
© Institute for Safe Medication Practices Canada 2015 

Medication Incidents – What 
Can We Learn from Coroner’s 

Inquests? 
 

Julie Greenall 
Director of Projects and Education, ISMP Canada 

 
 

Ontario Hospital Pharmacy Management Seminar  
Deerhurst, Sunday, May 24, 2015 

 



© Institute for Safe Medication Practices Canada 2015 Presented with support from Health Canada 

ISMP Canada  
 

ISMP Canada is an independent not-for-
profit organization dedicated to reducing 
preventable harm from medications.  

 

Our goal is the creation of safe and reliable 
systems for managing medications in all 
healthcare environments.  

 

www.ismp-canada.org  

http://www.ismp-canada.org/
http://www.ismp-canada.org/
http://www.ismp-canada.org/
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ISMP Canada Safety Bulletins 
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Presentation Outline 

• Overview of death investigation systems in 
Canada  

• Overview of ISMP Canada collaboration 
with provincial and territorial Offices of the 
Chief Coroner/Chief Medical Examiner 

• Description of inquest process 

• ISMP Canada involvement in death case 
reviews and inquests 

• Lessons for Pharmacy leaders 
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Death Investigation Across Canada 

• Every province and territory has a death 
investigation system 

• Both coroner and medical examiner 
systems in Canada 

• Some jurisdictions have physician-based 
programs; others may or may not require a 
healthcare background 

• Focus is similar but coroner services may have 
a stronger preventive mandate 
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ISMP Canada Involvement with Offices of 
the Chief Coroner/Chief Medical Examiner 

• 2004 – Review of medication error associated 
deaths investigated by Ontario coroners – 32 
cases reviewed 

• 2006 and 2010 – additional Ontario data 
collection projects 

• 2012-13 – National collaborative project with 4 
provinces: NS, ON, QC, SK 

• 523 cases reviewed; 122 medication incidents 
abstracted for further analysis 



© Institute for Safe Medication Practices Canada 2015 Presented with support from Health Canada 

Key Findings from 2012-13 Project 

ISMP Canada Safety Bulletin. Deaths Associated with 

Medication Incidents. 2013; 13(8); http://www.ismp-

canada.org/download/safetyBulletins/2013/ISMPCSB2013-

08_DeathsAssociatedWithMedicationIncidents.pdf  

http://www.ismp-canada.org/download/safetyBulletins/2013/ISMPCSB2013-08_DeathsAssociatedWithMedicationIncidents.pdf
http://www.ismp-canada.org/download/safetyBulletins/2013/ISMPCSB2013-08_DeathsAssociatedWithMedicationIncidents.pdf
http://www.ismp-canada.org/download/safetyBulletins/2013/ISMPCSB2013-08_DeathsAssociatedWithMedicationIncidents.pdf
http://www.ismp-canada.org/download/safetyBulletins/2013/ISMPCSB2013-08_DeathsAssociatedWithMedicationIncidents.pdf
http://www.ismp-canada.org/download/safetyBulletins/2013/ISMPCSB2013-08_DeathsAssociatedWithMedicationIncidents.pdf
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Checklist for 
Investigating 
Deaths 
Involving 
Medication 
Errors 
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Secure Portal 
for Case 
Summary 
Submission 
for Coroners 
and Medical 
Examiners 
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Office of the Chief Coroner for Ontario 

“We speak for the dead to protect the living” 

 

The Office of the Chief Coroner for Ontario (OCCO) 
investigates: 

• All non-natural deaths (including deaths resulting from 
medical/medication error) 

• Certain natural deaths 

• Sudden and unexpected 

• Concerns about care (family; healthcare providers; coroner) 

• Vulnerable populations (e.g., every 10th death in LTC) 
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OCCO (cont’d) 

Coroner’s investigation serves two main purposes: 

• Investigative 

• Who died, when, where, how, and by what means 

• Preventative 

• Make recommendations aimed at preventing future 
deaths in similar circumstances 

• Through inquests, death review committees, special 
reviews 
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OCCO/ISMP Canada Collaboration 

• Data collection and analysis  

• Ontario codes specifically for medication error and 
adverse drug reactions 

• Patient Safety Review Committee 

• Sharing of learning from case reviews through 
ISMP Canada Safety Bulletins and Ontario 
Critical Incident Learning Bulletins 

 



© Institute for Safe Medication Practices Canada 2015 Presented with support from Health Canada 

Patient Safety Review Committee 

• Interdisciplinary committee created in 2005 

• Assists the OCCO in the review of deaths 
relating to healthcare-related cases where 
system-based errors appear to be a major 
factor 

