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Ontario Critical Incident Reporting

A ECFAA, 2010: requiring hospitals to report
critical incidents related to medications
and |V fluids

A ISMP Canada supports the implementation
of the critical incident reporting

A Analysis of critical incidents

A Disseminating findings



What Have We Learned

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

A From non-critical incidents reported
through NSIR and ISMP Canada databases



What is a Critical Incident?

Severe harm incident Is:

A symptomatic, requiring
life-saving intervention or

A major surgical/medical
Intervention, or

A shortening life expectancy
or

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

Death incident is:

A selected if on the balance
of probabilities, the
Incident was considered to
have played a role in the
patient o0s/ resi
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Critical Incident?

Case:* Severe harm outcome Is:
A Naloxone given to A symptomatic, requiring
patient experiencing life-saving intervention or
morphine overdose A major surgical/medical
Intervention, or

A Patient recovered, no

onger monitored A shortening life expectancy

or
A Patient exp_e_rlenced A causing major permanent,
another opioid long-term harm or loss of

overdose function.
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Insulin

A High-alert drug, risk for hypoglycemia
requiring intervention

A No critical incident reports in 2014
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Ontario Critical Incident Learning

WWW.ISmp-canada.org/ocli

A Multidisciplinary team

Improving quality in patient safety

—_— analyzes Ontario critica
B Ponwi 72 ovo= lmp

= L L
To advance the patient safety agenda, in August 2011 the Ontario Ministry of Bulletins: I I l C I d e n tS re I ate d to

Health and Long-Term Care issued a directive that hospitals must report critical
incidents involving medications and intravenous fluids to the Canadian Institute
for Health Information National System for Incident Reporting (NSIR). A critical
incident is an "unintended event that occurs when a patient receives treatment
in the hospital that results in death, or serious disability, injury or harm, and does
not result primarily from the patient's underlying medical condition or from a
known risk inherent in providing treatment”

Resources to Sustain Incident Leaming - Iss.13/2015
Fluid Management - Iss.12/2015

L] [ L]
Muttiple IV Infusions: Risks and Recommendations - Iss.11/2014
Naloxone Saves Lives - 1ss.1012014
Sharing Insulin Pens is a High-Risk Pracfice - Iss.9/2014

Safe Pain Control in the Emergency Depariment - Iss.8/2014

.
.
.
.
.
.
ISMP Canada has been identified as the lead organization for analysis of the : Smart Pumps Need Smart Systems - Iss 712014
.
.
.
.
.

reported incidents. A multidisciplinary team reviews each submitted critical
incident report to ensure effecfive identification of the contributing factors. In
addition, ISMP Canada will periodically conduct aggregate analysis of reported
incidents to provide a more in-depth assessment of events involving a particular
medication or care seffing. On the basis of these analyses, ISMP Canada will
develop and disseminate outcome-directed recommendations, with an emphasis
on high-leverage actions that take into account human factors engineering
principles and the need to design systems with integrated safeguards. Analysis Report:

Monitoring Processes Confribute to Safe Use of Warfarin - 1ss.6/2013
Promoting the Safe Use of Insulin in Hospitals - Iss 5/2013

Designing Effective Recommendations - Iss.4/2013 L
Quality Medication Reconciliation Processes Are Critical - 1ss 312013
HYDROmorphone remains a high-alert drug - Iss 2/2013

Mandatory Reporting—Can We Do Better? - Iss. 112012

* Ontario Hospital Critical Incidents Related to Medications or IV Fluids Analysis Report - 2015

A Annual analysis reports
A Webinars
A KT projects
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Designing Effective
Recommendations

|dentify higher
leverage strategies

Improving quality in patient safety

CRITICAL Incident Learning
Issue 4 Designing Effective Recommendations A SySte rn— based

April 2013

The reporting, investigation, and analysis of medication incidents are important
elements in improving patient safety, but these efforts must be accompanied by

Distributed to: effective strategies to mitigate the contributing factors leading to the incidents. .
+ Chief executive officers O re e e C I V e

. Chiefs of staff Advice for Hospitals

+ Board chairs - Review patient safety incidents using a systematic, team-

+ Quality/patient oriented approach, as described in the Canadian Incident

safety leads Analysis Framework! o ) High Leverage =
- Directors of pharmacy » Recognize 1hallcerla|n types of "?k. ml!lgatlun slr?leglcs MOST EFFECTIVE O ft e n u S e d I n
are more effective than others. Mitigation strategies can
be ordered by hierarchy of effectiveness:? Fordng functions
Suggested action items: and constraints
(e, removal of a u L ]

