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ROP: Accountability for Quality
The governing body demonstrates accountability for the quality of care provided by the organization.
Guidelines:
Governing bodies are accountable for the quality of care provided by their organizations. When governing bodies are engaged in overseeing
quality, their organizations have better quality performance (better care, better client outcomes, better work-life, and reduced costs).
The members of the governing body need to be aware of key quality and safety principles if they are to effectively understand, monitor, and
oversee the quality performance of the organization. Knowledge gaps among the membership can be addressed through targeted recruitment
for specific competencies (e.g., quality assurance, risk management, quality improvement, and safety) from health care or other sectors (e.g.,
education or industry) or by providing education through workshops, modules, retreats, virtual networks, or conferences.
The governing body can demonstrate a clear commitment to quality when it is a standing agenda item at each meeting. Often the governing
body overestimates the quality performance of an organization, so discussions need to be supported with indicator data and feedback from
clients and families. A small number of easily understood performance indicators that measure quality at the system level (i.e., ‘big-dot'
indicators) such as number of clients who died or were harmed by patient safety incidents, quality of work-life, number of complaints, and client
experience results will help answer the question “are the services we provide getting better?”
Quality performance indicators need to be directly linked to strategic goals and objectives, and balanced across a number of priority areas.
Knowledge gained from the review of quality performance indicators can be used to set the agenda, inform strategic planning, and develop an
integrated quality improvement plan. It can also be used to set quality performance objectives for senior leadership and to determine whether
they have met their quality performance objectives.

Note: In this document, the term ‘client’ is used to refer to a patient.
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TEST(S) FOR COMPLIANCE:
1. The governing body is knowledgeable about quality and safety principles, by recruiting members with this knowledge or providing access
to education.
Specific evidence indicating compliance:
1. Quality is a standing item on the agenda of the Board of Directors. There is also a separate Quality Sub-Committee of the Board that is
led by a Board representative with additional training, education and experience in Quality and continuous quality improvement practices.
2. The organization has a structured process whereby local quality councils for each of the major clinical areas report into the corporate
Quality Council. The corporate Quality Council provides a link between program level work and the board, both by organizing information
for the board Quality Sub-Committee and by receiving feedback and information from the Quality Sub-Committee and dispersing to the
programs. Formulation of key quality drivers such as the QIP, scorecard and strategic priorities uses this process to ensure a connection
between direct care programs all the way to the Board of Directors.
3. Nov 5, 2018 Chair of the Quality Subcommittee of the board & Senior Leadership Sponsor jointly attended training in Effective
Governance for Quality and Patient Safety, Canadian Patient Safety Institute.
4. Board member “Skill Matrix” is applied to evaluate the strengths and opportunities for each board member – contains questions
specifically look for quality skills*.
5. Board members engage in annual retreats to focus on strategic priorities of the organization, patient safety planning and continuous
quality improvement.
6. Annual orientation offered to new Board Members and contains education specifically targeting patient safety and quality*.

2. Quality is a standing agenda item at all regular meetings of the governing body.
Specific evidence indicating compliance:
1. Quality report, provided by the Quality Sub-Committee of the Board, is a standing item on the agenda for St. Joseph’s Health Care Board
of Directors.
2. Quarterly reports of QIP and corporate quality and safety indicators are presented and discussed at both the Quality Sub-Committee of
the Board and the Board of Directors.
3. Alignment of quality agenda between the Board, Quality Sub-Committee of the Board, Quality Council, joint Medical Advisory Committee
and local quality and patient safety councils.

3. The key system-level indicators that will be used to monitor the quality performance of the organization are identified.
Specific evidence indicating compliance:
1. Quality Measurement and Clinical Decision Support (QMCDS) provides system-level indicator reports used to monitor quality
performance across the organization.
2. The Quality Improvement Plan (QIP) and the Corporate Scorecard both contain system-level indicators that monitor quality performance
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across the organization.

4. At least quarterly, the quality performance of the organization is monitored and evaluated against agreed-upon goals and objectives.
Specific evidence indicating compliance:
1. See 2.1 and 2.2. for governance monitoring and evaluation.
2. The QIP and Corporate Scorecards are a standing item on the corporate Quality Council Agenda – performance of system-wide
indicators and site specific indicators are reviewed and compared against the strategic goals of the organization to ensure
improvement and the achievement of specified targets.
3. Directors Council, meeting bi-monthly, brings forward issues related to quality performance and opportunities for improvement (both
at a corporate level and at a site or program specific level). Directors evaluate current strategies and recommendations and monitor
application of continuous quality improvement strategies to address clinical and administrative issues.
4. Medical Advisory Council (MAC) – Physicians and Senior Leadership representatives meet bi-monthly to review policies, standards
and/or issues related to the following:
• Quality of care
• Clinical and general rules regarding professional staff members
• Practice changes for professional staff (i.e. medical directives, protocols)
• Development of new drug/technology/process that implicates professional staff members
• Issues that affect multiple departments, services, programs
• Alignment with corporate strategic directions
• Academic impacts on quality of care

5.

Information about the quality performance of the organization is used to make resource allocation decisions and set priorities and
expectations.
Specific evidence indicating compliance:
1. Key priorities and funding decisions align to quality of care and safety as a fundamental requirement. Strategic decisions around
resources are determined by performance on quality indicators. For example:
a. Regional Frail Elderly strategy: driven by access to care indicator
b. Psychological safety in the workplace: driven by people strategy recognizing the importance of caring for the caregiver in
quality
c. Recruitment of new Director, Quality, Strategy & Innovation: recognition of the need for growing our corporate infrastructure to
improve opportunities for aligning front line change to strategy and innovation.
d. Decisions around apportioning strategic plan funding allocation with the dimensions of quality being part of the rationalization
e. Care Partnerships project: driven by the appreciation of the importance of developing a standard approach to meaningful
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engagement of patients and family members in quality.
f. Indigenous Pathway to Wellness: appreciating equity and cultural safety to health quality
2. OI365 Process (ongoing) – process engaging specific programs and Finance to evaluate resource allocation, improve quality of care,
align to best-practice standards and reduce negative impacts on staff.
3. Annual Budget Planning Cycle - Senior Leadership (CEO and VPS) focus corporately to align Strategic Priorities funding allocations
to initiatives and strategies that drive the goals outlined in the Strategic Plan with an ongoing commitment to continuous quality
improvement. Leadership (Directors) also follow an annual budget planning cycle and allocate resources to both sustain and improve
the quality performance and clinical outcomes. Directors are continually evaluating program/unit specific performance and allocating
funding to priorities that will achieve excellence in patient care.

6. As part of their performance evaluation, leaders who report directly to the governing body (e.g., the CEO, Executive Director, Chief of
Staff) are held accountable for the quality performance of the organization.
Specific evidence indicating compliance:
1. The CEO is evaluated against specific targets related to quality directly embedded in her contract – performance is tied to
compensation and contract renewal.
2. The CEO is also accountable to the Board for achieving the indicators and targets laid out in the QIP, Corporate Scorecard and for
achieving the goals embedded in the Strategic Plan.

Additional Reference Document(s):

Additional Document(s) are available on the intranet:
1. 2019/2020 Quality Improvement Plan
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Patient Safety Incident Management
ROP Leader(s):

Vivian Capewell

Date of Assessment:

2019/09/02

ROP: Patient Safety Incident Management
A patient safety incident management system that supports reporting and learning is implemented.
Guidelines:
In a culture of patient safety, everyone is encouraged to report and learn from patient safety incidents, including harmful, no-harm, and near
miss. A reporting system that is simple (few steps), clear (about what needs to be reported, how to report, and to whom), confidential, and
focused on system improvement is essential. Clients and families may report patient safety incidents differently than team members, but
everyone needs to know how to report. Information about how to report can be tailored to the needs of team members or clients, and can be
part of team member training and included in written and verbal communication to clients and families about their role in safety.
The immediate response to a patient safety incident is to address the urgent care and support needs of those involved. It is also important to
secure any items related to the incident (for testing and review by the analysis team), report the incident using the approved process, begin the
disclosure process (if required), and take action to reduce any risk of imminent recurrence.
Through incident analysis (also known as ‘root cause analysis'), contributing factors and recommended actions can be identified in order to
make improvements. Analyzing similar patient safety incidents (such as near misses) together, to look for patterns or trends, can yield helpful
information, as can analyzing incidents in isolation. Communicating incident analysis findings broadly (e.g., with clients and families,
governance, leadership, clinical teams, and external partners) builds confidence in the incident management system and promotes learning
from patient safety incidents.
Global Patient Safety Alerts is a global, on-line, and searchable database where lessons learned from patient safety incidents are shared.

Note: In this document, the term ‘client’ is used to refer to a patient
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TEST(S) FOR COMPLIANCE:
1. A patient safety incident management system is developed, reviewed, and updated with input from clients, families, and team members,
and includes processes to report, analyze, recommend actions, and monitor improvements
Specific evidence indicating compliance:
•

•
•
•

•

•

The Patient Safety Reporting System (PSRS) is a corporate system for documentation of safety events (harmful, no-harm and near
miss). The health care provider and/or MRP involved in the immediate care of the patient completes the online reporting form in the
PSRS. Electronic notification of all safety events is automatically sent to area leaders. Required procedures for the health care
provider/MRP, leaders, Risk Management and QM&CDS are outlined in the Corporate Policy “Reporting and Review of Safety Events
(Harmful, No-harm and Near Miss) Involving Patients and Visitors”. The system is well used: in the most recent four quarters 6835 safety
events were entered into the PSRS, including 537 near miss events.
Staff can produce a summary directly from the Patient Safety Reporting System after entering falls, medication, or aggression events, for
review and/or safety huddles, and to enable analysis of individual events and contributing factors.
The policy outlines processes in the PSRS Coordinator Review phase, including collaboration with staff to identify contributing factors,
learning opportunities and recommendations for the prevention of potential safety events, ensuring appropriate action is taken to reduce
the risk of recurrence, including communicating with other areas as appropriate
The PSRS includes specific fields for documentation of learning opportunities that can be shared, and to ensure suggestions from
patients, visitors, and families/Substitute Decision Maker (SDM) are documented. (Learning Opportunities Reports are posted on the
OneLink Leader Portal)
There is ongoing work to improve and enhance the Patient Safety Reporting System (Appendix A):
 Input from patients, residents and families entered in the Event Entry or Coordinator Review Phase provides information to team
members.
 Clinical team members provided input into specific improvements such as a re-design of the falls incident form, development of a
printable falls summary, and enhancements to Aggression Events to improve identification of contributing factors. The
contributing factors were developed in consultation with an interdisciplinary team.
 Improvements to documentation of seclusion and restraint practices include a current project to develop the Team Debrief
documentation within the PSRS following seclusion or restraint use. The current form was developed with input from a working
group for seclusion and restraint minimization, which included patient and family representation. A project to develop the fields in
the original form within the appropriate phases of the PSRS is in progress and includes input from Professional Practice.
 A new section in the PSRS to document general learnings from medication safety events that can be shared with other teams
was piloted in one Unit and has recently expanded for documentation of any learning opportunity. Recently, a specific field for
input from patients, residents and families has been added, to enhance the ability to analyze patient insights. (Appendix B)
There are standard reports produced from the Patient Safety Reporting System. These include:
 Program-level summary and trend reports that are available to leaders via the OneLink Leader Portal
 Specific summary reports posted on the Intranet available to all staff
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 Quality Measurement and Clinical Decision Support’s Reporting Services (self-serve, updated daily and drill down functions)
provided details about specific events (falls and wrong drug/wrong patient medication safety events), supports monitoring of
previous QIP goals and analyses related to our current goal to reduce medication errors due to wrong drug/wrong patient to zero.
The reports provide additional details regarding the events and integrates data from the enterprise system related to bar code
scanning, etc., to support the investigation of contributing factors.

2. Information is shared with clients, families, and team members, so they understand what, when, and how to report patient safety
incidents.
Specific evidence indicating compliance:
•
•

•

•

•
•
•
•

Processes and systems for clients and families to report safety events are different from processes for team members.
The opening paragraph of our Patient Relations landing page (https://www.sjhc.london.on.ca/patient-relations) on St. Joseph’s Internet
includes the following information which specifically references the process for patients to report safety concerns.
 If you are a patient or caregiver who has compliments, suggestions, questions or concerns (including safety concerns) about
your experience at St. Joseph's, consider contacting our Patient Relations team. We are here to support you through your
experience and assist you with questions or concerns. You can speak with us privately, in person, over the phone or by
mail/fax/email. Whether you have a complaint, suggestion, safety concern or a compliment, we'd like to hear from you.
Comment Cards are available in wall-mounted boxes in many public areas and state: “We welcome your opinions, compliments,
suggestions or concerns (including safety concerns) and invite you to complete this comment card to help us assess the quality of our
services. If you have concerns (including safety concerns) that require immediate attention, please ask to speak to the person in
charge of the area.”
Safety information is reviewed with patients, residents and families when admitted to an inpatient unit and patients and families are
informed about the role they play in their own safety and how to report concerns. Examples can be found in the Parkwood Institute
Mental Health Care Building Patient and Family Handbook. (pages 20-23; page 37). Verbal information is also provided to patients.
Patient Relations team members have attended patient and family council meetings and provided information regarding the reporting of
safety concerns, and the review process of all safety events
Team members are provided with information about the Patient Safety Reporting System at Corporate Orientation, which all new
employees attend.
Clinical staff complete orientation with detailed instruction by completing an eLearning module, mandatory for all clinical areas to
complete.
The new Corporate Policy summarizes processes for Support Services staff who witness a safety event.
 If the safety event occurs in a clinical area, staff members are to notify the health care provider and/or MRP in that clinical area
and they will complete the online reporting form in the PSRS.
 If the safety event occurs outside of a clinical area and support services staff are accompanied by clinical staff, then clinical staff
enter the event in the PSRS.
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If the safety event occurs outside of a clinical area and clinical staff are not present, then support staff contact Risk Management
and Risk Management will ensure that the event is entered in the PSRS.

