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Land Acknowledgement

We acknowledge we are hosted on the lands of the Mississaugas of the Anishinaabe, the 
Haudenosaunee Confederacy and the Wendat. We also recognize the enduring presence 
of all First Nations, Métis and the Inuit peoples.1 We are grateful to live, work and play on 
this land and we want to contribute to the implementation of the Truth and Reconciliation 
Commission’s eight health-related Calls to Action.

Nous tenons à souligner que nous sommes accueillis sur le territoire traditionel des 
Mississaugas, des Anichinabés, des Haudenosaunees et des Wendats. Nous voulons 
également reconnaître la pérennité de la présence des Premières Nations, des Métis et 
des Inuits. Nous sommes reconnaissants de vivre, de travailler et de jouer sur ce territoire 
et nous voulons contribuer à la mise en œuvre des huit appels à l’action de la Commission 
de vérité et de réconciliation en matière de santé. 

Find your land acknowledgement at https://native-land.ca/
1. https://www.tdsb.on.ca/Community/Indigenous-Education/Resources/Land-Acknowledgement

https://native-land.ca/
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Personal Disclosure

Carolyn Hoffman, CEO, ISMP Canada
I have no current or past personal relationships with commercial entities.

I have received travel costs for this learning activity.

Enna Aujla, Director Community Pharmacy Reporting & Learning, ISMP Canada
Former Regional Director Operations, Neighbourly Pharmacy                                     
(ended May, 2023)

We have received no speaker’s fee for this learning activity. 
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Session Description

Increasing workload, and complex medication preparation and packaging 
processes, are just a few of the many contributing factors increasing the risk of 
errors in pharmacies.

Join this session to learn about how ISMP Canada is working with Pharmacy 
Technicians, Pharmacists, and so many others, to receive medication incident 
reports for analysis, learning, and sharing.

Participants will also engage in a discussion about the types of medication errors 
they are identifying and how meaningful safety improvements can be made.
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Learning Objectives

At the conclusion of this session, participants will be able to:

• Describe the mandate of the Institute for Safe Medication Practices Canada (ISMP 
Canada) and two ways that pharmacy technicians can collaborate with the 
organization to improve medication safety for patients and families in Alberta.

• Describe a Systems Approach to medication safety and three types of system 
issues that occur in Canadian pharmacies.

• Apply the ISMP Canada Hierarchy of Effectiveness in their workplace to take 
effective action after a medication error.
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A Trusted Partner
Strengthening medication 
safety through timely 
learning, sharing, and acting 
to improve health care.

ISMP Canada is a national, 
independent, and not-for-profit 
organization that purposefully 
partners with organizations, 
practitioners, consumers, and 
caregivers to advance 
medication safety in all 
healthcare settings.
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What is a medication incident?

A medication incident is a 
mistake with medicine, or a 
problem that could cause a 

mistake with medicine.
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Reporting, Learning and Acting

ISMP Canada is a lead partner in 
the Canadian Medication Incident 
Reporting and Prevention 
Program(CMIRPS)
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Learn
(MedError.ca)
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 National Incident Data Repository for 
Community Pharmacies (NIDR)
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In 2010, only Nova Scotia 
had a mandatory 

pharmacy regulatory CQI 
program, including 

incident reporting and 
anonymous data 
submitted to the         

NIDR
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In 2024, there are 6 
provincial 
pharmacy/pharmacist 
regulators that have 
mandatory CQI programs, 
including MIR with 
anonymous reports 
submitted to the NIDR
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Why is incident reporting important?

 In 2016, 8-year-old Andrew 
Sheldrick died because of a 
preventable error made during 
the compounding of 
his medication in a community 
pharmacy in Ontario.

For 18 months, he received a 3-
gram (20 mL) dose of tryptophan 
150 mg/mL suspension at 
bedtime to treat a complex sleep 
disorder.
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Why is incident reporting important?
A refill of the prescription was ordered and 
picked up from the compounding 
pharmacy that had prepared the 
suspension in the past. 

