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Objectives

Define High-Alert Medications

Describe the rank order of medication error reduction
strategies

Provide examples of incidents and initiatives in Canada

Highlight the importance of sharing, and sustaining
learning through collaboration
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Medication Incident
Reporting Programs

Practitioners

REPORT

a Medication Incident €@ J Healthcare Professional - (e.9., nurse, pharmacist, physician)
___d ~

General Public

SafeMedicationUse.ca , .
Supported by Health Canada Preventing harm from medication incidents 1s a responsibility of health

professionals. Consumers like you can also play a wtal role

CPhIR - Community Pharmacy Incident Reporting Program

: q For participating community pharmacies

Community Pharmacy Incident Reporting ‘

http://www.ismp-canada.org/err_index.htm

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Reporting Systems
Important Functions

e Use the results of analysis to develop and
disseminate recommendations for system
Improvements.

e Produce a visible, useful response to stimulate
improvement and continued reporting.
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\ada 2017

Incident Analysis Techniques

CANADIAN INCIDENT

ANALYSIS FRAMEWORK

www.patientsafetyinstitute.ca/en/toolsResources/IncidentAnalysis/Documents

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Analysis Outputs: Safety Bulletins

BROUGHTTOYOU BY A COMPONENT OF THE
3
» - SafeMedicationUse.ca ism MRSy ScEbI
Institute for Safe Medication Practices Canada AKEY PARTNERIN SUPPORTEDBY HEALTHCANADA - RS HN
REPORT MEDICATION INCIDENTS »
’m P Online: www.Ismp-canada.org/err_Index-htm SMIRPS 3% SCDPIM
CANADA Phone: 1-866-544-7672

Consumers Can Help Prevent

SafeMedicationUse.ca Newsletter

Harmful Medication Incidents
ISMP Canada safety Bulletin ] : Volume 4 » Issue 6 » September 13, 2013

Volume 13 - Issue 8 - August 28, 2013 Reminder - Check Your Prescription!

Deaths Associated with Medication Incidents: Learning from

Has your pharmacy ever made a mistake with your medicine? If so, you’re not alone. Mistakes with medicines can

Collaborative Work with Provincial Offices of the Chief Coroner happen even when healthcare professionals have tried their best to prevent them. SafeMedicationUse.ca has
i A K received many reports from cc who ived the wrong dicine or the wrong dose of a medicine from a
and Chief Medical Examiner pharmacy.

Here is one example: A consumer had been taking trazodone 25 mg (one half of a 50 mg tablet) at bedtime. One
day, when the consumer picked up a new supply of trazodone at the pharmacy, she received white tablets with

Background these, 122 cases were determined to have involved a “100” printed on one side and “Novo™ on the other. The consumer knew that her tablets were usually peach in
medication incident and were abstracted into the cof:j).ur', but f.liglnhol nol:]ce lhed (llc'fferencehun}t]ilda::r he{ pharn;::_\;:fy ha(: ':loszd. l:l'lhinﬁm lhalhthz al?ge:r‘zin:;:kofl:l:«;
. . . : medicine migl ave changes cause she has cn given a different rand of traz: jone, she decide (e} KC hal
Each Can_ﬂdm“ province an# ‘emm_ry hasan Qﬁce ISMP Canada database for flmh-er aflal){sns: In 115 of of one of the new tablets at bedtime. The next day, she called the pharmacist and was told that a mistake had been
of the Chief Coroner or Chief Medical Examiner the 12.2 cases analyzed, the }‘1§d‘°at‘°1‘ incident met made. The consumer returned the medicine to the pharmacy and was given the correct strength of trazodone. The
responsible for investigating deaths from the criteria for a category I incident (defined as an person who reported the mistake to SafeMedicationUse.ca stated that the white tablets contained 100 mg of
plained pected, or ral causes. Within incident that may have contributed to or resulted in trazodone. Fortunately, the consumer experienced no harm from taking one incorrect dose.
the scope of these investigations are deaths iated the patient's death).!
with medication incidents. In-depth analysis of
information from these cases offers unique Medications Involved
opportunities to identify underlying factors and
generate recommendations to reduce the chances of The medication classes most commonly involved in ' )
similar incidents in the future. ISMP Canada has had incidents associated with death were opioids, Improving qualityin patient safety.
a formal collaborative relationship with the Office of psychotherapeutic agents (e.g., b diazep c R I T I c A I_ I - d t L -
the Chief Coroner in one province since 2004, and dep leptics) 1 n CI e n ea rn [ | n g
has worked with other Offices on selected cases. A cardiovascular agents, and insulin (Table 1).
collaborative medication safety project undertaken D R R = ) R —
with the Offices of the Chief Coroner or Chief Table 1: Medication classes most commonly involved ':;:'IT s g AL ective Recommendations
Medical Examiner in 4 provinces provided an in incidents associated with death The reporting, investigation, and analysis of medication incidents are important
= _ 4 elements in improving patient safety, but these efforts must be accompanied by
opportunity to test a coordinated process for analysis No. (%) of Distributed to: effective strategies to mitigate the contributing factors leading to the incidents.
of medication incidents from several jurisdictions, Medication Class Intifi:r)\t"s e g E:I:E:*:’L:";;’L officers Advice for Hospitals
and to share leaming broadly. This bulletin describes < Bohrd RIS + Review patient safety incidents using a systernatic, team-
selected findings from the project. Total no. of category | cases 115 (100%) - Quality/patient e P mwaney sesnbed IntheCansdaminsionnt High L
Sy londs - Recognize that certain types of risk-mitigation strategies et
Opioids 54 (47%) ~Blrectals of BRAFMALY are more affactiva than others. MitiGation stratagies can MosT eFFECTIVE
Methods and Findings be ordered by hierarchy of effectiveness: Forcing functions
Psychotherapeutic agents 28 (24%) Suggestadaction ltems: s il drbind
. . e « Circulate bulletin to front = M L rag product from use)
An analysis team from ISMP Canada, consisting of 3 Anticoagulants 24 (21%) line staff and physicians = L RATEY SheteTivE
& % ek ; Automati
pharmacists, a registered nurse, and a physician with ~Referbullsunicojauality. = ieat = e
A 3 = and safe: mmittee G -
experience as a coroner, reviewed 523 death cases Cardiovascular agents 11 (10%) Ehcourage arpralsalof = e o T
P s 5 - = etecaronic order st
(from the years 2007 to 2012) in which a medication insdin 8 (7%) et ene e ot hosplials Ll‘:‘:"ti:f("‘“es :
incident was potentially associated with the death. Of agsessment ot hospitals = DeneRare: chiackiists.
*Some incidents involved more than one medication class. auslit/improyemsnt = A o s e e
! initiatives = €. policies o prchie o st medicutions)
- Use bulletin as an = “otnor arear)
educational resource in =
ISMP Canada Safety Bulletin — www.ismp-canada.org/ISMPCSafetyBulletins.htm 1of7 L P e Y = m::ﬁm:

http://www.ismp-canada.org/ISMPCSafetyBulletins.htm
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Medication Incident
Analysis Findings

Analysis of reports found an association
between a large percentage of harmful errors
and a small number of drugs - warranting
additional investigation.
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High-Alert Medications

Definition:

High-alert medications are medications that
bear a heightened risk of causing significant
patient harm when they are used in error.

Although mistakes may not be more common in the use of
these medications, when errors do occur, the impact on the

patient can be significant (ISMP, 2011).
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High-Alert Medications
in Acute Care

ISMP List of High-Alert Medications

In Acute Care Settings

H igh-alert medications are drugs that bear a heightened risk of causing significant patient harm when they are used in error. Although mistakes
may or may not be more common with these drugs, the consequences of an error are clearly more devastating to patients. We hope you will
use this list to determine which medications require special safeguards to reduce the risk of errors. This may include strategies such as standardizing
the ordering, storage, preparation, and administration of these products; improving access to information about these drugs; limiting access to high-
alert medications; using auxiliary labels; employing clinical decision support and automated alerts; and using redundancies such as automated or
independent double checks when necessary. (Note: manual independent double checks are
not always the optimal error-reduction strategy and may not be practical for all of the
medications on the list.)

Specific Medications

EPINEPHrine, IM, subcutaneous
epoprostenol (e.g., Flolan), IV
insulin U-500 (special emphasis*)

Classes/Categories of Medications

adrenergic agonists, IV (e.g., EPINEPHrine, phenylephrine, norepinephrine)

adrenergic antagonists, IV (e.g., propranolol, metoprolol, labetalol) magnesium sulfate injection
anesthetic agents, general, inhaled and IV (e.g., propofol, ketamine) methotrexate, oral, nononcologic use
antiarthythmics, IV (e.g., lidocaine, amiodarone) nitroprusside sodium for injection
antithrombotic agents, including: opium tincture
= anticoagulants (e.q., warfarin, low molecular weight heparin, unfractionated oxytocin, IV

heparin) potassium chloride for injection concentrate

https://www.ismp.org/recommendations/high-alert-medications-acute-list
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High-Alert Medications
in Long-Term Care

ISMP List of High-Alert Medications in
Long-Term Care (LTC) Settings

igh-alert medications are drugs that bear a heightened risk of causing

significant patient or resident harm when they are used in error (e.g.,

wrong drug, wrong dose, wrong route). Although mistakes may or may not
be more common with these drugs, the consequences of an error with these
medications are clearly more devastating to patients or residents. We hope you
will use this list to determine which medications require special safeguards to
reduce the risk of errors. This may include strategies such as standardizing the
ordering, storage, preparation, and administration of these products; improving
access to information about these drugs; limiting access to high-alert medications;
using auxiliary labels and automated alerts; and employing redundancies such

as automated or independent double-checks when necessary. (Note: manual in-
dependent double-checks are not always the optimal error-reduction strategy
and may not be practical for all of the medications on the Est). Please note that
long-term acute care (LTAC) facilities, and LTC facilities with subacute units or
where a wide variety of intravenous medications are administered, should also
use the ISMP List of High-Alert Medications in Acute Care Settings,
which can be found at: www.ismp.org/Tools/institutionalhighAlert.asp. Facilities
are also encouraged to use other resources, such as the Beers Criteria’ and
STOPP and START Criteria,” to identify and address medications that should be
avoided in the elderly population, which are different from high-alert medications.

Classes/ Categories of Medications Specific Medications

anticoagulants, parenteral and oral*

digoxin, parenteral and oral

chemotherapeutic agents, parenteral and oral (excluding hormonal agents)

EPINEPHrine, parenteral

hypoglycemics, oral (including combination products with another drug)

iron dextran, parenteral

insulins, all formulations and strengths (e.g., U-100, U-200, U-300, U-500)

methotrexate, oral, non-oncology use **

parenteral nutrition preparations

concentrated morphine solution, oral ***

opioids - parenteral, transdermal, and oral (including liquid concentrates,
immediate- and sustained-release formulations, and combination products
with another drug)

* including warfarin and newer agents.

** All forms of chemotherapy are considered a class of high-alert medications. Oral methotrexate
for non-oncology purposes has been singled out for special emphass to bring attention to the
need for distinct strategies to prevent wrong frequency emors that occur with this drug when
used for non-oncology purpeses that can result in death.

*** Al farms of opinids are considered a class of high-alert icati d i
sdumntnshenuﬂednminrmde«dmmhhmgmmnmtfeneedfwﬂsﬁm
strategies to prevent wrong frequency emors that occur with this drug that can result in death.

https://www.ismp.org/recommendations/high-alert-medications-long-term-care-list
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High-Alert Medications

in Community Care

ISMP List of High-Alert Medications in
Community/Ambulatory Healthcare

H igh-alert medications are drugs that bear a heightened risk of
causing significant patient harm when they are used in error.
Although mistakes may or may not be more common with these drugs,
the consequences of an error are clearly more devastating to patients.
We hope you will use this list to determine which medications require
special safeguards to reduce the risk of errors and minimize harm.