3. Training is provided, and documented, for team members on the immediate response to patient safety incidents.
Specific evidence indicating compliance:
•
•
•
•

A Learning Edge (i.e. online learning) module is mandatory for orientation of staff and leaders in clinical areas to the process for
management of safety events. Confirmation of completion of the Learning Edge e-module is available electronically to leaders.
All new staff must attend a corporate orientation and an overview of the Patient Safety Reporting System is provided during orientation.
Residents receive information regarding the PSRS in the Resident’s Handbook.
Leaders and the Patient Relations, Privacy and Risk Department also offers support and advice for immediately responding to patient
safety events.

4. There are procedures to review patient safety incidents and established criteria are used to prioritize those that will be analyzed
further.
Specific evidence indicating compliance:
•
•
•

•
•

•

The Patient Safety Reporting System has specific phases, for example Coordinator Review Phase and Pharmacy Review Phase, that provide a
standard process for documentation of contributing factors and follow-up.
The assignment of appropriate severity level is confirmed in the Coordinator Review phase.
There is a specific process for review of all critical incidents (severity Level 4 or 5 safety events – i.e. the most severe). In addition, specific events are
prioritized for a standardized analysis and review process, based on events that may/do affect a number of patients, events that are showing an
increasing trend, and events that have the possibility of having serious outcomes for patients such as level 4 events (serious injury/harm disability) and
level 5 events (death).
Code yellow events were prioritized for review for a period of time. Currently, wrong patient/ wrong drug medication events as well as attempted
suicides undergo a standard, structured review process.
Trends in events are also monitored by Quality Measurement and Clinical Decision Support, Patient Relations, Privacy and Risk, and the Quality of
Care Committee. For example, from our data it was evident that there was an increasing number of falls at our Cheapside staircase and in the
driveway outside of our Urgent Care Centre. These events were reviewed and physical revisions were made to our facility to address contributing
factors to these falls.
The corporate policy specifies specific procedures for review of critical incidents (severity level 4 or 5).
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5.

All recommended actions resulting from the analysis of patient safety incidents are reviewed and the rationale to accept, reject, or
delay implementation is documented.
Specific evidence indicating compliance:
•
•
•

Recommendations are formally documented for all events that may/do affect a number of patients, events that have shown an increasing
trend, and critical incidents.
Opportunities for improvement identified through critical incident reviews are also tracked.
Professional Practice supports a structured review of wrong drug/wrong patient medication events, including all severity levels.
(Appendix C)

6. Information about recommended actions and improvements made following incident analysis is shared with clients, families, and team
members.
Specific evidence indicating compliance:
•
•
•
•
•
•
•

Recommendations arising from critical incidents are shared with clients and families via letters, phone calls, and in person.
Improvements and other actions resulting from the review of specific safety events are also shared as part of the disclosure process.
Patient Relations, Privacy and Risk provides a summary of the disclosure process annually to Patient and Family Councils and obtains
input to support continued improvements in the management of patient safety events.
Quarterly Patient Safety Reports are presented at Quality Council and are also available to all Leaders through OneLink.
Leaders share recommendations with their teams during safety huddles, team meetings etc.
Team members are involved in critical incident reviews.
Results from the Patient Safety Culture Survey (table below) show evidence of staff awareness of follow-up processes:

On this unit, when a serious error occurs, we think about it carefully.

80.3
positive

On this unit, after a serious error has occurred, we think about how it came about and how to prevent the
same mistake in the future.

83.2
positive

On this unit, when a serious error occurs, we analyze it thoroughly.

75.4
positive

On this unit, after a serious error has occurred, we think long and hard about how to correct it.

74.6
positive
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7. The effectiveness of the patient safety incident management system is evaluated and improvements are made based on feedback
received. Evaluation mechanisms may include:
•
•
•
•

Gathering feedback from clients, families and team members about the system
Monitoring patient safety incidents by type and severity
Examining whether improvements are implemented and sustained
Determining whether team members feel comfortable reporting patient safety incidents (e.g., based on results from the Canadian Patient
Safety Culture Survey Tool).

Specific evidence indicating compliance:
•
•

•

QM&CDS provides formal reports and self-serve quality analytics to monitor trends in safety events.
Over the past few years, the St. Joseph’s Quality Improvement Plan has included goals for improvement identified and monitored via the
Patient Safety Reporting System. Goals to decrease falls resulting in injury, and more recently reduction of medication errors due to
wrong patient/ wrong drug have been targeted.
Targets are set for quality improvement initiatives for specific safety events and these continue to be monitored after targets are
reached. The indicator moves from the Quality Improvement Plan to internal monitoring to sustain results at a site, program and unit
level. Indicator performance is also monitored by Quality Council.
Results from the most recent Canadian Patient Safety Culture Survey Tool show statistically significant improvement from 2014 to 2018
for several questions related to follow-up for our organization.
Further opportunities related to the just culture theme are addressed in the corporate Patient Safety Plan (evidence below):

•

Improvements to the system are based on feedback from teams, including patient feedback via disclosure (as noted above, Appendix A)

•

•

Policies relating to this Required Organizational Practice (ROP):
Policy

Reporting and Review of Safety Events (Harmful, No-Harm and Near Miss) Involving Patients and Visitors
Disclosure of Harm to Patients/Substitute Decision Maker (SDM)
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Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
•
•
•
•

Learning the Patient Safety Reporting System (PSRS)
St. Joseph’s 2019-20 Quality Improvement Plan
Strategic Indicators Report 2019-20 Q1
PSRS Patient Safety Indicators

Additional Document(s) are provided below:
•
•
•

PSRS enhancements (Appendix A)
Patient and Family Feedback Screenshot in PSRS (Appendix B)
Medication Event Near Miss Review Tool (Appendix C)
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Appendix A

Patient Safety Reporting System (PSRS) Updates

Subject:
System Enhancements for Continuous Process Improvement
Last Updated: September 24th 2019

Project
Number
1
2
3
4
5

6

Enhancement

Status

Date Completed

The e-learning module launched in Learning Edge as
discretionary
The e-learning module became required learning for all new
clinical staff
Elearning module updated to reflect system
changes/enhancements
Elearning module updated to reflect system
changes/enhancements
Development of Medication Safety Indicators in Reporting
Services. Medication safety indicators include Admission and
Discharge Medication Reconciliation and Medication Errors
(Incorrect Drug/Incorrect Patient). Leaders have access to
near real time data and it allows them to drill down to patient
level detail. In terms of medication errors, integrated reporting
with Cerner (i.e. barcode scanning) was developed where
leaders are able to see if there was any barcode scanning
within +/- one hour of the event. This gives the leaders a
comprehensive analysis of the medication error for follow up.
The medication safety indicators were developed for all sites.

Complete
Complete

November 24,
2014
March 7, 2016

Complete

January 2017

Complete

September
4,2019
Mental Health –
April 4, 2017

Inpatient Falls with Injury indicator was developed in
Reporting Services for Parkwood Main, St. Joseph’s Hospital
and Mental Health. Leaders have access to near real time
data and can drill down to patient level detail to inform and
also to follow up.

Completed

Completed

Parkwood Main
– July 19, 2017
St. Joseph’s
Hospital – Sept
28, 2017
Corporate/
Pharmacy – Nov
10, 2017
Parkwood Main
– July 19, 2017
St. Joseph’s
Hospital – Sept
28, 2017
Mental Health May 24, 2019

7

Learning Opportunities Section
- Section added to coordinator review phase and allows
leaders to categorize the learning opportunity (Can the
learning opportunity be applied on a
corporate/site/program level) with several subcategories to check off and a text box to further
explain. This section only turned on for medication
events at Parkwood Main as this site conducted a pilot
project.
- This section turned on for medication events all sites

Quality Measurement and Clinical Decision Support

Completed

March 29,, 2018

Completed

February 28,
2019
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8

-

This section turned on for all sites and all events.

Completed

-

Report development of learning opportunities
underway to share learning among and across the
programs and sites.

Completed

Laboratory Notifications and Reporting
- Lab leadership requested notification of lab events that
happened in other departments. Previously, they were
only receiving events that happened in the lab
department. In consultation with lab leadership,
notifications were developed so that lab leadership is
now notified of all lab events regardless of the
department where it occurs.

Completed

August 28, 2019

March 21, 2018

June 2017
-

9

10

11

12

13

14

Development of monthly report to lab leadership
showing all lab events that are reported at St.
Joseph’s.
Seclusion and Restraint Debrief Completed Checkbox
- Addition of debrief completed check box. This check
box was added in the immediate actions section of the
Patient Safety Reporting System (PSRS) and allowed
leaders to determine easily if a mandatory debrief was
completed for a particular incident. This allowed for the
elimination of waste in having to confirm information
with staff directly.
Aggression Events and Severity Level
- Aggression events should not have a severity less
than 2. The system was programmed to only display
level 2+ when event type = Aggression selected.
Occupational Health email notifications:
- When staff is selected as the Affected Party in an
Aggression event, the system has been set up to
automatically notify occupational health. This will aid
occupational health in following up with the staff to
ensure that an employee incident is entered.
Occupational Health Staff Affected Pop Up
- Addition of pop up when affected party = staff selected
by end user. The pop up reminds the end user to enter
an employee event in the Workplace Occurrence
Reporting System (WORS) if applicable.
Affected Party = Visitor Email Notification
- Set up risk management to receive notifications when
visitor selected as the affected party in aggression
events. This will allow risk management to follow up on
the event.
Diagnostic Imaging – Contrast Reactions
- Addition of reaction details to Diagnostic Test Details
section for Contrast Reaction sub type. This gave DI

Quality Measurement and Clinical Decision Support

Completed

Completed

March 16, 2018

Completed

March 21, 2018

Completed

March 29, 2018

Completed

April 4, 2018

Completed

April 12, 2018

Completed

April 13, 2018

Page 2 of 3

Patient Safety Reporting System (PSRS) Updates

15

16

17

18

19

20
21
22

leader more detail to follow up on this particular type of
event.
One Link Alert
- One Link Patient Safety Reporting System (PSRS)
alert report enhanced with the addition of total open
days column and events open>=30 days highlighted in
red. This allowed leaders to easily see those events
that were open past the deadline of 30 days and follow
up.
Aggression Events Contributing Factors
- Added contributing factors to aggression events to
allow leaders to have more information on this
particular kind of event. The contributing factors were
developed in consultation with an interdisciplinary
team and aligned with the Behaviour Safety Alert
documentation.
Medication and Aggression Events Summary
- Printable summary developed to facilitate event review
at huddles and further follow up on events.
PSRS Help phone line and email:
- Generic PSRS Help phone line and email set up so
that end users have one contact for technical issues,
questions, user set up. The generic email and phone
line can be used my multiple employees in Quality
Measurement and Clinical Decision Support to aid in
coverage of the system. This will alleviate any risk in
not having support/coverage. Will also aid the end
users as they will not have to remember specific
people to contact but rather can use the help line.
New Event Type – Pressure Ulcers
- In consultation with an interdisciplinary team, a new
event type was created to capture those pressure
ulcers acquired by patients in hospital. By housing this
information in the PSRS, it will allow leaders to follow
up on events and document any improvement in rates
over time.
New Patient/Family Feedback section – turned on in both
event entry and coordinator review phase
Medical Device/Equipment PSRS label changed to standard
broken equipment sign
Seclusion and Restraint Team Debrief
- Team debrief form developed in the PSRS based on
the current tool developed by the working group which
included patients and families
- This form will be analyzed to determine functionality
and based on workflow and accountabilities, which
phase of the PSRS it should be added to.

Quality Measurement and Clinical Decision Support

Completed

February 28,
2018

Completed

August 23, 2018

Completed

April 26, 2019

Completed

January 30,
2019

Complete

Complete
Complete
In progress

September 9,
2019

August 29th
2019
August 28th
2019
TBD
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Appendix C
Post Medication Event/Near Miss Debrief
PSRS Number:________________________ Date of Event: ________________________

Date of Debrief: _________________________

Prior to debrief please start by ensuring the accuracy of the PSRS (if ‘no’ please ensure the information is corrected/completed):
Was the event classified correctly:

Yes  No 

Was the severity classified correctly:

Yes  No 

‘What should have happened’ identified:

Yes  No 

‘What happened’ identified:

Yes

Event details clear and complete:

Yes  No 

Contributing factors identified correctly:

Yes  No 

If applicable was CLMA followed?