« Circulate bulletin to front- -8 product from use)

S combination wi
) . e Automation or

+ Refer bulletin to quallty E Simpiification computertzation
and safety committees to = and standardization (e.5, automated patient-
encourage appraisal of <] (e.g, standardized paper or specfic dispensing)

T S i S lower leverage
recommendations and

assessment of hospital’s - WAL Reminders, checklists,

quality improvement = Rules and policies - :W':e':mmnk .

initiatives & e gl nedcton]

+ Use bulletin as an g other areas) S ra e I eS e
educational resource in 2 " |
your hospital’s safety = Education
huddles or rounds and Information

et education)
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ISMP Canada
Ontario Critical Incident Learning

CRITICAL Incident Learning

Issue 8
April 2014

Distributed to:

* Chief executive officers
* Chiefs of staff
* Board chairs
* Quality/patient

safety leads
* Directors of pharmacy
+ Directors of nursing

Suggested action items:

+ Refer bulletin to pharmacy
and therapeutics committee
with a recommendation to
examine pain order sets
used in the emesgency
department

* Refer bullletin to nursing
leadership committees

* Refer bulletin to chief of
staff and physician leaders
for review of safe
prescribing practices

+ Circulate bulletin to
physicians and other
front-lne stafi

* Use bulletin as an
educational resource in
your hospital's safety
huddies of rounds

izmp

Institute for Safe
Medication Practices
Canada
www.ismp-canada.ong
1-866-544-7672
infogesmp-canada.org

Improving quality in patient

safety

CRITICAL Incident Learning

Issue 10
2014

(_§afe Pain Control in the Emerggncy Department

Issue 9
June 2014

Distributed to:

+ Chief executive officens

+ Chieks of stalf

+ Boaed chais

+ Quabty/patient
wafety boach

+ Dwectors of pharmacy

+ Dwectors of nursing

Suggested action items:

+ Rusber bulletin 1o pharmacy
and therapeutics comenittee

P and nursing leadership
comumittees with 3
recomnmendation to
cxamine the use of insulin
pens for inpataents

+ Carculate bulletin to
physicans and front dne
stalf

+ Uso budletin, in addiion o
other tooks such as the
sl pen e-Learning
module. d

CRITICAL Incide

Improving quality

t Learning

1 patient safety

Sharing Insulin Pens is a High-Risk Practice

I s 360 infe tron dewices that are desgned to help patients sdminnter ther
own insulin with greater ease, convenience, and accuracy relative to the tiaditional
insulin vial needbe, and syringe.' These advantages have kod to a rise in the poputarity
of insulin pens in faclities, which has been paralleled by an ixcrease in concems aboat
the high.risk practice of sharng inuulin peers between défferent patients.” Since insubin
utwdqnxﬂmumbnmunwudwlhbk-xlmlo(h kg materal
ften thest first e, sharieng snsuben of
blood bome pathogens e.g. HV, h-{»mhl“q»lnh()“

ISMP Canada, with support from the Ontario Minsstry of Health and Long-Term Care,
led > knowhedge translation* project to develop evidonce based interventions and
resources promoting the safe use of these devices. A key resousce developed s the
“Safle Use of Insudin Perrs” o-Loarning modube. The modude & intended to help
healthe ste provders recognien the advantages and deadvartages of imudin peos.,
wrederstand the riks atuociated with the use of theve devices, ard develop

best pexctice techniques whae kearming wsubin pens safedy

Call to Action for Hospitals

=i 4 sabely

y
+ Probabet the tharing of e penn between patients.
MMMM(JWM
+ Label ted, patient specic labek, for single-patient
use ondy.

« Place patient-specific labels on the barrel of the inudin pen, not on the cap.

+ Use insulin cartridges only with an insulin pen. Do not use  needie and syringe to
withdraw insclin from a cartrdge.

resource in your hospeals
safety huddles or rounds

izmp

Institute for Safe

« Use odu uhnhm(amhﬁunmn«xd\kdmgmh
hands on tramning, to educate healthcare providers on

=

Distributed to:

+ Chief exncutive ofdcers
+ Ciles of staff

- Board choirs

+ Doctors of prarmacy
+ Directors of nursing

Suggested action items:

- ey bulletin to pharmacy and
theapeuts s crmmettre with s
recommerdaton 1 evalste
radamoee svatabty and
wrage as well as exnting
sk protox oy

Improving quality in patient safety

Naloxone Saves Lives

Issue 11
December 2014

Distributed to:

+ Disecions of nursing

+ Dheevtons of pharmmacy
+ fdur stion coordieuton
+ Dawecsons of buowedhoad

Muitiple IV Infusions: Risks and Recommendations
quwmq mm\unrrxluunxn-a:nmmnpwmam

ummmwnnm mawxpmmumn 1. Imwoi
rustipho N infusions s the procosses ivolved in
Panaging these INtskons contributes 10 The 1 for M0 efTars. The OnEo CIMCH
INCKINT LENTHG PFOGram cogaizes the chalenges that S0nt-ine prciioness fce

P ng Bere types of eeroes

with g these devices, as well 21 00 best feactice techniques.

Swstain high quality practice:

* Ensurg that staff members have access 1o relevant information about best peactice
techniques and potential risks of insulin pens at ol points of care.

+ Remborce safe insulin practices by providew education on an cagoing base.

* Perfor har asdits to s mb«xg.nu d
tod ded Labelles de foedback to stalf by
shanng sudit results.

. A(Irw./wlh«ih-(l‘—‘ An ol ality

Canads
www lsmp-carada. org
1-866-544-7672

wdogrump-canadaorg

incadertts related 10 wuudn pers internally and to patient safety
c-wmuu:m(eq.w(uuda)

+ Develop 2 long term medication safety plan that uses high leverage ok reduction

Strategues 10 ensure that insulbn prodiacts are not shared amongst multiple patients.

e
8

+ Reder buletin to mursing eevieng
Soaderstup and practice + Chracal dormatxs Over the Jong term, Improvernents i1 Bie design of Inkusion
poeccrpas g ting manaceey Syt e e 10 SN PIOBASS J5SOctabed with
review of opeokd monoring + Pucksmt wasagu -
ehing & i fhink + Quaiyptiert sabety leah HOWeVOr, v o SHort J0rm, SIpporing Cinkans with
pe A LrgUeq AAOAS (N KOO KDerent Razeds nd
h1a ‘:'Fr“"‘ Suggested action items: Safoty. Tho SSOWNG 2 XAMpKs Of aNors and
i fos iy + e Delem b dmON W ieedcd SRR Siraloghes GogNed 10 10CUC o elminato e
« Rede bulletin to ieter o — ik 3630c13800 Wi
safety commuties
R 0t oo e BT
] with & recommendation to ROy pe— Identifying IV Infusions:
review the types of incdents A s, contusng &
whese naloacne 6 ued e - pumgy
+ Use budleten a5 an otk for L2, 50 108U/ 10 75 MUY The pationt eceived an owesdose of irsun'
.a.mumrnm Witsha. Recommended Strategles:
homgutal’s safety . ey 1. Labed primary N ubang , Wpection port cosest
wunds by tombpis by and ne fle, onthe NV the pamp).’
e e o i 1Y s 2 wpwmu—mmn(mwwwfwmmm
g o et ot Rty « PEOGEATETING e Ifasion puengy’
H 1 0w B, 0 (4 ey X :mnmwnhnm
I'mp = wbrtont « Bransiering Care of the pamont (0.9, 3t SN CRaNGe of On transior 10 anather Cre
~ Ry Deten % dursi wxabon
nstitute for Safe ey ey 8
Practices W il e s 0w Managing “Dead Volume™:
Canada CENMOTINS Aer s by over 1 ennase,
www mp-canadaoeg o AS @ hesult, most of Wikt was.
1-866-544-7672 g o SWB eV 5 .
e
nfogtsmp canada.ceg Recommended Strategles:
1. MInETze 3e voRaTe by CONMRCHIG IV NSRS 4 Gose 25 posstie 1o the patient
l’mp 200053 Port e 3 inggo 09,3 maniiol)
----- than 2 Rusons?
Institute for Safe 2 mmmxn:mmmmummwnm« AN of
e MOCKCION, UsANg 010 10CoMmendiod fa6e for that Intormitient medication,
Canadha |ommmmm(mmjlkmnxﬁ'
www lsmp-Canada.org e ene S, oo e 14
1-866-544-7672 - —p o e
anxdaong v
o)
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Opioid Overdoses

Improving quality in patient safety

A #1 from 2012 -14

A Opioids (class)

A HYDROmMorphone =

Suggested action Items:

= Refer bulletin to pharmacy and
therapeutics committae with a

CRITICAL Incident Learning

Issue 10 Naloxone Saves Lives

September 2014 Opioids constitute a class of high-alert medications whose toxic effects can cause

sedation, confusion, and respiratory compromise and can lead to death. Fortunately, an
effective and life-saving reversal agent—naloxone—is available. Naloxone temporarily
replaces the opioid at the site of action of the drug, counteracting the toxic effects.
With appropriate monitoring, patients known or suspected to be experiencing toxicity
can be identified and rescued from the effects of opioid overdose with timely
administration of naloxone and the initiation of ather medical interventions.