That night, the usual dose was given and 
the next morning the child was found 
deceased in bed.

Toxicology testing later revealed that 
baclofen was present at 30 times the 
maximum recommended dose and no 
tryptophan was present.
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Why is incident reporting important?

What happened at the 
pharmacy?

Why did this happen 
on that day?

What could be done to 
prevent, or reduce the 

likelihood, that the 
same or similar 

error(s) happen to 
another child?

Would these 
important questions 

ever be answered 
about Andrew’s 

death?
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• Pharmacy technicians are key staff 
members in the safe delivery of 
pharmacy services

• Learning from errors, and 
implementing quality improvement 
actions, are critical to preventing such 
tragedies in the future!

• It can all start with a medication 
incident report…

Why is incident reporting important?



© Institute for Safe Medication Practices Canada

A complex health system

What we think happens and how we design our health care systems 
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A complex health system

What actually happens!
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The 60:30:10 Challenge 

- 60% of care delivered is adherent to 
consensus-based guidelines

- 30% of care is waste 

- 10% results in direct harm to the patient, 
with these numbers remaining static for 
over three decades despite efforts to 
improve them 

Braithwaite, J., Glasziou, P. & Westbrook, J. The three numbers you need to know 
about healthcare: the 60-30-10 Challenge. BMC Med 18, 102 (2020). 
https://doi.org/10.1186/s12916-020-01563-4
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A systems approach to med safety
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Human Error

Reason, 2000, 
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The Hierarchy of Intervention Effectiveness

•From: Designing Effective 
Recommendations.

•Ontario Critical Incident Learning 
Bulletin, Issue 4, 2013
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A Learning Health System

Dammery, G., Ellis, L.A., Churruca, K. et al. The journey to a learning health system in primary care: a qualitative case study utilising 
an embedded research approach. BMC Prim. Care 24, 22 (2023). https://doi.org/10.1186/s12875-022-01955-w

• Science and informatics

• Patient – Provider partnerships

• Incentives

• Transparency

• Continuous learning culture

• Structure and governance

It’s a marathon, 
not a sprint!
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A Just Culture is essential for sharing, learning & acting

NHS video on Just Culture:  https://www.youtube.com/watch?v=zje765OEggs 
Just Culture Guide: https://www.england.nhs.uk/wp-content/uploads/2021/02/NHS_0932_JC_Poster_A3.pdf

https://www.youtube.com/watch?v=zje765OEggs
https://www.england.nhs.uk/wp-content/uploads/2021/02/NHS_0932_JC_Poster_A3.pdf
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The Role of ISMP Canada Team   

Incident reports

Hospitals

Pharmacies

Practitioners

Consumers

Facilities

Analysis Team

Pharmacy Staff

Nurses

MDs

Patient & Family Advisor

Others

Outputs

Alerts

Bulletins

Practice Improvement Tools

Support for Knowledge 
Translation
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Outcome

Reducing or 
preventing   
harm from 
medication use 
in Canada 

✓ More than 400,000 reports of medication incidents 
have been received from practitioners, consumers, 
and community pharmacies, to inform learning, 
sharing and acting

✓Over 200 standards, guidelines, and best practices 
have been influenced by (e.g., reference) ISMP 
Canada incident analysis recommendations. 
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www.ismpcanada.ca/BPMHInterviewGuide 

http://www.ismpcanada.ca/BPMHInterviewGuide
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Supporting Consumer Safety

https://ismpcanada.ca/wp-content/uploads/ISMPCSB2022-i9-API-
Labelling.pdf

https://safemedicationuse.ca/newsletter/downloads/202202NewsletterV13N02-compounding.pdf

Shared learning is disseminated 
to health care providers and 
consumers/patients from 
analysis of reports of incidents 
to the NIDR.
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Live Virtual Workshops
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Act – local, provincial & national initiatives
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Share