Yes  No 

Other Edits:

Yes  No 

 No 

During debrief:
Briefly describe the circumstances surrounding the event: (occurrence)

What does the Resident/Patient and Family Caregivers think contributed to the medication event and their ideas on what could be done to
prevent future events:

CONTRIBUTING FACTORS:

A condition that influences the effect by increasing its likelihood;
eliminating a contributing factor(s) won't eliminate the effect (poor
lighting, noise, interruptions, distractions)

Opportunities and Learning’s:
Intrinsic
(Personal related)
opportunities,
recommendations

Extrinsic
(System related)
opportunities,
recommendations

March 5, 2019

CAUSAL FACTORS:
A condition that produces an effect; eliminating a cause(s) will
eliminate the effect (not following policy; professional
standard; CLMA, loss of situational awareness)

Q:
st

1
Why?

Root Cause Analysis

A:
Q:

nd

2
Why

A:
Q:

rd

3
Why

A:
Q:

th

4
Why

A:
Q:

th

5
Why

A:

Solution:

Example: Pt. A receives the wrong medication
Q: Why did Pt. A receive Pt. B’s pills
Q: Why did Pt. B swallow pills that were not his

A: Because Pt. B took them off my cart and swallowed them
A: Because I was preparing them for Pt. A and was distracted
A: Because I was administering them in the day room, it was
Q: Why were you distracted when administering medications
busy and noisy
Q: Why were you administering medication in a busy and
A: Because it is the fastest and most convenient place to
chaotic environment prone to distractions?
administer medications to all of my assigned Pt.’s
A: Because that is where my patients are in the morning, it
Q: Why is it the most convenient place to administer
would be more time consuming to move to another place for
medications?
administration
Solution: Prioritize medication administration time. Ensure you have a safe (minimal distractions), private place to
administer medications, if distracted, recover, and or restart. Be mindful and present throughout medication
administration.
Example: Pt. arrives late for a procedure
Q: Why was the patient late?
A: Because patient was brought to the room late
Q: Why was the patient brought to the room late?
A: Because there was a long wait for a stretcher
Q: Because there was a long wait for a stretcher?
A: Because a replacement stretcher had to be located
A: Because the original stretchers safety rails was worn and
Q: Why did a replacement stretcher have to be located?
had broken
Q: Why was the stretcher not repaired?
A: It had not been regularly checked for wear
A: Because there is no routine maintenance schedule for the
Q: Why had the stretcher not been regularly checked for wear?
stretchers
Solution: Set up routine equipment maintenance schedule

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Patient Safety Quarterly Reports
ROP Leader(s):

Ruth Bullas

Date of Assessment:

2019/04/16

ROP: Patient Safety Quarterly Reports
The governing body is provided with quarterly reports on patient safety that include recommended actions arising out of patient safety incident
analysis, as well as improvements that were made.
Guidelines:
The governing body is ultimately accountable for the quality and safety of the services delivered by the organization. It plays an important role in
enabling an organizational culture that enhances patient safety.
An organization is more likely to make safety and quality improvement a central feature if the governing body is aware of patient safety issues
and patient safety incidents, and leads the organization's quality improvement efforts. In addition, the governing body needs to be informed
about and have input into follow-up actions or improvement initiatives resulting from patient safety incidents. Outcomes and processes of care
are improved in organizations where the governing body is engaged in patient safety.

Patient Safety Quarterly Reports
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TEST(S) FOR COMPLIANCE:
1. Quarterly patient safety reports are provided to the governing body.
Specific evidence indicating compliance:
•
•
•
•
•
•

The quarterly patient safety reports summarizing all patient safety incidents entered into the Patient Safety Reporting System are
prepared and reviewed at corporate Quality Council
Quarterly patient safety reports are available for all St. Joseph’s leaders on the One Link Web Portal
Quarterly patient safety reports are also presented and discussed at the site leadership meetings
Quality Improvement Plan indicators are tracked on a quarterly basis and are available to Senior Leadership and the Quality Committee
of the Board
A presentation is made to the Quality Committee of the Board on a quarterly basis regarding the quarterly patient safety reports
The Board of Directors is also made aware of any significant patient safety issue or multiple client safety issues as they occur

2. The quarterly patient safety reports outline specific organizational activities and accomplishments in support of the organization's
patient safety goals and objectives.
Specific evidence indicating compliance:
•
•

The quarterly patient safety reports outline recommendations derived from critical incident and QCIPA reviews.
Quality Improvement Plan indicators have specific planned improvement initiatives and document the methods to achieve the targets.
These are updated on a quarterly basis.

3. The governing body supports the patient safety activities and accomplishments and acts on the recommended actions in the quarterly
patient safety reports.
Specific evidence indicating compliance:
•
•
•
•

Recommendations and Opportunities for Improvement from the patient safety event (critical incident) reviews reports are tracked by
Patient Relations, Privacy and Risk and follow up occurs with leaders to ensure completion.
The recommendations are shared with all leaders on OneLink.
The status of the Quality Improvement Plans is also available to all leaders on OneLink.
The CEO and Vice Presidents have QIP performance based compensation.

Patient Safety Quarterly Reports
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Policies relating to this Required Organizational Practice (ROP):
Policy
Reporting and Review of Safety Events (Harmful, No-harm and Near Miss) Involving Patients and Visitors

Patient Safety Quarterly Reports
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Patient Safety Incident Disclosure
ROP Leader(s):

Ruth Bullas

Date of Assessment:

2019/04/16

ROP: Patient Safety Incident Disclosure
A documented and coordinated approach to disclosing patient safety incidents to clients and families, which promotes communication and a
supportive response, is implemented.
Guidelines:
Disclosure of patient safety incidents is an ongoing discussion that includes the following core elements:
•
Informing those affected that a patient safety incident has occurred and offering an apology
•
Explaining what happened and why, as facts are known
•
Discussing the immediate actions taken to care for the client and mitigate further harm
•
Reviewing recommended actions to prevent future incidents
•
Offering support to all involved
The support provided meets the needs of those involved (clients, families, and the team), and can be practical (e.g., reimbursement for out-ofpocket expenses) or emotional/psychological (e.g., helping with access to support groups or offering counselling).
Disclosing a patient safety incident that affects multiple clients (e.g., failures in sterilization, privacy breaches) includes additional elements, for
example:
•
Identifying which clients have been exposed to risk
•
Deciding which clients should be contacted and how
•
Locating and communicating with clients who have been affected
•
Informing the community, other organizations, and the media
When asked for their feedback, clients and families are encouraged to speak from their own perspective and in their own words about their
experience.

Patient Safety Incident Disclosure
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TEST(S) FOR COMPLIANCE:
1. There is a documented and coordinated process to disclose patient safety incidents to clients and families that identifies:
• Which patient safety incidents require disclosure
• Who is responsible for guiding and supporting the disclosure process
• What can be communicated and to whom about the incident
• When and how to disclose
• Where to document the disclosure
Specific evidence indicating compliance:
•
•
•
•
•
•
•
•
•

The process for disclosure of patient safety incidents to clients and families is contained within the corporate “Disclosure of Harm to
Patients/Substitute Decision Makers (SDM) policy.
A formal Patient Safety Report is completed following patient safety incidents and near misses (all staff and physicians in our
organization have access to the PSRS system and are trained and expected to complete reports as per the policy.
The PSRS system automatically disseminates the complete report to appropriate staff/leaders/physicians within the organization for
follow-up.
Every level two, three, four and five is disclosed to the patient or SDM. This is done as soon as it practically possible after the incident.
Disclosure is documented on the PSRS report and in the patient’s chart. For level four and five patient safety incidents, disclosure and
feedback from patients and families is also documented on the critical incident review form.
Some level three patient safety incidents and all level four and five incidents are formally reviewed by appropriate staff, physicians in
conjunction with the Patient Relations, Privacy and Risk team
Outstanding PSRS reports are communicated to leaders through their OneLink dashboard.
Large and/or multi-client issues are managed through our Patient Relations, Privacy and Risk team who will work closely and engage the
clinical teams as appropriate to ensure appropriate notification of the patients/substitute decision makers.
Communication around large and/or multi-client incidents is determined on an issue-specific basis. It is also tailored to the specific needs
of the patient as much as possible. Depending on the issue and magnitude we have utilized many different means of communication in
the past including mail, in-person, telephone, media, formal letter, etc.

Patient Safety Incident Disclosure
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2. The disclosure process is reviewed and updated as necessary, once per accreditation cycle, with input from clients, families, and team
members.
Specific evidence indicating compliance:
•

•
•
•
•

The process for disclosure of patient safety incidents to clients and families is contained within the corporate “Disclosure of Harm to
Patients/Substitute Decision Makers (SDM) policy. Staff are aware of the expectation for disclosure and they document the disclosure
within our PSRS system, on our critical incident forms and in a patient’s medical report
Patient Relations, Privacy and Risk team members sit on our patient councils and family councils and have reviewed the disclosure
process with the councils to obtain input from our patients and caregivers.
Feedback was also gathered from patients and families by way of the councils, on the format and wording of St. Joseph’s formal Quality
of Care Committee letter that is issued to patients and/or families after a patient safety event is formally reviewed.
The documented disclosure for all four and five level patient safety incidents is reviewed by the Quality of Care Committee at each
quarterly meeting and updates and adjustments to processes are made as appropriate
The disclosure process is reviewed formally by the Director, Patient Relations and Chief Privacy and Risk Officer during review of the
policy update scheduled for once every two years

3. Those responsible for guiding and supporting the disclosure process are provided with training on disclosure.
Specific evidence indicating compliance:
•
•
•
•
•
•

All staff and physicians are responsible for knowing our corporate policy for disclosure which outlines not only the requirement for
disclosure but also how to disclose.
The Patient Relations, Privacy and Risk team also offers advice on a case by case basis to staff and physicians as does Professional
Practice and Medical Affairs.
Physicians, leaders and staff are trained in Crucial Conversations which teaches you how to approach and handle difficult or sensitive
conversations.
Residents are trained as part of their residency program in methods for having disclosure conversations with patients and families.
St. Joseph’s has a Psychological Health and Safety Working Group which has been developing and making available tools and
information to support our staff and physicians to have conversations that allow everyone to feel safe.
Just culture work is also being led and disseminated organizationally from the Veterans Affairs team.

Patient Safety Incident Disclosure
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4. Communication occurs throughout the disclosure process with clients, families, and team members involved in the patient safety
incident. Communication is documented and based on their individual needs.
Specific evidence indicating compliance:
•

•

•

•

•

•

•
•
•

Patients and/or families are made aware of patient safety incidents. As often as possible, their input is elicited regarding
recommendations and processes to minimize the chance that the incident will re-occur. If the incident is a level 4 or 5 severity, the
patient or family member is notified of the review of the incident and the recommendations from the team and the Quality of Care
Committee.
Incidents involving a patient fall that occurs outside of a patient care area ie. a patient attending an outpatient appointment are followed
up on by a call from the Patient Relations, Privacy and Risk team directly to the patient a few days after the fall to see how the patient is
doing and illicit feedback and share information as appropriate. The conversation is documented in the formal PSRS system.
Patient Relations, Privacy and Risk team notifies all members of the Quality of Care Committee, which is made up of Vice Presidents
and the Chair of the Medical Advisory Committee, of all level four and five patient safety incidents within one business day of the
submission of the PSRS report. The Patient Relations, Privacy and Risk team are automatically notified of all level 3 and above patient
safety incidents.
Once the Patient Relations, Privacy and Risk team is notified of a level four or five incident, they follow up directly with the coordinator
and director of the clinical area via email reminding them of their responsibility to initiate the critical incident review process which
includes disclosure to and feedback from the patients and/or families. The team also provides leaders with the appropriate forms to
complete and a one-pager step-by-step process for the review.
A formal letter is sent to each patient/SDM after the incident has been reviewed by the Quality of Care Committee documenting, date of
event, date the clinic team reviewed the event, date the Quality of Care Committee reviewed the event and any formal recommendations
that were initiated as a result of the review
Communication for incidents involved multiple clients are led by the Patient Relations, Privacy and Risk team. The communication is
developed specific to the incident and as much as possible is also specific to the patient and their current clinical condition. This
communication is documented within Patient Relations, Privacy and Risk
Staff and physicians involved in the level 4 and 5 patient safety events are involved in the critical incident review and together make
recommendations and identify opportunities for improvement
Staff and physicians have support throughout the process through Professional Practice, Patient Relations, Privacy and Risk, Medical
Affairs, Occupational Health, our EFAP program as well as from their leaders
Patients, families and caregivers are offered support from the clinical team including the physicians, organizational leaders, Patient
Relations, Privacy and Risk, Spiritual Care and Social Work.

Patient Safety Incident Disclosure
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5. As part of the disclosure process, practical and emotional/psychological support is offered to clients, families, and team members
involved in the patient safety incident.
Specific evidence indicating compliance:
•
•

•

•

Support is offered to the clients, families and team members through various sources including the clinical teams, Patient Relations,
Occupational Health, Spiritual Care and the EFAP.
Patient Relations, Privacy and Risk has well-established processes and resources for assisting those involved in patient safety incidents.
The team has immediate access to parking passes, cafeteria food vouchers, overnight accommodations, bus tickets and taxi vouchers.
The team also has a petty cash fund specifically for patient/family assistance and team members have the authority to access the above
when appropriate. The team is often contacted by other staff if there is a patient and/or family who needs assistance.
Spiritual Care is an integral member of our Code Blue Teams and Spiritual Care is automatically paged to attend all Code Blues.
Spiritual Care’s role is to provide emotional support to patients, families and staff during patient safety incidents and other relevant
situations
For patients and families who do not wish to receive support from Spiritual Care and/or need additional support, Patient Relations,
Privacy and Risk and the clinical team are also resources that are available to assist patients and families

6. Feedback is sought from clients, families, and team members about their experience with disclosure and this information is used to
make improvements, when needed, to the disclosure process.
Specific evidence indicating compliance:
•
•

•

•
•

Feedback is often given by families and clients immediately after the event and/or disclosure and is documented on the PSRS Report
that is disseminated to leaders, staff, physicians and to the Quality of Care Committee
Feedback from staff and physicians is discussed and obtained during formal critical incident reviews and escalated through to the
Director, Patient Relations and Chief Privacy and Risk Officer through the Patient Relations, Privacy and Risk team. Team members
attend every critical incident review without exception. As a member of the Quality of Care Committee, the Director brings forward the
feedback for review by the committee.
When patient safety incidents involving multiple clients occur, the patients/SDMs are provided with the contact information for Patient
Relations including the Director, Patient Relations and Chief Privacy and Risk Officer to discuss the situation and to be able to provide
feedback.
Patient Relations, Privacy and Risk team members sit on our patient councils and family councils and have reviewed the disclosure
process with the councils to obtain input from our patients and caregivers.
Feedback was also gathered from patients and families by way of the councils, on the format and wording of St. Joseph’s formal Quality
of Care Committee letter that is issued to patients and/or families after a patient safety event is formally reviewed.