Classes/ Categories of Medications

antiretroviral agents (e.g efavmnz. lamiVUDine, raltegravir, ritonavir,
combination anﬁmtmma.l' products

This may include strategies like providing mandatory patient education;
improving access to information about these drugs; using auxiliary
labels and automated alerts; employing automated or independent
double checks when necessary; and standardizing the prescribing,
storage, dispensing, and administration of these products.

Specific Medications

carBAMazepine

chemotherapeutic ts, oral (excluding hormonal ts
(e.;.. cyclumosphaal‘l]-% nu\emq(:m:nuri'n'eg. tal::n aggn )

chloral hydrate liquid, for sedation of children

hypoglycemic agents, oral

heparin, including unfractionated and low molecular weight heparin

immunosuppressant agents (e.g., azaTHIOprine, cycloSPORINE,
tacrolimus)

metFORMIN

insulin, all formulations

methotrexate, non-oncologic use

opioids, all formulations

midazolam liguid, for sedation of children

pediatric liguid medications that require measurement

propylthiouracil

pregnancy category X drugs (e.g., bosentan, 1SOtretinoin)

warfarin

https://www.ismp.org/recommendations/high-alert-medications-community-ambulatory-list
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Designing Effective
Recommendations

. Consider the rank order of risk reduction

strategies.

. Include a consultation and review

process.
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Rank Order of Error Reduction
Strategies

Error-Reduction Strategy Power (leverage)

Fail-safes and constraints High

Forcing functions A

Automation and computerization

Standardization

Redundancies

Reminders and checklists

Rules and policies

Education and information

Suggestions to be more careful or vigilant Low

Table 1. Rank order of error-reduction strategies
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Hierarchy of Effectiveness

Advice for Hospitals

- Review patient safety incidents using a systematic, team-
oriented approach, as described in the Canadian Incident
Analysis Framework.'

« Recognize that certain types of risk-mitigation strategies
are more effective than others. Mitigation strategies can
be ordered by hierarchy of effectiveness:?

k- Medium
v
o RATELY EFFECTIVE
@ RAIE crrel
= Simplification
U\ and standardization
- {e.q., standardized paper or
b4 I.OW Levefa g e electroni order sets)
i LEAST EFFECTIVE Reminders, lists,
“ Rules and policies double checks
< (e.g., policies to prohibit (e.g. independent double checks
@ barrowing doses from for high-alert medications)
g other areas)
vV
oc
‘a-' Education

and information

(e.9., education sessions on
high-alert medications)

High Leverage
MOST EFFECTIVE

Forcing functions

and constraints
(e.q., removal of a
product from use)

Automation or
computerization
[e.g., automated patient-

spedfic dispensing)

https://www.ismp-canada.org/download/ocil/ISMPCONCIL2013-4_EffectiveRecommendations.pdf
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Wrong injection causes death |

BY GRAEME SMITH

A drug used to execute death-row
prisoners was mistakenly injected
into an elderly woman, whose
death in a Peterborough, Ont., hos-
pital will be examined in a coro-
ner’s inquest.

Bonita Porter, Ontario’s deputy
chief coroner of inquests, an-
nounced yesterday that a jury will
look at why Frances Marie Tanner,
84, died at the Peterborough Re-
gional Health Centre on Jan. 21.

The cause of Ms. Tanner’s death
is already known: Somebody in-
jected a dose of potassium chloride
into her vein. Small quantities of
the drug can cure potassium defi-
ciencies, but larger amounts are
poisonous.

At least three other Canadians
have died after receiving the same
drug, sometimes from nurses who
thought it was a different medicine.

Some doctors blame these acci-
dents on manufacturers who sell
potassium chloride in plastic am-
poules and vials that closely resem-
ble containers of sterile water,
saline solution, and other harmless
solutions.

Others say hospitals need stricter
controls over potentially deadly
substances. Ontario’s chief coroner
sent a memo to hospitals last year
specifically warning them that po-
tassium chloride has been wrongly

Safety Journey

Litany of errors

Incidents involving potassium
chloride in Canada:

@ Potassium chloride (KCI) was

administered via direct IV when the

intended action was to flush an

intravenous line with diluted sodium

' chloride. Result: Patient died.

was noted before

Cl concentrate was :3% to reconstitut
a drug for parenteral ministration when
the intended diluent was sterile water.

f‘i

.
N
N\

\

SOURCE: INSTITUTE FOR SAFE MEDICATION PRACTICES REPORT, MAY, 2002 IMAGE: PHOTODISC

administered in the past.

After the latest death, however,
the coroner’s office decided it was
time to emphasize the danger.

“It was felt that an inquest might
be the best way to get the informa-
tion out,” Dr. Porter said.

The medical community knows
surprisingly little about its own er-
rors. A newsletter published last
month by the Institute for Safe
Medication Practices Canada re-
corded five cases in which patients

were accidentally given potassium
chloride; three died, and two were
considered “near misses.”

More cases could exist, said the
institute’s  president, physician
David U. While many hospitals
have removed potassium chloride
from nursing stations, he said,
some doctors still demand to have
it on hand, particularly in inten-
sive-care units. And the drug man-
ufacturers have a financial interest
in maintaining their products’ un-

Globe & Mail — June 12, 2002
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Result: Error was noted during administration.

© A oneditre IV solution was prepared with potassium 1.
chloride and although it was administered at a ?

very low rate, the incident was felt to be a near g
miss because of the potential for accidental i
overdose.

1Yi

@ 'V solutions containing KCI were administered;:
as a fluid replacement in a patient requiring s«
several litres of fluid in a short time frame. ('
Result: Hyperkalemia, patient died.

suid)
9l

@ Frances Marie Tanner, 84, received an -
intravenous injection of potassium
chloride at the Peterborough Regionaj{n
Health Centre on Jan. 21, 2002.

