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Objectives
• Highlight the global impact of unsafe medication safety 

practices and medication errors
• Describe the WHO Medication Without Harm - Global Patient 

Safety Challenge on Medication Safety
• Provide an update on Medication Reconciliation and other 

strategies/tools for taking action to improve med safety 
across the continuum 
• Highlight the importance of patient and family engagement in 

medication safety and share a number of examples



Unsafe medication practices and 
medication errors are a leading 
cause of avoidable harm

Globally, the cost associated with 
medication errors has been 
estimated at $42 billion (US) 
annually

Medication Without Harm - Global Patient 
Safety Challenge on Medication Safety. Geneva: 
World Health Organization, 2017. 
Licence: CC BY-NC-SA 3.0 IGO



Why now?

•Medication related harm has been documented for 60 
years and continues to cause harm amongst patients
• Patients are harmed because:
• Medication naming, packaging, and labelling causes confusion
• Errors are made in prescribing and administering medications
• The patient is often not engaged, not informed and not 

empowered



Five Specific Objectives of the Global Challenge 

Facilitate a strengthening of systems and practices that 
can initiate corrective actions 

1. ASSESS the scope and nature of avoidable harm and 
strengthen the monitoring systems to detect and track this 
harm



Five Specific Objectives of the Global Challenge 

Facilitate a strengthening of systems and practices that 
can initiate corrective actions 

2. CREATE a framework for action aimed at patients, 
health professionals and Member States to facilitate 
improvements



Five Specific Objectives of the Global Challenge 

Facilitate a strengthening of systems and practices that 
can initiate corrective actions 

3. DEVELOP guidance, materials, technologies and tools 
to support the setting up of safer medication use 
systems



Five Specific Objectives of the Global Challenge 

Facilitate a strengthening of systems and practices that 
can initiate corrective actions 

4. ENGAGE key stakeholders partners and industry to 
raise awareness of the problem and actively pursue 
improvement efforts



Five Specific Objectives of the Global Challenge 

Facilitate a strengthening of systems and practices that 
can initiate corrective actions 

5. EMPOWER patients, families and their carers to 
become actively involved and engaged in treatment or 
care decisions, ask questions, spot errors and 
effectively manage their medications



Third Global Patient Safety Challenge: 
Medication without Harm

Goal –
• to reduce severe, avoidable medication-related 

harm by 50% within 5 years.



Third Global Patient Safety Challenge: 
Medication without Harm

• Since April 2016, countries have been assisting the WHO to prepare

• Five WHO Working Groups have been established:
• Patients and Public, 

• Health Care Professionals, 

• Medicines, 

• Systems and Practices, and 

• Monitoring and Evaluation.

• ISMP Canada, the Canadian Patient Safety Institute, and Patients for 
Patient Safety Canada are contributors to several Working Groups. 



Focus on
1. High risk 

medication/ High 
risk situations

2. Polypharmacy
3. Transitions of Care

Resources:
http://www.who.int/patientsafety/medication-
safety/en/



Medication Reconciliation - MedRec

Tam VC, Knowles SR, Cornish PL, Fine N, Marchesano R, Etchells EE. Frequency, type and clinical importance 
of  medication history errors at admission to hospital: a systematic review. CMAJ, 2005; 173:510-515. 

• At hospital admission, up to 67% of patients’ prescription 
medication histories have one or more errors 

• Using MedRec to ensure accuracy of medications at 
transitions of care



Reprinted with permission from High 5s: Action on Patient Safety 
Medication Reconciliation Getting Started Kit



ISMP Canada / CPSI Mar 2017 Medication Reconciliation 
in Acute Care Getting Started Kit







• Summary Points
• Med Rec is widely recommended to avoid unintentional 

discrepancies between patients’ medications across transitions in 
care

• Clinically significant unintentional discrepancies affect only a few 
patients

• Med Rec alone probably does not reduce post-discharge hospital 
utilization within 30 days but may do so when bundled with other 
interventions that improve discharge coordination

• Pharmacists play a major role in most successful interventions
• Commonly used criteria for selecting high-risk patients do not 

consistently improve the effect of med rec

Medication Reconciliation During Transitions of Care as a Patient Safety Strategy –

Systematic Review

JL. Kwan, L. Lo, M. Sampson, KG Shojania Ann Intern Med. 2013; 158: 397-403



Med Rec - Moving Forward
PJ Kaboli and O Fernandes, Arch Intern Med. 23 July 2012; 172(14):p:1069-1070)

