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MOHLTC – ISMP Canada’s 
Medication Safety Support Service 
(MSSS) Initiatives for 2007/2008

Medication Safety Support 
Service Projects
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Ministry of Health and Long-

Term Care



©© Institute for Safe Medication Practices Canada 2007Institute for Safe Medication Practices Canada 2007®®

Outline

• MOHLTC Deliverables

• National projects
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MOHLTC Deliverables

• Ontario Medication Incident Database

• Anticoagulants

• Operating Room Safety

• MSSA for Hospitals

• MSSA for LTC

• Medication Reconciliation in Community 
Pharmacy

• Medication Safety Learning Forums
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MOHLTC Deliverables

• ISMP Newsletters and Safety Bulletins

• ISMP Canada Fellowship

• LHIN’s

• Safe Use of Insulin

• Collaborate with Ontario Poison 
Information Centre
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Ontario Medication Incident Database

• Goal – to facilitate provincial surveillance 
of medication incidents and further 
develop the Ontario reporting and learning 
system
• Increase reporting incidents and institutions

• Compare to previous year

• Comprehensive data analysis
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Why Report?

“External reporting allows lessons to be shared so 
others can avoid the same mishaps”.

• “First, alerts about new hazards can be generated 
from even a few reports”

• “Second, information about the experience of 
individual hospitals in using new methods to prevent 
errors can be disseminated”.

Lucien Leape; Reporting of Adverse Events: NEJM 2002;347:1633-1638
&   WHO Draft Guidelines for Adverse Event Reporting and Learning Systems
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Analysis of Reports by ISMP Canada

• Individual 
Report Analysis 
(High Priority 
Reports)
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Analysis of Reports by ISMP Canada

• Aggregate 
Report Analysis 
(Intermediate 
Priority Reports)
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Highest Number of Incident Reports
and Highest Association with Harm

Four drug classes account for 55% of all 
incidents associated with harm and death:

• Opiate Agonists

• Anticoagulants

• Insulin

• Chemotherapy
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Incident Reporting

• Close to 20,000 incidents reported to 
Ontario database

• 94 healthcare facilities have used / 
currently using Analyze-ERR®
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To Enhance the 
Incident Reporting Process…

• Incident submission process not as 
straightforward for you as we would like 
to be, therefore:
• ISMP Canada support staff readily accessible 

for questions or concerns

• Support for exporting medication incident 
data from other incident reporting systems
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Support from ISMP Canada

• ISMP Canada staff members will be happy to 
contact you to further discuss how to facilitate 
the data submission process.

• For further questions:
• Lina Furgiuele:  

• Tel:  (416) 480-4099  

• e-mail:  lfurgiuele@ismp-canada.org

• Roger Cheng:  
• Tel:  (416) 733-3131 ext: 229

• e-mail:  rcheng@ismp-canada.org
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Anticoagulation Strategies

Enhance VTE prophylaxis

• “Errors of omission”

Enhance Heparin storage and administration

• “Errors of commission”
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MOHLTC 2007/8 Deliverables

Anticoagulant Drug Safety – Stream 1

• To increase compliance with clinical 
practice guidelines for thromboprophylaxis 
for inpatients
• Implement a knowledge translation toolkit in 

8 regional hospitals
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Anticoagulant Drug Safety – Stream 2

• Collaborate with Ontario hospitals to 
remove highly concentrated anticoagulant 
products from patient care areas
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Why Anticoagulant Safety?
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Heparin Storage –
A Patient Safety Priority
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Heparin Storage –
A Patient Safety Priority

ISMP Canada Safety Bulletin, Vol 4, Issue 10, October, 2004

A Need to “Flush” Out High Concentration Heparin Products
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Addressing Anticoagulant Safety
Enhance storage and administration of heparin.
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Anticoagulant Therapy - Stream 3

• Complete an environmental scan to 
identify best practices to reduce harm with 
warfarin use in the community
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Operating Room Checklist

• Baseline assessment of 
strengths and 
vulnerabilities in Ontario 
operating rooms based on 
20 hospitals participating 
in the pilot project

• Development of an 
operational version of the 
OR checklist
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Medication Safety Self Assessment®
(MSSA) Acute Care, Community/Ambulatory Pharmacy, 

Complex Continuing Care and Long Term Care

Goals
• to enhance risk assessment 

of the medication use 
system by Ontario hospitals

• > 50 hospitals to complete 
MSSA in 2007/8

• Analysis to develop 
strategies

• Encourage all healthcare 
facilities to complete a 
MSSA
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Medication Reconciliation

