
 

 

 

Peer Assessment Case Submission 
 

Learner Details   

ANONYMISED 

  

Introduction 

Outline your area of practice and the nature of your encounter with the patient (max 400 
words): 
 
My current area of practice is as a hospital pharmacist working on a rotational basis across 
aseptic services, medical and surgical wards within a district hospital. My current rotation is in 
aseptic services where I work alongside a team of specialist pharmacists, technicians and support 
staff to provide aseptically prepared medicines to patients undergoing chemotherapy and various 
other treatments. As part of this role, I also provide a service to the haematology ward on an ad 
hoc basis, this involves performing medicines reconciliation and review of patients and providing 
pharmaceutical advice to staff and patients. I encountered this patient (Mrs MM) whilst working on 
the ward and performed a medicines reconciliation and review in October 2019. 
 
 
 

Detail a brief summary of the case (max 400 words): 
I met Mrs MM whilst on the acute haematology ward as she had been admitted for severe bone 
pain and needed inpatient treatment to manage this. She had a past medical history of Multiple 
Myeloma which was currently being treated with a combination of lenalidomide and 
dexamethasone. Her disease was progressing and it was decided she was coming to the end of 
her life. It was therefore important to prioritise her current health needs and focus on improving 
her quality of life. As her pain was uncontrolled and causing a lot of distress this was the most 
important issue to ensure her analgesia and pain management was optimised. 
 
I had the following input into her care:  
• Performed a medicines reconciliation and clinical review  
• Highlighted a safety issue with oral chemotherapy dosing and emailed the oncology consultant 
to inform him of this and to gain a plan for the patients future treatment  
• Highlighted a safety issue as the patient was receiving enoxaparin alongside chemotherapy 
treatment but was also prescribed an anticoagulant for AF. Highlighted to the pharmacy aseptics 
team to not supply in future.  
• Checked consultant happy with use of NOAC off-licence in a patient with cancer 
• Provided counselling to the patient about their painkillers and pain control and prioritised that 
this was the most important issue for the patient  
• Highlighted the following during a clinical review:  
• Sub therapeutic apixaban dosing  
• Low calcium levels despite replacement  
• Communicated details of the patients admission to the pharmacy aseptic team in order to 
ensure they were aware of admission and that the next cycle of chemotherapy was not dispensed 
early 
 
 



Patient’s Details   

Age: 77 

Sex:         F ☒       M ☐ 

Allergies (include reaction where known): 
NO KNOWN DRUG ALLERGIES  
 
Intolerances/ sensitivities:  
Omeprazole (recorded on SCR as hyponatremia in August 2019)  
Warfarin (recorded on SCR as haemoptysis in October 2016) 
 
 

Past Medical History (including presenting complaint where appropriate): 
Presenting complaint: severe bone pain (uncontrolled) due to ?progression of disease  
Multiple Myeloma (diagnosed December 2016)  
Previous CTD-a and VTD treatment, currently on lenalidomide and dexamethasone.  
Cognitive impairment  
Atrial Fibrillation  
Chronic Obstructive Pulmonary Disease 
 
 

Social & Family History: 
Lives at home with husband who is main carer.  
Severe frailty as housebound at present  
Ex- smoker  
Nil Alcohol 
 

 

Current Medication List  
including acute & repeat medication and OTC drugs 

Drug Name & form Dose & frequency Indication 
Additional 
comments 

Zolendronic Acid 
Infusion 

   

 

4mg IV every 4 
weeks 

Prophylaxis of 
pathological 
fractures from 
myeloma 

 

?last had 10/7/19-
stopped due to 
osteonecrosis of 
jaw concerns 

 

Lenalidomide tablets 
 

15mg OD for 21 
days (patient 
actually taking 
10mg OD- has had 
2 doses of new 
cycle prior to 
admission) 

multiple myeloma 

CHEMOTHERAPY. 
28 day cycle. 4th 
cycle. Recently 
increased from 
10mg in September 
2019 

Dexamethasone tablets 
20mg once weekly 
(last had 
20/10/2019) 

multiple myeloma CHEMOTHERAPY 



Current Medication List  
including acute & repeat medication and OTC drugs 

Drug Name & form Dose & frequency Indication 
Additional 
comments 

Lansoprazole capsules 
30mg once weekly 
(same day as 
dexamethasone) 

PPI protection whilst 
on dexamethasone 

supportive 
medication 
alongside 
chemotherapy 

Aciclovir tablets 400mg BD 
 

prophylaxis of viral 
infection whilst on 
chemotherapy 

 

supportive 
medication 
alongside 
chemotherapy 

 

Enoxaparin s/c injection 40mg OD 

VTE prophylaxis 
whilst on lenalidomide 
(and increased risk 
from MM) 

supportive 
medication 
alongside 
chemotherapy 

Morphine sulphate M/R 
capsules 

10mg BD Pain NEW on admission 

Paracetamol tablets 
500mg QDS 
(reduced due to 
low body weight) 

