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Ontario Critical Incident Reporting 

• ECFAA, 2010: requiring hospitals to report 
critical incidents related to medications 
and IV fluids 

• ISMP Canada supports the implementation 
of the critical incident reporting 

• Analysis of critical incidents 

• Disseminating findings 
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What Have We Learned 

• From critical incident reports to the 
National System for Incident Reporting 
(NSIR) 

• From non-critical incidents reported 
through NSIR and ISMP Canada databases 
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What is a Critical Incident? 

Severe harm incident is:  

• symptomatic, requiring 
life-saving intervention or 

• major surgical/medical 
intervention, or  

• shortening life expectancy 
or  

• causing major permanent, 
long-term harm or loss of 
function. 

 

Death incident is: 

• selected if on the balance 
of probabilities, the 
incident was considered to 
have played a role in the 
patient’s/resident’s death 
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Critical Incident? 

Case:* 

• Naloxone given to 
patient experiencing 
morphine overdose 

• Patient recovered, no 
longer monitored 

• Patient experienced 
another opioid 
overdose 

 

Severe harm outcome is:  

• symptomatic, requiring 
life-saving intervention or 

• major surgical/medical 
intervention, or  

• shortening life expectancy 
or  

• causing major permanent, 
long-term harm or loss of 
function. 
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Insulin  

• High-alert drug, risk for hypoglycemia 
requiring intervention 

• No critical incident reports in 2014 
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Ontario Critical Incident Learning 

www.ismp-canada.org/ocil 

• Multidisciplinary team 
analyzes Ontario critical 
incidents related to 
medication and IV fluids 

• Safety bulletins 

• Annual analysis reports 

• Webinars 

• KT projects 

http://www.ismp-canada.org/ocil
http://www.ismp-canada.org/ocil
http://www.ismp-canada.org/ocil
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Designing Effective 
Recommendations  

• Identify higher 
leverage strategies 

• System-based 

• More effective 

• Often used in 
combination with 
lower leverage 
strategies (e.g., 
education) 
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ISMP Canada  
Ontario Critical Incident Learning 
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Opioid Overdoses 

• #1 from 2012-14  

• Opioids (class) 

• HYDROmorphone 
(drug) 

• High-alert medications 

• Represents 
opportunities for 
better management of 
opioid overdoses 
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Learning from Analysis 

Include in pain protocols/ 
order sets: 

• Patients at risk  

• Monitoring 

• Respiratory rate 

• Sedation 

• Parameters for 
triggering naloxone use 



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

Learning from Analysis 

Develop and implement 
a naloxone protocol / 
rescue directive.  

Include: 

• Monitoring 
parameters 

• Monitoring duration 

• Need to reinstitute 
naloxone 
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Fluid Management 
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Fluid Management Case 

Surgery 

Post-
surgical 

bloodwork 
= 

sodium 

IV 
fluids 

stopped 

Repeat 
bloodwork 

a few hours 
later = 
rapid  

sodium 

 

Desmo-
pressin 
ordered 

Repeat lab 
results a 

few hours 
later = 
hyper-

natremia 

Aggressive 
hydration +  

desmo-
pressin  

Vomiting, 
tingling of 
face and 

scalp, then 
confusion 

and seizures 
resulting in 

cerebral 
edema 

Signs and Symptoms 

Actions 
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Learning from Analysis 

• Anticipate procedures 
or clinical conditions 
that may require 
enhanced patient 
observation 

 

 

• Develop order sets for 
fluid and electrolyte 
management 
(including monitoring 
parameters) 
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Learning from Analysis 

Laboratory Infrastructure 

• Timely  

• collection and 
transportation of 
samples 

• analysis and 
measurement 

• reporting of all 
abnormal results back 
to care team 

 

Education 

• Signs and symptoms 

• Recognizing 
seriousness of 
hyponatremia 

• Understanding of 
rationale behind 
management  
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Amphotericin B 

Bulletin to be distributed Nov 16 or 17 – 
picture to come 
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Amphotericin B 

• Amphotericin B 
(liposomal) 5 
mg/kg/day ordered 

• Incorrect selection at 
order entry for 
regular Amphotericin 
B at 5 mg/kg/day 

• MAR transcription did 
not include 
“liposomal” 

 

Chills 

• Treatment stopped 

• Medications given 

• Infusion restarted 

Deterioration 

• Infusion completed 

• ICU admission 

Transfer 

• Transferred to another 
facility 

• Plasmaphoresis required 
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Learning from Analysis 

• Consider carrying 1 
formulation, if 
clinically appropriate 

• Restrict the 
dispensing of all 
Amphotericin B 
products to pharmacy 
(i.e., no night 
cupboard, ADCs) with 
pharmacist check 
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If 2 Formulations Needed 

• Create standardized 
order sets with the 
descriptor of the 
formulation (e.g., 
liposomal) in front of 
“Amphotericin B” 

• Program infusion 
pump libraries with 
hard stops for dose 
limits 

 

• Evaluate ability of 
order entry systems 
to  

• incorporate generic 
names, preceded by 
descriptors, and trade 
names 

• Institute hard stops for 
does of each 
formulation 
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Available at www.ismp-canada.org/ocil  

Key Findings 

http://www.ismp-canada.org/ocil
http://www.ismp-canada.org/ocil
http://www.ismp-canada.org/ocil
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2014 Analysis Report 

Critical Incidents by Degree of Harm 

Year Deaths  Severe harm 

2014 4 23 

2013 6 23 

2012 8* 

*Proportional 

contribution from 

Year 2012 

 

21* 

Overview 
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Stage 
  

2014 Analysis Report 

 

 

• Administration   12 

• Transcribing  5 (verification and documentation) 

• Prescribing   3 

• Preparation/Dispensing  3 

• Monitoring  2 
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2014 Analysis Report 
Patient Care  

Areas 

 

  

• Emergency department  9 

• Surgical area  4 

• Intensive Care Unit  3 

• Medical/Surgical Ward  3 

• Oncology area  2 

• Mental Health area  2 
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2014 Analysis Report 

Drug Class 
 

 

• Opioids  9 

• Anti-neoplastic  4 

• Anti-coagulant  2 

• Thrombolytic  2 

• Insulin  0 
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Qualitative Learning from 2014 
Analysis Report 

Systematic approaches to monitoring can detect a 
patient at risk of opioid toxicity and trigger an 
appropriate response. 

Allergies, weight, co-morbidities, co-prescribed 
drugs, diet all influence how a drug behaves in a 
patient.   This information needs to influence how 
we manage drugs in a patient. 

The standardization of medication products to 
ensure consistency and simplification is supported. 

The use of independent double checks for high-
alert medications is recommended. 

Naloxone  

Rescue 

Patient  

Factors 

Multiple 

Products 
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Webinars 
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Increasing Awareness 
 on Social Media 

Follow us on Twitter 

• @ismpcanada 

• @safemeduse 

• @canmedrec 

Like our Facebook pages 

• Medication Reconciliation Network 

• SafeMedicationUse.ca 
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Like us on Facebook 
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OCIL Bulletins and Newsletter 
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You can advance medication 
safety in Ontario… 

 
by encouraging reporting and 

analysis. 