Result: Patient died. 1
A

THE GLOBE AND MAjt;

yal

iform packaging. ofl
“The companies have just one
assembly line, so they all look the
same,” he said. “It's an accideft
waiting to happen.” 3f
Researchers have suggested that
perhaps 5,000 to 10,000 Canadians
die because of medical error in hoss
pitals every year. 114
The estimate is extrapolated
from just one American studyy
however. A Canadian study was
launched last month. o]



Incidents associated with
administration of Concentrated KClI:

e Administered direct IV (intended action was to flush an
IV line with 0.9% NaCl)

e Used to reconstitute a drugil for parenteral administration
(intended diluent was sterile water)

e Used as an additive to a renal dialysis fluid for
Continuous Renal Replacement Therapy (CRRT)
(intended additive was 23.4% NaCl for injection)

e Administered as a bolus (provider unaware that
concentrated KCI should not be given as a bolus)

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)
ISMP Canada (2002a)
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Provincial Advisory Committee

Ontario Ministry of Health and Long-Term Care
Ontario Hospital Association

Registered Nurses Association of Ontario
Registered Practical Nurses of Ontario

Ontario Medical Association

Ontario Pharmacists’ Association

Quality Health Network

College of Nurses of Ontario

Canadian Society of Hospital Pharmacists — Ontario Branch
College of Physicians and Surgeons of Ontario
Ontario College of Pharmacists

Institute for Safe Medication Practices Canada
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Province-wide effort

** CAUTION **
Concentrated KCl
Fatal if Injected Undiluted
DILUTE before use

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Prevention Strategies

Simple, but not easy.
To remove concentrated KCI products from patient care areas:

Purchase pre-mixed/commercial IV solutions containing KCl
— Collaboration with Manufacturers for additional products

e Prescribe standardized product solutions

e Create order sets, update guidelines and electronic order systems to
reflect standardized product solutions

e Educate and train and inform so that everyone understands “why”
these changes are being implemented

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Prominence of Critical Information

‘ Recommended storage: Room temperature (25°C/77°F).
ggggﬁ?c?s‘;?"eség“:ggﬂ?om ’3”‘9,8’3“?’9(250(“/770”' ‘ i Avoid excessive heat. Prote ctfrom freezing.
e e 12-250mL units
23.4% SODIUM CHLORIDE
-

12-250mLunits
i 4192 mm=™=
_Baxter

- 2A0138
0TGO244555% 7 0s] | 10r GO224185% Noves)

T e T D —
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Global Impact

Original Carton
Label

Canadian Initiated
Over-label (April '04)

New Global Carton
Label

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Reports involving
Neuromuscular Blocking Agents

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Result: Package and Label Changes

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



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

s —
independent national nonproft agency of Canada (HIRCC) is a member-
established for the coollection and owned expert provider of professional
analysis of medication error reports and and general liability coverage and nsk
=

the development of recommendations CANADA management support.
for the enhancement of patient safety.

Volume 6, Issue 2 ISMP Canada Safety Bulletin April 25, 2006

Neuromuscular BlOCking Agent Labelling and Packaging Initiative
A collaborative meeting of representatives of pharmaceutical manufacturers of neuromuscular blocking agents was convened by ISMP Canada n

Toronto on February 27%, 2006. The foremost outcome was agreement among the attending stakeholders on the “ideal features” for packaging and
labeling of neuromuscular blocking agents:

1. Red cap with white lettering: “Paralyzing agent” or “Warning: Paralyzing Agent”

2. Red ferrule with white lettering: ““Paralyzing agent”

3. Red lettering on the product label: “Paralyzing agent” or “Warning: Paralyzing Agent”

4. Peel-off label, using the colour scheme and content information recognized by the ASA/CAS recommended standards, for application to a
prepared syringe (ASA = American Society of Anesthesiologists (www.asahq.org): CAS = Canadian Anesthesiologists’ Society (www.cas.ca)

5. Space on the product label for bar code application

6. Development of a universal symbol for neuromuscular blocking agents and proposal for global use: placement of this symbol (e.g., on the label),

to be determined
7. Review of potential benefit of using TALL-man lettering for generic names of neuromuscular blocking agents
Participating manufacturers (Sandoz Inc, Hospira, Organon, and Abbott) are evaluating the feasibility of mcorporating some or all of these features.

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)




Interim Situation

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



All manufacturer’s now include a warning:

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Inadvertent injection of neuromuscular
blocking agents

Prevention strategies:

e Not stored in patient care areas unless necessary
e Store with a warning label

WARNING: Paralyzing Agent
Causes Respiratory Arrest
For use in intubated patients only.

e Limit the selection available on the hospital formulary to enhance
familiarity and expertise with products

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Report: Transdermal Fentanyl Patch
Not Visible after Application



Result: Product Change Implemented

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Report: Dose Calculation Difficulty

L DIN 02141019

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Result: Label Change Implemented

e Concentration now
e 1 expressed in g per total

R TR volume, and mg per mL
' \
e Manufacturer logo
Omt i 0ZI#IC removed to give I
s prominence to critica
e information
10%
1g/710 mL
100 /mkL
_ ;un.':';m':w e CEO called to express
N perbaston appreciation ror
7 Improvement
v recommendation

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Sustaining the Learning

-
Ismp [ L I

Bel &5 &

Good Label and Package Practices
Guide for Prescription Drugs

June 30, 2016

Good Label and Package Practices Guide
for Non-prescription Drugs and Natural
Health Products

September 28, 2018

https://www.canada.ca/en/health- https://www.canada.ca/en/health-canada/services/drugs-
canada/services/drugs-health-products/reports- health-products/reports-publications/medeffect-canada/good-
publications/medeffect-canada/good-label-package- label-package-practices-guide-non-prescription-drugs-
practices-guide-prescription-drugs.html natural-health-products.html
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ISMP MSSA for
High-Alert Medications 2017

General High-Alert Medications
Neuromuscular Blocking Agents
Concentrated Electrolytes Injection
Magnesium Sulfate Injection

ISMP St o

Medication Safety ST
Self Assessment® . Includes:

Methotrexate for Non-Oncologic Use

for High-Alert [

Anticoagulants
Neuraxial Opioids and/or Local Anesthetics

Medications g - Known safe practices

« Considerations with use of

technology (e.g., computerized
order entry, smart infusion
pumps, bar coding, ADCs);

- Safeguards that can be
incorporated into protocols,
labelling, patient education

https://www.ismp.org/assessments/high-alert-medications

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



ISMP MSSA for
High-Alert Medications

General Demographics (19 questions for hospitals/long-term care, 13 questions for outpatient facilities) .............c..cccevveee, 17
General High-Alert Medications (33 self-assessment items) ... o PR 26
Neuromuscular Blocking Agents (1 demographic question, 15 self-assessment EMS) ............cooomiiiiiiiiiiiiiiiniiniinnn 31
Concentrated Electrolytes Injection (26 seif-assessment items).. ... 34
Magnesium Sulfate Injection (2 demographic questions, 22 self-asseSSMENt EMS) ............oveveevverierereericrenecenns .
Moderate Sedation in Adults and Children, Minimal Sedation in Children (40 self-assessment items) .. 42
Insulin, Subcutaneous and Intravenous (5 demographic questions, 45 self-assessment items) ... 48
Lipid-Based Medications and Conventional Counterparts (3 self-assessment items) ... 58
Methotrexate for Non-Oncologic Use (7 self-assessment items) ... S e e .60
Chemotherapy, Oral and Parenteral (5 demographic questions, 48 self-assessment iemS) .........coooeiiiiiiciienieniienn 61
Anticoagulants (1 demographic question, 43 self-aSSeSSMENt HEMS) ...........eveeeieiriesieecesisiaseassssesssarasanns T s 68
Neuraxial Opioids and/or Local Anesthetics (32 seif-assessmentitems) ... 74
Opioids (60 self-assessment iems) ............o..cooorremereeseereerieceeene e S SR /9

https://www.ismp.org/assessments/high-alert-medications
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Sharing the Learning

Hospital Harm
Improvement

HOSPITAL HARM INPROVEMENT RESOURCE

Medication Incidents

Resource Guide

ISMP MSSA is
cpsi‘icsp refe renCed

=

http://www.patientsafetyinstitute.ca/en/toolsResources/Hospital-Harm-Measure/Improvement-Resources
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High Alert Medication Safety
Processes

Develop order sets, and clinical pathways or protocols to establish a
standardized approach to treating patients with similar problems,
disease states, or needs.

« Consider computerized order entry defaults for safety

Minimize variability by standardizing concentrations and dose
strengths to the minimum needed to provide safe care.

Include information and reminders about monitoring parameters in
the order sets, protocols, and flow sheets.

Consider protocols for vulnerable populations such as elderly, and
pediatrics.

http://www.patientsafetyinstitute.ca/en/toolsResources/Hospital-Harm-Measure/Improvement-Resources

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Methods to identify
errors and harm

Ensure that critical lab information is available to those who
need the information and can take action.

Implement independent double-checks where appropriate.

Instruct patients on symptoms that indicate side effects and
when to contact a health care provider for assistance.

http://www.patientsafetyinstitute.ca/en/toolsResources/Hospital-Harm-Measure/Improvement-Resources
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Methods to Mitigate Harm

Have rescue protocols available

Allow for the administration of reversal agents without having
to contact the physician.

Ensure that antidotes and reversal agents are readily
available.

http://www.patientsafetyinstitute.ca/en/toolsResources/Hospital-Harm-Measure/Improvement-Resources
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Sustaining the learning

Medication Management Standards and
Required Organizational Practices

e High-Alert Medications. Organizations are required to
implement a comprehensive strategy to manage high-
alert medications, based on the ISMP list of high-alert
medications.

http://www.patientsafetyinstitute.ca/en/toolsResources/Hospital-Harm-Measure/Improvement-Resources
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Never Events
in Hospital Care in Canada

Never Events for Hospital Care in Canada
Safer Cars for Patients | September 2015

B do81.c808-280 84 ./

Tre Carasan Satee: Batry R e e T S0kRISAE00 fndR) B00T b
ham Haskh Canada. The vews aqgeatace hare i nCcsasirly mpeeart e " Ontario

virs ot o Caraca.

http://www.patientsafetyinstitute.ca/en/toolsResources/NeverEvents/
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Never Event Definition

Patient safety incidents in a healthcare facility that result in
serious harm or death, and are preventable using organizational
checks and balances.

Patient

Protection
Mental Product or
Health device
. Care
W

Environ-
mental
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Never Event Criteria

Serious:

= High risk that the event would cause significant patient harm or death
Recurrence:

= Available evidence of a past occurrence (e.g. incident reports)

= Risk of the event happening to another patient if it is not addressed
Identifiable:

= The event is easily recognized, clearly defined, and not attributable to
other possible causes

Preventable:

= Appropriate organizational barriers, (guidance and safety
recommendations) when implemented, can prevent the event from
occurring

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



5 Pharmaceutical Never Events

Wrong route administration of chemotherapy agents (e.q.
incidents with vincristine)

Intravenous administration of undiluted/ concentrated
potassium solutions (e.g. potassium chloride)

Inadvertent injection of epinephrine intended for topical use

Inadvertent overdose of hydromorphone by administering a
higher concentration solution than intended

Neuromuscular blockade without sedation, airway control,
and ventilation capability

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Prevention Strategies:

Wrong route administration of chemotherapy
agents (e.g. vincristine incidents)

Remove vincristine from areas where
intrathecal medications are prepared,
administered, or stored

Prepare and dispense vincristine (and
other vinca alkaloids) in small-volume IV
minibags (not syringes)

— less likely to result in a ‘mix-up’ in route

ISMP strongly reco mends

Of admInIStratlon dispensing and administering
Employ unique and non-interchangeable e S
connections
Include warnings FOR INTRAVENOUS USE ONLY.

FATAL IF GIVEN BY OTHER ROUTES.

