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Distinctions

Medication Incident/Error
• Preventable
• May cause inappropriate 

medication use or patient harm 
• While medication is in the control 

of the healthcare professional, 
patient, or consumer

• May be related to:
• professional practice, drug 

products, procedures, and systems

• May  occur at any point along the 
drug use continuum

Adverse Drug Event:
• Injury from a medicine or lack of 

an intended medicine. 

• Includes adverse drug reactions 
and harm from medication 
incidents.

Adapted From: CMIRPS Collaborating Parties
http://www.ismp-canada.org/definitions.htm
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Adverse Reactions
• Undesirable effects of health 

products

• May occur under normal use 
conditions of the product. 

• Within minutes or years after 
exposure to the product 

• Range from minor reactions to 
serious and life‐threatening 
events 

• Not preventable or ameliorable

May initially be considered 
unexpected when the effects of 
medication are incompletely known

Often can be prevented once 
increased knowledge is obtained:

Thus, reporting and information 
sharing on ADRs are important to 
medication safety.

Adapted from: Health Canada Website
http://www.hc‐sc.gc.ca/dhp‐mps/medeff/advers‐react‐

neg/index‐eng.php#a1
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MEDICATION INCIDENT 
REPORTING DRIVERS
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CSHP Standards of Practice

STANDARD 1 - Professional 
Accountability and Continued 
Competence

1.8  Responds to and reports 
situations which may be 
adverse for the client and/or 
health care providers

From: Professional Hospital Pharmacy Practice: 
Standards (2003) 
http://www.cshp.ca/members/dmsgetfile.asp?file=%7
B1E12CF6F-FE2C-4BD3-9309-9A8124B2A353%7D
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Model Standards of Practice for Canadian Pharmacists

From Model Standards of Practice for Canadian Pharmacists  
http://napra.ca/Content_Files/Files/Model_Standards_of_Prac_for_Cdn_Pharm_March09_Final_b.p

df
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Practice Standards for Nurses
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Required Organizational 
Practice

ADVERSE EVENTS REPORTING
The organization establishes a reporting system for adverse 
events, sentinel events, and near misses, including appropriate 
follow‐up. The reporting system is in compliance with any 
applicable legislation, and within any protection afforded by 
legislation.

From: 2015 ROP handbook    http://www.accreditation.ca/rop-handbooks
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Legislated/Mandatory Reporting
• Reporting of Clinical Adverse Events, Close 

Calls, and HazardsAlberta Health Services  Alberta Health Services  

• SK Critical Incident GuidelinesSaskatchewan Saskatchewan 

• The Regional Health Authorities Amendment and 
Amendments to the Manitoba Evidence ActManitoba Manitoba 

• Excellent Care for All ActOntario Ontario 

• Registre national des incidents et accidents survenus lors 
de la prestation de soins de santé et de services sociaux 
(RNIASSSS)

Quebec Quebec 

• Department of Health Serious Reportable Event 
Policy Nova Scotia Nova Scotia 

• Patient Safety Incident Reporting PolicyHealth PEI Health PEI 
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Public Focus on Adverse Events
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SELECTED 
LITERATURE/PUBLICATIONS

Medication INCIDENT REPORTING: 



©2015 Institute for Safe Medication Practices Canada (ISMP Canada)



©2015 Institute for Safe Medication Practices Canada (ISMP Canada)

Hospital Pharmacy in Canada 

54% report to a health region program
40% report to ISMP Canada
34% to a provincial program
7% to “other” program

From: Lilly Survey 2007-2008 
http://www.lillyhospitalsurvey.ca/hpc2/content/Reports3.asp
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Reporting captures the tip of the iceberg

Case Review

• Case review detected all 
110 admissions in which 
patient suffered harm

Incident Reporting System

• Detected only 5% of 110 
admissions in which patient 
suffered harm

• 2007 study at large UK National Health Service hospital
• Examined 1006 admissions
• 110 admissions had at least one patient safety incident 

resulting in harm

Sari et al, 2007: http://www.bmj.com/content/334/7584/79
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Slide Credit:  ISMP US
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Focus groups involving 17 pharmacists from 4 hospital 
sites in Northwest England

Williams SD, Res Soc Admin Pharm, 2013
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Focus group findings

Barriers
• The high prevalence of 

medication errors

• Impact on inter‐
professional working 
relationships with doctors 
and nurses

• Reporting forms considered 
too cumbersome and time 
consuming to complete

Facilitators
• Severity of any patient 

harm was the primary 
reporting driver

• More confident to report if 
there had been previously 
witnessed positive feedback 
and system change 
following an error 
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Reporting, Learning and the Culture of 
Safety 

From:  Flemons WW et al., Healthcare Quarterly 2012
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What are barriers or facilitators to incident 
reporting in your/your organizations 

experience?



©2015 Institute for Safe Medication Practices Canada (ISMP Canada)

MEDICATION INCIDENT 
REPORTING MECHANISMS
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NATIONAL REPORTING 
MECHANISMS 
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CMIRPS Characteristics

26

• Sharing information, 
tools and expertise  

• Protocol changes
• Product changes

• Healthcare 
professionals, 
institutions, consumers 
and patients 

• Identify problems, 
analyze information 
and share solutions 

• Health Canada
• ISMP Canada
• Canadian Institute for 

Health Information
• Canadian Patient 

Safety Institute
• Stakeholder networks Collaborativ

e program
Collaborativ

e program

Reporting 
and 

Learning 
systems

Reporting 
and 

Learning 
systems

Knowledge 
Transfer 
Program

Knowledge 
Transfer 
Program

Initiate and 
Support 
System 
Level 

Change

Initiate and 
Support 
System 
Level 

Change
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EvaluationEvaluation

Analysis, 
Solution 
Development,

Knowledge 
Synthesis 

Spread of 
Learning

Behavioural 
and System 

ChangeNaming /labelling 
and packaging

Standard changes
Policies and practices

Knowledge used?
Desired change achieved?

