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BACKGROUND

Although pharmacy professionals
and pharmacy organizations aim
to provide error-free patient
care, medication incidents are
inevitable. Medication incidents
are defined as any preventable
events that may cause
inappropriate medication use or
patient harm while the medication
is in the control of the healthcare
professional or patient; these
events occur when vulnerable
medication-use systems and/or
human factors affect prescribing,
transcribing, dispensing,
administration, and monitoring
practices. ¢

Community pharmacies in
Canada dispense over 600
million prescriptions annually, *
but only a fraction of medication
incidents will reach the patient
and an even smaller proportion
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will result in harm. However,
these incidents are associated
with significant costs to patients
and the healthcare system. In
particular, they may lead to
negative business implications

for community pharmacies as a
result of direct legal and financial
costs, tarnished reputations, and
decreased customer loyalty. On
the other hand, these incidents
often reveal broader system flaws,
and thus, represent excellent
opportunities for incident analysis
and shared learning.

In an effort to identify and
address factors that lead to
harmful medication incidents,
pharmacy organizations have
developed and implemented
incident reporting systems. At
the local level, reporting systems
are frequently an integral part of
continuous quality improvement
(CQI) programs, and as such,
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are associated with long-term improvements in
organizational learning and patient safety culture. At the
national level, reporting systems provide representative
data for large-scale aggregate analysis, enabling
healthcare stakeholders to better understand
contributing factors that may have led to medication
incidents, and aiding practitioners, pharmacies, and
regulatory authorities in developing and sharing
strategies to prevent recurrence. A multi-incident
analysis is one form of aggregate analysis that is

used to qualitatively analyze reported incident data

to extract contributing factors and develop safety
measures to prevent the incidents from re-occurring.
By organizing and reviewing narrative incident data

with common themes based on composition or origin,

a multi-incident analysis can offer system-based
learning that cannot be obtained through other
analysis methodology.

The Institute for Safe Medication Practices Canada
(ISMP Canada) established a national incident data
repository for community pharmacies through its
community pharmacy incident reporting (CPhIR)
program. This article explores a multi-incident
analysis conducted on harm-related medication
incidents reported to CPhIR. The following sections
contain an overview of the reported medication
incidents and results from the analysis. Specific
examples of reported incidents are also provided
for reflection and to aid in developing strategies
that can be customized to any practice setting. By
systematically examining such incidents, root causes
can be identified and process changes can be made
to reduce the likelihood of similar errors from
occurring again.

METHODS

A total of 971 medication incidents associated with
patient harm were extracted from the ISMP Canada
Community Pharmacy Incident Reporting (CPhIR)
Program (http/www.cphirca) from 2009 to 2017.
Sixty-two incidents were excluded due to insufficient
narrative incident description for analysis. A total of
909 incidents were included for the multi-incident
analysis, which was conducted by two independent
ISMP Canada analysts. Themes, sub-themes,
contributing factors, and recommendations to address
patient safety gaps corresponding to harm-related
incidents were then derived from this analysis.

RESULTS

Three main themes were identified: (1) High Risk
Processes in the Pharmacy; (2) Communication

Gaps; and (3) Preventable Adverse Drug Reactions
(Table 1) Subsequent sub-themes were then

derived from these three main themes accordingly
(Table 1) Incident examples, contributing factors

and recommendations based on the hierarchy of
effectiveness for CQI solution development (Figure 1)
are also provided below (Tables 2, 3, and 4).

Table 1: Main Themes and Subthemes Derived from the Multi-Incident Analysis of Medication Incidents