Y10590

http://www.who.int/medicines/publications/drugalerts/Alert_115_vincristine.pdf
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Inadvertent Injection of Epinephrine
intended for Topical Use

Multiple, similar open basins holding different solutions (topical and injectable)
were present in the sterile field

The practice of withdrawing a medication intended for topical use into a
parenteral syringe poses a risk of substitution error and inadvertent injection

Figure 1a. An example of an open glass container
commonly used in sterile fields for holding topical or Figure tairier

injectable solutions. The recent error report described i f p_ pe i .
using two glass containers, each labelled, one containing q?mmonly use.d in sterile fields for holding topical or
a topical solution and the other an injectable solution. injectable solutions.

http://lwww.ismp-canada.org/download/safetyBulletins/ISMPCSB2004-12.pdf
https://www.ismp-canada.org/download/safetyBulletins/ISMPCSB2009-2-InadvertentinjectionofEpinephrinelntendedforTopicaUse. pdf
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Inadvertent Injection of Epinephrine
intended for Topical Use

Prevention Strategies:
e Topical (concentrated) epinephrine should not be in a parenteral syringe
e Products should be designed for intended use.

e Injectable products should be kept in original vial, not in an open
solution bowl

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Overdose of HYDROmorphone by
administration of higher-than-intended
concentration solution

2 mg/mL 10 mg/mL 20 mg/mL 50 mg/mL 100 mg/mL

HIGH POTENCY FORMULA

useP |

I
—
§§ {
S3H -
isH -
Z8H -

!

3
g
E
3

.
1
s
|
i

10mg/mL

T kL
HCL Injection
2 mg/mlL
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Overdose of HYDROmorphone by
administration of higher-than-intended
concentration solution

Prevention strategies:

Eliminate high-concentration items (e.g. hydromorphone injectable products
with concentration over 2 mg/mL) from patient care area stock

In circumstances where high-concentration hydromorphone cannot be
eliminated (e.qg. in palliative care), ensure that it is segregated and requires
an independent check

Ensure electronic systems and labels are designed with end-users in mind
to help prevent calculation errors or misunderstandings with directions

e Consider a cognitive walk-through (proactive risk assessment) for designs

Eliminate dangerous dose designations such as a ‘trailing zero’
Use prefilled, ready to use syringes

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Design Electronic Systems
W|th End User in Mind

v— ~.¢vw¥‘~'\ u

!

.
. giniglolvwlals=

ililk|k

X Xl x X X X . . . i
- -— -+
- - - - . . .
X ] llu X X X X . . -l . X X x .
SO W —— —_— : AJ_-_,LA.-‘ 4+ ' 4 + .

Phenobarbital Sodium Injection
(Phenobarbital Injection) 120mg/ml

Subcutaneous (SC) Twice Daily -
120mg/ml Subcutaneous (SC) Fatal Ir_‘CIdent
SEIZURES INJECT 0.167 ML(S) COntrlbutlng factor:
[20MG] SUBCUTANEOUSLY :

TWICE A DAY eMAR design

https://www.ismp-canada.org/download/safetyBulletins/2018/ISMPCSB2018-i8-eMAR .pdf
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Design Electronic Systems
with End-User in Mind

Schedule for Sat Sun Mon Tue Wed Thu Fri

Hours
Sep 2018 11213141567
PHENobarbital Sodium Solution 0600 X X X X X X X
rel /Mt Ol X | X1 X |1 X1 X 1 X | X

Inject 20 mg subcutaneously two
times a day for Seizures amount
to be administered 0.167 ml
-Start Date-

09/21/2018 1700

Soft ware developer was required for changes

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Insulin safety

ISMP Guidelines for
Optimizing Safe Subcutaneous

Insulin Use in Adults

p— e ————— o \{
2 .p ; —i“

https://www.ismp.org/guidelines/subcutaneous-insulin
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Pharmaceutical Bar Coding Project
Resource Guide

&
irmp o

% To create a national

environment for automated
Canadian Pharmaceutical Bar Coding Project identification at eaCh point Of

Medication Bar Code System

Implementation Planning the medication Chain_

A Resource Guide

September 2013 (Final)

THE MEDICATION FLOW CHAIN

r T

]
Healthcare Institutional

Warehousing Patient care

Pharmaceutical i contracting or retail Pharmacy Pharmacy area storage of  Drug/dose - dmig'osstfat' T
manufacturer S and inventory compounding dispensing bulk or individual selection L
shipping z : to patient
purchasing storage therapies

£

https://www.ismp-canada.org/barcoding/
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Collaboration

Canadian Healthcare Association
Association c canadienne des soins de santé

oa

=~ ~MEDBLY

HealthPRO

Shoke oo sty

Aia
Ciriro !

September 28, 2010

ASSOCIATION
MEDICALE
CANADIENNE

CANADIAN
MEDICAL
ASSOCIATION

Tan Sheppard

Project Leader

Canadian Pharmaceutical Barcode Project
Insticute for Safe Medication Pracsices Canada
4711 Yonge Swreet, Suite 501

Toronto, ON M2N 6K§

2 June 2010

Dear Mr.

ppard:

Re: The Use of Automated Identificssion and Data Captire in Produc Ident
Documentacion, Based on a pan-Canadian Standard

“The Canadisn Medical Association supports iniuiatives chat increase patient safecy and
whose implementation is fessible within the fiscal paramesers of Canadian healtheare.
Adverse drug cvents, especially those that are prevenuble through improved healthcare
systems, are an 0noing concemn o the Assocation.

