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Background and epidemiology:
A recent Morbidity and Mortality
Weekly Report on inadvertent in-
tradermal administration of
tetanus toxoid1 highlights the
importance of reporting adverse
events that arise from vaccine
administration. The US Vaccine
Adverse Event Reporting Sys-
tem (VAERS) has detected 2
clusters of inadvertent intrader-
mal administration of tetanus
toxoid-containing vaccines in
the past few months.

One cluster, reported in
April 2004, involved 5 patients
who received tetanus toxoid in
error from a health care pro-
vider. A second cluster, which
was detected 2 months later and
involved an undisclosed number
of patients, occurred when the
health care provider confused
tetanus and diphtheria toxoid
(Td) with tuberculin purified
protein derivative (PPD) and
administered Td intradermally.
The resulting local reactions
were interpreted as positive tu-
berculin skin tests, and the pa-
tients were given isoniazid. The
error was detected when the
vaccine lot numbers were re-
viewed and the product was re-
vealed to be Td. The isoniazid
therapy was discontinued, and

no adverse reactions to it were
observed.

As of March 2004, VAERS
had reported about 100 events,
spanning 21 states, of patients re-
ceiving tetanus toxoid-containing
vaccines instead of PPD. This
prompted the US Centers for
Disease Control and Prevention
and the Food and Drug Admin-
istration (FDA) to initiate a full
review of adverse events caused
by inadvertent administration of
vaccines and PPD products re-
ported to VAERS.

Clinical management: Similar
packaging of PPD and tetanus
toxoid-containing vaccines and
side-by-side storage of these
products in the refrigerator might
contribute to medication error.
Health care providers should
consider the following measures
to prevent vaccine confusion:
physical separation of products in
the refrigerator, careful visual in-
spection and reading of labels,
preparation of PPD for patient
use only at time of testing and
improved record-keeping of lot
numbers of vaccines and other
injectable products.

Prevention: The FDA has re-
cently introduced a rule requiring

individual drug packages to have
identifying bar codes. The goal is
for health care facilities and phar-
macies to scan packages when the
drug is dispensed to avoid errors.

This report demonstrates
the value in reporting errors2 in
vaccine administration so that
common mistakes can be iden-
tified and preventive measures
introduced. In Canada, physi-
cians and public health nurses
could complete the form used
to report vaccine-associated ad-
verse events (www.hc-sc.gc.ca
/pphb-dgspsp/dird-dimr/pdf/hc
4229e.pdf) and submit it to the
local medical officer of health as
well as to Health Canada’s Di-
vision of Immunization.
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