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ISMP Canada

Founded in 1999 for the purpose of analysis 
of medication incidents, sharing the 
learning, and making recommendations 
for medication system safeguards.
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Overview

ÅISMP Canada collaborative work with 
Health Canada

ÅExamples of reports, analyses and solutions

ÅOther current medication safety initiatives 
in Canada
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Canada

Å10 provinces and 3 
territories

ÅThe Canada Health 
Act sets criteria and 
conditions related to 
insured health 
services but 
healthcare is 
managed at the 
provincial and 
territorial levels
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The Canadian Adverse Events Study

Å3745 charts reviewed from 5 provinces

Å360 adverse events identified in 255 patients

Å24% of adverse events were related to medication or fluid 
administration 

Å37% of adverse events were determined to be preventable

Extrapolation:
Å7.5% (or 187,500) patients in Canadian hospitals were 

seriously harmed by their care

ÅAs many as 9,250 to 23,750 people died in a Canadian 
acute care hospital as a result of medical errors

Baker et al, CMAJ, May 25, 2004; 1780(11): 1678-1686
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International Comparison

World Health Organization.  (2004).  World Alliance for Patient Safety: forward programme 2005.  Geneva, Switzerland: World 
Health Organization.  Retrieved from http://www.who.int/patientsafety/en/brochure_final.pdf

http://www.who.int/patientsafety/en/brochure_final.pdf
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Canadian Strategic Partners in 
Patient Safety

ÅAccreditation Canada 

ÅCanadian Patient Safety Institute 

ÅCanadian Institute for Health Information

ÅHealth Canada

ÅHealthcare Insurance Reciprocal of Canada

ÅHealthcare professional associations

ÅHealthcare professional colleges

ÅProvincial Ministries of Health

ÅProvincial quality councils
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Collaborative Work with 
Health Canada
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Canadian Medication Incident 
Reporting and Prevention System 

(CMIRPS)

Collaborative program developed by:

ÅCanadian Institute for Health Information

ÅHealth Canada 

ÅISMP Canada
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ISMP Canada 
CMIRPS Deliverables 

ÅCollect information about preventable adverse 
drug events from individual practitioners

ÅPerform follow-up analysis of medication 
incidents reported to ISMP Canada and CIHI, as 
well as aggregate analyses

ÅIdentify preventive strategies

ÅDevelop/disseminate timely information bulletins 
and alerts

ÅProvide support for development and 
implementation of preventive measures
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Individual Practitioner 
Reporting

Å The individual practitioner reporting (IPR) component 
can provide a completely anonymous mechanism to 
allow individual practitioners in any healthcare setting
to directly report medication incidents they have been 
involved with, or incidents they have observed, or 
reviewed.

Å Various communication channelsmay be used to 
submit reports including web portal, telephone, mail, 
or in person.
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Consumer Reporting Pilot

ÅLaunch March 2010

ÅWebsite specifically designed for 
consumers

ÅMedication incident reporting

ÅMedication safety information and links for 
consumers
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IPR Program:  Database Overview

Å1014 reports received

Å188 reports with outcome of harm or death (77 deaths)

Å205/1014 = 20% of reports in IPR database with 
outcome of harm or death

ÅProduct name, or packaging or labelling was frequently 
identified as a potential contributing factor.

ISMP Canada Medication Incident Database search, 25Feb2010
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Research: Adherence to Regulations

Total No. of 
Samples
(N = 75)

No. of samples that do not 
adhere to one or more 
of Canadian Food and 

Drug regulations

% Non-adherence 

Ampoules 19 4 21%

Vials 56 22 39%

Total 75 26 35%

From: Momtahan et al. Using Human Factors Methods to Evaluate 
the Labelling of Injectable Drugs 

Healthcare Quarterly 2008:11;122-8
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Before After

Å Concentration 
expressed in:

g per total volume, 
and mg per mL

Å Manufacturer logo 
also removed to 
give prominence to 
critical information

Å CEO called to 
express thanks for 
recommendation

Calcium Gluconate
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Transdermal Fentanyl