Associated with Patient Harm

Main Themes

Subthemes

High Risk Processes in the Pharmacy

Methadone Maintenance Therapy (MMT)
Compliance Packs
Compounding

Communication Gaps

Patient-Provider Engagement
Interprofessional Collaboration

Preventable Adverse Drug Reactions

Drug-Drug Interaction
Documented Drug Allergy
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Figure 1: Designing Effective Recommendations Using the Hierarchy of Effectiveness
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Table 2: Theme 1 - High Risk Processes in the Pharmacy

who prepared it oid not gel ancther
staff member to double check the
amount measured and iniial for it.
The compound was re-made and

the patient reported no burning.
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Methadone Maintenance Therapy Recommendations
Incident Example Contributing Factors 1. Implement barcode
A patient was mistakenly given »  Pre-pouring of daily scanning to ensure
another patient’s dose of methadone doses. correct selection of
methadone. The dose given was « Lack of a standardized medication *
significantly higher than the process to verify patient [Automation and
patient’s normal dose, Both identification. Computerization].
patients had similar rames and the
incident was discoversd when the 2. Develop standardized
second patient armved for his dose, procedures and
but it could not be fownd, documentation for
high-risk processes
Compliance Packs [Simplification and
Incident Example Contributing Factors Standardization].
A pabient was prescribed + Change of drug "
hydrochiorothiazide and her biister | regimens in the micale | > Feriorm ndependent
packs were rapackaged to include of a pack. ih h‘l;:l.ltﬂllﬂﬂf:lﬂuf
the medication. When the following | « Lack of a standardized o T ik g A
month’s MM ware n?ad" pracess far [HEEﬂI‘Id'EfS
hydrochiorothiazide was omitted. documentation of Checklists, Double
The patient experienced higher miesdication regimean Checks) -
than normal blood pressure as 8 changes. ;
resi. ] PI"EPBF‘I'I’Q of blister 4. O uusimmu staff
packs weeks in advance rnr::'-bvers are allowed
: of pick-up. to perform high-risk
Compounding processes [Rules and
| Incident Example Contributing Factors | policies).
A palient reported that the menthel | «  Lack of standardized
and hydrocortisone cream compounding process, 5. Ensure designated
mpwnds-'_w WM + Inadequate training of staff members are
caused burming, which did not personnel, adequately trained and

equipped * [Education

and Information].

More Effective /
Less Feasible

Less Effective |
More Feasible
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Table 3: Theme 2 — Communication Gaps

Patient-Provider Engagement Recommendations More Effective /
Incident Example Contributing Factors | 1. Implement Electronic Health | Less Feasible
A patient experiencing cough was | = Complicated Records and E-prescribing in
given a new prescription for medication pharmacy practice
valsartan fo replace ramipril. The directions. [Automation and
patient disconlinued metoprolal |« Inadequate Computerization).
instead of ramipril and brought verification of
the metoprolol back for patient 2. Have standardized
destruction. The incident was undarstanding. documantation for follow-up of
discoverad when the patient problematic orders and hand
called for a refill of his ramipri, off betweaen health care
professionals ®
Interprofessional Collaboration . [Simplification and
Incident Example Contributing Factors Standardization].
The nursing home confacted the |«  Limited sharing of
pharmacy for a refill of a patient's medical " 13 Useshow and tell" and
prescription for Arthrotec® information Ty DK SmOnrE
{dictofenac/ misoprostol). There between ensure understanding during
was no record of Arthrotec® on providers, counseliing [Reminders,
the patient file, but there was a « Lack of an up-to- Checklists, Double Checks).
prescription for diclofenac. It was [
discovered that, in addition to ot medicaton 14, Require staff 10 offer
receiving diclofenac, the patient medication reviews to eligible
was taking a sample of patients annually to identify
Arthrolec® that he recsived from drug therapy problems '
i cor [Rules and Policies).
5. Encourage patients to carry
an updated medication list
when imwlwm health
care s510nals
[Edusali on and Less Effective /
infarmation]. More Feasible
Table 4: Theme 3 — Preventable Adverse Drug Reactions
Dirug-Drug Interaction Recommendations Morae Effective [
Less Feasible
Incident Example Contributing Factors | 1. Clinical decision support systemns (CDSS)
for prescribers and pharmacists should
Apatent was starfed | = Knowledge daficit have the functionality to detect drug-drug
on lithium carbonate of the practitioner. interactions/drug allergies and be updated
and was proscnbed |« Too many regularly to prevent "alert fatigus”,
metronidazole 7 days insignificant alerts [Automation and Computerization].
later without cautioning resulting in “alert
about the interactian. fatigua®. 2. Develop standardized procedures and
The patiant callad the documentation when a drug interaction or
pharmacy reporting drug allergy is idenlified [Simplification
side effects consistent and Standardization].
3. Double check allergy status at order entry
Documented Drug Allergy and pick-up [Reminders, Checklists,
_ _ N and Double Checks].
Incident Example Contributing Factors
4. Require documentation when a drug
A patient complained of | »  Inadequate alert to interaction or allergy override occurs, and
tight throat over several indicate drug audit regularly (i.e. monthly) "' [Rules
days. He/she went fo allergy. and Policies).
amé and was = Bypassing entry of
mmmm allergy e 5. Bubscribe to a drug information service
altergic reaction to information. and pos! infermation on known dangerous
moxifloxacin, The + Freeform entry of drug interactions [Education and
phammacist had missed | allergies. Information].
vt : Less Effective /
n CiSpensing.
" More Feasible
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CONCLUSION