Distributed to:
= Chief executive officers
= Chiefs of staff

Naloxone has a shorter duration of effect than some oploids, and once It has been
metabolized by the body, there is a risk that the pharmacological effects of the oploid
will re-emerge, causing harm to recur.’ Therefore, patients receiving naloxone must be
monitered closely for a prolonged period to ensure that any re-emergence of toxic
effects is immediately addressed. Further administration of naloxone along with a
higher level of care and medical intervention may be required.

A High-alert medications

A Represents
opportunities for
better management of
opioid overdoses

recommendation to evaluate
naloxone availability and
usage as well as existing
naloxone protocols

= Refer bulletin to nursing
leadership and practice
committees suggesting
review of opioid monitoring
practices to ensure that
appropriate triggers are
identified for naloxone use

= Refer bulletin to inter-
disciplinary safety committes
with a recommendation to
review the types of inddents
where naloxone is used

» Use bulletin as an
educational resource in your
hospital's safety huddles or
rounds

irmp

Institute for Safe
Medication Practices
Canada
wWww.ismp-canada.org
1-866-544-7672
info@ismp-canada.org

Naloxone also antagonizes the oploid's analgesic benefits, potentially inciting severe
pain or withdrawal effects. Health care providers must be aware of these attributes and
must manage these variables to safely mitigate the toxicity of opioids while
maintaining their desired effects.’ Predefined naloxone protocols can help practitioners
to balance conflicting clinical priorities and address the potential for unfamiliarity with
appropriate dosing of naloxone because of infrequent use. Such protocols are an
Important tool for safe opiold management.

Call to Action for Hospitals

Make medication safety a strategic priority:

= Review the availability of specific antidotes and rescue agents within the fadility
generally and in each clinical area.

« Ensure that naloxone, along with appropriate medical directives and protocols for its
use, are available to practitioners in all care areas.

Make systems-based changes to enhance safety:

« Ensure that opioid-related protocols have appropriate monitoring parameters to
enhance the identification of opioid toxic effects and include medical directives for
the Immediate use of naloxone by all front-line practitioners that administer oploids.

« Create rescue protocols for the use of naloxone In cases of oploid overdose or toxicity.
These rescue protocols should take inte account the pharmacological properties of
different opioids and the relatively shorter duration of effect of naloxone.

Sustain high-quality practice:

« Conduct mock overdose sessions to test the use of naloxone protocols.

+ Solicit feedback from users of the medical directives and protocols.

= Analyze each episode of naloxone use 10 evaluate the opioid use that led to the
incident.

Page1of2
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Learning from Analysis

Include In pain protocols/
order sets:

A Patients at risk

A Monitoring
A Respiratory rate
A Sedation

A 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:
A Monitoring ™
£
parameters iy ¢
A Monitoring duration &

0

A Need to reinstitute
naloxone
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Fluid Management

Improving quality in patient safety

CRITICAL Incident Learning

Issue 12
February 2015

Distributed to:

= Chief executive officers
« Chiefs of staff
* Board chairs
* Quality/patient

safety leads
= Directors of pharmacy
« Directors of nursing

Suggested Action Items

» Ask the Pharmacy and
Therapeutics Committee to
evaluate protocols and arder
sets developed for fluid and
electrolyte management on
a regular basis.

» Ensure that clinical
leadership committees
review protocols to ensure
that staff members are able
to identify and safely
manage the risks associated
with fluid and electrolyte
therapy.

« Review off-hour laboratory
service demands and
resources to ensure timely
and effective responses.

is

I7mp

Institute for Safe
Medication Practices
Canada
www.ismp-canada.org
1-866-544-7672
info@ismp-canada.org

Fluid Management

Most patients who are receiving inpatient care require fluid and electrolyte
management, a process that s often thought of as simple and routine. However,
evaluation of fluid status and replacement of fluids are complex activities, and there
can be profound clinical consequences for patients if these tasks are not well managed.
Electrolyte disturbances and pulmonary edema are but a few of the potential adverse
sequelae that may develop while managing a patient’s ilinesses, comorbid conditions,
and requirements for hydration.