Our Assoiaion spports the use of Auvtomated Identification and Dta Caprure (AIDC)
for the identification and documentation of therspeutic products and vaccines given to or
prescribed for patients. We also support the developmeat of hnical systems 1o
assist practitioners while performing such patient care activities.

lared te

Two companion projecis, the Canadian Pharmaceutical Bar Coding Project and the
Automated Identification of Vaceines Projects, have as their objectives the adoption of 3
pan-Cansdian GS1 scandard for automated idenificaion and product data capture
pharmaceutical and vaccine products, respectively. These projects are unique Canadian
collaborations between organizations from several Canadian health sectors and global
partners.

for

We encourage both orgunizations and practitioners alike to support these ongoing efforts
t0 improve medication and vaccine practices and, thereby, patient safety,

S ] (/'
{

SED, Shorte, MD, PhD, FCFP

or
Knowledge Transfer & Practice Policy

A haalhy papulation and o vibeant medical profession  Une populoton a0 sanfé... une professian médicle dymamiqua

1867,

« Aba Visa O, O ON KIG 3V & ernaco / omecn = 8137019331 « 800 2676703 o Fax / Take : 613 5211268

-

E& Canadian Society of Hospital Pharmacists
Société canadienne des pharmaciens d’hépitaux

Mission March 17, 2011

medication David Hugh MacLeod
d potentcare  Presilent and Chicf Exceutive Officer Chief Exccutive Offcer
in hospitla Paticnt Safey Insttee

ction Practices Cansda Canady
so1 10235 - 101 Stret, St
Edmonton. AB TS) 3G

711 Yonge Strest, S
Tomnta, ON M2N 6K3

Dear David and Hugh,
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e e ek
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i
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sdminisrston 10 4 patsent

The adogiion of the GS 1 i the Joint Tesmical
boubedly o Cansdam it o

ove the cliciency and the safety of the

medication-use system

Best regards,
Conveil camadicn
de enidence
en pharmacie e
Phopial
Myrella Roy, B.Sc P, Phasn. D, FCCP
Exccutive Dieccter
Based of
sk e Jimemy Fung, Pharmacy Clinical Maruger, Credit Valley Hosptal, Mississugs, Oreario
oo, P Prdr o Bl s, CSHP
Comeit . Vice President and Chi ting Offcer, ISMP Canada
des asociés Advisor- Notond! Prners, CPSI
Lan Sheppard, Project Leader Canadian Phurmaceutical Barcode Project, ISMP Canada
30 impasse Concowrsa Gata, Uskiust 3.+ Otawa « Oniaso V7o THTol 613726 9750 « FaxToles 613736 5660
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5 Questions to Ask
About Your Medications

questions a poser a propos

de vos médicaments

lors d’une consultation avec un médecin,
une infirmiére ou un pharmacien

2. CONTINUER? Gardez votre
Quels médicaments dois-je continuer a prendre dossier métgcal 2 2 I a n g u a g eS

et pourquoi? a jour.

Rappelez-vous d'Inolure :

3. USAGE CORRECT? ¥ et

Comment dois-je prendre mes médicaments et ¥ vitamines et

pour combien de temps? minéraux

v produits & base de
plantes / produits
naturels

2 v incluant tous les
4. SURVEILLER? P
Comment vais-je savoir si mes médicaments agissent que les médicaments
et quels effets secondaires faut-il surveiller? sans ordonnance
Demandez 3 votre médeoln,
Infirmiére ou pharmaolen

5. sulv‘? de passer en revue tous vos E

Aurai-je besoin de tests et quand dois-je prendre Sdioaments pour volr = B

faut arréter ou réduire 'un
i 5 ?
mon prochain rendez-vous? ou plusleurs de oes

médioaments.
cpsi*icsp Visitez safemedicationuse.ca pour en savoir plus.
vz o sestmnns: é; e, RIS SafeMedicationUse.ca . *
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“The ‘most powerful’ strategy for improving safety
and achieving desired clinical results, may be
motivating providers and organizations to support the

FULL ENGAGEMENT of patients and their guardians

in improving the safety and effectiveness of
medication use.”

Lyle Bootman, Co-chair, Committee on
Identifying and Preventing Medication Errors,
Institute of Medicine, July 2006

©2018 Institute for Safe Medication Practices Canada (ISMP Canada)



Our Aim

Empower patients and families with
‘questions to ask’ to improve knowledge
about medications and prevention of harm.
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Co-Designed with Patients

Environmental scan
Working group

consisted of patients,

nurses, doctors and
pharmacists

Draft developed

Iterative improvements
following surveys and

user-testing and
feedback

Be an active partner in your health! oy

questions to
ask about your
medications

Ask your doctor, nurse, 5 I,\

or pharmacist: o “
1. Have any of my medications "\Q
stopped or changed and why?
2. Can you review my medications TIP: Keep your list of
with me? allergies and your
med u
3. What side effects do | need to -
watch for?

4. What tests do | need to have
done?

5. When do I need a follow-up
appointment?

om, y e ¢ cosTes .
= -f e E‘( ot e B2 ol
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QUESTIONS TO ASK
ABOUT YOUR MEDICATIONS

when you see your doctor,
nurse, or pharmacist.

CONTINUE?

What medications do | need to keep
taking, and why?

PROPER USE?

How do | take my medications, and for

how long?
MONITOR?
L
How will | know if my medication is working,
and what side effects do | watch for?
Endorsed by:
FOLLOW-UP? i
Do | need any tests and when do | book %
e ] CANADIAN ASSOCIATION DES
T ’ ACCREDITATION NURSES ( " INFIRMIERES €7
CANADA ASSOCIATION INFIRMIERS DU CANADA
8 o COLLEGE OF
oo, G RS M SufeMedicationtse.ca asu. MANITOBA INSTITUTE bRk
Visit saf ca for more informati ror PATIENT SAFETY OF MANITOBA

https://www.ismp-canada.org/medrec/5questions.htm#l=tab2
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How it can be used

Specialist(s)
. A,B,C
Patients
e Before leaving the hospital Friraney acs f"’-\‘"j Hospital Viit

e At every appointment

Person/Family
Self-Care

Healthcare providers

Community
Pharmacy

e (Guide discussion
e Guide 'teachback’

Adapted from Medication Reconciliation in Home Care Getting Started Kit, January 2011
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whan you 5o your docio

== | o

2, CONTINUE? foe

it - aeatiors ma a0 haze. p——
g e wg

QUESTIONS TO ASK
5 ABOUT YOUR MEDICATIONS

sruw

5. FOLLOW-UP?

E e e—_— e | ok
e
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l:ada 2018

National Action Plan Evaluation:
Collective Impact Model

Results showed:

e The '5 questions to ask’ received one of the
highest ‘usefulness’ ratings.

e ‘5 questions to ask’ was ranked as the top
output with which survey respondents improved

patient safety.

http://www.patientsafetyinstitute.ca/en/toolsResources/Evaluation-National-Patient-Safety-
Consortium/Documents/
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@ Opioids for pain after surgery: Itis important to:
), H
& Your questions answered »
4.‘ Ra
Never share your Store your opioid medication

You have been prescribed an opioid. opioid medication with in a secure place; Ask about other options
Opioids reduce pain but will not take away all your pain. Ask your prescriber about anyone else. e Of, reach and out of sight available to treat pain.
other methods of reducing pain including using ice, stretching, physiotherapy, or of children, teens and pets.
non-opioid drugs like acetaminophen or ibuprofen. Know your pain control plan
and work closely with your prescriber if your pain does not improve.