Goal
• Complete a pilot project for medication 

reconciliation in the community to reduce 
medication discrepancies at transitions of care 
between hospitals and community pharmacies
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Medication Safety Learning Programs

• Deliver 2 Medication Safety Learning 
Forums to inform healthcare providers
• May 8, 2007 – Long Term Care and 

Community Pharmacy

• June 3 or 9, 2007 – Acute Care

• Survey participants through evaluation 
forms to assess planned actions and 
further needs
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ISMP Newsletters and Bulletins

• Increase number of 
facilities receiving 
safety alerts

• Assessment of reach

• Assessment of 
perceived value
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ISMP Canada Fellowship

• Goal – to provide Ontario with future 
patient safety leaders
• Training and development over 12 months for 

one individual



©© Institute for Safe Medication Practices Canada 2007Institute for Safe Medication Practices Canada 2007®®

LHIN’s

• Goal – Engage with LHIN leadership to increase 
awareness of safety initiatives affecting healthcare in 
their region

• Target 10/14 LHIN’s
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Safe Use of Insulin

• Environmental scan:
• Literature search

• Key informant interviews

• Recommend next steps to develop 
strategies for Ontario to address identified 
issues with insulin
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Collaborate with Ontario 
Poison Info Centre

• Goal: 
• Collaborate with the Ontario Poison 

Information Centre to analyze data associated 
with medication errors

• Identify priority areas for intervention
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National Projects

Safer Healthcare Now! 
• Adverse drug events in long-term care – implement medication 

reconciliation to prevent adverse drug events (ADEs) in long-term 
care settings. 
Lead: ISMP Canada. 

• Venous thromboembolism (VTE) – implement a series of 
protocols to ensure that general surgery and hip fracture surgery 
patients receive the appropriate thromboprophylaxis to prevent 
complications such as deep vein thrombosis (DVT) and pulmonary 
embolus. 
Lead: Dr. William Geerts, Sunnybrook Health Sciences Centre
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International Projects

International medication safety group
• Conference in Ireland November 4-9, 2007

• Labelling and packaging – supported by WHO

• Top ten drugs in different countries

High Fives
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In a unique display of international patient safety collaboration, the top health leaders from Canada, Germany, the 
Netherlands, New Zealand, the United Kingdom and the United States met on November 1 in Washington, D.C. to sign a 
letter of intent to support efforts to advance the global patient safety agenda through engagement in a special World Health 
Organization (WHO) Action on Patient Safety Initiative. The collaborative initiative, known familiarly as the High 5s Project, 
seeks to improve the safety of patients around the world. The Project is being coordinated by the WHO Collaborating Centre, 
which is led by The Joint Commission and Joint Commission International, in partnership with the WHO World Alliance for 
Patient Safety and the Commonwealth Fund. The centerpiece of the High 5s Project involves the development and 
implementation of standardized operating protocols (SOPs) to address five widespread patient safety problems in the 
participating countries and elsewhere. The SOPs will seek to:

• Promote effective management of concentrated injectable medicines. 
• Assure medication accuracy at transitions in care. 
• Improve communications during patient care handovers. 
• Assure performance of the correct procedure at the correct body site. 
• Promote improved hand hygiene to prevent healthcare-associated infections. 

Four of the five SOPs have been finalized and approved by the participating countries. The fifth will be finalized within the 
next month. Once in place, the SOPs are expected to have broad impacts in preventing avoidable deaths and serious 
injuries in hospitals. The Project also involves the elaboration of a sophisticated impact evaluation strategy that will assess 
not only the degree to which patient safety vulnerabilities have been eliminated but also the economic and cultural impacts of 
the SOPs at the hospital level. Project implementation is targeted for late summer of 2008, with the expectation that its 
impacts will be assessed over a five-year period. Volunteer hospitals will be invited to share their experiences and lessons 
learned with each other over time through an electronic learning community. It is anticipated that the learning experience will 
lead to continuing refinements to the SOPs over the project period. More information about the High 5s project is at 
http://www.jcipatientsafety.org/. See the complete news release. 

Six countries meet on WHO’s “High 5s”
Project to improve patient safety in hospitals
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ISMP Contact Information

• MSSA – mssa@ismp-canada.org

• Newsletters – news@ismp-canada.org

• Medication Reconciliation – medrec@ismp-canada.org

• RCA workshops – rca@ismp-canada.org

• FMEA workshops – fmea@ismp-canada.org

• Incident reporting – analyze-err@ismp-canada.org

• Questions – info@ismp-canada.org
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We appreciate your support!!!