Patient Safety Incident Disclosure
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Policies relating to this Required Organizational Practice (ROP):
Policy

Disclosure of Harm to Patients/Substitute Decision Makers (SDM)

Patient Safety Incident Disclosure
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COMMUNICATION
ROPs
 Client Identification
 The ‘Do Not Use’ List of
Abbreviations
 Medication Reconciliation as a
Strategic Priority
 Medication Reconciliation at Care
Transitions (Acute, Ambulatory,
Emergency, Long Term Care,
Home and Community Care
Services)
 Safe Surgery Checklist
 Information Transfer at Care
Transitions

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Client Identification
ROP Leader(s):

Chris Judd, Amanda Thibeault

Date of Assessment:

2019/09/19

ROP: Client Identification
Working in partnership with clients and families, at least two person-specific identifiers are used to confirm that clients receive the service or
procedure intended for them.
Guidelines:
Using person-specific identifiers to confirm that clients receive the service or procedure intended for them can avoid harmful incidents such as
privacy breaches, allergic reactions, discharge of clients to the wrong families, medication errors, and wrong-person procedures.
The person-specific identifiers used depends on the population served and client preferences. Examples of person-specific identifiers include
the client’s full name, home address (when confirmed by the client or family), date of birth, personal identification number, or an accurate
photograph. In settings where there is long-term or continuing care and the team member is familiar with the client, one person-specific identifier
can be facial recognition. The client’s room or bed number, or using a home address without confirming it with the client or family, is not personspecific and should not be used as an identifier.
Client identification is done in partnership with clients and families by explaining the reason for this important safety practice and asking them for
the identifiers (e.g., “What is your name?”). When clients and families are not able to provide this information, other sources of identifiers can
include wristbands, health records, or government-issued identification. Two identifiers may be taken from the same source.

TEST(S) FOR COMPLIANCE:
1. At least two person-specific identifiers are used to confirm that clients receive the service or procedure intended for them, in
partnership with clients and families.
Specific evidence indicating compliance:
•
•

Corporate policies exist for Patient Identification and Consent to Photography
ONE CHART related policies and systems exist to use barcode wristbands for inpatient (and some clinics) that incorporates the 2patient identifiers
o Compliance with IP units as depicted in FY 2019/20 Q1 results:

Policies relating to this Required Organizational Practice (ROP):
Policy

Patient Identification
Consent to Photography, Videography and/or Sound Recording

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: The ‘Do Not Use’ List of Abbreviations
ROP Leader(s):

Mary Beth Blokker and Amanda Thibeault

Date of Assessment:

2019/09/18

ROP: The ‘Do Not Use’ List of Abbreviations
A list of abbreviations, symbols, and dose designations that are not to be used have been identified and implemented.
Guidelines:
Medication errors are the largest identified source of preventable hospital medical error. From 2004-2006, more than 600,000 medication errors
were reported to the United States Pharmacopeia (USP) MEDMARX program, with a total annual cost of $3.5 billion. Five percent of those
errors were attributed to abbreviation use. Misinterpreted abbreviations can result in omission errors, extra or improper doses, administering the
wrong drug, or giving a drug in the wrong manner. In return, this can lead to an increase in the length of stay, more diagnostic tests and
changes in drug treatment.

The ‘Do Not Use’ List of Abbreviations
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TEST(S) FOR COMPLIANCE:
1. The organization's ‘Do Not Use’ List is inclusive of the abbreviations, symbols, and dose designations, as identified on the Institute for
Safe Medication Practices’ (ISMP) List of Error-Prone Abbreviations, Symbols, and Dose Designations.
Specific evidence indicating compliance:
•
•

St. Joseph’s has a list of abbreviations which are NOT acceptable on handwritten orders. This list, referenced in the corporate policy, Do Not Use
Abbreviations, is inclusive of ISMP’s Do Not Use list of Dangerous Abbreviations, Symbols and Dose Designations
See list in folder

2. The organization’s ‘Do Not Use’ List is implemented and applies to all medication-related documentation when handwritten or entered
as free text into a computer.
Specific evidence indicating compliance:
•
•

Four sites at St Joseph’s employ Computerized Provider Order Entry. There are NO unacceptable abbreviations on medication order sentences. The
Do Not Use list applies to all medication related documentation for inpatient records.
One site, Mount Hope, utilizes handwritten medication orders.

3. Pre-printed forms related to medication use do not include any abbreviations, symbols, and dose designations identified on the
organization’s ‘Do Not Use’ List.
Specific evidence indicating compliance:
•

Preprinted forms (e.g. Parenteral Drug Administration Guidelines) do NOT include any abbreviations on the organization’s list.

4. The dangerous abbreviations, symbols, and dose designations identified on the organization’s ‘Do Not Use’ List are not used on any
pharmacy-generated labels and forms.
Specific evidence indicating compliance:
•

There are NO unacceptable abbreviations on Pharmacy generated labels and forms.

The ‘Do Not Use’ List of Abbreviations
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5. Team members are provided with education about the organization’s ‘Do Not Use’ List at orientation and when changes are made to
the list.
Specific evidence indicating compliance:
•

Prescribers, including Residents, receive education about the Do Not Use list at orientation.

6. The organization’s ‘Do Not Use’ List is updated and necessary changes are implemented to the medication management processes.
Specific evidence indicating compliance:
•

Any changes to the Do Not Use List are brought to the PharmNet team and implemented in Cerner for order entry and PharmNet for pharmacy
generated labels.

7. Compliance with the organization’s ‘Do Not Use’ List is audited and process changes are implemented based on identified issues.

Specific evidence indicating compliance:
•
•
•
•
•

Two audits of handwritten orders at Mount Hope were completed in 2019
Changes were made based on the audit: the Physician Order Sheet now has a header listing all the unacceptable abbreviations and their acceptable
alternatives
Audit results were shared with leaders at their meetings in April and August 2019
Annual audits will occur and results of audits will be shared with leaders.
The Physician leader will bring the audits/result to the attention of is physician colleagues

Policies relating to this Required Organizational Practice (ROP):
Policy
Do Not Use Abbreviations

https://sjhclondon.policymedical.net/policymed/home/index?ID=72bbf93e-2149-4e45-b583-6a06fe84be62&ldp=Y&#

The ‘Do Not Use’ List of Abbreviations
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Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
•
•
•
•

St Joseph’s List of Do Not Use Abbreviations (Appendix 1)
Campaign Posters: Med Abbrvns cn b cnfusng; OD,OS,OU; Daily (Appendices 2a, 2b & 2c)
Briefing Note to Pharmacy and Therapeutics Committee July 2019 reporting summary Mount Hope audits (Appendix 3)
Do Not Use Abbreviations Health Information Management (HIM) Forms Update and Chart Audit Work (Appendix 4)

The ‘Do Not Use’ List of Abbreviations
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Appendix 1

Do Not Use

Dangerous Abbreviations, Symbols and Dose Designations

or “discontinue”

Appendix 2

Med Abbrvns
Can B Cnfusng

Leave No Doubt Write it Out!
Medication Abbreviation Campaign

We’d Like You to
See
OS
OD
OU

Left Eye
Right Eye
Both Eyes

OS, OD, and OU can be confused with one another.

Leave No Doubt Write it Out!
Medication Abbreviation Campaign

We know this will
be the hardest
OD
QOD
QD

daily

OD, QD, and QOD can be mistaken for right
eye, QID, as well as the number 2.

Leave No Doubt Write It Out!
Medication Abbreviation Campaign

Appendix 3

BRIEFING NOTE
To:

Pharmacy and Therapeutics Committee

From:

Bonnie Lee – Coordinator, Pharmacy Services (SJH)

Re:

Accreditation ROP - Do Not Use Abbreviations

Date:

12 July 2019

Purpose: To provide an update on the status of compliance with Accreditation Canada’s Required
Organisational Practice (ROP) regarding the use of unsafe abbreviations in the context of safe
medication management.
Background:
•
•
•
•
•

The Do Not Use Abbreviations Policy prohibits the use of specific abbreviations, as referenced on the
ISMP Canada "Do Not Use" list.
Mount Hope Centre for Long Term Care (Mount Hope) does not use CPOE and continues to use
handwritten orders for medications. A random sample of medication orders received from Mount Hope
during a three-day period in December 2019 was audited for the occurrence of unsafe abbreviations.
Occurrence rate of unsafe abbreviations used in handwritten orders at Mount Hope was 45.8% in Jan
2019. Most commonly used unsafe abbreviation was OD (29.2%).
Prescribers were informed of results. Nursing Associate Directors of Care notified nursing staff of
occurrence rates. Educational materials were provided to the facility.
Repeat audit was completed in July 2019.

Results:

•
•

On follow up audit, the occurrence rate of unsafe abbreviations decreased to 22.2%.
Two unsafe abbreviations (OD and cc) were identified on the preprinted form entitled Mount Hope
Admission Order Set
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Recommendations/Next Steps:
•
•
•

Update the Mount Hope Admission Order Set to remove OD and cc where currently used and replace
with “once daily” and “mL”, respectively
Suggest implementation of regular random audits with review and feedback to be completed annually, at
a minimum
Suggest including review of Do Not Use Abbreviations with nursing staff during orientation/training, if not
already implemented.
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Appendix 4

BRIEFING NOTE
Date:
Submitted By:
Topic:
Action Required:

September 9, 2019
David Ross, Director of Finance and Health Information
Management
DNUA HIM Forms Update and Chart Audit Work
 For Discussion

SITUATION
This briefing note provides an update of initiatives undertaken by the St. Joseph’s Health Information
Management (HIM) department to improve our clinical documentation and reduce patient risks across
the organization as it relates to the use of Do Not Use Abbreviations.
BACKGROUND
As HIM is the co-owner of the DNUA policy for St. Joseph’s, the HIM department began enhancing our
current processes to further support our commitment to compliance with our DNUA corporate policy as
well as the DNUA Accreditation Standard Required Organizational Practice.
ANALYSIS
In addition to supporting the update of our DNUA corporate policy, HIM investigated how to enhance
our current department processes to further support our alignment with the Accreditation DNUA test
for compliance of “Compliance with the organization’s ‘Do Not Use’ List is audited and process changes
are implemented based on identified issues.”
To accomplish this, St. Joseph’s HIM undertook the following initiatives:
Review of All Paper Clinical Forms
St. Joseph’s HIM obtained all paper clinical forms in use across the organization, which includes forms
managed in our central database of forms and a department-by-department review of any forms in use
by a clinical area that was customized and maintained by that department.
HIM then reviewed all forms for instances of Do Not Use Abbreviations as per our corporate policy. All
forms were reviewed, whether they were predominantly related to medication use or other clinical
documentation, knowing that some DNUA issues identified may ultimately not be an issue if the DNUA
issue identified was not in a form or part of a form relating to medication use.

The outcome of this work was as follows:
•

Central database forms reviewed – 930

•

Clinical department forms reviewed – 1,053

•

DNUA issues identified – 169

•

DNUA issues identified and related to medication use, corrections made – 14

This work led to the correction of 14 forms that included clinical documentation relating to medication
use where a do not use abbreviation had previously been in place on that form.
This work also validated that the vast majority of St. Joseph’s paper forms were free of DNUA issues and
in compliance with our corporate policy and also the Accreditation Canada tests of compliance for this
Required Organizational Practice.
Chart Audits
St. Joseph’s HIM also initiative a specific DNUA chart audit function in September 2019 to help validate
the appropriate use of our paper clinical forms across the organization as well as the compliance of
handwritten documentation included in patient charts.
Our DNUA chart audit process in HIM will be conducted on a weekly basis going forward as follows:
-

A random audit is conducted weekly across all clinical services at all sites where 25 charts are
randomly pulled from the HIM department and reviewed against our DNUA corporate policy.

-

Findings are documented for tracking purposes and the individual who completed the form with
a DNUA issue is notified of the issue and asked to correct the chart with support from the HIM
team.

-

A summary of findings are communicated to key stakeholders, including the City-Wide Health
Information Management Committee of the Medical Advisory Committee, chair/chiefs and
clinical directors of a service exhibiting a higher number of DNUA issues, pharmacy and HIM
team members who may be impacted by identified DNUA issues (medical coding, release of
information etc..

NEXT STEPS
The DNUA chart audit process will continue on an ongoing basis and a findings summary will be
communicated to stakeholders periodically throughout the year.
A review of paper forms will be completed again over the next 2 years.

