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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.! 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
recommendations.

Nous tenons a souligner que nous sommes accueillis sur le territoire traditional des Mississaugas,
des Anichinabés, des Haudenosaunees et des Wendats. Nous voulons également reconnaitre la
pérennité de la presence des Premieres Nations, des Métis et des Inuits. Nous sommes
reconnaissants de vivre, de travailler et de jouer sur ce territoire et nous voulons contribuer a la

mise en ceuvre des huit recommandations de la Commission de verité et de reconciliation en
matiére de santé.

Find your land acknowledgement at https://native-land.ca/

L https://www.tdsb.on.ca/Community/Indigenous-Education/Resources/Land-Acknowledgement

L
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https://native-land.ca/

An Initiative to Support the Long-Term Care Sector

The 3-year initiative is funded by the
Ontario Ministry of Long-Term Care

Public Inquiry into the
Safety and Security of Residents
in the Long-Term Care Homes System

This work will include addressing Justice Gillese’s specific
recommendations with respect to detecting potential medication
vvvvvvv incidents that would otherwise go unnoticed

http://longtermcareinquiry.ca/wp-
content/uploads/LTC| Final Report Volumel e.pdf

Views expressed are the views of ISMP Canada and do not necessarily reflect those of the Province

©2022 ISP Canada Strengthening Med Safety in Long-Term Care


http://longtermcareinquiry.ca/wp-content/uploads/LTCI_Final_Report_Volume1_e.pdf
http://longtermcareinquiry.ca/wp-content/uploads/LTCI_Final_Report_Volume1_e.pdf

AGENDA

e Welcome
e Trailblazer Home Updates
1. Resident and Family Engagement
* Melissa Sheldrick, Patient and Family Advisor, ISMP Canada
* Alex Lamsen, Manager of Clinical Practice, Niagara Region
2. Adapt and Implement a Model Policy
* Christine Fleming, Staff Educator, Chester Village Long-term Care, Toronto
3. Quality Improvement Initiative
* Mary Kate Garrity, Director of Care, Sienna Living — Midland Gardens, Scarborough
4. Medication Reconciliation
* Elimar Guaca, Director of Resident Care, Rekai Centres — Sherbourne Place, Toronto
5. Report, Learn and Act
 Brittany Saini, Director of Care, Arbour Creek Care Centre, Hamilton
e Faculty Updates
v’ Practice Tool for Insulin Destruction and Disposal
v' Med Safety Signal #4 — Hydromorphone Dosing




Thank you to the 10
Champion
52 Trailb

Homes and the

azer Homes!

The path ahead has been started and
now our work together is to spread
and scale the improvements to
medication safety provincially!

Trailblazer Home
Getting Started Kit!




Trailblazer Home Cohorts
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O mema ism . Trailblazer Home Workbook
bl Trailblazer Home Workbook o o
"r' SIS ) Medication Reconciliation (MedRec)
Adapt and Implement Medication Management
Model Policies
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Trailblazer Home Workbook
Report, Learn & Act After a Medication Incident

Trailblazer Home Workbook
Resident and Family Engagement in
Medication Management

November 2022

November 2022

November 2022
November 2022 “It's a marathon, not a sprint!”

November 2022 “It's a marathon, not a sprint!”

“It’s a marathon, not a sprint!”
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Melissa Sheldrick
Patient and Family Advisor,
ISMP Canada Faculty

Resident and Family Engagement

L
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CIPATION

c
GOAL

[
P,

PROMISE TO
THE PUBLIC

JAP2 Spect

INFORM

To provide the public
with balanced and

objective information

to assist them in
understanding the

problem, altematives

and/or solutions.

We will keep you
Informed.

To obtain public
feedback on analysis,
altematives and/or
decision.

We will keep you
informed, listen to and
acknowledge concems
and aspirations, and
provide feedback on
how public input
influenced the
declsion.

rur

INVOLVE

To work directly with the
public throughout the
process fo ensure that
public concerns and
aspirations are
consistently understood
and considered.

We will work with you to
ensure that your concermns
and aspirations are

directly reflected in the
alternatives developed
and provide feedback
on how public input

Influenced the decision.