Pain NEW on admission 

Salbutamol Evohaler 2 puffs PRN COPD/breathlessness Repeat medication 

Fostair 100/6Inhaler 2 puffs BD COPD Repeat medication 

Braltus inhaler 
10micograms 
inhaled OM 

COPD Repeat medication 

Adcal-D3effervescent 
 

1 tab BD 
 

Hypocalcaemia 
prophylaxis (and 
supplement for 
zolendronic acid 
infusion) 

Repeat medication 
 

Apixaban 2.5mg BD AF Repeat medication 

Bisoprolol tablets 7.5mg OD AF Repeat medication 

Digoxin 
 

125micrograms 
 

AF 
 

Repeat medication 
 

Morphine10mg/5ml liquid 
 

2.5mg 4 hourly 
PRN 
 

breakthrough pain 
 

NEW on admission 
 

 

 

 



Any compliance issues?  
 

 
 
Patient reliant on husband to administer medication. Husband seems sensible and confident.  
 
Noted discrepancy with lenalidomide treatment as 10mg was administered at home but 15mg 
prescribed on chemocare prescribing system and dispensed. Confirmed with husband treatment had 
intermittently stopped and started during a few weeks of Mrs MM being unwell, he was unaware of 
dose increase and had left over pack of 10mg from previous cycle that was stopped due to Mrs MM 
being unwell. Also confirmed administration of enoxaparin alongside NOAC therapy- patients husband 
unaware of any discussion around this.  
Despite Mrs MM's poor prognosis she was still able and willing to take her medication.  
 
No concerns as believe dosing error with lenalidomide was due to miscommunication between 
patients carer and oncology team. 
Inhaler compliance not checked as didn't think appropriate due to patient in pain- COPD stable and 
patient last exacerbation >1 year ago. 
 

 

*Test results or supplementary information (such as weight/height) can be attached as a separate document 

 

Problem Identification  
 
(Maximum 5 problems. If patient has more problems, prioritise the most important for discussion below) 

 
Problem Assessment of problem  

(including risk factors) 
Management options 
(max 400 words) 

Plan 

1.  

Uncontrolled 
pain from 
bone 
metastasis 

Pain scores  
 

Previously trialled 
zolendronic acid 
infusions but stopped 
due to concerns re: 
osteonecrosis of the 
Jaw. On Calcium 
replacement 
?previously listed for 
hip replacement but 
currently not fit for 
surgery 

Start Zomorph and 
oramorph, monitor pain 
scores and sedation 
scores (and other signs 
of opiod toxicity) 
Regular reduced dose 
paracetamol 

2.  
Progression 
of disease 
 

Patient had signs of 
disease progression:  
• New onset symptoms 
(bone pain, increased 
tiredness, infections)  
• Serum free light chain 
kappa increasing 
 • IgG kappa 
paraprotien increasing  
 
Further assessment 
may include X-ray to 

Currently on 
lenalidomide/ 
dexamethasone 
therapy Not fit for other 
chemotherapy as poor 
performance status 

Discuss options with 
consultant and refer to 
palliative care team for 
early input 



Problem Identification  
 
(Maximum 5 problems. If patient has more problems, prioritise the most important for discussion below) 

 
Problem Assessment of problem  

(including risk factors) 
Management options 
(max 400 words) 

Plan 

identify any new 
osteolytic lesions  
 
Risk factors for poor 
prognosis:  
• Increasing age (77)  
• Increasing length of 
illness and limited 
period in remission 

 

Describe the pharmaceutical contributions you made to the patient’s care  

Pharmaceutical Contribution to 
care 

Rationale and references  
(max 400 words) 

Outcome 

Identified safety issue with 
anticoagulation and VTE 
prophylaxis:  

1- prescribed apixaban for 
AF pre-admission and 
receiving prophylactic 
enoxaparin as part of 
chemotherapy regimen.  

2- apixaban not licenced 
for use in cancer 
patients- off licence 
prescribing  

3- dose of apixaban sub-
therapeutic as patient 
doesn't fit the criteria 
for dose reduction (age 
<80, weight <60, Cr 
<133 and crcl>30) 

1- NECN Cancer 
guidelines: 
Lenalidomide and 
Dexamethasone: if 
patient is taking 
anticoagulant then 
prophylactic LMWH is 
contra-indicated  

2-  apixaban SPC  
3- apixaban SPC 

1- STOPPED LMWH and 
escalated issue with 
aseptics team and 
oncology team to avoid 
future prescribing and 
dispensing. Also 
counselled patient and 
discussed with medical 
team implications of co-
administration to re-
assure patient and 
confirm no apparent 
harm caused by 
receiving both.  