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Medication Reconciliation as a Strategic Priority
ROP Leader(s):

M. Blokker and C. Judd

Date of Assessment: 2019/09/20

ROP: Medication Reconciliation as a Strategic Priority
A documented and coordinated medication reconciliation process is used to communicate complete and accurate information about
medications across care transitions.
For on-site surveys in 2018 and beyond, the goal is to have medication reconciliation implemented across all services and locations where
this ROP applies.
Guidelines:
Medication reconciliation is recognized as an important safety initiative by the World Health Organization. Medication reconciliation can be a
cost-effective way to reduce medication errors (e.g., omissions, duplications, incorrect orders) and the re-work often associated with medication
management.
Medication reconciliation is a three-step process, whereby the team (e.g., physicians, nurses, pharmacists) works in partnership with clients and
families to generate a Best Possible Medication History (BPMH) that identifies and resolves medication discrepancies, and communicates a
complete and accurate list of medication to the client and their next care provider.
An organizational policy signals leadership’s commitment to medication reconciliation and provides overarching guidance (e.g., an overview of
the process, roles and responsibilities, care transitions where medication reconciliation is required, exemptions). Allocating resources to staffing,
education, tools, information technology, etc., also demonstrates a commitment to medication reconciliation. Team education should include the
rationale for and steps involved in medication reconciliation.
Implementing and sustaining medication reconciliation throughout an organization will be more successful if it is led by an interdisciplinary
coordination team. Depending on the organization, the coordination team could include senior leaders (including clinical leaders representing
medicine, nursing, and pharmacy); team members who are directly involved in the process; information technology staff; representatives from
quality, risk, and safety committees; and clients and families.
It is important to monitor, in consultation with the coordination team and clinical team members, whether the medication reconciliation policy is
being followed (e.g., Do clients receive medication reconciliation? Is the BPMH documented?) and the quality of the process (e.g., Is the BPMH
complete? Are medication discrepancies identified and resolved?).
Note: In this document, the term ‘client’ is used to refer to a patient.
Medication Reconciliation as a Strategic Priority
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TEST(S) FOR COMPLIANCE:
1. There is a medication reconciliation policy and process to collect and use accurate and complete information about clients’ medication
at care transitions.
Specific evidence indicating compliance:
•
•

Medication Reconciliation at Care Transitions: Acute Care (Inpatients); Ambulatory Care; Emergency Department Services (Urgent
Care) and Long Term Care Services policies are updated and approved by Pharmacy and Therapeutics Committee (P&TC).
Processes on how to collect and use accurate and complete information at care transitions are articulated in the policies.

2. Roles and responsibilities for completing medication reconciliation are defined.
Specific evidence indicating compliance:
•

Roles and responsibilities for completing the tasks associated with medication reconciliation are defined in the policies.

3. An organizational plan to sustain medication reconciliation is led by an interdisciplinary coordination team.
Specific evidence indicating compliance:
•

Plan to sustain medication reconciliation is led by the Pharmacy and Therapeutics Committee (P&TC) with support from clinical teams
and provided with timely feedback from Quality Measurement & Clinical Decision Support (QM&CDS). Medication Reconciliation
Subcommittee, an interdisciplinary subcommittee of P&TC, is accountable for drafting, implementing and following up on this plan. (The
Medication Reconciliation Subcommittee Workplan is included in the folder)

4. There is documented evidence that team members (including physicians) who are responsible for medication reconciliation are
provided with relevant education.
Specific evidence indicating compliance:
•

Team members (including physicians) must complete mandatory learning specific to their role in completing medication reconciliation
(completion of the mandatory learning is tracked by Medical Affairs, and Organizational Development and Learning Services – reports
are made available to leaders for follow up).

Medication Reconciliation as a Strategic Priority
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5. Compliance with the medication reconciliation process is monitored and improvements are made when required.
Specific evidence indicating compliance:
•

Compliance with the medication reconciliation process is monitored and made visible on OneLink via periodic reports (posted
weekly/monthly quarterly) as well as self-serve analytics that allow leaders to drill down to provider and patient level detail. The self-serve
analytics are available in near real time and are updated every night. Key Senior Leaders and Physician leaders have access to both
periodic as well as self-serve analytics and can follow up directly with unit/clinic leaders and prescribers. Improvements in the process are
made when required where completion of medication reconciliation is below target. (see screenshot of sample scorecard metrics below)

Medication Reconciliation as a Strategic Priority
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Medication Reconciliation as a Strategic Priority
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Policies relating to this Required Organizational Practice (ROP):
Policy
Medication Reconciliation-Inpatients
Medication Reconciliation-Ambulatory Care
Medication Reconciliation-Long Term Care
Medication Reconciliation in Urgent Care

Additional Reference Document(s):
Additional Document(s) can be found below:
•

FAQs_about MedRec_Accreditation Canada (Appendix A)

Medication Reconciliation as a Strategic Priority
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•
•
•
•
•

Medication Reconciliation Sub-Committee Terms-of-Reference (Appendix B)
Medication Reconciliation Subcommittee Workplan (Appendix C)
Timeline for Ambulatory Clinics January 2019 (Appendix D)
Implementation Plan (Appendix E)
Communication Summary - Medication Reconciliation June 2019 (Appendix F)
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Appendix A

FAQs about Medication Reconciliation
Please note that this is a ‘living document’ and will be updated as new questions
arise. Please check your portal for the most up-to-date information.

General Questions
1. What is medication reconciliation?
Medication reconciliation (MedRec) is a systematic and comprehensive review of all the
medications a client is taking to ensure that medications being added, changed or discontinued
are carefully assessed and documented. Health care providers follow a formal process to work
together with patients, families and care providers to ensure accurate and comprehensive
medication information is communicated consistently across transitions of care.

2. How is MedRec assessed in Qmentum?
There are two Required Organization Practices (ROPs) about MedRec:
 One ROP, MedRec as a Strategic Priority, is directed at the leadership of an organization and
outlines the steps needed to implement and sustain medication reconciliation in an
organization. It is found in the Leadership standards.
 Another ROP, MedRec at Care Transitions, is directed to the front-line where MedRec
occurs, and outlines the steps needed to reconcile client medications. It is found in relevant
service-based standards. There are five versions (acute care, ambulatory care, home care,
long-term care, and substance misuse) to reflect the unique circumstances of different care
settings. Four versions (acute care, ambulatory care, home care, and long-term care) were
revised, while the substance misuse version remains unchanged since 2012.
Appendix A contains a table listing all standards with a MedRec ROP.

3. Is MedRec expected for all organizations?
MedRec is only expected for organizations that manage client medications and use standards
that contain the MedRec at Care Transitions ROP.

4. Is MedRec expected for all services?
MedRec is only expected for services where medication management is a component of care
and that use Qmentum standards that contain the MedRec at Care Transitions ROP.

5. When does the MedRec as a Strategic Priority ROP apply?
The MedRec as a Strategic Priority ROP applies when an organization manages client
medications AND uses Qmentum standards that contain the MedRec at Care Transitions ROP. If
the organization does not use any Qmentum standards that contain the MedRec at Care

Transitions ROP or the MedRec at Care Transitions ROP does not apply, then the MedRec as a
Strategic Priority ROP does not apply.

6. What is expected of client organizations for implementing MedRec?
MedRec is expected to be implemented in services that use Qmentum standards that contain
the MedRec at Care Transitions ROP and where medication management is a component of
care. Implementation is not expected for Qmentum standards that do not contain the MedRec
at Care Transitions ROP. The expectations are staged, as follows:
 For on-site surveys occurring between 2014 and 2017, organizations are expected to have
implemented the MedRec at Care Transitions ROP in at least ONE service. Organizations
that use two or more Qmentum standards that contain the MedRec at Care Transitions ROP
may choose the service in which they wish to implement MedRec. MedRec is expected to
be implemented as per the tests for compliance in the ROP.
 For on-site surveys occurring 2018 and beyond, organizations are expected to have
implemented the MedRec at Care Transitions ROP in ALL services. Implementation is not
expected in services that do not use standards that contain the MedRec at Care Transitions
ROP. MedRec is expected to be implemented as per the tests for compliance in the ROP.
These expectations apply to all organizations, including those using a sequential survey model.

7. What if my organization does not implement MedRec as per the
expectations of Accreditation Canada?
Compliance with ROPs has an impact on the decision level that an organization achieves. Like all
ROPs, medication reconciliation will become a required follow-up if the tests for compliance are
not met during the on-site survey.

8. What is a service?
A service is defined by the Qmentum standards used by the organization. It is a broad definition
and includes all services (or programs) AND locations that use a given standard. For example:
 A ‘service’ for medicine includes medicine and all its sub-specialties (e.g. nephrology,
gerontology) for which the Medicine Services standards apply, across ALL locations.
 A ‘service’ for home care includes all teams that use the Home Care Services or Community
Based Mental Health Services and Supports standards (including all home visits and clinics)
across all locations. The home and community care version of MedRec allows for targeting,
so to implement MedRec in this service an organization should consider all its services,
identify clients/visits that require MedRec, and then conduct MedRec for all identified
clients/visits across all locations.
 A ‘service’ for ambulatory care includes all clinics and ambulatory care services across all
locations that use the Ambulatory Care Services, Ambulatory Systemic Cancer Therapy
Services, or Aboriginal Integrated Primary Care Services standards. The ambulatory care

2

version of MedRec allows for targeting, so to implement MedRec in this service an
organization should consider all its services, identify clients/visits that require MedRec, and
then conduct MedRec for all identified clients/visits across all locations.

9. What resources are available to help?
Accreditation Canada will post a webcast in mid-February about MedRec. It will be available in
the client organization and surveyor portals.
Safer Healthcare Now! (www.saferhealthcarenow.ca)
 Three ‘Getting Started Kits’ to help organizations implement MedRec in different settings
(acute care, ambulatory care, long-term care). Available in English and French.
 ‘Patient Safety Metrics’ to help organizations monitor their progress on MedRec (and other
important patient safety initiatives). Available in English and French.
 National Calls are monthly presentations on important patient safety topics, including
MedRec. Calls are recorded and archived on the website. Presentations are available in in
English and French.
Institute for Safe Medication Practices – Canada (www.ismp-canada.org/medrec)
 A section of the website is dedicated to MedRec, which includes reports, education, and
webinars on MedRec. Most materials are available in English and French.
 The Cross Country MedRec Check-Up, which highlights leaders from across the country.
Available in English only.
Agency for Health Research and Quality (AHRQ) (www.ahrq.gov)
The Medications at Transitions and Clinical Handoffs (MATCH) Toolkit incorporates the
experiences and lessons learned by health care facilities that have implemented the MATCH
strategies to improve their medication reconciliation processes. Available in English only.

Acute Care and Long-Term Care Questions
1. When is MedRec needed in acute care?
In acute care, MedRec is always required at admission and discharge, as per the tests for
compliance.
Regarding other transitions, not all require MedRec. Complete transfer of client information,
including client medications, is already addressed through the Information Transfer ROP.
MedRec is an additional step that is needed for care transitions where clients are at risk of
medication errors. Typically these involve a change in medications and a change in the level of
care (or responsible prescriber) – such as return from post op, or, from ICU to medicine.
Because organizations have different ways of organizing services and defining transitions,
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Accreditation Canada is unable to apply a universal definition for transitions that require
MedRec.
We encourage organizations to take a look at their organization, identify transitions where
medication discrepancies or adverse drug events are likely (or have) occurred.

2. When is MedRec needed in long-term care?
Care transitions look different in long-term care than in acute care. Transitions where the
MedRec process is needed include admission, re-admission from another service environment,
and transfer out/discharge to another service environment. MedRec is almost never needed for
internal transfers within a long-term care facility (e.g. transfer to an Alzheimer’s unit), since the
medications list follows the resident and their prescriber does not usually change.

3. Is a BPMH the same as a primary medications list?
No. A BPMH is a complete list of all medications (prescribed and not prescribed) that a client is
taking at home. A BPMH is more comprehensive because it also includes:
 Home medications, including over the counter, vitamins, supplements, traditional
medicines, etc.
 The source(s) of medication information (people consulted)
 Actual medication use (not just as prescribed)

4. Does the medication administration record (MAR) qualify as a
‘complete list of medications’?
Probably not, as the MAR is simply a record of current medications. A complete list of
medications includes:
 All current medications the client is taking (i.e., the MAR), AND
 Medications that are actively prescribed (e.g. on a cyclical basis such as once monthly
vitamin B12 injections or once monthly osteoporosis meds), AND
 All prn/as needed medications that have been ordered with information on the frequency
of their use (e.g. from a prn MAR). .

5. In long-term care, what happens to the BPMH after admission?
Once generated the BPMH is used to create (or reconcile) admission orders, Once any
discrepancies are resolved, the admission orders become the complete and accurate list of
resident medications. This complete list of resident medications is then used for MedRec upon
re-admission, transfer-out, and discharge.

6. What about clients who have been receiving care for an extended
period of time?
4

In the MedRec at Care Transitions guidelines we indicate that ‘when a client has been receiving
care in a service environment for an extended period of time and is being transferred to another
organization or service, the current medications list may be used as a BPMH’.
 This option is provided because the BPMH (home meds in particular) becomes less relevant
(and difficult to obtain) with extended lengths of stay (in that the hospital is their ‘home’).
 By extended period of time we are referring to ALC and other extended length of stay
(eLOS) clients. The client has been there long enough that the only medications they are
taking at this point are on the organizations list. Organizations need to discuss and decide
what is appropriate for them and document its rationale.
 For organizations transferring or admitting eLOS clients to/from another facility, the current
meds list can be the BPMH, once again depending on whether the length of time is
sufficient that they have not inadvertently “dropped” something that was being taken at
home.
It is important the organizations recognize that using a current meds list as a BPMH for eLOS
clients makes an important assumption: that quality MedRec has occurred at admission. If the
organization does not completed a quality MedRec process at admission, it is possible the
current med list is still reconciled, leaving the patient at ongoing risk of, for example,
medication omissions as they transition.

Ambulatory Care and Home Care Questions
1. When is MedRec needed in ambulatory settings?
In ambulatory care, the need for and frequency of MedRec varies depending on the client
population. Organizations can use a risk assessment approach to identify clients at risk of
medication errors, identify which clients need MedRec and establish the appropriate frequency.