COLLABORATE

To partner with the
public in each aspect
of the decision including
the development of
altematives and the
identification of the
preferred solution,

We will look to you for
advice and innovation
in formulating solutions
and incorporate your
advice & recommendations
into the decisions to
the maximum extent
possible.

EMPOWER

To place final
decision-making in
the hands of the
public.

We will implement
what you decide.

INCREASING IMPACT ON THE DECISION

© International Association for Public Particioation







Niagara Region
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Resident and Family Engagement

Seniors
Services

Leglslatlve MSSA- LTC Re3|den_t and
requirements Family

Engagement
Review- 2022

"
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Project Update

Niagara Region
/ \ /Mudel Policy (2) \

. Resident and - Monitoring for
F

amily Preventable

Resident and Family
Engagement

Focus: Build on the results

Engagement Harm from of the Resident and Family
_ Medication Engagement survey from
Improvement - Medication ISMP Canada and the
3. Two QI projects Storage Seniors Services

Engagement Survey

\ / \

SENIORS SERVICES Niagara #J/#f Region

©20211SMP Canada Strengthening Med Safety in Long-Term Care



Project Update

Inform Consult Involve Collaborate Empower
Public To provide the public with To obtain public feedback on To walk directly with the public To partner with the public in each To place final decision-
Participation Goal | balanced and objective analysis, alternatives and/or throughout the process to ensure that | aspect of the decision including the making in the hands of the
information to assist them in decision. public concerns and are dev of alternatives and the public.
understanding the problem, consistently understood and identification of the preferred solution.
alternatives andfor selution considered.
Promise to the We will keep you informed We will keep you informed, listen to | We will work with you to ensure that We will look to you for advice and We will implement what you
Public and acknowledge concerns and your concerns and aspirations are innovation in formulating solutions and | decide
aspirations, and provide feedback | directly reflected in the alternafives incorporate your advice &
on how public input influenced the | developed and provide on | recor into the ions to
decision. how the public input influenced the the maximum extent possible.
decision.
Timeline | Activities Person Timeline Activities Person Notes
Inform Responsible Consult Responsible
Information October Email send to UL, Office Lead Survey sent to December Survey developed | Project lead
Provided to resident | 2021 residents and families and 2021 and sent Ql advisor
and family regarding families id
the project Maintain up-to- Survey reviewed by | January Review Project lead
date email list of the project lead 2022
residents/families
Information Board for | December | Information JUGL Team Survey to be July 2022 Discussion and Team
residents and 2021 board set up O Project Lead reviewed by the develop action
families regarding team July 2022 plan n O r m e e Ci Si O n a i n
Informed D Making
Medication June Brochure for O Project Lead Revise medication April 2022 Developed TOR | Project lead Next Month Aug 2022
Management 2022 Medication O Communications- | management safety for the medication | QI advisor
Brochure Management HQ meeting TOR management
safety
Medication July 2022 | Project different Team Review and Revised | June 2022 Review and Project lead
Information in TV medications: Consent to revise policy
information and Treatment and
possible side medication Policy
effects in the TV
0 Resident Council June 20022
O Quality Meeting June 2022
Involve Timeline | Activities Person Timeline Activities Person Notes
Responsible Responsible
Develop script when | June Script when Project lead June 2022 Script when Project Lead
obtaining consent 2022 obtaining obtaining consent
consent
Include Ongeing | Send invitation | Team Ongoing MSSA Project Lead/ Resident involvement
resident/family in DRC
medication safety
meetings and PAC
August 2022 | Consult with Project Lead Included during care conference
RESW

21 ISMP Canada
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Informed Decision Making

SENIOR SERVICES
RESIDENT ENGAGEMENT MEDICATION SCRIPT

=l

Ensure you are talking to the correct

dge the chief int {i.e. pain).

“Hi (name of the resident), my name is (nurze) and | will be taking care of you today. | understand
you are having significant (typeflocation) pain, iz that corect?”

Introduce the medication you will be using for the pain.
“The medication we will be using to help control your pain iz (type of medicine).”

Explain how long the medication will take to work and how long it will work.
“This medication will take about (timeframe) to start working and should help to control your pain

for (timeframe).”