• Provides recommendations to relevant 
organizations and professional groups towards 
reducing the likelihood of future similar events 

• Assists coroners in improving the 
investigation of deaths in which system-
based errors appear to have occurred 
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Other Provinces 

• Case reviews by referral or direct request 

• May or may not include site visit 

• Have completed case reviews with coroner 
referral or involvement, including inquest 
support for: 

• YK, BC, SK, ON, NB, NS, PE 

• Several case reviews have been adapted for 
sharing in bulletins 
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Inquest Process 

Definition:  

“An inquest is a public hearing where witnesses are called 
and evidence heard before 6 jury members. Inquests may 
be held to determine the facts and circumstances 
surrounding the death and to bring dangerous practices to 

light…. The inquest is fact finding, not fault finding. It is 

not a civil or criminal proceeding.” 

http://www.justice.gov.sk.ca/coroner-faq  

 

http://www.justice.gov.sk.ca/coroner-faq
http://www.justice.gov.sk.ca/coroner-faq
http://www.justice.gov.sk.ca/coroner-faq
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When are inquests called? 

• Custodial deaths (mandatory); unless expected of 
natural causes 

• Other sudden, unexpected or unnatural deaths: 

• to determine the identity of the deceased and how, 
when, where and by what means he or she died; 

• to inform the public of the circumstances surrounding a 
death; 

• to make dangerous practices or conditions known and 
make recommendations to avoid preventable deaths; or 

• to educate the public about dangerous practices or 
conditions to avoid preventable deaths. 

http://www.justice.gov.sk.ca/coroner-faq  

http://www.justice.gov.sk.ca/coroner-faq
http://www.justice.gov.sk.ca/coroner-faq
http://www.justice.gov.sk.ca/coroner-faq
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Inquest Preparation Process 
(Coroner Process) 

• Preparation of formal report based on review of 
available documents, for example: 

• Coroner’s case summary 

• Health record, including EMS, Rx files, previous 
admissions 

• Pathology reports, including medical autopsy, 
toxicology results 

• Police investigation/interview summaries with staff  

• Reports of other expert witnesses 
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Inquest Preparation Process (cont’d) 

• Submission of report to Chief Coroner 

• Detailed review of report and preparation 
for testimony with Coroner’s counsel 
(crown attorney) 
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Inquest Proceedings 

• Public event; media presence common 

• Similar to a courtroom process 

• “Judge” is a Coroner 

• Jury of lay people 

• Parties with “standing” can question witnesses, 
themselves or through legal representative 

• E.g., hospital, family 

• Expert witnesses may be allowed to observe full 
proceedings; other witnesses typically 
sequestered until after they have testified 

 

 



© Institute for Safe Medication Practices Canada 2015 Presented with support from Health Canada 

Inquest Proceedings (cont’d) 

• At the conclusion of the inquest, the jury 
delivers a verdict, answering the following 
questions: 

• Name of the deceased 

• Date and time of death 

• Place of death 

• Cause of death 

• By what means: natural, accident, homicide, suicide, 
or undetermined 
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Inquest Recommendations 

• Inquest juries may make 
recommendations (this is not required) 

• Inquest recommendations are non-
binding; however can strongly influence 
system change 
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Ontario Inquest Summary (2012) 

Office of the Chief Coroner for Ontario. 2012 Report on Inquests, 

Executive Summary. Available from: 

http://www.mcscs.jus.gov.on.ca/stellent/groups/public/@mcscs/

@www/@com/documents/webasset/ec167671.pdf  

http://www.mcscs.jus.gov.on.ca/stellent/groups/public/@mcscs/@www/@com/documents/webasset/ec167671.pdf
http://www.mcscs.jus.gov.on.ca/stellent/groups/public/@mcscs/@www/@com/documents/webasset/ec167671.pdf
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Ontario Inquest Summary 2012 

Office of the Chief Coroner for Ontario. 2012 Report on Inquests, 

Executive Summary. Available from: 

http://www.mcscs.jus.gov.on.ca/stellent/groups/public/@mcscs/

@www/@com/documents/webasset/ec167671.pdf  

http://www.mcscs.jus.gov.on.ca/stellent/groups/public/@mcscs/@www/@com/documents/webasset/ec167671.pdf
http://www.mcscs.jus.gov.on.ca/stellent/groups/public/@mcscs/@www/@com/documents/webasset/ec167671.pdf
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Ontario Inquest Summary (2012) 

Office of the Chief Coroner for Ontario. 2012 Report on Inquests, 

Executive Summary. Available from: 

http://www.mcscs.jus.gov.on.ca/stellent/groups/public/@mcscs/

@www/@com/documents/webasset/ec167671.pdf  

http://www.mcscs.jus.gov.on.ca/stellent/groups/public/@mcscs/@www/@com/documents/webasset/ec167671.pdf
http://www.mcscs.jus.gov.on.ca/stellent/groups/public/@mcscs/@www/@com/documents/webasset/ec167671.pdf
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How does ISMP Canada approach 
incident analysis for inquest cases? 