Before After
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Succinylcholine

Before

After



Recommendation has been adopted by some;

however not all.
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Spriafil (posaconazole) and 
Sprycel (dasatinib)

Å Look-alike, sound-alike concern reported 
to Medical Health Products Directorate

Å Coordinated review with Health Canada -
ISMP Canada provided analysis

Å The trade name Spriafil was changed to 
Posanol. 
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Research: Evidence of Improvement

How do we ensure knowledge translation of evidence?
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Importance of Analysis

ñWhile it seems obvious that collecting data and 
not analyzing it is of little value, the most 
common failure of governmentally run reporting 
systems is to require reporting but not to 
provide the resources needed to analyze the 
reports.  Huge numbers of reports are collected 
only to sit in boxes or on computers...ò

WHO Draft Guidelines For Adverse Event Reporting And Learning Systems.  
Available at:  

http://www.who.int/patientsafety/events/05/Reporting_Guidelines.pdf
Accessed July 28, 2009

http://www.who.int/patientsafety/events/05/Reporting_Guidelines.pdf


© Institute for Safe Medication Practices Canada 2010® Presented with support from Health Canada

The regulator has a key role in the 
prevention and management of 

medication incidents and can ensure that 
lessons learned are not lost.
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Only about 3-6% of incidents are reported
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Shared Learning

ÅISMP Canada Safety 
bulletins and 
publications

ÅFree to all Canadian 
healthcare 
practitioners through 
the CMIRPS program 
funded by Health 
Canada
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Tools and Resources
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Medication Incident Reporting and 
Tracking Programs

Web-based programs that facilitate 
reporting and analysis of own data and 
submission of reports to ISMP Canada

ÅAnalyzeERR® for hospitals and long-term care

ÅCPhIR (Community Pharmacy Incident 
Reporting) ïnew ïready to be launched in 
Nova Scotia and Ontario
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Medication Safety Self -
Assessment ® (MSSA) Programs

Å Risk assessment and quality 
improvement tools for various 
practice settings

Å Increased practitioner and staff 
awareness of safety issues

Å Assesses safety of current 
medication practices and 
identifies improvement 
opportunities 

Å Web-based program supports 
monitoring of local progress and 
comparison with regional and 
aggregate results
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Operating Room Medication Safety 
Checklist

ÅComplementary to the 
WHO surgical safety 
checklist

ÅCurrent collaborative 
project in Ontario with 
the Ontario Hospital 
Association to provide 
education and support to 
hospitals to implement 
the WHO checklist
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New ICU Medication Safety Checklist 
Coming

ÅMedication safety in the Intensive Care Unit

ÅEvidence-based

ÅStarted as an ISMP Canada fellowship project by 
a physician (now an intensivist), Dan Perri

ÅNow involving a number of stakeholders, 
including Peter Pronovost (Johns Hopkins, 
Baltimore)
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Focus on High -Alert Medications

Resource kits:

ÅPotassium chloride

ÅOpioids

ÅUnfractionated 
heparin
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Current Priority ïTopical Epinephrine

Topical epinephrine 1:1000 
injected instead of local 
anaesthetic with epinephrine 
1:100,000

ÅEpinephrine 1 mg/mL for 
topical use was on backorder ï
1 mg/mL for injection used 
instead

ÅSyringe was not labelled

ÅOR behind schedule

ÅBoth medications prepared in 
advance, in one area, by the 
same individual 
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Topical Epinephrine

ÅEven with the correct 
product available, this 
incident could occur

ÅCurrent ñpour bottleò 
format can still be 
accessed with needle 
and syringe
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Other Canadian Medication Safety 
Initiatives and Interventions
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Development of Voluntary Standard for 
Pharmaceutical Bar -Coding

ÅCo-led by ISMP Canada 
and CPSI with support 
from industry

ÅRelease of national Joint 
Technical Statement on 
Pharmaceutical 
Automated Identification 
and Product Database 
Requirements in February 
2010