Explain to the resident how the medication

will work [check the Pepid portal or ask your

pharmacist). Discuss possible side effects.
“This medication will help to control your
pain by {describe effects). There are possible
side effects to this medication, including
{describe side effects). We will be monitoring
you very clozely. Our priority iz to control
your pain and will continue to check in on
how you are feeling. If this medication does
not control your pain, we can talk about
other alternatives that may help.”

Answer all the resident’s questions and
address any concerns. Thank the resident
for their time and ensure they understand
the plan.
“Thank you for your time, | am confident
this medication will help to control your
pain. Please let me know if you have any
additional questions or concerns. | hope
you start feeling better soon.”

‘Niagara 9/4f Region

Example:

Hi Mr. Smith, | understand you are having
significant pain in your back, is this correct?
The medication we will be using to control your
back pain today is called Ketorolac. Ketorolac
will take about 30 minutes to start working

and should help to contral your pain for 4-6
hours. This medication works like Advil and
will decrease the inflammation in your back
which is likely causing your pain. You should
not experience any side effects from this dose.
Qur priority is to control your pain appropriately
and will continue to check in on how you are
feeling. If this medication does not control your
pain, we can talk about alternatives that may
help. Do you have any questions? Thank you
for your time, | am confident thiz medication
will help to control your pain. Please let me
lnow if you have any additional questions or
concerns. | hope you start feeling better soon.

niagararegion.ca/seniors

Ensure you are talking to the
correct resident and acknowledge

- the resident’s chief complaint

Introduce the medication you will
be using for their chief complaint

Explain how long the medication
will take to work and how long it
will work for

Explain to the resident how the
medication will work. Discuss
possible side effects, adverse
effects and monitoring.

Answer all the resident’s questions
and address any concerns

Thank the resident for their time and
make sure they understand the plan

There are five main subjects
that should be covered
when obtaining consent
or providing education

Name of the medication (brand/
generic name), dose of the
medication

Duration and frequency of the
medication administration

Side effects, possible monitoring
and adverse effects

Answer all the resident’s questions
and address any concerns

DATE/TIME: [Date]
LOCATION: Choose an item.

INVITE: (Administrator. DRC, ADRC, Pharmacy, Public-Health, FSM, Medical Director, Resident, family)
Medication Safety Committee: Administrator, DRC, ADRC, Pharmacy, Medical Director, RN/RPN, Registered Diefitian

REGRETS:
RECORDER:

Engagement

USER GUIDE

Medication Safety
Self-Assessment® for
Long-Term Care

Canadian Version Ill




v What are the results so far?

- All 8 regional homes have adopted all strategies to
Improve resident and family engagement

- Qualitative data — residents and families have

emphasized improvement in shared decision-making
and knowing their medications

- MSSA-LTC will now be done every year to track
medication-related indicators including resident and
family engagement

ISMP Canada 2023

Strengthening Med Safety in Long-Term Care



Key Learnings and Next Steps

- Residents and families are at the centre of our
care

- Knowledge Is power, so empower our residents
and families

- Resident and family engagement should be
Integrated in our care model

NEXT STEPS: Senior Services Resident and
Family Engagement

Strengthening Med Safety in Long-Term Care



Adapting and Implementing
a Model Policy




Chester Village

Policy for Automated Dispensing
Cabinet

Christine Fleming, Staff Educator

hester Village



Policy for Automated
Dispensing Cabinet

* In July of 2022, a MedSelect® automated dispensing
cabinet was introduced into the home to replace the
Emergency Box

* There was no specific home policy and procedure for
the use of the automated dispensing cabinet

 Staff had been trained on using the cabinet but there
was no place for new hires or agency staff to refer to if
they had questions



Activities
Completed
to Date

1. Formed a working group to write a DRAFT Home
Policy for the automated dispensing cabinet including
the Director of Care, the Assistant Director of Care,
the Consultant Pharmacist, and the Staff Educator.

2. Reviewed ISMP Canada Model Policy and added
items specific to our home using the pharmacy policy
and working group feedback.

3. Attended the Process Mapping Workshop and
developed a process map of the current process for
using the ADC for emergency supplies.