• Canadian Incident 
Analysis Framework (2012) 

- CPSI, ISMP Canada, 
Saskatchewan Health, 
Patients for Patient Safety 
Canada, Paula Beard, Carolyn 
Hoffman, Micheline Ste Marie 

• Systematic approach to 
incident analysis 

• Applicable to all 
incident analyses 
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Foundational Principles 

• Errors occur at all levels of healthcare 

 

• All staff, even the most experienced and 
dedicated professionals can be involved in 
preventable adverse events 

 

• Incidents result from a sequence of events and 
tend to fall in recurrent patterns regardless of 
the personnel involved 
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Systems Approach 

Focus on improving the 
processes, systems, 
and environment in 
which people work 
rather than 
attempting only to 
improve individual 
skills and 
performance 

 

 

 

 

 

 

 

 

 

Reason, J.  (2000).  Human error: 
models and management.  BMJ, 
320(7237): 768-770. Retrieved 
from:  
http://www.bmj.com/cgi/content/f
ull/320/7237/768 

 

 

http://www.bmj.com/cgi/content/full/320/7237/768
http://www.bmj.com/cgi/content/full/320/7237/768
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ISMP Canada Expert Witness 
Involvement in Inquests 

• 2004 

• Potassium chloride administered direct IV instead of 
saline in acute care 

• 2012 

• Incorrect opioid administration in long-term care 

• 2014 

• Quetiapine toxicity in detention centre 

• Opioid-associated death in a small community 
hospital 
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2004 – Potassium Chloride (KCl) 

• KCl administered direct IV instead of saline flush in 
a community hospital 

• Jury verdict:  

Cause of death: cardiac arrest, caused by the intravenous 
injection of concentrated potassium chloride 

By what means: Accident  
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2004 – KCl – Jury Verdict (cont’d) 

• 31 recommendations, including: 

• Complete removal of concentrated KCl from patient 
care areas in hospitals 

• Manufacturers’ packaging format should be highly 
distinguishable from other drug products, using clear 
and obvious warning labels 
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2012 – Incorrect Opioid 
Administration in Long-Term Care 

• Presumed administration of MS Contin 60 mg 
instead of prescribed propoxyphene 100 mg at 
bedtime 

• ISMP Canada conducted site visit to long-term 
care home and pharmacy supplying the home in 
preparation for inquest 

 



© Institute for Safe Medication Practices Canada 2015 Presented with support from Health Canada 

Incorrect Opioid Administration in 
Long-term Care (cont’d) 

• Jury verdict: 

• Cause of death: active chronic bronchitis and acute 
aspiration pneumonia 

• Pathologist and toxicologist commented that the 
respiratory depressant effects of morphine could not be 
excluded as a factor contributing to the death. 

• By what means: jury opted to leave this question 
unanswered, which is an available option 

• 8 recommendations 

• Key focus on processes related to management of 
suspected errors 

 

 



© Institute for Safe Medication Practices Canada 2015 Presented with support from Health Canada 

2014 – Quetiapine Toxicity 

• Inmate found unresponsive in cell  

• Inquest mandatory for custodial deaths 

• Toxicology and pathology suggested death 
related to combined toxicity of quetiapine, 
doxepin and amitriptyline 

• Only quetiapine had been prescribed 

• ISMP Canada was asked to conduct a site visit 
and review processes to determine the potential 
for a medication error and present findings at 
inquest 
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2014 – Quetiapine (cont’d) 

• Jury verdict:  

• Cause of death: combined toxicity of quetiapine, 
doxepin and amitriptyline 

• By what means: suicide 

• 7 recommendations, including:  

• Continued vigilance to identify and reduce “cheeking”, 
hoarding and diversion of drugs by inmates 

• Avoidance of medication administration during 
lockdown 

• Review of Medication Dispensing System at this and 
other detention centres 
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2014 – Opioid-Associated Death in 
a Small Community Hospital  

• Patient admitted for management of acute pain 
subsequent to an injury 2 months before 
admission 

• Prior history of back surgery and some regular opioid 
use (estimated at 4 tablets of Percocet daily) 

• Opioids were increased subsequent to the injury and 
increased further after admission 

