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Ontario Critical Incident Reporting  

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

ÅISMP Canada supports the implementation 
of the critical incident reporting  

ÅAnalysis of critical incidents 

ÅDisseminating findings 
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What Have We Learned  

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

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

Severe harm incident is:  

Åsymptomatic, requiring 
life-saving intervention or 

Åmajor surgical/medical 
intervention, or  

Åshortening life expectancy 
or  

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

 

Death incident is: 

Åselected if on the balance 
of probabilities, the 
incident was considered to 
have played a role in the 
patientôs/residentôs death 
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Critical Incident?  

Case:* 

ÅNaloxone given to 
patient experiencing 
morphine overdose 

ÅPatient recovered, no 
longer monitored 

ÅPatient experienced 
another opioid 
overdose 

 

Severe harm outcome is:  

Åsymptomatic, requiring 
life-saving intervention or 

Åmajor surgical/medical 
intervention, or  

Åshortening life expectancy 
or  

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

ÅHigh-alert drug, risk for hypoglycemia 
requiring intervention  

ÅNo critical incident reports in 2014 
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Ontario Critical Incident Learning  

www.ismp-canada.org/ocil 

ÅMultidisciplinary team 
analyzes Ontario critical 
incidents related to 
medication and IV fluids 

ÅSafety bulletins 

ÅAnnual analysis reports 

ÅWebinars 

ÅKT 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  

ÅIdentify higher 
leverage strategies 

ÅSystem-based 

ÅMore effective 

ÅOften 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  

Å#1 from 2012 -14  

ÅOpioids (class) 

ÅHYDROmorphone 
(drug)  

ÅHigh-alert medications 

ÅRepresents 
opportunities for 
better management of 
opioid overdoses 
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Learning from Analysis  

Include in pain protocols/ 
order sets: 

ÅPatients at risk  

ÅMonitoring 

ÅRespiratory rate 

ÅSedation 

ÅParameters for 
triggering naloxone use 
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Learning from Analysis  

Develop and implement 
a naloxone protocol / 
rescue directive.  

Include:  

ÅMonitoring 
parameters 

ÅMonitoring duration 

ÅNeed 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  

ÅAnticipate procedures 
or clinical conditions 
that may require 
enhanced patient 
observation 

 

 

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

Laboratory Infrastructure  

ÅTimely  

Åcollection and 
transportation of 
samples 

Åanalysis and 
measurement 

Åreporting of all 
abnormal results back 
to care team 

 

Education 

ÅSigns and symptoms 

ÅRecognizing 
seriousness of 
hyponatremia 

ÅUnderstanding of 
rationale behind 
management  
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Amphotericin B  

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

ÅAmphotericin B 
(liposomal) 5 
mg/kg/day ordered  

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

ÅMAR transcription did 
not include 
ñliposomalò 

 

Chills 

ÅTreatment stopped 

ÅMedications given 

ÅInfusion restarted  

Deterioration 

ÅInfusion completed 

ÅICU admission 

Transfer 

ÅTransferred to another 
facility 

ÅPlasmaphoresis required 
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Learning from Analysis  

ÅConsider carrying 1 
formulation, if 
clinically appropriate 

ÅRestrict 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  

ÅCreate standardized 
order sets with the 
descriptor of the 
formulation (e.g., 
liposomal) in front of 
ñAmphotericin Bò 

ÅProgram infusion 
pump libraries with 
hard stops for dose 
limits 

 

ÅEvaluate ability of 
order entry systems 
to  

Åincorporate generic 
names, preceded by 
descriptors, and trade 
names 

ÅInstitute 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  

 

 

ÅAdministration  Č 12 

ÅTranscribing Č 5 (verification and documentation ) 

ÅPrescribing Č  3 

ÅPreparation/Dispensing Č 3 

ÅMonitoring Č 2 
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2014 Analysis Report  
Patient Care  

Areas 

 

  

ÅEmergency department Č 9 

ÅSurgical area Č 4 

ÅIntensive Care Unit Č 3 

ÅMedical/Surgical Ward Č 3 

ÅOncology area Č 2 

ÅMental Health area Č 2 
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2014 Analysis Report  

Drug Class 
 

 

ÅOpioids Č 9 

ÅAnti-neoplastic Č 4 

ÅAnti-coagulant Č 2 

ÅThrombolytic Č 2 

ÅInsulin Č 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  