DRAFT

Automated

Dispensing
Cabinet
Policy

RESIDENT CARE AND SERVICES MANUAL

SECTION: MEDICATION ADMINISTRATION Inpex L.D.: RCSM-F-77

SUBJECT: AUTOMATED DISPENSING CABINET PAGE: 1 OF 10

ArproveD By: DIRECTOR OF CARE DATE: January 30, 2023
ReviEweD By: DIRECTOR OF CARE DATE; 2272772
PURPOSE

This policy outlines the process for provision, storage, tracking and security of
medications using an Automated Dispensing Cabinet (ADC)-MedSelect machine in the
Home to ensure medication access, potency, and safety.

(See page 10 for Glossary of Key Terms)

Scope:

This policy applies to all personnel involved in supporting medication management
including nurses, pharmacists, pharmacy technicians and assistants, and additional staff
(such as leadership, maintenance, and IT), working to suppert the provision of
medications to residents in a LTC Home.

Introduction:
To decrease risk and improve security of medications, automated dispensing cabinets
are being used to enhance medication management in Long-term Care. Common uses
include:
o replacement of the emergency medication supply box (E-box) to enhance
accuracy, accountability, and timely access to medications.
information in order to enable timely access to first doses; and,
* as an inventory control mechanism to increase accountability regarding access
to controlled substances.

Location of ADC-MedSelect machine
Ground floor-Diamond Unit-Treatment Room

ADC-Processes:

There are nine key components to ADC-MedSelect machine use.
A. Authorized Access

B. Medication Provision

C. Medication Returns

D. Wasting Medication

E. ADC inventory

F. Trouble Shooting Problems

G. Cleaning and Maintenance

H. Yearly Review of Emergency Supply Medications




DRAFT Process Map for procuring stat medications from the ADC

An order is
written for a stat
med

Prescriber

... Co-signs
' Identifies if @ Gets consent - Documents
Receives the order Enters Procures Administers

order from med is from POA/ Signs the effectiveness

available in resident for with a order into med from medication EMAR of medication

rescriber i . .
e ADC administration s::i?:ed Eali — to resident if appropriate

Gives consent
for Resident receives

administration Medication

of medication

POA/resident

A4

Co-signs order
with first nurse




Activities
Completed
to Date (cont'd)

Problem Statement:

Home is currently using an ADC for
Emergency Medication supplies and has
no documented policy to outline the
current practice.

Goal Statement: To develop a
documented policy to reflect the current
practice

of using the ADC for emergency
medication supplies over the next 3
months.

4. Wrote a Problem Statement and Goal Statement

5. Attended the Plan, Do, Study Act workshop and planned
the implementation of the new DRAFT policy

6. DRAFT Policy undergoing final review

7. Implementation of DRAFT Policy slated for April/May for
emergency medication supply

8. In June four more cabinets are coming and we will expand

project to include use of ADC for first dose of new
medications



Results So Far...

Model policy was used as the template for the DRAFT policy

Model policy gave direction on what should be included in the
DRAFT policy

Model policy pointed out areas we had not thought of including

in our policy

Using the Model Policy as the template saved a lot of time for
the home

The Model Policy was easy to follow. The language used was
appropriate for all parties that would be using it.




Key Learnings




Advice and Next Steps




Quality

Improvement
Project

Anurag Pandey

Quality
Improvement
Consultant,

ISMP Canada Faculty

Ali Shahzada
Quality
Improvement
Consultant,

ISMP Canada Faculty



Quality Improvement Cohort
Antipsychotic Reduction

&6&%& Mary Kate Garrity, Director of Care %idland Gardens

SENIOR LIVING Care Community




Midland Gardens Care Community - Scarborough

Antipsychotic Reduction Project

||l

i am
m

"

1\

-

The Project Team:

Mary Kate Garrity, DOC
SurayaKarzai, Pharmacist
Azieb Goitom, ADOC
AmandaLi, ADOC

Binal Gohel, BSO lead

Midland Gardens
CareCommunity



Activities Completed to Date

First stepwastoidentifyourQl goals and
indicators

Established a interdisciplinary,
antipsychotic reduction team

Created data collectiontemplates for PRN
usage and adverse side effects

Developed a process map describingthe
steps needed to reduce inappropriate
antipsychoticuse

Midland Gardens -
. 31
CareCommunity



Activities Completed to Date

BSO nurse and pharmacist educated staff
on the use of antipsychotics on responsive
behaviours.

