This prevented serious harm and preserved breastfeeding. Contributing factors included time pressure, electronic prescribing dropdown selection error, and limited lactation pharmacology knowledge. Educationally, this case can be applied to simulate error recognition, interprofessional communication, and evidence-based decision-making in CBL sessions.
Conclusion. Embedding pharmacists in ED night shifts strengthens the medication safety net and provides real-world cases for health professional education. This case supports integrating lactation pharmacology and high-alert medication safety into CBL curricula, fostering practical skills in identifying and managing medication errors.
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