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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

A ISMP Canada collaborative work with
Health Canada

A Examples of reports, analyses and solutions

A Other current medication safety initiatives
In Canada
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Canada

A 10 provinces and 3
territories

A The 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

A 3745 charts reviewed from 5 provinces
A 360 adverse events identified in 255 patients

A 24% of adverse events were related to medication or fluid
administration

A 37% of adverse events were determined to be preventable

Extrapolation:

A 7.5% (or 187,500) patients in Canadian hospitals were
seriously harmed by their care

A As 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

Table 1. Data on adverse events in health care from several countries

Study Study focus Number of Number Adverse
(date of admissions) hospital of adverse event rate
admissions events (2%)
USA (New York State) (Harvard Medical Acute care hospitals (1984) 30 195 1133 38

Practice Study) (1,27

USA (Utah-Colorado Study (UTCOS)) (10 Acute care hospitals (1992) 14 565 475 32
USA (UTCOS (1o Acute care hospitals (1992) 14 565 787 54
Australia (Quality in Australian Haalth Acute care hospitals (1992) 14 179 2353 166

Care Study (QAHCS)) (32

Australia (QAHCS)Y (100 Acute care hospitals (1992) 14 179 1 499 106

UK {4 Acute care hospitals 1014 119 11.7
(1S29-2000)

Denmark (12) Acute care hospitals (1998) 1 097 176 S0

Neaw Zealand (6,72 Acute care (1998) 6579 249 129

Canada (8) Acute and community 3720 279 75

hospitals (2001)

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
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Canadian Strategic Partners in
Patient Safety

A Accreditation Canada

A Canadian Patient Safety Institute

A Canadian Institute for Health Information

A Health Canada

A Healthcare Insurance Reciprocal of Canada
A Healthcare professional associations

A Healthcare professional colleges

A Provincial Ministries of Health

A Provincial quality councils
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Collaborative Work with
Health Canada




Canadian Medication Incident
Reporting and Prevention System
(CMIRPS)

Collaborative program developed by:

A Canadian Institute for Health Information
A Health Canada

A ISMP Canada
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ISMP Canada
CMIRPS Deliverables

A Collect information about preventable adverse
drug events from individual practitioners

A Perform follow-up analysis of medication
iIncidents reported to ISMP Canada and CIHI, as
well as aggregate analyses

A Identify preventive strategies

A Develop/disseminate timely information bulletins
and alerts

A Provide support for development and
implementation of preventive measures
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Individual Practitioner
Reporting

A 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.

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

A Launch March 2010

A Website specifically designed for
consumers

A Medication incident reporting

A Medication safety information and links for
consumers
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IPR Program: Database Overview

A 1014 reports received
A 188 reports with outcome of harm or death (77 deaths)

A 205/1014 = 20% of reports in IPR database with
outcome of harm or death

A Product 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 Reqgulations

Total No. of No. of samples that do not % Non-adherence

Samples adhere to one or more
(N =75) of Canadian Food and
Drug regulations
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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Calcium Gluconate

A Concentration
expressedin:
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Transdermal Fentanyl
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Succinylcholine

Before
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Recommendation has been adopted by some;
however not all.




Spriafil (posaconazole) and
Sprycel (dasatinib)

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

A Coordinated review with Health Canada-
ISMP Canada provided analysis

A The trade name Spriafil was changed to
Posanol.
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Research: Evidence of Improvement
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Importance of Analysis

nwhil e It seems obvious
not analyzing it is of little value, the most
common fallure 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 s/t I n boxes or

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

ismp
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The requlator has a key role in the
prevention and management of
medication incidents and can ensure that
lessons learned are not lost.

2
I,’.m p © Institute for Safe Medication Practices Canada 2010® Presented with support from Health Canada



Only about 36% of incidents are reported
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Shared Learning

bulletins and
publications

nealthcare

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

A AnalyzeERR for hospitals and long-term care

A CPhIR (Community Pharmacy Incident
Reporting) T new T ready to be launched in
Nova Scotia and Ontario

2
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Medication Safety Self -

Assessment ® (MSSA) Programs

A Risk assessment and quality
Improvement tools for various
practice settings

A Increased practitioner and staff
awareness of safety issues

S v
Medication Safety

Se\f-AsseSS'“ nuing

A Assesses safety of current Complex &
medication practices and R
identifies improvement
opportunities

. | 1S
Facilities

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

A Complementary to the
WHO surgical safety
checklist

A Current collaborative
project in Ontario with
the Ontario Hospital
Association to provide
education and support to
hospitals to implement

) Operating Room
the WHO checklist Medication Safety
Checklist® ismp

Version 2
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New ICU Medication Safety Checklist
Coming

A Medication safety in the Intensive Care Unit
A Evidence-based

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

A Now involving a number of stakeholders,
Including Peter Pronovost (Johns Hopkins,
Baltimore)

2
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Focus on High

Resource Kits:
A Potassium chloride
A Opioids

A Unfractionated
heparin

ismp

CANADA

© Institute for Safe Medication Practices Canada 2010®

-Alert Medications

Ontario Medication Safety Support Service

Anticoagulant Project

Medication Safety Support Service
Potassium Chloride (KCI) Toolkit

Getting Started with
Storage Safeguards
to Minimize the
Risk of Patient

Use Appropriately

Recommendations

Harm with
: . System
Reduce Risk U nfractlor:lated Education Packages Safeguards tO
Heparin