11 Critical Elements of a Med Rec Bundle May Influence Post Discharge Hospital Visits

1. Systematic BPMH process on admission 
2. Integrated admission to discharge 

reconciliation processes
3. Discharge delineation of med changes 

since admission 
4. Pharmacist involvement in 

reconciliation from admission to 
discharge

5. An electronic platform to support 
interprofessional reconciliation  

6. Formal discharge reconciliation with 
pharmacist-provider collaboration

7. Patient education prior to discharge 
(counselling)

8. Post-discharge communication with the 
patient

9. Discharge communication with outpatient 
providers

10. High risk group focus
11. Pharmaceutical care (Med Management)



Using a Bundle of Clinical Pharmacy Services



MyMedRec app

iPhone
Android
Blackberry

Medication 
Record Book

https://www.knowledgeisthebestmedicine.org/index.php/en/app



Partnering with Patients and Families

• Values their insights and experience
• Empowers them to take an active role in their care
• Instead of asking what’s the matter with you, asking ‘What Matters to 

you?’

“Patients are the extra sets of eyes and ears that should be integrated 
into the safety processes of all health care organizations”

Engaging Patients in Patient Safety - a Canadian Guide CPSI 2017
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Five Questions to Ask: Collaborative Process 

• Completed environmental scan
• Working group consisted of patients, nurses, doctors and 

pharmacists developed a draft
• Feedback obtained from patients, clinicians, advisory panel 

and external stakeholder groups
• Checklist revised using the model for improvement and 

PDSA cycles and based on feedback received and tested



28

https://www.ismp-canada.org/medrec/5questions.htm

Co-Designed with Patients



It’s about starting a conversation

5 Questions to Ask About 
Your Medication can help 
“…initiate a 2 way 
communication and 
encourages everyone to be 
more involved with their 
personal health care – take 
more accountability and 
responsibility” 
5 questions survey respondent
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https://www.ismp-canada.org/medrec/5questions.htm#l=tab2



Patients can take a snapshot 
of the
5 questions to ask



Additional Strategies/Tools



Opioids for pain after surgery: Your questions answered

https://www.ismp-canada.org/download/OpioidStewardship/OpioidsAfterSurgery-EN.pdf



https://www.ismp-
canada.org/download/safet
yBulletins/2018/ISMPCSB20
18-06-StorageDisposal.pdf



Consumer Reporting of Medication Incidents

https://www.s
afemedication
use.ca/report
/privacy.html
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Canadian Incident Analysis Framework

http://www.patientsafetyinstitute.c
a/en/toolsResources/IncidentAnaly
sis/Documents/Canadian%20Incide
nt%20Analysis%20Framework.PDF



Knowledge Mobilization Tool (ISMP Canada)

https://secure.ismp-
canada.org/KMT/



!"#$%&'()*+,*%-#%.,-(#+/

!""#$%&&'''()$*#+,-.-/-(012&3/4,-")0.&



References
• Canadian Consensus on Clinical Pharmacy Key Performance Indicators: Knowledge Mobilization 

Guide. O. Fernandes, K. Toombs, Pereira, et al. Ottawa, ON: Canadian Society of Hospital 
Pharmacists. 2015. 

• Engaging Patients in Patient Safety - a Canadian Guide CPSI 2017. Retrieved from: 
http://www.patientsafetyinstitute.ca/en/toolsResources/Patient-Engagement-in-Patient-Safety-
Guide/Pages/default.aspx

• Medication Reconciliation During Transitions of Care as a Patient Safety Strategy – Systematic 
Review. JL. Kwan, L. Lo, M. Sampson, KG Shojania. Ann Intern Med. 2013; 158: 397-403.

• Medication Reconciliation in Acute Care Getting Started Kit. ISMP Canada and Canadian Patient 
Safety Institute, 2017. Retrieved from: https://www.ismp-
canada.org/download/MedRec/MedRec-AcuteCare-GSK-EN.pdf

• Medication Reconciliation: Moving Forward. PJ Kaboli and O Fernandes, Arch Intern Med. 23 July 
2012; 172(14):p:1069-1070).

• Medication Without Harm - Global Patient Safety Challenge on Medication Safety. Geneva: World 
Health Organization, 2017. Licence: CC BY-NC-SA 3.0 IGO
• http://www.who.int/patientsafety/medication-safety/en/



Thank you

Carolyn Hoffman
Carolyn.hoffman@ismpcanada.ca

Slides will be available online 
following the conference