Reporting 

ISMP Canada
Health Canada
Local through NSIR

Bulletins and Alerts
Newsletters 
Presentations 
Webinars

CIHI - NSIR
ISMP-Canada IPR
SafeMedicationUse.ca
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http://www.cihi.ca/cihi-ext-
portal/internet/en/document/health+system+performance/quality+of+care+and+outcomes/patient+safety/servic

es_cmirps
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NSIR Registered Facilities
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NUNTYT

BC AB SK MB ON QC

NB NS

PE

NL

250 registered hospitals
~30% of Canadian hospitals 

submitting to NSIR

Over 20,000 incidents submitted to NSIR from 
the 5 jurisdictions Slide adapted from CIHI slide
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How Data Providers are Using NSIR
Saskatoon RHA

http://www.cihi.ca/land/Article/Data+In+Action/cihi010203

30
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Reporting to ISMP Canada ‐ Individual Practitioners
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ISMP Canada Individual Practitioner Reports – By 
harm/error classification

Based on reports received since January 2013
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WHAT HAVE WE LEARNED?
Examples of Sharing and Learning from CMIRPS
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Outputs

http://www.ismp-
canada.org/ISMPCSafetyBulletins.htm
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Collaboration to Sustain Practice 
Improvements

• More than 50 recommendations adopted 
by Accreditation Canada into Standards 
and Required Organizational Practices 
(ROPs)
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Reported incidents inform Labelling 
and Packaging Improvements

Before After
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PATIENT REPORTED 
MEDICATION INCIDENTS
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Consumer/Patient Reporting
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Outputs

Found at: www.safemedicationuse.ca
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Learning can be shared with Patients
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• Database for sharing evidence informed alerts, advisories 
and recommendations.
• 26 contributing organizations
• Hundreds of searches every month
• Supported by the World Health Organization

• Includes:
• CMIRPS bulletins and alerts for practitioners
• CMIRPS newsletters and alerts for consumers
• Alberta….
• Manitoba….
• Ontario Critical Incident Learning Bulletins

Global Patient Safety Alerts 

41
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PROVINCIAL/TERRITORIAL 
REPORTING AND COLLABORATION



©2015 Institute for Safe Medication Practices Canada (ISMP Canada)

British Columbia

• Web‐based patient safety 
event reporting, learning 
and management tool 
used by care providers 
across all healthcare 
organizations in BC.

• Rollout began in 2008 
(first system of its kind in 
Canada)
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Health Quality Council of Alberta

44

Available from www.HQCA.ca

Collaborative projects to transfer learning into 
practice

Dangerous 
abbreviations 
and dose 
designations

LTC 
medication 
safety 
assessment

Medication 
management 
checklist for 
supportive 
living



©2015 Institute for Safe Medication Practices Canada (ISMP Canada)

Manitoba Institute for Patient Safety
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Collaborative project to transfer learning into practice

Medication Safety: A 
Guide for 
Pharmacists

Available from www.MIPS.ca
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Provincial 
Critical 
Incident 
Program 

Available from  www.ISMP-Canada.org
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Outputs

Found at: http://www.ismp-canada.org/ocil/
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WHAT’S NEXT?
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White Paper Project

More data

Greater 
likelihood of 
identifying 

potential risk 
and sentinel 

events

More 
information to 

learn from

More 
knowledge to 

share

Greater 
likelihood of 
prevention of 
patient harm 

from 
Medication 

Errors

• Environment Scan to identify all types of reporting systems that 
could provide medication incident data to contribute to sharing 
and learning

• Identify Gaps and Overlaps
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Linkages Across Data Sources

How can we 
work 

together and 
create links?

Linking data 
sets, making 
connections

In all 
likelihood via 

solutions

What might 
be your 

contribution?
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Unintentional Acetaminophen 
Overdoses

Unintentional 
Acetaminophen 
Overdoses

Health Canada
ADR Reports 

ISMP Canada
Individual 

Practitioner 
Reporting, 

SafeMedicationUse.
ca

CIHI 
National System of 
Incident Reporting  

Poison Control 
Centres   

Coroners and 
Medical 

Examiners

Others
Insurers, 

Regulatory 
Authorities, 

Manufacturers, and 
More
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Other sources?

• What other potential sources exist?

• Please e-mail me if you have information 
or ideas to support this project:

kgraham@ismp-canada.org
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In Summary…

Levers

• Regulation and Practice Standards encourage medication 
incident reporting

Barriers
• Cultural and Structural barriers still persist

Reporting 
Systems

• CMIRPS offers several reporting systems in Canada: 
Practitioners, Institutions, Consumers

Knowledge 
Translation

• Many provincial examples of how the outputs are used to 
enhance safety and quality of care

What’s What’s 
next?

• Linking many data sets across silos to better identify potential 
risks and prevent patient harm from medication incidents