Working in collaboration with floor staff to
find alternative solutionsto help
responsive behaviour

Developed a PDSA templatetoincrease
completionrate of iGPA modules by nurses
and PSWs

Midland Gardens
CareCommunity




Results So Far

e 52residents were identified for our cohort

14 residents had their antipsychotics tapered
3 residents had theirantipsychotics discontinued

« Newtooldeveloped

Tracking sheet to identify adverse effects of tapering antipsychotics

Side effects: Tremors, Insomnia, Agitation,
Tapered blurred vision, Hallucination

Percentage

November 4 1 None 11.53846154
December 2 0 None 3.846153846
January 5 1 None 11.53846154
February 3 1 None 7.692307692

Antipsychotic Reduction Project

Midland Gardens
CareCommunity



Antipsychotic PRN Usage

BSO Team increases 1-1

« follow-ups

()
[s19]
©
wv)
-]
=
o
[a

11 12 13 14 15 16 17 18 19
Week Number (starting Dec 2022)

e gty e \ledian

Midland Gardens
. 34
CareCommunity

Antipsychotic Reduction Project



Feedback from Team Members

Staffinitially resistive at first when speaking about antipsychotic reduction. Past
practice of using antipsychotics to manage responsive behaviours.

Staff had varying opinions on antipsychotic usage and the importance of dose
adjustments

Follow-up process before and after taper was not very familiarto the staff

Midland Gardens
CareCommunity




Key Learnings

The home was able to make significant progress in this project by
havingthe managementteam's involvement

By following the correct steps and engaging the floor staff, the
home was ableto taperantipsychotics without any withdrawals
Causes for the high number of antipsychotics were identified
duringthe process

Theimportance of buy-in for antipsychotic reduction.
Antipsychotic reductionis a collaborative effort froman
interdisciplinary team (nursing staff, MD, DOC, ADOC, external
partneretc.)

Midland Gardens
. 36
CareCommunity



Key Learnings

What advice would you give other Trailblazer Homes?

Important to create SMART goals and indicators to guide the process.

Meet on a scheduled basis to disseminate results and obtain
feedback from the interdisciplinary team

|dentification of problem areas in the beginning (e.g over-
prescribing, lack of follow-up etc.) would help with antipsychotic
reduction

Utilizing other measures such as non-pharm or non-antipsychotic
treatments should be the first step for behaviours

Midland Gardens
CareCommunity




Next Steps

Continue data collection

Continueto analyze datafor
patternsand trends

Continue withiGPA training for
all Team Members

Starting a music program

Midland Gardens
. 38
CareCommunity



Thankyoul!!l

%idland Gardens

Care Community




Leading Practices for
Medication
Reconciliation

Alice Watt

Senior Medication Safety Specialist
ISMP Canada Faculty




Rekai Centres — Sher
Medication Reco

oourne

nciliatio

Elimar Guaca

March 22nd, 2023

Strengthening Medication Safety in Long-Term Care

Place
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Medication Reconciliation

-  Problem identified:

- Many discrepancies during the medication reconciliation
process

-  Problems that needed to be work on:
- Missed orders
- Missed information
- Can involved serious injuries to the residents

ISMP Canada 2023 Strengthening Med Safety in Long-Term Care



Activities completed to date

Core Indicators:
 MedRec Quality Audits = Quality Score: 71%

Goal:

 Rekai Centre — Sherbourne place would like to improve on the
performance of MedRec completion within 48 hours by 25% in the
next 6 months from project kick off (Nov. 2022)

Data Collection:
 Core Medication Safety Indicators
* Completed a Resident and Family Engagement Survey
* Nursing Interviews

©20211SMP Canada Strengthening Med Safety in Long-Term Care



Process map

INuarze receives resident to the faciliny
{Admission f Fe-Admdssion}

Rekai Centres — S
Q— e S MAR o oo =
Sherbourne Place e s o SSure o compite SO v simision

Jr INorss o contact BMMID - Secure:
Hoespial T emommam ety PO sends Comversation f Emaill ¢7T5 — IO aadegd
MMAF +LVC Summary

IMarze to contaot POVS PGT o obmin
COrsent - DA approves of order
(email phonedeft meszaze)

1

Feceived consent from P04 TET on
needications orders

|

IMarse to fmalized Med Feac in accordance
wwith BRI ¢3¢ maim — 1 faonr)

!

