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Introduction Phase 2 - Transforming Opioid Delivery in Paediatrics

Psychological Insights: The Ozone qOm

The O Zone concept is based on psychological interview
findings and follow-up discussions with other healthcare
professionals. It identifies a state described by many as a
particular kind of space they know they're in when they are
working most attentively and effectively. The O Zone is a
name for that space.

Utilize an innovative approach by applying human factors
expertise, and psychological theory and practice to design
strategies for developing support for professionals in safe
medication delivery practice.

Develop a comprehensive set of recommendations and
tools to ensure safe opioid medication practice
including, but not limited to, methods of standardization
of prescribing and administration, calculation tools,
purchasing and storage.

Paediatric healthcare facilities face unique challenges in the
medication delivery systems. It is well known that various
patient and system factors place paediatric patients at greater
risk of experiencing harm from medication errors, and that
certain medications have a higher potential to cause harm

when used in error. Human Factors Analysis

Human factors analysis evaluated the effectiveness of moving
from non-standard concentrations to standard concentrations
and focused on the preparation of morphine solutions for |V
infusions.

The study was conducted at CAPHC’s Annual Conference in
October 2009.

Opioid Safety Tactics

A  multi-disciplinary team developed standardized
approaches to opioild safety tactics. The 11 tactics
encompass three groups of activities providing an optimal
‘ladder of safety:

The Institute for Safe Medication Practices Canada (ISMP
Canada) and the Canadian Association of Paediatric Health
Centres (CAPHC), with support from The Canadian Patient
Safety Institute, Medbuy Inc., and Baxter Corporation have
established a partnership intended to advance medication 1.

Findings indicate an optimal psycho-physiological state to
deliver opioids.
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* 67/% of participants indicated that they found standardized
calculation easier than rule of six.
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National Collaborative: Top 5 Drugs Reported ass§alarm
through Medication Error in Paediatrics

The Canadian Association of Paediatric Health Centres the 305 reports of incidents causing harm, 294 repo rts,
(CAPHC) and the Institute for Safe Medication Practices involving a total of 320 medications, met the criteria for - - 0
Canada (ISMP Canada) are working collaboratively, with analysis. From this group, the top 5 medications causing M d t N b ( / )
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unique challenges in the realm of medication safety. A morphine, representing 8.8% of the reports of incidents — o n c u s I O n S a n ex e s
variety of factors, including the age, size, and physiological causing harm. Incidents involving fentanyl represented 3.4%
status of these patients, can increase the likelihood that of the harmful incidents. Together, these 2 opioids . -
medication incidents", particularly those involving high-alert represented 36 (12.2%) of the 294 reports of medication m O rp h I n e 26 (8 8)
medications’, will result in harm.! The collaborative incidents causing harm and accounted for just over 50% of -
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The remaining 5 facilities submitted quantitative data
that identified the medication involved and the level of It is impossible to infer or project the probability of  specific
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Project Findings
Of the reported incidents, 305 had an outcome of harm ¥, identified morphine, insulin, and fentanyl among the top 5
inei medications reported as causing harm, in both adult and
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paediatric patients, as a consequence of medication error.

patients.

and tertiary hospitals.
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A qualitative analysis of these top 5 medications was then
conducted. The objective was to gain insight into factors ] " u u
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or (ie., categories E to I inclusive); harm and_th(_)se not causing harm, were reviewed, to capture
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loid
: o : OpPIOIAS.
Reference: Institute for Safe Medication Practices Canada.

National Collaborative: Top 5 Drugs Reported as Causing Harm
through Medication error in Paediatrics. ISMP Canada Safety
Bulletin 2009, August 31 Volume 9, Number 0.
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Future work will involve testing, validating and building
support for these recommendations in the paediatric

community across Canada.