Medication incidents associated with patient harm
present an opportunity for learning and improvement
of the medication-use system in community pharmacy.
This multi-incident analysis revealed that high risk
processes, communication gaps, and preventable
adverse drug reactions were the most common
themes for reported medication incidents associated
with patient harm.

When designing safety solutions using the hierarchy
of effectiveness (Figure 1), we have provided different
recommendations that can be implemented in your
practice based on feasibility and effectiveness. In
particular, implementing independent double checks is
a feasible strategy for preventing incidents associated
with high-risk processes. Furthermore, developing
standardized communication and documentation is
necessary to ensure safe and effective medication

use within the circle of care. Finally, improving the
effectiveness of clinical decision support systems
utilized by health care practitioners will help mitigate
the potential for preventable adverse drug reactions.
We hope our findings from this multi-incident analysis
help improve medication safety by providing a platform
for reflection and shared learning.

@O O @ racE42 ~ WINTER2018 ~ PHARMACY CONNECTION

ACKNOWLEDGEMENT

ISMP Canada would like to acknowledge support from
the Ontario Ministry of Health and Long-Term Care
for the development of the Community Pharmacy
Incident Reporting (CPhIR) Program (http/www.cphir.
ca). The CPhIR Program contributes to the Canadian
Medication Incident Reporting and Prevention System
(CMIRPS) (https/www.ismp-canada.org/cmirps/index.
htm). A goal of CMIRPS is to analyze medication
incident reports and develop recommendations for
enhancing medication safety in all healthcare settings.
The incidents anonymously reported by community
pharmacy practitioners to CPhIR were extremely
helpful in the preparation of this article. &



http://www.cphir.ca
http://www.cphir.ca
https://www.ismp-canada.org/cmirps/index.htm
https://www.ismp-canada.org/cmirps/index.htm
https://www.ismp-canada.org/definitions.htm
https://www.ismp-canada.org/definitions.htm
http://apps.who.int/iris/bitstream/10665/255263/1/WHO-HIS-SDS-2017.6-eng.pdf?ua=1&ua=1
http://apps.who.int/iris/bitstream/10665/255263/1/WHO-HIS-SDS-2017.6-eng.pdf?ua=1&ua=1
http://apps.who.int/iris/bitstream/10665/255263/1/WHO-HIS-SDS-2017.6-eng.pdf?ua=1&ua=1
http://www.canadianhealthcarenetwork.ca/pharmacists/magazines/pharmacy-practice-plus/julyaugust-2016/special-report-top-drugs-of-2015-36905
http://www.canadianhealthcarenetwork.ca/pharmacists/magazines/pharmacy-practice-plus/julyaugust-2016/special-report-top-drugs-of-2015-36905
http://www.canadianhealthcarenetwork.ca/pharmacists/magazines/pharmacy-practice-plus/julyaugust-2016/special-report-top-drugs-of-2015-36905
http://www.canadianhealthcarenetwork.ca/pharmacists/magazines/pharmacy-practice-plus/julyaugust-2016/special-report-top-drugs-of-2015-36905