2. When is MedRec needed in home and community-based care
settings?
MedRec in home and community-based care looks different than in inpatient and clinic
settings. Rather than trying to reconcile medication orders, MedRec in home and communitybased settings focuses on determining the client’s medication regimen and making sure that
the client has a complete list of all their medications that they share with other health care
providers. Organizations can use a risk assessment approach to identify clients at risk of
medication errors, and identify clients who need MedRec.

3. How do we identify clients at risk of potential adverse drug events?
Talk to your front-line – they will often have great insight on clients to target, clients who will
benefit, and what is likely to succeed.
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Look at outcomes – are their clients or clinics where adverse drug events are high and would
benefit from MedRec?
Look at risk factors – consider those outlined in the guidelines.
Look for success - if outcomes and risk factors do not indicate an obvious target, consider
implementing MedRec where the chances for success are high. This will help build momentum
and goodwill.
You can identify a particular type of client or a type of visit, whichever makes sense for your
organization.
When you identify a target group (e.g. a type of client or type of clinic), all members of the
target group should receive MedRec at admission at all locations.

4. Are ambulatory or home care teams responsible for resolving
medication discrepancies?
Whenever possible, teams should resolve identified discrepancies in order to protect clients
from adverse drug events. Resolving discrepancies is not about determining the
appropriateness of medications. Rather, resolving discrepancies is about comparing what the
client is prescribed with what they are actually taking.
Teams should first work with the client to resolve medication discrepancies. For example, a
client may be taking a medication once daily, not realizing it was prescribed twice daily – the
team can resolve this discrepancy. Other discrepancies may require consultation with a
prescriber within or outside of the team. If medications can’t be resolved by the team, then the
team should communicate discrepancies to the most responsible prescriber and document any
actions taken. Teams should also monitor whether discrepancies are resolved (such as at the
next visit). It is important to demonstrate that the team is actively working to resolve
discrepancies and not simply passing on the responsibility to someone else.

5. We employ support workers, what is their role in MedRec?
Medication management is beyond the scope of practice for support workers, although they
may assist with medications. For example, support workers may remind clients to take their
medication, or provide clients with a pre-dispensed tray of medications and observe them take
them. In these cases, their role in MedRec is very limited – if they observe discrepancies (e.g., a
client is not taking medications as prescribed) then they should share this information with a
member of their team who has a role in medication management.
Organizations should consider the risk of ‘duty creep’ (where support workers are asked to
work outside of their scope) – including risks to clients and workers - when assigning
medication management tasks. For example, support workers who administer oral or rectal
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medications for clients with physical disabilities: the client is primarily responsible for taking
their medications, but needs the support worker to open the container and administer the
correct amount of medication. What if a support worker gave an incorrect dose of medication
at the direction of the client and the client suffered an adverse drug event? What are the
consequences for the worker who gave the drug?
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Appendix A
MedRec ROPs in Qmentum Standards
Qmentum Standard Set
Leadership
Leadership
Leadership for Aboriginal Health Services
Leadership Standards for Small CommunityBased Organizations
Service-based
Aboriginal Integrated Primary Care Services
Aboriginal Substance Misuse Services Standards
Acquired Brain Injury Services
Ambulatory Care Services
Ambulatory Systemic Cancer Therapy Services
Cancer Care and Oncology Services
Case Management Services
Community-Based Mental Health Services and
Supports
Correctional Service of Canada Health Services
Critical Care
Emergency Department
Home Care Services
Hospice, Palliative, and End-of-Life Services
Long-Term Care Services
Medicine Services
Mental Health Services
Obstetrics Services
Provincial Correctional Health Services
Rehabilitation Services
Remote/Isolated Health Services
Residential Homes for Seniors
Spinal Cord Injury Acute Services
Spinal Cord Injury Rehabilitation Services
Substance Abuse and Problem Gambling Services
Surgical Care Services

MedRec ROP (version)
MedRec as a Strategic Priority
MedRec as a Strategic Priority
MedRec as a Strategic Priority

MedRec at Care Transitions (ambulatory)
MedRec at Care Transitions (substance misuse)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (ambulatory)
MedRec at Care Transitions (ambulatory)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (home care)
MedRec at Care Transitions (home care)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (home care)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (long-term care)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (ambulatory)
MedRec at Care Transitions (long-term care)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (acute)
MedRec at Care Transitions (substance misuse)
MedRec at Care Transitions (acute)
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Appendix B

St. Joseph’s

Medication Reconciliation
Subcommittee

Terms of Reference (August 2019)

Affiliation
The St. Joseph’s Medication Reconciliation Subcommittee (MRS) is a subcommittee of the St. Joseph’s
Pharmacy and Therapeutics Committee.
Purpose
The Medication Reconciliation Subcommittee, in collaboration with key stakeholders, is responsible for the
practice and processes of medication reconciliation at St. Joseph’s Health Care, London. The sub-committee
will support system integration by ensuring appropriate communication between all stakeholders and monitor
compliance with processes and quality.
Tasks:
• Determine baseline current state analysis to map site specific workflows (at all transitions of careadmission, transfer, discharge and consultation referral) from all sites/clinics/workgroups
• Review Accreditation Canada’s Required Organizational Practices regarding medication reconciliation
• Determine the updated gap analysis between current state and required standards and implementation
plan
• In collaboration with Providers, Nursing and Pharmacy support best practices for completing medication
reconciliation where they exist (e.g.Urgent Care)
• Work with stakeholders to identify and develop tools and secure resources required to accomplish
goals to provide medication reconciliation where required
• Draft a Workplan to:
o Meet the goals of St Joe’s to comply with the Strategic Targets for Medication Reconciliation at
Transitions in Care for Inpatients (on admission and discharge)
o Create an implementation plan to advance practice where needed
o Create an implementation plan to roll out medication reconciliation in Ambulatory Care
o Review completion/compliance and support initiatives to improve quality of completion of BPMH
and completion of medication reconciliation
o Follow up and provide support as required
• Monitor and follow up to ensure medication reconciliation is being provided appropriately at all
transitions in care to the patients we serve
• Monitor the quality of the process and information being transmitted between transitions
Chair (Co Chair)
• Co-chair model with Physician and Pharmacy Coordinator (TBC)
Membership
Representatives from Providers, Nursing, Pharmacy, QMCDS, IT, (include Patient and Family Councils as
appropriate)
Communication
• The Chair will circulate an agenda and distribute minutes prior to each meeting. Copies of approved
minutes will be forwarded to the P&TC;
• Reports back to the St. Joseph’s P&TC;
Meetings
•
Meetings are held monthly and/or at the call of the Chair(s).

G:\Pharmacy Leadership Team\Medication Reconciliation

Appendix C

St. Joseph’s Medication Reconciliation Work Plan
March 2019 – March 2021
Goal / Objective

Protect patients
from harm in the
use of medications
by providing
oversight and
support for the plan
to implement and
sustain medication
reconciliation (med
rec) and meet
Accreditation
Canada’s tests for
Compliance for the
Medication
Reconciliation
ROPs

Deliverable
Medication
Reconciliation (Med
Rec) Subcommittee
created

Terms of
Reference finalized

Revised & Approved St. Joseph’s P&TC September 10, 2019

Page 1

Tasks / Actions Required
Clarify scope of plan
finalize membership- including Physician
co-lead

Draft Terms of Reference for Med Rec
Subcommittee for approval at P&TC

Responsibility
Pharmacy and
Therapeutics
Committee

Pharmacy

Timeframe
September 2019

September 2019

Status / Comments
Completed

Completed

Goal / Objective

Deliverable
Collaborate with
interdisciplinary
team in developing
an organizational
plan to implement
and sustain
medication
reconciliation for
the inpatients,
ambulatory
patients, residents
we serve

•
•
•
•

•
•
•
•

•
•
•

Tasks / Actions Required
Determine current state to map site
specific workflows
Review Accreditation Canada’s
Required Organizational Practices
regarding medication reconciliation
Determine gap analysis between current
state and required standards
Work with stakeholders to identify and
develop tools and secure resources
required to implement med rec where
required
Determine Project Plan to implement
med rec where required
Determine Project Plan to sustain med
rec where implemented
Acquire leadership support and
resources (human and devices) needed
to implement plan(s)
Monitor and follow up to ensure med rec
is being provided as identified by the
organization (monitor completion rates
of BPMH and med rec)
Monitor and follow up to ensure quality
of BPMH and med rec are acceptable
Draft communication plan
Draft follow up plan (escalation path)

Responsibility
Medication
Reconciliation
Subcommittee

Timeframe
Ongoing

Status / Comments

Goal / Objective

Deliverable

Tasks / Actions Required

INPATIENTS:
Admission:
• Review and standardize (where
possible) processes for obtaining BPMH
and completing medication reconciliation
across the organization where
reasonable to meet the needs of the
diverse patients we serve
• Work with key stakeholders to meet
corporate strategic targets for these
metrics
• Identify and secure appropriate
resources (including Informatics,
educators, devices, commitment of
operational leaders and physician
leaders) to accomplish these tasks
• Investigate where/why targets are not
being met and support efforts to meet
targets or provide evidence and support
for alternative targets

Responsibility

Timeframe

Status / Comments

Goal / Objective

Deliverable

Tasks / Actions Required

INPATIENTS:
Discharge:
• Review and standardize (where
possible) processes for completing
medication reconciliation and providing
the patient with an accurate list of
medications they should be taking at
discharge across the organization where
reasonable to meet the needs of the
diverse patients we serve
• Work with key stakeholders to meet
corporate strategic targets for these
metrics
• Identify and secure appropriate
resources (including Informatics,
educators, devices, commitment of
operational leaders and physician
leaders) to accomplish these tasks
• Investigate where/why targets are not
being met and support efforts to meet
targets or provide evidence and support
for alternative targets

Responsibility

Timeframe

Status / Comments

Goal / Objective

Deliverable

Tasks / Actions Required

AMBULATORY CARE:
• Review and standardize (where
possible) processes for completing
medication reconciliation and providing
the patient with an accurate list of
medications they should be taking at
discharge across the organization where
reasonable to meet the needs of the
diverse patients we serve
• Work with key stakeholders to meet
corporate strategic targets for these
metrics
• Identify and secure appropriate
resources (including Informatics,
educators, devices, commitment of
operational leaders and physician
leaders) to accomplish these tasks
• Investigate where/why targets are not
being met and support efforts to meet
targets or provide evidence and support
for alternative targets
Draft a workplan to:
• Sustain the processes where they have
been embedded successfully in the 28
clinics which meet the qualifications for
providing med rec according to
Accreditation Canada in 2019
• Monitor and follow up where data shows
that completion rate is less than target

Responsibility

Timeframe

Status / Comments

Medication Reconciliation at INITIAL Visit with the Prescribing Clinician

Medication Reconciliation at LAST Visit with the Prescribing Clinician

Appendix D
Updated: January, 2019

Medication Reconciliation Ambulatory Care Implmentation
remaining

Sep to Dec 2018

Jan to August 2019
• Roll out in selected clinics
• PDSA/QI cycles
• Support
• Monitor
• Audit
• Follow up

Implement Early Adopters:
Parkwood Mental Health
 Adult Ambulatory and CDP
Parkwood Main Building
 Operational Stress Injury
St. Josephs’ Hospital
 Heart Failure Clinic

November-December 2018
First Wave Clinics
Parkwood Mental Health:
 DDP

Finalize roll out plan

 Finalize roll out plan

January- March 2019

Secondary Wave :

Parkwood Mental Health:
 ACT Teams: London ACT 1, 2, 3,
Middlesex ACT, Oxford ACT
 Geriatric Psychiatry Assessment
 Geriatric Outreach
 Elgin Ambulatory
 ACT Teams: Elgin ACT 1,2
Southwest Center
 Forensic Outreach

Parkwood Main
 General Geriatrics(including clinic at
Mount Hope)
 MSK

April - July 2019
Third Wave Clinics
St. Joseph’s Hospital











Pain clinic
Rheumatology clinic
Respirology clinic
Diabetes, Endocrine and
Metabolism clinic
Cardiac REHAB clinic
COPD Rehab clinic
Osteoporosis and Bone
Infectious Diseases
General Internal Medicine
Asthma