Prevent Error
Induced Injury
with Potassium
Chloride

Safety Alerts

Medication Safety Support Service
Narcotics (Opioids) Toolkit

tintliative between ISMP Canada, the Ontario Hospital
iy of Health and Long-Term Care

711 Fonge Sirmet, Sutt 501 Tararss, Ortana MCN SX . w2 Canac oy

Communications & Culture

System
Safeguards to
Prevent Error
Induced Injury
with Narcotics
(Opioids)

Independent Double Check

Storage & Standardization

PCA & Epidural

Survey Results

Initiative between ISMP Canada, the Ontario Hospital
istry of Health and Long-Term Care

11 Yenge aees,
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Current Priority

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

A Epinephrine 1 mg/mL for
topical use was on backorder i
1 mg/mL for injection used
Instead

A Syringe was not labelled
A OR behind schedule

A Both medications prepared in
advance, in one area, by the
same individual

© Institute for Safe Medication Practices Canada 2010®

The Institute for Safe Medication
Practices Canada (ISMP Canada) is an

I Topical Epinephrine

The Healthcare Insurance Reciprocal of

general liability coverage and risk

ol —
—
independent national nonprofit agency Ganada (HIROG] is & member owned
established for the collection and expert provider of professional and
analysis of medication error reports and
—_—

the development of recommendations € AN A DA

for the enhancement of patient safety

Volume 9, Number 2

ISMP Canada Safety Bulletin

management support.

March 5, 2009

ALERT: Fatal Outcome after Inadvertent Injection of Epinephrine
Intended for Topical Use

Four years ago, the ISMP Canada Safety Builetin
highlighted a substitution error involving inadvertent
injection of epinephrine 1 mg/mL (epinephrine 1:1,000)
intended for topical application during an elective,
outpatient ENT (ear, nose, throat) procedure.' Recently, a
similar incident with different underlying circumstances led
to the death of a patient. The reporting hospital for the more
recent incident has since implemented enhancements to its
medication-use  system. This bulletin was developed
collaboratively as a call to action.

Medication Incident

During a day surgery ENT procedure, the surgeon
requested local anesthetic for injection (specifically
lidocaine 1% with epinephrine 1:100,000) and was
handed a pre-drawn syringe. The surgeon injected the
medication into the surgical site. Immediately
afterward, the patient experienced a cardiac
arthythmia leading to cardiac arrest. Despite full
resuscitation measures, the patient died.

Information gathered after the incident indicated that the
syringe contained epinephrine 1 mg/mL (1:1.000) intended
for topical use, rather than the local anesthetic for injection
that was requested. The facility subsequently contacted
ISMP Canada for information about strategies to improve its
medication-use system, with the ultimate goal of preventing
recurrences of this problem. ISMP Canada shared a number
of resources with the facility, including the Operating Room
Medication Safety Checklist. As a result of working with the

so epinephrine 1 mg/mL for injection was made available
for use in the operating room (OR). As a result, the nurse
used a needle and syringe to withdraw the contents from
the vial, rather than directly pouring the epinephrine from
the manufacturer’s container into a sterile open container
with pledgets (a type of sterile gauze packing).

The syringe containing epinephrine 1 mg/mL was not
labelled.

Preparation for the surgery was behind schedule, and the
OR nurse was interrupted after she had drawn the
epinephrine 1 mg/mL into a syringe. The syringe
containing the epinephrine 1 mg/mL was placed on the
back table. When the surgeon requested the local
anesthetic for injection, the nurse placed the syringe
containing the epinephrine 1 mg/mL on the metal stand
beside the OR table. However, at this point, the
anesthetic solution for injection had not yet been
prepared, a step that was ultimately omitted because the
syringe on the metal stand was believed to contain the
local anesthetic for injection.

Both medications (the epinephrine for topical application
and the local anesthetic for injection) were often prepared
before the start of the procedure, by one nurse, typically
in one area of the OR

Recommendations
The practice of withdrawing a medication intended for
topic: into a parenteral syringe pos isk for a

b error and/or inadvertent

hospital to understand the underlying cir s in this
case, ISMP Canada updated the checklist (please see sidebar
on page 3) to include targeted strategies for preventing
similar incidents.

Contributing Factors

This case differs in several important ways from the case
described in the 2004 bulletin.' In the earlier case, the
topical and injectable medications had each been placed in a
small, open glass container, and a substitution error had
occurred. In the case described in the current bulletin, the
epinephrine had been drawn into a syringe and was later
mistaken for the local anesthetic to be injected.

Several factors may have contributed to this incident:
¢ Epinephrine 1 mg/mL for topical use was on back order.

facilities that perform procedures requiring the use of
epinephrine 1 mg/mL (1:1,000) for topical applicati
should review their processes.

The following recommendations and considerations are
provided:

* Develop distinct processes for preparing and handling
epinephrine for topical application. In particular,
medications such as epinephrine intended for topical
application should not be placed into a parenteral
syringe. Conversely, a medication intended for injection
(e.g., local anesthetic) should not be placed into an open
container.'

Supply epinephrine for topical use in a pour-bottle
format. Additional precautionary measures will be
needed to deal with back orders (e.g., having the

1
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Topical Epinephrine

A Even with the correct
product available, this
Incident could occur

ACurrent fipou
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

A Co-led by ISMP Canada
and CPSI with support
from industry

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