Tdar=es to faged Ried Feac to Phammacy
Call Pharmacy o oondarms

1

Hurse to fle Dded Feac in pezident "= chart —
flag marse to clhecic, B ordsrs, BT
=i e

2= Muarze to check e AR of the
meadicarion that reflects the DJied Fec

mparited by Bhammeacys

all T + of missing P Iz there smy errors ™)

P 15 — 20 amidend
l Thurse to do the final check 7 Ao
- - " — Mi=d Flec complesad
Pharmacy impmeiz medication chenges - BPR inercienr waa dome
- kD approam=al
- POAPGT comzent

- Fharmaacy emter the medicabion cormecthy

Fiish: TMuorss o siznature |
on Second Check

L
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What are the results so far?

* Improvements:
* Less discrepancies during a re/admission
* Nurses use the Process Map as a guide to solve problem during the MedRec

* Data:
* Process, Do, Study, Act cycle (PDSA)
 To use this cycle to implement the change if it really works

* Feedback from staff or residents:
e Staff: Offer more guidance, gives confidence and problem-solving methods
e Residents: Felt more involved with their medications

ISMP Canada 2023 Strengthening Med Safety in Long-Term Care



Key learnings and next steps

* What did | learn in the process?
* Different perspectives (nurses & residents)

* Advice to give to another Trailblazer Homes?

* Helps strengthen the MedRec process in preventing medication
errors and assisting residents with their medications

e Plans to do next?

 To perform another audit using the core indicator questionnaires
and Resident & Family Engagement Survey

 To join another ISMP Canda program to strengthen the home

ISMP Canada 2023 Strengthening Med Safety in Long-Term Care



Carolyn Hoffman,
CEO, ISMP Canada
ISMP Canada Faculty

Strengthening Med Safety in Long-Term Care



Arbour Creek Care Centre

Brittany Saini, RN BScN
Director of Care

March 22nd, 2023

o
Strengthening Medication Safety in Long-Term Care iI/M

CANADA




Activities completed to date

Initial Med Incident Reporting and Learning Self-Reflection Exercise

 Strengths
o Electronic Med Incident reporting at the home
o Registered staff aware and engaged in process
o Pharmacy readily available for med reviews and incident investigations

* [nitial Areas for Improvement
o Increase engagement of residents and families

o Increase the use of system analyses and advance staff, prescriber, and pharmac
engagement in the Fgarnmg and follow up actions P P y

Attended the ISMP Canada Incident Analysis for LTC Workshop

Overall Goal

* 100% of medication incidents are captured, documented, assessed/responded to,
and follow-up with residents and families is completed