• Key concerns were related to opioid selection and 
dose titration, and monitoring procedures 

• The day prior to death the patient was estimated to be 
receiving the equivalent of 400 mg of oral morphine 
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2014 – Opioid Associated Death (cont’d) 

• Jury verdict: 

• Cause of death: mixed drug toxicity 

• Manner of death: accident 

• 6 recommendations, 2 related to ISMP Canada’s 
review: 

• That the hospital implement all of the recommendations 
made by ISMP Canada  

• That the Chief Coroner and ISMP Canada collaborate to 
share the learning in an ISMP Canada Safety Bulletin 
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Lessons for Pharmacy Leaders 

• Deaths represent the most serious potential 
outcome of a medication error 

• Fortunately, deaths are infrequent, but they are 
not rare 

• ISMP Canada database of over 72,000 incidents 
includes nearly 300 deaths and 3000 harm incidents 

• Each harm event involves real people and families 
whose lives are forever changed 
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What can Pharmacy Leaders Do? 

Continue to: 

• Support incident reporting and analysis 
processes, including near misses 

• Promote the need for high leverage changes to 
medication management systems to decrease 
error potential in systems 

• Promote open and transparent communication 
with patients and families when errors occur 
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Personal Reflections  

• Inquests, while intended to be fact-finding, can 
in fact be very adversarial 

• Parties with standing can have very different goals for 
the outcome 

• While not a criminal proceeding, courtroom process is 
highly intimidating 

• Should be better ways for families to feel heard 
and get changes made for improved care in the 
future 
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The ultimate purpose of a critical 
incident investigation is always to 
prevent similar occurrences and 
thus improve safety. 

Woloshynowych, M. Rogers, S., Taylor-Adams, S., and  Vincent, C. The 
investigation and analysis of critical incidents and adverse events in 

healthcare. Health Technology Assessment 2005. Vol 9:19. 
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We encourage you to report 
medication incidents 

ISMP Canada: 

Practitioner Reporting 
https://www.ismp-
canada.org/err_report.htm     

 

 

Consumer Reporting 

www.safemedicationuse.ca/   

Canadian Institute for 
Health Information 
(CIHI) -- National 
System of Incident 
Reporting (NSIR) 

http://www.cihi.ca/CIHI-ext-
portal/pdf/internet/NSIR_PRO
GRAM_OVERVIEW_EN  

https://www.ismp-canada.org/err_report.htm
https://www.ismp-canada.org/err_report.htm
https://www.ismp-canada.org/err_report.htm
http://www.safemedicationuse.ca/
http://www.cihi.ca/CIHI-ext-portal/pdf/internet/NSIR_PROGRAM_OVERVIEW_EN
http://www.cihi.ca/CIHI-ext-portal/pdf/internet/NSIR_PROGRAM_OVERVIEW_EN
http://www.cihi.ca/CIHI-ext-portal/pdf/internet/NSIR_PROGRAM_OVERVIEW_EN
http://www.cihi.ca/CIHI-ext-portal/pdf/internet/NSIR_PROGRAM_OVERVIEW_EN
http://www.cihi.ca/CIHI-ext-portal/pdf/internet/NSIR_PROGRAM_OVERVIEW_EN
http://www.cihi.ca/CIHI-ext-portal/pdf/internet/NSIR_PROGRAM_OVERVIEW_EN
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Upcoming ISMP Canada  
Education Events  

Event Date 

Going beyond the numbers: A novel 
approach to understanding patient safety 
from medication incidents (*NEW) 

June 3rd  
(1 day) 

Resolving Drug-Drug Interactions: A 
Guide for Community Pharmacies to 
Reduce Potential Hospitalizations (*NEW) 

June 10th and 18th  
(2 hours – 3 timeslots) 

Medication Safety for Pharmacy Practice: 
Incident Analysis and Prospective Risk 
Assessment 

June 11th-12th; 
November 5th-6th  
(1.5 days) 

BPMH Training for Pharmacy Technicians October 22nd 

See www.ismp-canada.org/education/ or call 

416-733-3131 for information or to register. 

http://www.ismp-canada.org/education/
http://www.ismp-canada.org/education/
http://www.ismp-canada.org/education/
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Contact information: 

Julie Greenall 

jgreenall@ismp-
canada.org 

 

ISMP Canada 

416-733-3131 

1-866-544-7672  

www.ismp-canada.org 

mailto:jgreenall@ismp-canada.org
mailto:jgreenall@ismp-canada.org
mailto:jgreenall@ismp-canada.org
http://www.ismp-canada.org/
http://www.ismp-canada.org/
http://www.ismp-canada.org/