Determining an optimal regimen for replacing fluids and electrolytes involves clinical
assessment of fluid volume status and measurements of fluid input and fluid loss.
Appropriate imaging and laboratory measurement of electrolytes and organ function
are also required.

The safe use of replacement fluids and electrolytes requires a respect for the unigue
needs of each patient. It also demands a systemalic approach to assessment,
monitoring, and correction of any deficits.

Call to Action for Hospitals
Make fluld-related safety a priority:

- Recognize that the complexity of the processes associated with fluid and
electrolyte management is widely underappreciated.

= Ensure that laboratory infrastructure supports timely collection and
ftransportation of samples, and measurement and reporting of electrolytes
and other Indicators of fluid status.

Make systems-based changes to enhance safety:

= Anticipate procedures or clinical conditions that may require enhanced
observation of fluid status, and create standardized protocols and processes
to support this helghtened awareness.

- Create protocols and order sets for fluld and electrolyte management,
ensuring that they include appropriate laboratory testing and menitoring.

Sustain high-quality practice:

« Make the assessment of fluld status a regular part of clinical practice and
vital-sign monitoring.

- Ensure that organizations have a robust process that monitors staff
competence and compliance in executing protecols/order sets consistently.

Pagelof2
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Fluid Management Case

Actions
Aggre_ssive
IV Desmo- hydration +
fluids pressin desmo-
Surgery stopped ordered pressin

Post Repeat Repeat lab Vomiting,
surgical bloodwork results a tingling of
bloodwork a few hours few hours face and
= later = later = Sccjrlﬁ‘)ﬁé?oenn
sodium rapid hyper- and seizures
ﬂ sodiumﬁ hatremia resulting in
cerebral
edema

Signs and Symptoms
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Learning from Analysis

A Anticipate procedures A Develop order sets for

or clinical conditions fluid and electrolyte
that may require management
enhanced patient (including monitoring

observation parameters)
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Learning from Analysis

Laboratory Infrastructure

A Timely

A collection and
transportation of
samples

A analysis and
measurement

A reporting of all
abnormal results back
to care team

Education
A Signs and symptoms

A Recognizing
seriousness of
hyponatremia

A Understanding of
rationale behind
management
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Amphotericin B

Bulletin to be distributed Nov 16 or 17 1
picture to come
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Amphotericin B

A Amphotericin B ATreatment stopped
. AMedications given
(Ilposomal) 5 Alnfusion restarted
mg/kg/day ordered
order entry for AICU admission

regular Amphotericin
B at 5 mg/kg/day

ATransferred to another
C : facility
A MAR transcription did APlasmaphoresisrequired

not include
Al I posomal o
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Learning from Analysis

A Consider carrying 1
formulation, If
clinically appropriate

A Restrict the
dispensing of all
Amphotericin B
products to pharmacy
(.e., no night
cupboard, ADC9 with
pharmacist check
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If 2 Formulations Needed

A Create standardized A Evaluate ability of

order sets with the order entry systems

descriptor of the to

formulation (e.g., A incorporate generic

Iiposomal) In front of names, preceded by

AAmphot e@r i ci n de®riptors, and trade
names

A Program infusion et
oump libraries with Institute hard stops for

does of each
nard stops for dose cormulation
Imits
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Ontario Hospital Critical Incidents
Related to Medications or IV Fluids
Analysis Report

January to December 2014

Avalilable at www.ismp-canada.org/ocll
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2014 Analysis Report

Critical Incidents by Degree of Harm

Year

Deaths

Severe harm

2014

4

23

AONRS

6

23

2012

8*
* Proportional

contribution from
Year 2012
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2014 Analysis Report

A Administration C 12

A Transcribing C 5 (verification and documentation)
A PrescribingC 3

A Preparation/DispensingC 3

A Monitoring C 2

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



2014 Analysis Report

A Emergency department C 9
A Surgical areaC 4

A Intensive Care Unit C 3

A Medical/Surgical WardC 3
A Oncology areaC 2

A Mental Health area C 2
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2014 Analysis Report

A OpioidsC 9

A Anti-neoplastic C 4
A Anti-coagulantC 2
A Thrombolytic C 2
Alnsulin C 0
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Qualitative Learning  from 2014
Analysis Report

Naloxone
Rescue

Patient
Factors

Multiple
Products

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.
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Webinars

Improving quality in patient safety

CRITICAL Incident Learning

Demystifying the Critical
Incident Reporting Process

October 21, 2015

...... © Institute for Safe Medication Practices Canada 2015
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