Draft Process Map Completed

©20211SMP Canada Strengthening Med Safety in Long-Term Care



Murse uses Reminders to nursing staff about MIRS

Education and review of 2ach incident with nursing EBAR to Nﬂtif‘{ pr&‘;EribEr, e e T s e A e _
staff to ensure understanding of when to complets collect and . _ off hours Manager Transf_ertc' tinenutgperiud - completed
2 MIRS (nurse driven or pharmacy) Assass to repaort info Is this a Serious e hospital P™ s MIRS and
@ Hecognize that determine if =baut Incident(e.g. Report Incident |ogln- submitted
0 a medication patient incident hypoglycemia) ] ] . into system .
Notify prescriber Monitor and active .
= Incident harmed or at ? yp . E-mail or
= and POA (e-mail or provide treatment
occurred risk of harm? = per MD orde izt
: text to ADOC/DOC) ms [ D e ADOC/DOC
The nurse will complete the investigation
E Pharmacy completes and share findings with ADOC/DOC
= Recognize that Report into . e
) i harma Sent to investigation and shares a
£ Incident Notify Nurse : p_d - C‘i pharmacy for high level summary of the
@ oocurred - o ':t“ '2 ° investigation findings at quarterty med
ﬁ Opportunity to S management meeting
identify mare
] nns:rm
Brrorfissues
L o]
E Recognize that " rovide orders for immediate
= a medication Notify N ij_rss:- "_Dt'f'Es treatment/transport to
bt Incident S LITES Prn:-_..cn!:n:r of an hospital OR provide orders for
bak occurred incident monitoring and treatment
Q.
Forall
incidents,
Education and discussian about med incidents at follow up with
~ Resident and Family Council meetings For serious incidents :r.':::;ﬁ
5 = Recognize that - . related t:hnunrg;iﬁé:;';“ el
edicati Nurse notifies POA errors, the 3 :
- E a mudlmtlun Natify Nurse 2o - s (o g (e
o Incident of an incident follows up to share residents/POAs after all MIRS to
g occurred E— actionable items that are sk if they received sufficient
1 : to be implemented info and if they received follow
Egiles up regarding action items
pharmacy
ansult?
8 g T ED, DOC, ADOC, Medical U THEEh 2= ST
investigation to Y . T P
[ Recognize that idegntify Follow up MIRS Follow up Director, Resident Advocate, ﬁ;’::';? mf'z'r“g
= a medication report actions are i 5 ' ftem o
o e Notify Murse - contributing i e Pharmacist and Nur: s detziled analysis into
U Incident e Initial report PR (summary taken (e.g. participate in the med quarterly medication
] occurred 2R T into MIRS a-'tiol-v-tu be report) coaching, etc ) management meeting incidents
o . i ;_ (interdisciplinary team
q aken il

Improving Our Medication Incident Reporting Process

e Arbour Creek Care Centre
DRAFT - March 20, 2023

opportunity

Point




Key Learnings and Next Steps

Next Steps

 Develop and test strategy to increase follow-up with residents and
families

What did we learn in this process?

 That a process you think is very straightforward once broken down is
not - staff engagement was key when looking for the opportunities

Advice to give to another Trailblazer Homes?

* This process has already helped strengthen our medication incident
program and given us a clear direction for further improvement

ISMP Canada 2023 Strengthening Med Safety in Long-Term Care
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Insulin Destruction Strengthening
and Disposal Insulin & discontinued, v Med Safety in
NG

B opiee Long-Term Care

A quick reference to support
nurses in Long-term Care

Nurse 1 remaves insulin from

&
designated cart location or l’ m
refrigerator

CANADA

Nurse 1 enlists Nurse 2* to witness Nurse 1 stores insulin in double-locked area of cart until end
insulin destruction of shift and destruction can proceed

Practice Tool for
L ]
I nS u I I n Nurse 1 draws Insulin out of vials or dials
up insulin pans and deposits insulin into Has insulin vial/pen reached the resident
specimen jar and Nurse 2 witnesses the L.e., possible contact with bodily flulds
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Vulnerabilities in Quarterly Medication Review Process

Reported Incident (details are modified to ensure confidentiality of the home and reporter)

In Ontario long-term care homes, prescribers perform quarterly medication reviews during which they authorize
needed prescriptions and ensure the appropriateness of each resident’s medication regimen. As part of this review,
a list of each resident’s current medications is typically printed on a quarterly medication review form, where the
prescriber can indicate whether each medication is to be continued, discontinued, modified, or held.

In a recently reported incident, a pharmacy printed the resident’s quarterly medication review form ahead of time.
Between the time the form was printed and the time of the review, numerous medication changes were made for
this resident, but the new medication orders were not transferred to the preprinted quarterly medication review

form. A“good catch” occurred when the prescriber noticed discrepancies between the recent changes and the
preprinted form.

ISMP Canada staff determined the following key contributing factors and considerations for improvement. It
is the responsibility of medication safety leaders in long-term care to determine what, if any, actions for
improvement are needed in their medication management processes.

Key Contributing Factors: Considerations for Improvement:

= The forms used for quarterly + Institute computerized prescriber order entry with built-in, real-time
medication reviews are separate, medication review capability to eliminate the need to print quarterly
stand-alone documents that are not medication review forms ahead of time.
linked to residents’ charts and the + Coordinate timing for quarterly medication reviews with the pharmacy
usual prescribing process. (through just-in-time printing of quarterly medication review forms),
Printing of the guarterly medication nursing (through double-check and manual update processes). and
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