Appendix E

Accreditation 2019
Medication Reconciliation Update
St. Joseph’s Health Care, London (St. Joseph’s) is committed to implementing and sustaining medication
reconciliation for all inpatient encounters and in ambulatory clinics where medication management is a major
component of care. St. Joseph's strategy for organization-wide implementation of medication reconciliation is
aligned with the Accreditation Canada Required Organizational Practice (ROPs), and meets the Tests for
Compliance
Medication reconciliation is recognized as an important safety initiative, and St. Joseph’s has provided this
care to inpatients since 2005, and select ambulatory care clinics since 2014. It has been demonstrated to be
cost effective in reducing medication errors, adverse drug events, and the re-work often associated with
medication management miscommunication thereby enhancing patient safety.
Electronic medication reconciliation (e-Med Rec) was implemented as one component of the e-Health Record
in 2014.
This patient safety initiative is the accountability of the Medication Reconciliation Subcommittee and overseen
by the St. Joseph’s Pharmacy and Therapeutics Committee (P&TC) and Quality Council (QC). Regular reports
are provided to leaders to enable monitoring of the compliance to medication reconciliation. Strategies are
implemented to support and sustain medication reconciliation across the organization.
Team members responsible for medication reconciliation receive relevant education when they are hired, and
when there are significant changes to the process.
Background
A documented and coordinated medication reconciliation process is used to communicate complete and
accurate information about medications across all transitions of care. Policies are in place to guide the process
to support the conduct and quality of this initiative, and establish monitoring as required. Medication
Reconciliation occurs in the following areas at St. Joseph’s:
1)
Inpatient Units for Admission, Transfer, and Discharge.
2)
Urgent Care Centre (UCC) for patients with a decision to admit
3)
Long Term Care for Admission, Transfer, and Discharge.
4)
Ambulatory Clinics for specific clinics where medication management is a major component of care
(1) Medication Reconciliation: Inpatient Units
Electronic medication reconciliation for the inpatient population was fully implemented as a component of the
implementation of the electronic health record in 2014. Medication reconciliation on Admission is a strategic
indicator for St Joseph’s, and was included in our Quality Improvement Plan. The target of 95 % compliance
was accomplished, and has been reasonably sustained. Medication Reconciliation on Discharge was a new
strategic indicator for 2018-19, with a corporate target of 90 % compliance.
Compliance to these processes is monitored and regular reports are available to leaders which include
program/unit, site and corporate compliance in One-Link. Improvement changes are made to the process and
additional training is provided, as identified by the compliance reports or as requested.
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Admission
•
Medication reconciliation is in place across the organization for all patients admitted as inpatients
•
The structured process of working with the patient/family to obtain the Best Possible Medication History
(BPMH), generating Admission Medication Orders and identifying and resolving the differences is in place
•
Work continues on the process and models for completion (eg. the order of the steps is dependent on
whether the patient is being admitted from a Cerner facility or home/non-Cerner facility.)
Transfer
•
Medication reconciliation is completed for transfers when there is a change in the level of care/service
with a transfer (eg. from ICU to an inpatient unit)
Discharge
•
Systems, processes and tools are in place for medication reconciliation on discharge including
communication with the patient and next care provider for most inpatient areas
•
At discharge the patient/family is given information about which medications are the same, which are to
be restarted, which have changed and which have been discontinued compared to what they were taking at
home
•
Patients are instructed to take the written information and share it with their next care provider and
community pharmacy
(2) Medication Reconciliation: Urgent Care
Medication reconciliation has been implemented for all patients admitted to the hospital through UCC. It can be
initiated in the UCC, and completed on the IP receiving unit
(3) Medication Reconciliation: Long Term Care (Mount Hope)
The process for medication reconciliation at Mount Hope is a combined paper and electronic process. Since
the pharmacy system is different from the electronic chart, the process is different from other inpatient areas.
(4) Medication Reconciliation: Ambulatory Care
Medication reconciliation is provided in ambulatory care clinics where medication management is a major
component of care (ie. the reason/purpose of the clinic is medication management)
• Ambulatory Care clinics where medication reconciliation is provided are identified by St. Joseph’s
•
The list of clinics and high level roll out schedule is described below
•
Medication reconciliation will occur:
o
when a patient is “admitted” to the clinic/program/service (ie. on first visit with a prescriber);
o
at the last visit with a prescriber on “discharge” from that clinic/program/service
• During or prior to the initial ambulatory care visit, a Best Possible Medication History (BPMH) is generated
and documented in partnership with the patient, family, caregivers as appropriate
Medication reconciliation will not be routinely performed in those ambulatory clinics where medication
management is not the primary reason/purpose for the clinic (eg. diagnostic imaging, functional assessment
clinics, IVEY eye, HULC, surgery, colonoscopy, DriveAble, dental clinics, botox injections, etc). However, it is
recognized that clinical judgment is always a consideration if using medications in those clinics not listed.
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Analysis and Results
Medication Reconciliation: Inpatients
Both anecdotal and collected data suggests that pharmacist-led “planned state” orders model has resulted in
increased patient safety; streamlined admission, transfer and discharge processes; increased physician
efficiency; supported outstanding medication reconciliation compliance metrics; and established leading-edge
practice for medication reconciliation.
• This pharmacist involvement has been a model for high quality medication reconciliation at admission
and discharge
• St Joseph’s is assessing the application of this resource dependent model to other inpatient areas
Medication Reconciliation: UCC
The process at UCC and B6 are aligned with the 2019 ROP.
Medication Reconciliation: Long Term Care (Mount Hope)
Prescription Shop and Mount Hope staff collaborate to ensure that the medication reconciliation process is
followed by all staff.

Medication Reconciliation: Ambulatory Care
Implementation Overview
Ambulatory care includes a wide range of services and client populations, thus it is important to focus
medication reconciliation in ambulatory care clinics where medication management is a major component of
care in order to enhance patient safety and minimize the risk of adverse drug events.
A comprehensive workplan to implement medication reconciliation in qualifying ambulatory care clinics was
implemented beginning in August 2018

Timeline and Activities
August 2018
Data collection
• compile list of clinics
• identify key stakeholders/contacts and their roles
• Criteria for selection of Ambulatory clinics:
o Medication management is a major component of care (i.e., medication therapy is a significant
reason/purpose for care in the clinic; review and adjustment of medications occurs routinely;
patients receive prescriptions for new medications, are directed to stop medications and/or
doses are adjusted)
• revise medication reconciliation policies
• draft corporate implementation and communication plan
September- December 2018
• Screen and select clinics to provide medication reconciliation - assess clinics using the Accreditation
Canada ROP: Medication Reconciliation at Care Transitions - Ambulatory Care
• Identify early adopter clinics by determining which clinics are already completing aspects of medication
reconciliation and can become “early adopters”
• Map current process in early adopter clinics
- identify gap between current practice and best practice
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- Work with clinic stakeholders create to create plan and confirm workflow for desired practice
Validate tool/functionality with QMCDS to easily document compliance
Create a standardized process for roll out across St Joseph’s
Submit IT work/system requests for changes, updates, or additions to Cerner to support clinic
medication reconciliation
Communication
• Present status update regarding compliance with all 5 x Accreditation Medication reconciliation ROPscompliance and implementation with documentation to Quality Council and site Leadership Councils
Challenges:
• Identify challenges to success and recommend solutions

•
•
•

December 2018
• Present draft plan to Senior Leadership, Clinical Vice Presidents (for each Site), QC, Leadership
Councils
• Validate selected clinics with leadership to finalize selected clinics for the policy
• Determine, request, and acquire resources to support rollout of medication reconciliation in ambulatory
care
• Draft education tools and resources for training (BPMH and med rec)
• Draft training plan and schedule – BPMH and med rec
• Prioritize roll out to clinics
January 2019
•

•
•

Key Messaging to Operational Leaders and Physician Leaders:
o Standardization and Implementation of Medication Reconciliation (workflow, processes,
tools and systems)
o Care providers should follow the same processes
 Full medication functionality- includes med history, Best Possible Medication History (BPMH),
MedRec, e-prescribing
o For those using Cerner
o (i.e medication history, BPMH. medication reconciliation and prescription writing)
o Understand and confirm current states; roles; finalize process gaps and resources required
to support the process
o Full medication functionality in Cerner
o For those providers who are using an alternate EMR (from Cerner)
o Assessment of current processes underway to assess compliance with Accreditation
Standards
o For those prescribers using paper
o Assessment of current processes and resource requirements to move to Cerner
o Implement Cerner for full functionality
Finalize roll out plan and timelines for non-early adopter clinics (Parkwood Mental Health and Parkwood
Main)
Ongoing evaluation of early adopter clinics and make changes necessary for future clinic roll outs

January to March 2019 (Rolling Go Live)
• Roll out medication reconciliation in selected clinics
o determine PDSA/QI cycles
o determine processes for capturing metrics
April to July 2019
• 8 Pharmacy Technicians were hired, trained and deployed to document BPMHs in 4 clinics (Diabetes,
Endocrinology, Metabolism; Osteoporosis; Infectious Disease; Rheumatology)
• Order sentences and “quick orders” were built to support prescribers in the Diabetes clinic
4|P age

•

Process flows within clinics at St Joseph’s were optimized to include the new work

June 2019 to August 2019
Support, Monitor, Audit and follow up
• make process improvements as required (Pharmacy implemented daily huddles with “BPMH techs” and
weekly meetings to address emergent issues)
• validate documentation to support tests for compliance
Core Components of the Plan
• Ongoing communication
• Education and training (learn from each other)
• Support
• Monitor and adjust as needed
• Audit and provide feedback and support to those whose completion rates do not meet the target
• Feedback to Improve

St. Joseph's Health Care, London Ambulatory Care Clinics with Go-Live Dates 2019
Site

Clinic

Parkwood Institute Mental Health (12 clinics)

7-Jan
Adult Ambulatory Care and
Concurrent Disorders Program
Dual Diagnosis
Geriatric Psychiatry- Geriatric
Outreach
Geriatric Psychiatry- Geriatric
Psychiatry Assessment Clinic
London ACT 1
London ACT 2

Southwest Centre for Forensic Mental Health (1)
Parkwood Institute Main Building (4)

London ACT 3
Middlesex ACT
Oxford ACT
Elgin ACT 1
Elgin ACT 2
Elgin Ambulatory
Forensic Outreach
General Geriatrics- Mount Hope
General Geriatrics- Parkwood Main

St. Joseph's Hospital (11)

Go-Live Date

Operational Stress Injury Clinic
Musculoskeletal Clinic
Heart Failure
Pain Clinic

28-Jan
18-Feb
18-Feb

18-Mar
18-Mar
15-Apr
15-Apr
29-Apr
20-May
20-May
20-May
3-Jun
18-Mar
27-May
31-Mar
6-Aug
3-Jun
3-Jun
5|P age

Respirology

3-Jun

Chronic Obstructive Pulmonary
Disease (COPD)
Asthma

3-Jun

Cardiac Rehabilitation and Secondary
Prevention

3-Jun

Diabetes, Endocrinology and
Metabolism
Osteoporosis and Bone Disease
Infectious Disease

15-Jul

Internal Medicine
Rheumatology

3-Jun

15-Jul
15-Jul
6-Aug
6-Aug

6|P age
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Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Medication Reconciliation at Care Transitions - Acute Care Services (Inpatient)
ROP Leader(s):

Mary Beth Blokker

Date of Assessment:

2019/09/18

ROP: Medication Reconciliation at Care Transitions – Acute Care Services (Inpatient)
Medication reconciliation is conducted in partnership with clients and families to communicate accurate and complete information about
medications across care transitions.
Guidelines:
Research suggests that more than 50 percent of clients have had at least one discrepancy between the medications they take at home and
those ordered upon admission to hospital. Many of these discrepancies have the potential to result in adverse drug events.
Medication reconciliation begins with generating a Best Possible Medication History (BPMH) that lists all the medications the client is taking
including prescription, non-prescription, traditional, holistic, herbal, vitamins, and supplements. The BPMH also details how they are being taken
including the dose, frequency, route of administration, and strength, if applicable. Creating the BPMH involves interviewing the client, family, or
caregivers, and consulting at least one other source of information such as the client’s previous health record, or a community pharmacist. Once
generated, the BPMH is an important reference tool for reconciling medications at care transitions.
Medication reconciliation at admission can be achieved using one of two models. In the proactive model, the BPMH is used to generate
admission medication orders. In the retroactive model, the BPMH is generated after admission medication orders have been written; a timely
comparison of the BPMH and admission medication orders is then made. Regardless of the model used, it is important to identify, resolve, and
document medication discrepancies.
At care transitions, in addition to the medications the client is currently receiving, it is important to also consider the medications that were taken
prior to admission (as identified in the BPMH), which may be appropriate to continue, restart, discontinue, or modify. For example, medication
reconciliation should happen at discharge or when medications are changed or reordered as part of a transfer involving a change in the service
environment (e.g., from critical care to a medicine unit, or from one facility to another within an organization). Medication reconciliation is not
required for bed relocation.
Clients should be regarded as active partners in the management of their medications and provided with information about the medications they
should be taking in a format and language they understand. Clients should be encouraged to keep an up-to-date medication list and share it
with their providers.

Note: In this document, the term ‘client’ is used to refer to a patient.
Medication Reconciliation at Care Transitions - Acute Care Services (Inpatient)
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TEST(S) FOR COMPLIANCE:
1. Upon or prior to admission, a Best Possible Medication History (BPMH) is generated and documented in partnership with clients,
families, caregivers, and others, as appropriate.
Specific evidence indicating compliance:
•
•
•
•

Prior to admission from home or from a facility which does not share St Joe’s electronic database (Cerner) a Best Possible Medication History is
generated in partnership with clients, families, caregivers and others as appropriate.
For admissions from those facilities in our region which share an electronic database the most up to date medication record from the sending facility is
used in conjunction with the BPMH to generate admission orders.
Compliance to completion of the BPMH is tracked, monitored and reported back to stakeholders.
St. Joseph’s has a corporate target of 90% completion of BPMH prior to Med Rec on Admission (raised from 85% at the beginning of April 2019).

2. The BPMH is used to generate admission medication orders or the BPMH is compared with current medication orders and any
medication discrepancies are identified, resolved, and documented.
Specific evidence indicating compliance:
•
•

The BPMH is used to generate admission medication orders for clients admitted from home/non Cerner facility or the BPMH is compared with current
medication orders and any medication discrepancies are identified, resolved, and documented. (see Process flows in the folder)
Pharmacy Clinical Interventions: Pharmacists document medication reconciliation discrepancies as “Clinical Interventions” in the electronic chart.
Intervention reports are generated monthly for each site. (see Clinical Interventions Chart in the folder)

3. The prescriber uses the BPMH and the current medication orders to generate transfer or discharge medication orders.
Specific evidence indicating compliance:
•
•

The prescriber uses the BPMH and the current medication orders to generate transfer or discharge medication orders. (see Process flow below)
St Joseph’s has a corporate target of 90% for Compliance to completion of medication reconciliation at Discharge. Compliance to this task is tracked,
monitored and reported back to stakeholders.