" " Take unused medications back to a pharmacy for safe disposal.

2. Continue?

Opioids are usually required for less than 1-2 weeks after surgery.

As you continue to recover from your surgery, your pain should get better day by
day. As you get better, you will need less opioids. Consult your doctor or
pharmacist about how and when to reduce your dose.

Q=

3. Proper Use?

Use the lowest possible dose for the shortest possible time.

Overdose and addiction can occur with opioids. Avoid alcohol and sleeping pills
(e.g. benzodiazepines like lorazepam) while taking opioids. Do not drive while
taking opioids.

@

4. Monitor?

O

Side effects include: sedation, ¢ ipation, nausea and di
Contact your doctor or pharmacist if you have severe dizziness or inability to
stay awake.

5. Follow-Up?

Ask your prescriber when your pain should get better.
If your pain is not improving as expected, talk to your healthcare provider.

30

To find out more, visit: OpioidStewardship.ca and DeprescribingNetwork.ca

Talk with your pharmacist if you have questions. For locations that accept
retums: B 1-844-535-8889 ¢° healthsteward.ca

Did you know?

About 16 Canadians are hospitalized each day with opioid poisoning.
— Canadian institute for Health information, 2017

Examples of opioids used for pain after surgery:

hydromorphone morphine codelne oxycodone tramadol

Notes:

Choosing @

Canada

Canadian
= 2

Network

www.ismp-canada.org/opioid_stewardship/
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Opioid Safety

Health Canada requires
Community Pharmacies to add a
Warning Sticker and provide a
Patient Information Handout with
opioid prescriptions

Opioids can cause DEPENDENCE,
ADDICTION and OVERDOSE.

Health  Sarté

P [=p— b nads Canodi
Opioid Medicines I+l &
Information for Patients and Families

You have buen prescribed an opicid medicine far the treatment of pain or for ancther condition.

Have questions about your api

- Do not understand the instructions furuslng the opicid medicine given to you.
- Develop side effects or your condition worsens.

SERIOUS WARNINGS SIGNS OF OVERDOSE

- Opioid overdose can lead to death. Overdose is more likely m happen 2t | - Halluginations
higher doses, or if you take opioids with alcohol ar with other sedating drugs 3
(such as sleeging pills, anxiety medication, anti-degressants, muscle relaxants). )| - Confusion

- Addiction may occur, even when opioids are used as presciibed, - Difficulty walking

- Physical dependence can occur when opioids are used every day. This can »  Extreme drowsiness/dizziness

make it hard to stop using them.

« Slow or unusual bresthing
- Life-threatening breathing problems or reduced blood pressure
may occur with opioid use. Tak t your doctor about whether any health - Unsble to be woken up
conditions you have may increase your risk. - Coldand clammy sin

- Your pain may worsen with kong-term opioid use or at higher doses.

Yau may nat feel pain relief with further increases in your dose. Tak to your call 911 right away
doctor iF this happens to you, =5 a lower dose o a change in treatment may if you suspect an
be required.

opioid overdose or
think you may have
taken too much. *

= Withdrawal symptoms, such as widespread pain, irritability, agitation,
fiu-like symptoms and wouble sleeping, are common when you stop or reduce
the use of opioids.

= Babies born to mothers taking opicids may develop [ife-threatening * Naloxone has been approved by
withdrawal symptoms. Health Canada to temporarily
- Use anly as directed. Crushing, cutting, breaking, chewing or dissolving reverse known or sus

opicids before consuming them can causs serious harm, including death. opioid overdosas.

POSSIBLE SIDE EFFECTS

- Reduced physical andfor mental abilities, depression - Vision problems, headache
- Drowsiness, dizziness, risks of falls/fractures - Low sex crive, erectile dysfunction, infertiity
- Heart palpitstions, irregular heartbeat - Severe constipation, nausea, vomiting

- Problems sleeping, may cause or wersen sleep apnea

YOUR OPIOIDS MAY BE FATAL TO OTHERS

- Never give your opioid medicine to anyone.

- Store opioids (incuding used patches) in a secure place to prevent theft, problematic use or accidental exposure.
- Keep opicids out of sight and reach of children and pets, Taking even one dose by accident can be fatal.

+ Never throw opicids (inchuding used patches) into housshold trash where chiidren and pets may find them.

- Retur expired, unusad or used opioids (induding patches) to a pharmacy for proper disposal.

This handout is a summary and will not tell you everything about opioid medicines.

More information about the opicid you have been prescribed (or nalaxane) can be found oriine in the Product
duct=.canada, Jjsp

Date: F18/05/02

https://www.canada.ca/en/health-canada/services/drugs-health-products/drug-products/applications-
submissions/policies/warning-sticker-opioid-patient-information-handout.html
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Sustain and Improve Impact

Global collaboration:

Medication Without Harm
Key action area of focus is
High Risk Situations

Preventing harm from high-
alert medications is a key
opportunity.

WHO Global Patient Safety Challenge

&‘" World Health
“®.Z Organization
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Thank You

Sylvia Hyland: Sylvia.Hyland@ismpcanada.ca

General Inquiries: info@ismpcanada.ca

There are no commercial financial affiliations related to the
content of the presentation.
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