
The Food and Drug Administration and the Institute for 
Safe Medication Practices have received reports of errors 
associated with the wrong frequency of administration with 
mefloquine as well as wrong drug errors in which meflo-
quine was dispensed instead of the intended MALARONE 
(atovaquone/proguanil). Both mefloquine (previously 
marketed as LARIAM) and Malarone are approved for use 
in the treatment and prophylaxis of malaria, but they each 
have different dosing regimens.

One report described two patients for whom mefloquine 
250 mg was prescribed to be taken daily instead of weekly 
for malaria prophylaxis. After taking mefloquine daily for 11 
days, both patients experienced a “cloudy head,” dizziness, 
nausea, and vomiting that persisted for more than 10 days 
after mefloquine was stopped.

Three reports described prescriptions written for Malarone, 
but the pharmacy mistakenly dispensed mefloquine. The first 
patient, an 18-year-old man, took four tablets (1 g) of meflo-
quine daily for 2-3 days instead of the prescribed Malarone 
and developed a headache, nausea, vomiting, and confusion. 
In the other two events, the dispensing error was caught by 
the patients prior to taking the incorrect medication.

Health care providers may be unfamiliar with antimalarial 
products due to infrequent use. Further, mefloquine and Ma-
larone have overlapping tablet strengths and similar approved 
uses as antimalarial products, making confusion more likely. 
Mistakenly believing that mefloquine and Malarone are the 
same or that they have the same dosing regimen for antima-
larial prophylaxis and treatment may lead to serious adverse 
events including vomiting, syncope, QT prolongation, para-
noia, anxiety, depression, or inadequate prophylaxis.

Health care providers should consider the following recom-
mendations to reduce the error risk.

•  Include brand and generic name. Prescribe Malarone 
using both the brand and generic names, Malarone 
(atovaquone/proguanil), to provide redundancy and 
greater differentiation from mefloquine.

•  Include the indication on the prescription. Prescrib-
ers should indicate whether the prescription or order 
is for prophylaxis or treatment of malaria. 

•  Verify every order. Verify prescriptions for antima-
larial prophylaxis and treatment, which may not be 
commonly dispensed. This includes confirmation of 
the drug, frequency of administration, and dosing 
regimen of Malarone or mefloquine with each order 
or prescription.

•  Set frequency limits. In order entry systems, establish 
an alert that will appear if mefloquine is prescribed 
daily and if Malarone is prescribed weekly.

•  Provide counseling. Counsel all patients prescribed 
antimalarial products regarding its purpose (pro-
phylaxis or treatment) and directions for use. Advise 
patients to read the medication guide when dispens-
ing mefloquine, and to call their health care provider if 
they have any questions.

BLUE DYE ALLERGY
ISMP received a report from a family member of a resident 
in a long-term care (LTC) facility who had a severe allergy 
to blue dye. Despite documentation of this allergy in the 
electronic health record (EHR) at the facility and in the 
pharmacy computer system, a pharmacist dispensed a 
medication that contained blue dye for this resident several 
times. While nurses at the LTC facility didn’t notice the blue 
dye allergy in the EHR, the resident was alert and reminded 
nurses about the allergy. Although not common, an ana-
phylactic reaction can be triggered by the color dye used in 
drugs in a patient with an allergy to the dye.
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“Do not substitute” orders for specific brands of med-
ications without the offending dye can help prevent 
these types of errors. Along with documenting in the 
pharmacy computer system, be sure the medication 
administration record includes a prominent display 
of any allergies that might be related to medications 
or their inactive ingredients, including dyes. Including 
specific product descriptions on the prescription label 
(such as blue, oblong tablet) may help people identify 
the presence of dyes in products. ■

This article is from the Institute for Safe Medication Practices 

(ISMP). The reports described were received through the 

USP–ISMP Medication Errors Reporting Program. Errors, 

near misses, or hazardous conditions may be reported at 

www.ismp.org. ISMP can be reached at 215-947-7797 or 

ismpinfo@ismp.org.
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