A focus on 
Pharmacies
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Types of system issues in community pharmacies 

Missing critical patient 
information during the 
processes of:  
o prescription order entry, 
o pharmacist clinical 

check, 
o vaccine administration, 

and/or 
o prescription delivery
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Types of system issues in community pharmacies 
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Types of system issues in community pharmacies 
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Act

A focus on 
Pharmacies • Keeping Pediatric Patients Safe: Pediatric 

Safety Considerations for Community 
Pharmacists

• Medication Safety Considerations for 
Compliance Packaging

• Preventing and Analyzing Medication Errors: 
A Primer for Community Pharmacies in 
Ontario

eLearning and 
Online Modules
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Why is incident reporting important?

 Were the questions of what 
happened, why on that day, and 
what can be done to 
prevent/reduce recurrence 
answered in follow up Andrew’s 
medication incident?

Yes!
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A Systems Analysis, Learning, Sharing & Action

 
• Missing independent verification step
• Similar label design
• Similar physical appearance
• Confirmation bias
• Lack of use of a unique identifier
• Lack of segregated storage of oral and topic 

compounding chemicals

14 Recommendations for improvement for 
regulatory agencies, manufacturers of 
compounding chemicals and pharmacy managers, 
pharmacists and pharmacy technicians

Death Due to Pharmacy Compounding 
Error Reinforces Need for Safety Focus - 
ISMP Canada

https://ismpcanada.ca/bulletin/death-due-to-pharmacy-compounding-error-reinforces-need-for-safety-focus/
https://ismpcanada.ca/bulletin/death-due-to-pharmacy-compounding-error-reinforces-need-for-safety-focus/
https://ismpcanada.ca/bulletin/death-due-to-pharmacy-compounding-error-reinforces-need-for-safety-focus/


© Institute for Safe Medication Practices Canada

A New CQI+ Program for Alberta Pharmacy Teams

 

Standards of Practice for Pharmacists and Pharmacy 
Technicians: What’s changing? - Alberta College of Pharmacy 
(abpharmacy.ca)

https://abpharmacy.ca/news/standards-of-practice-for-pharmacists-and-pharmacy-technicians-whats-changing/
https://abpharmacy.ca/news/standards-of-practice-for-pharmacists-and-pharmacy-technicians-whats-changing/
https://abpharmacy.ca/news/standards-of-practice-for-pharmacists-and-pharmacy-technicians-whats-changing/
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What can you do tomorrow?
Share
✓ Submit a med incident report to your pharmacy reporting platform 

and to ismpcanada.ca

Learn
✓ Review an ISMP Canada Safety Bulletin and discuss with your team 

if the same system issues exist in your pharmacy
✓ Participate in an ISMP Canada education opportunity

Act
✓ Join with your team to analyze an incident and implement system 

solutions in your pharmacy to reduce the risk of errors
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ISMP Canada is a national, 

independent, and not-for-profit 

organization dedicated to reducing 

preventable harm from medications

Our Vision: Zero preventable harm 

from medications

Our Mission: to identify risks in 

medication use systems, recommend 

optimal system safeguards, and 

advocate for safe  medication practices

The Canadian Medication Safety Network 

provides a chance to hear from health care 

providers and consumers about medication 

safety needs and opportunities from 

communities across the country. 

This valuable mode of communication will 

facilitate improved medication safety.
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ISMP Canada is a national, 

independent, and not-for-profit 

organization dedicated to reducing 

preventable harm from medications

Our Vision: Zero preventable harm 

from medications

Our Mission: to identify risks in 

medication use systems, recommend 

optimal system safeguards, and 

advocate for safe  medication practices

Register Today!

Stay tuned! You will also receive an invite to join a winter webinar in 2024!

https://ismpcanada.ca/canadian-medication-safety-network/

https://ismpcanada.ca/canadian-medication-safety-network/
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Questions or Comments?
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