2- confirmed with 
oncology consultant 
happy for apixaban to 
be prescribed 
(alternative is treatment 
dose LMWH) off 
licence  

3- increased dose of 
apixaban to ensure 
appropriate therapeutic 
dosing 

Reviewed new prescriptions 
for morphine MR + liquid 
morphine. Identified 
paracetamol not being given 
by nursing staff on medicines 

WHO guidelines: chronic pain- 
Give paracetamol regularly as 
baseline before and during 
initiation of strong opioid. 

Discussed with nurses and 
advised to give regularly. 
Discussed with patient and 
husband to ensure no 
compliance concerns and 



Describe the pharmaceutical contributions you made to the patient’s care  

Pharmaceutical Contribution to 
care 

Rationale and references  
(max 400 words) 

Outcome 

administration record as 
recorded 'no pain'- prescribed 
regular. Doses of oramorph 
given intermittently indicating 
pain present at breakthrough 
periods. 

explained rationale for taking 
regularly- re-iterated reduced 
dose due to low body weight. 
Annotated kardex to ensure 
given regular to optimise pain 
relief as reason for admission. 

Clarified plan for 
chemotherapy treatment as 
consultant review stated 
'continue treatment' but 
unaware patient was recieiving 
incorrect dose and has 
intermittently stopped 
treatment. Emailed consultant 
to highlight prescribing and 
dosing issue and clarify plan. 

Inpatient chemotherapy 
prescribing protocol at the trust 

Consultant confirmed plan to 
re-start chemotherapy at 
intended higher dose (15mg). 
Liaised with consultant to 
prescribe on chemocare and 
inpatient chart, made ward 
aware and ensured supply of 
correct strength from aseptics. 
Counselled patient and 
husband. Ensured supportive 
medication had been 
prescribed and ensured 
dexamethasone prescribed 
appropriately as once weekly 
chemotherapy dose (acyclovir 
and lansoprazole missed off 
kardex) 

  

What follow up, monitoring or signposting did this patient need?  
(Max 400 words) 

New opioid prescription: pain scores, sedation scores, bowel movements, signs of toxicity 
including: nausea, drowsiness, confusion  
Chemotherapy:  
• Toxicity scores before each cycle of chemotherapy is given  
• Renal function prior to each cycle (lenalidomide dose may need to be altered if deteriorates)  
• Hepatic function prior to each cycle of chemotherapy 
• FBC no later than 72 hours prior to chemotherapy to check for myelosupression (neutrophil 
count must be over 1 and platelets over 75) 
 • Chemotherapy review with specialist to monitor treatment efficacy and toleration  
Note dose increase so need to be extra cautious with FBC and other monitoring  
 
This patient required regular renal function monitoring as she was high risk for an acute 
deterioration given her myeloma diagnosis (which is associated with nephrotoxicity) and she was 
taking digoxin (narrow therapeutic window and higher risk of toxicity in elderly patients) and 
apixaban which is renally cleared.  
I ensured this information was clearly communicated to the MDT on the ward both verbally and 
written, I emailed the consultant and then had a verbal follow up. I also ensured I spoke to the 
patient and carer before and after each intervention. 
I then handed this information over to the aseptics pharmacy team to ensure they were aware of 
the plan and record this in the patients care plan. 



 

Reflections and learnings (Max 400 words) 

During this patient interaction I learnt the importance of ensuring appropriate transfer of 
information and continuity of care. It was clear that there had been a miscommunication between 
the oncology team and the patients carer regarding dosing of chemotherapy and there were 
several factors that may have contributed to this including patient stockpiling, verbal information 
given over the telephone and complexity of treatment (cycle regimen). Also not performing a 
medicines history when prescribing the chemotherapy regimen led to a serious error whereby the 
patient was co-administering an anticoagulant and prophylactic LMWH which could significantly 
increase bleeding risk. On further reflection of this, I would have formally reported this incident 
using the incident reporting software and then liaised with the patient safety team and aseptics 
service lead to see if there was an area of quality improvement work or education and training to 
ensure that this doesn't happen in the future and prevent potential harm to other patients. 
 
I also reflected on the importance of a thorough medicines reconciliation and checking patients 
own drugs and medicines history with a carer. Without checking these I had satisfied my 'two 
sources of information' as per the medicines reconciliation policy at the trust (confirmed with SCR 
and patient) but I instinctively went beyond this, knowing that chemotherapy was a high risk drug 
and that the patient was very unwell and I had already highlighted a prescribing issue with the 
patients anticoagulation and VTE prophylaxis. I shared this learning with the wider team at our 
monthly pharmacist meetings to raise awareness, particularly for new members of staff who may 
be less experienced.  
 
I also reflected on priorities and aims of treatment. As mentioned it was discussed with the MDT 
that Mrs MM was likely coming towards the end of her life. The treatment priority was to ensure 
her pain was controlled. Although she had a poor performance status, as her FBC/U+E/LFT were 
in range the consultant was keen to continue with chemotherapy as she had previously tolerated 
it well and it was of a lower toxicity risk than other treatments. It would also help with the pain by 
reducing the myeloma cell burden. 
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