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Samples of Angeliq (Drospirenone and Estradiol-17β) 

Mistakenly Provided as Birth Control

• 3 incidents in which physicians 
gave samples of this product to 
patients instead of oral 
contraceptives 

• progestin dose used for hormone 
replacement therapy is substantially lower 
than in oral contraceptives 

• effective dose of estrogen used for 
hormone replacement therapy is less than 
that used in oral contraceptives

• if a woman who has not yet reached 
menopause uses Angeliq instead of an oral 
contraceptive, she could become pregnant 
- the consequences of the mix-up could be 
devastating
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Potential Contributing Factors:

•progestin–estrogen combination in Angeliq appears similar to the combination 
of ingredients in oral contraceptives 

•labelling and packaging is similar to oral contraceptives 

•inner and outer package label does not specify the indication (treatment of 
menopausal symptoms) or the target patient population (postmenopausal 
women)

•prescribers stored samples of Angeliq in the same location as samples of oral 
contraceptives

• Notably, during ISMP Canada’s review of these incidents, it was discovered that a 
community pharmacy was mistakenly storing Angeliq in the same location as oral 
contraceptive products.

•“Angeliq” sounds like a woman’s - many oral contraceptive products include 
(or sound similar to) a woman’s name (e.g., Alesse, Apri, Linessa, Portia, 
Yasmin, Yaz)
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Potential for Confusion between 
Pradax and Plavix 

• an otherwise healthy patient was scheduled 
for an endovascular coiling procedure to treat 
a brain aneurysm

• several days before the procedure, the 
neurosurgeon wrote a prescription for Plavix 
150 mg daily with ASA 325 mg daily (to 

prevent platelet aggregation and clot formation 
during surgery) 

• day before surgery patient admitted and 
during medication reconciliation, the 
pharmacist noticed that the patient was 
taking Pradax 150 mg daily instead of the 
intended Plavix 150 mg daily 

• Order for Plavix had been misinterpreted and 
Pradax had been dispensed in error by 
community pharmacy.

• The neurosurgeon was notified of the error, 
and the procedure was postponed.
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