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C A N A D A

Near Miss Identifi cation and Reporting
The strong professional and public emphasis on patient 
safety during the past decade has led to a clear expectation 
that any serious medication incident involving a patient 
will be disclosed, reported, and analyzed. If an incident 
does not reach a patient, how important is it to report and 
analyze the details? In general, there may be less impetus 
to investigate these “near miss” incidents, since many of 
the factors that drive the analysis of events causing serious 
harm are not present.1 Yet several high-profile accidents, 
including the explosion of the Space Shuttle Challenger in 
1986, were foreshadowed by near misses that were ignored. 
Healthcare organizations that realize that today’s near miss 
could become tomorrow’s critical incident are therefore 
moving toward more proactive analysis of near miss 
occurrences. Experience outside the f ield of healthcare 
indicates that such activities can be expected to lead to 
measurable improvements in safety performance.1  This 
bulletin highlights the value of, and trends for increases in, 
the identif ication and reporting of near misses. 

The glossary developed by the collaborating parties of the 
Canadian Medication Incident Reporting and Prevention 
System (CMIRPS) defines a near miss (or close call) as “an 
event that could have resulted in unwanted consequences, 
but did not because either by chance or through timely 
intervention the event did not reach the patient.”2 The terms 
‘near hit’ and a ‘good catch’ have similar meanings. It is 
of interest to compare this definition with those used by 
other organizations. The 2005 World Health Organization 
(WHO) document, WHO Draft Guidelines for Adverse 
Event Reporting and Learning Systems, defines a near 
miss or close call as a “serious error or mishap that has 
the potential to cause an adverse event, but fails to do so 
by chance or because it is intercepted.”3 Notably, the WHO 
definition includes events that reach the patient (provided 
no harm was experienced), whereas the CMIRPS definition 
for near miss includes only occurrences that do not reach 
the patient. Regardless of the definition used, there is 
high potential value in establishing a specif ic process for 
collecting and analyzing information about near misses. 
The WHO draft guidelines suggest that understanding the 
causes of near misses can lead to system changes that will 
improve safety, stating that “any hospital that is serious 
about learning will also invite reports of near misses”.3 This 
statement is equally relevant in other healthcare settings. 

Most healthcare professionals will occasionally encounter 
a near miss that could recur and reach the patient, resulting 
in serious harm. When our mental alarm bells ring, do we 
report the near miss and initiate a process to identify and 
address the underlying causes? The state of “mindfulness” 
that characterizes high-reliability organizations encourages 

discovery, stimulates a constant searching for the hazards 
that can cause error, and discourages the thinking “that 
would never happen here”.4

There are several advantages of including near miss reports 
in incident reporting programs:

Review and analysis of near misses offers the opportunity 
to explore factors that could lead to error, unhampered 
by the pressures and emotions that are often present in 
the aftermath of a serious event. 

The underlying system failures for near misses can be 
assumed to be similar to those of incidents that reach 
the patient.3 As such, inclusion of near miss reports in 
reporting programs augments the information available 
to support quality efforts. 

If a near miss report suggests the potential for a serious 
event, a full root cause analysis5 may produce signif icant 
learning. 

The examination of near misses can contribute 
to a culture of safety by clearly demonstrating 
the organization’s commitment to creating a safe 
environment for patients and staff. 

Near miss reports can help in identifying the need for 
a proactive risk assessment (such as failure mode and 
effects analysis6) of specif ic medication-use processes.

Awareness of the importance of near miss reporting systems 
appears to be growing. In a survey of Canadian hospital 
pharmacies conducted in 2006,7 46% of respondents 
indicated that their organizations’ medication incident 
reporting systems included prescribing incidents that were 
detected before dispensing, a substantial increase from only 
28% in a similar survey conducted in 2003/2004. Similarly, 
64% of respondents reported having systems that included 
incidents occurring in the pharmacy but detected before 
the medication left the pharmacy, nearly double the 34% 
reported for 2003/2004.7 

The ISMP Canada medication incident database is a 
national database to which practitioners can submit reports 
of near misses. These incidents, along with those that reach 
the patient, are reviewed by ISMP Canada analysts, who 
employ a prioritization matrix to assess near misses on the 
basis of their potential harm and the potential frequency 
of occurrence. This process helps to ensure that all reports 
are acted upon according to their priority. ISMP Canada’s 
published reports of near misses may include system-based 
recommendations, as well as outcomes, such as changes to 
product labeling and packaging.8,9,10
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A Key Partner in the Canadian Medication Incident Reporting and Prevention System 

Positive Response from Manufacturer to Your Reports 
A number of facilities have reported concerns about the look-alike labelling and packaging of the following parenteral products (Figure 1): 

dimenhydrinate 50 mg/mL, 5 mL vial
diltiazem 5 mg/mL, 5 mL vial 
fl umazenil 0.1 mg/mL, 5 mL vial

The reports submitted to ISMP Canada have documented a variety of problems, including a substitution 
error in the operating room (fl umazenil administered instead of dimenhydrinate) and incorrect storage 
in an emergency department (diltiazem vials with dimenhydrinate vials). 

ISMP Canada has corresponded with Sandoz Canada Inc., the manufacturer of all 3 products, regarding 
these reports. As a result, the labels for fl umazenil and dimenhydrinate will be changed. The new 
fl umazenil label is expected to be in use early 2008 and the new dimenhydrinate label is expected to 
be in use spring 2008. ISMP Canada thanks Sandoz for their receptiveness to these reports. 

In the interim, ISMP Canada suggests the following measures to limit the possibility of error: 
Consider purchasing one or more of these products in a different volume. For example, one 
hospital switched from the 5 mL (multidose) dimenhydrinate vials to the 1 mL (single-dose) 
vials.
Ensure that these products are not stored in close proximity to each other, including in the 
pharmacy.
Re-evaluate the need to have more than one of these products as stock in patient care areas.
Inform all staff of the potential for mix-ups.  
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Figure 1. From left to right: dimenhydrinate 
50 mg/mL, diltiazem 5 mg/mL, and fl umazenil 
0.1 mg/mL. The volume of each vial is 5 mL and 
each vial has a grey cap and a white label with 
blue bands. (ISMP Canada thanks the reporters 
who submitted photographs, such as this one, 
with their online reports.)

http://www.ismp-canada.org/definitions.htm
http://www.ismp-canada.org/definitions.htm
http://www.who.int/patientsafety/events/05/Reporting_Guidelines.pdf
http://www.who.int/patientsafety/events/05/Reporting_Guidelines.pdf
http://www.ismp.org/Newsletters/acutecare/articles/20060309.asp
http://www.ismp.org/Newsletters/acutecare/articles/20060309.asp
http://www.patientsafetyinstitute.ca/uploadedFiles/Resources/RCA_March06.pdf
http://www.patientsafetyinstitute.ca/uploadedFiles/Resources/RCA_March06.pdf
http://www.lillyhospitalsurvey.ca/hpc2/content/2006_report/medicationsafety.pdf
http://www.lillyhospitalsurvey.ca/hpc2/content/2006_report/medicationsafety.pdf
http://www.ismp-canada.org/download/ISMPCSB2002-03Codeine.pdf
http://www.ismp-canada.org/download/ISMPCSB2002-03Codeine.pdf
http://www.ismp-canada.org/download/ISMPCSB2005-04Succinylcholine.pdf
http://www.ismp-canada.org/download/ISMPCSB2005-04Succinylcholine.pdf
http://www.ismp-canada.org/download/ISMPCSB2007-05Fentanyl.pdf
http://www.ismp-canada.org/download/ISMPCSB2007-05Fentanyl.pdf


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.5
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