Medication Reconciliation at Care Transitions - Acute Care Services (Inpatient)
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4. The client, community-based health care provider, and community pharmacy (as appropriate) are provided with an accurate and up-todate list of medications the client should be taking following discharge.
Specific evidence indicating compliance:
•
•

The client, community-based health care provider, and community pharmacy (as appropriate) are provided with an accurate and up-to-date list of
medications the client should be taking following discharge.
Random audit of Discharges from Inpatient Units was conducted in August 2019. Results of this audit are displayed in the table below:

Medication Reconciliation at Care Transitions - Acute Care Services (Inpatient)
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Policies relating to this Required Organizational Practice (ROP):
Policy
Medication Reconciliation- Inpatients

https://sjhclondon.policymedical.net/policymed/home/index?ID=72bbf93e-2149-4e45-b583-6a06fe84be62&ldp=Y&#

Additional Reference Document(s):
•

•
•

Process Flows:
o Process Map Pharmacist Planning Admission from Home (Appendix A)
o Process Map Pharmacist Planning Admission from Another Hospital (Appendix B)
o Medication Reconciliation in Elective Surgery Patients (Appendix C)
o Medication Reconciliation for Urgent Admissions to B6 (Appendix D)
o Generic Inpatient Process Flow_DISCHARGE_Sep 2018 (Appendix E)
Clinical Interventions Summary (Parkwood Main- July 2019) [Appendix F]
Link to LearnNow webpage for BPMH and Med Rec
completion https://wiki.cerner.com/display/LRHEE/Best+Possible+Medication+History+and+Order+Reconciliation

Medication Reconciliation at Care Transitions - Acute Care Services (Inpatient)
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Appendix A

Admission from Home
Home = home, retirement home, nursing home, jail

Patient admitted
zafrom home

Pharmacist communicates with
nurse to inform they will be
updating the patient’s BPMH
and planning admission
medication reconciliation

Potential sources of
information for medication
history:
-Patient
-Patient’s Family/Caretaker
-Community Pharmacy
-Drug Profile Viewer (DPV)
-Clinical Connect
-Clozapine registries
-Jail MAR or medication list
-Other

Pharmacist updates the
patient’s documented
medication history list
(medications taken at home)

Pharmacist plans admission
medication reconciliation
Pharmacist communicates with
provider to inform they have
finished planning admission
medication reconciliation, also
communicates any issues or
concerns

Provider reviews planned admission
medication reconciliation, makes
adjustments as necessary and signs

November 29, 2018
G:\Pharmacy Leadership Team\Pharmacy Informatics\Admission Med Rec Generic Process Maps

Appendix B

Admission from Another Hospital
Another Hospital = a Cerner or Non-Cerner Hospital

Patient admitted from another hospital

Pharmacist communicates with
nurse to inform they will be
planning admission medication
reconciliation
Potential sources of information for
an admission from Hospital within
our Cerner Group:
-MAR Summary
-Transfer Medication Administration
report
-Drug Profile Viewer (DPV)
-Clinical Connect
-Community pharmacy
-Clozapine registries
-Other

Potential sources of information for
medication history:
-Patient
-Patient’s Family/Caretaker
-Community Pharmacy
-Drug Profile Viewer (DPV)
-Clozapine registries
-Other

Pharmacist plans admission
medication reconciliation

Pharmacist communicates with
provider to inform they have
finished planning admission
medication reconciliation, also
communicates any issues or
concerns

Potential sources of information for
an admission from a Non-Cerner
Hospital
-Paper copy of sending facility’s MAR
-Medication list from sending facility
-Drug Profile Viewer (DPV)
-Clinical Connect
-Community pharmacy
-Clozapine registries
-Other

Provider reviews planned admission
medication reconciliation, makes
adjustments as necessary and signs

Pharmacist or nurse updates the
patient’s home medication list

November 29, 2018
G:\Pharmacy Leadership Team\Pharmacy Informatics\Admission Med Rec Generic Process Maps
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Medication Reconciliation in Elective Surgery Patients (Same Day Admissions) at St. Joseph’s Hospital
1

Post-Anesthesia Care Unit
(PACU)/B6 Surgical Inpatient
Floor
(Post-op – day of surgery)

B6 Surgical Inpatient
Floor
(Post-op; Discharge)

Pre-Admission Clinic
(Pre-op – days/weeks prior to surgery)

x
Surgical Day Care Unit (SDCU)
(Pre-op – morning of surgery;
Admission)

Document Medication by History

Home medication list
updated and validated

Admission Medication
Reconciliation

Discharge Medication
Reconciliation

Patient admitted to SDCU on
the morning of surgery for
nursing follow-up and pre-op
preparation

Physician completes
Medication
Reconciliation on
Admission,
using the electronic
BPMH, to generate
inpatient orders for
home medications to
continue in hospital

Physician
completes
Medication
Reconciliation on
Discharge (may
be pre-planned by
a pharmacist),
to communicate
changes to home
medications

BPMH = Best Possible Medication History

Outpatient visit to the
pre-admission clinic
in preparation for elective surgery

Patient
interview

Nursing
assessment
Medicine or
Anesthesia
consults as
necessary

Medication
History (nurse
or pharmacist)

Pre-op medication instructions
provided to patient using the
SJHC Peri-operative Guidelines

Nurse documents on Cerner
(Document Medication by
History) any changes to
home medications and
adherence to pre-op
medication instructions

If non-adherence to pre-op
medication instructions,
nurse reviews with surgeon
to obtain orders to
administer any required
home medications not
already taken

Pharmacist and nurse
review admission
medication orders
and help identify
discrepancies with
home medications

Medicationrelated patient
education at
discharge

Marisa Ramandt (RPh), December 2018

Appendix D

Urgent Surgical Admissions to St. Joseph’s Hospital
Patient urgently admitted to B6 Surgical Inpatient floor from another facility, the
Urgent Care Clinic, or an outpatient clinic for urgent surgery or monitoring

If put on the OR schedule board for same day
(ie. surgery planned for day of admission)

If not put on the OR board for same day
(ie. surgery date/time unknown or
surgery planned for following day)

Admission to Surgical Day Care Unit
(SDCU) if able to accommodate:

Admission to B6 Surgical Inpatient
Floor to await surgery:

Pre-operative assessment/preparation
and Best Possible Medication History
completed in SDCU.

Pre-operative assessment/preparation
and Best Possible Medication History
completed on B6.
Pre-op Medicine and Anesthesia consults
arranged if appropriate. Limited home
medications are ordered pre-op.
Surgery

Post-Anesthesia Care Unit (PACU)/B6 Surgical Inpatient Floor:
Physician completes Medication Reconciliation on Admission,
using the electronic BPMH, to generate inpatient orders for home medications
to continue post-operatively in hospital.
Pharmacist and nurse review admission medication orders and help identify
discrepancies with home medications.

B6 Surgical Inpatient Floor:
Physician completes Medication Reconciliation on Discharge (may be
pre-planned by a pharmacist), to communicate changes to home medications.
Medication-related patient education at discharge.

OR = operating room

Marisa Ramandt (RPh), December 2018

Appendix E

Medication Reconciliation Process Flow (Inpatient)
September 2018

Patient Admitted to Hospital
Review Med History
The prescriber or designate reviews the patient’s medication list prior to creating admission medication
orders by comparing it to another source (e.g. Ontario Drug Benefit Drug (ODB) Profile Viewer, previous
facility, Transfer Medication Administration Report). Then a BPMH is obtained and the Prescriber generates
Admission Medication Orders (AMOs)(prospective model) OR the Prescriber generates AMOs and the BPMH
is obtained at a later time (retrospective model)

AMOs
The prescriber or designate reviews
and signs the admission medication
reconciliation process on the
electronic system, using all available
medication history information. The
physician will review, modify and
order new medication, as needed.
The signed orders become the
patient’s Admission Medication
Order (AMOs).

BPMH
SOURCE MEDICATION HISTORY
INFORMATION (must have 2
sources)

 Patient’s electronic chart
 Medication
Administration Record
(MAR) from prior
institution
 Medication
vials/containers
 Patient/resident recall
 Medication wallet card
 ODB Drug Profile Viewer
Family member/agent
 Family physician or
specialist
 Community pharmacy

The nurse or appropriate designate
completes the Best Possible Medication
History (BPMH) based on patient/ family
interview and by reviewing the provided
Source Medication History Information:
• Within 24-48 hours for patients
admitted from a hospital that
utilizes an electronic health record,
or;
• As soon as possible for patients
admitted from home
Any discrepancies must be brought up to
the physician’s attention for resolution.
The Best Possible Medication History
(BPMH) is documented & completed
electronically. Once reviewed, the
pharmacy will be able to view the
completed BPMH electronically.

Step 4:
Discharge
The physician or most responsible prescriber (MRP) reviews and signs the discharge medication reconciliation
process by comparing the patient’s home medications to their current medication list. (This includes
generating prescriptions, providing the patient with an up to date list of medications they should be taking
and identifying “home” medications which have been discontinued.

Appendix F

PK-Main CLINICAL
INTERVENTIONS SUMMARY
August 2019

Type of Interventions PI-Main
August 2019
n=759
Pharmaceutical Care Plan (cpKPI)
3%
Non-compliant
Therapeutic drug monitoring
4%

1%

DoseToo high
8%
Patient counseling
1%

No indication for drug
11%

Drug Interactions
3%
DTP - Suboptimal
Response (cpKPI)
2%
Requires a drug/UI
10%

Med Rec at Discharge (cpKPI)
13%

Med Rec on Admission (cpKP
17%

Opiate Addiction Intervention
0%
Formulary conversion
1%
AMS - TDM
3%

Allergy
review
0%
Medication
History
1%

AMS - Drug information
0%
other
4%
AMS- Antibiotic dosing
Adverse drug reaction
AMS- micro
Order
AMS - C. Diff Monitoring 2%
3%
report
Clarification
AMS - Stepdown
0%
3%
1%
0%

Dose too low
4%

De-prescribing
4%

No Indication for Drug
Aug 2019
n=87

-32 on admission
-7 on rounds
-22 on discharge
-2 on re-admission
-1 on verification
-23 on review

Antidiabetics(metFORMIN, sitagliptin)
3%
TD-opioids
Alendronate
1%
1%

Anticoagulant-(Fragmin)
16%

Supplements (Ca, Zn, vitB12, FA,
Fe, vitalux, thiamine, Mg,
lactobac.)
38%

Antiplatelets- (ASA)
5%

Antisphycotics
3%
laxatives
6%
insulin
2%

TD-Pneumovax 23
1%

baclofen
1% Statins
1%
diazepam
1%

bethanechol
1%
spironolactone
2%

Vanco PO
salbutamol
1%
2%

cetirizine
2%

PPI
2%

CCS nasal
1%

chlorhexidine
0.12%
1%

furosemide
2%
clonidine
1%

Mupirocin-MRSA decolonization
1%

haloperidol
1%

Requires a Drug
August 2019
n=73

TD vaccine
3%
Prolia
4%

Menactra
1%
NRT
1%

osteoporosis treatment
8%

Pain meds
1%

Trazodone
1%

-54 on admission
-1 on rounds
-2 on discharge
-9 readmission
-7 on review

BP meds restart
5%
Supplements/Vitamins (Ca, VitD,
COPD inhalers
dermatological base
B12, Na Phos, Fe, melatonin)
1%
CREAM
10%
1%
Eligard inj
1%
Galantamine
1%
vanco po taper
1%

Anticoagulant
8%
ASA
4%

whiskey LIQUID
1%
Lasix
1%

Home meds not ordered in
acute/discrepancies
42%

Drug Interactions
August 2019
n=26

multiple BP meds- monitor BP
4%
PPI-c. diff hx
4%
replavite q morning dialyzable (switch to
bedtime)
4%

On Valsartan-Perindopril
Hemachromatosis-iron in MVI
ordered (dc'd)
(dc'd)
glyburide-Low BG
4%
4%
SS risk- monitor
4%
4%
AKI- sick day drugs
4%

Bleeding risk (monitoring)
12%
cipro-Align
probiotic
4%

QT risk- monitor
12%

Poor renal fn-meds (Fleet,
Diovol, ibuprofen, oxycodone)
19%

Low BP-metoprolol
4%
Entresto-spironolactone (K
monitoring)
4%
Duloxetine-escitalopram
4%
TramacetHYDROmorphone (only prn
use)
4%

unable to swallow- tamsulosin
4%
Duloxetine-ciprofloxacin
4%

De-Prescribing
August 2019
n=30

Amitriptyline
3%

Benzos (oxazepam, clonazepam)
7%
Loxapine
3%

Quetiapine
14%

statin
3%

PPI
70%

Resolved DTP
August 2019
n=222
Therapeutic drug monitoring
4%
Non-compliant
2%

DoseToo high
15%
No indication for drug
21%

De-prescribing
7%
Dose too low
8%

Adverse drug reaction
6%
Drug Interactions
4%

DTP - Suboptimal
Response (cpKPI)
6%

Requires a drug/UI
19%

AMS- micro report
3%
AMS- Antibiotic dosing
2%
AMS - other
1%
AMS - TDM
2%

90 Day Med Review
Aug 2019
n=40
P-4BR-L3
P-4EL-L3
0%
0% P-5AE
0%
P-4AN P-4BR
3%
P-4EL
0%
5%
P-4AE
0%

P-4BS P-NRC
0%
0%
P-5AN
8%

P-2PE
25%

P-3KT-L3
8%

P-2PE-L3
0%
P-3AE
0%
P-3BW
13%

P-3KT
18%

P-3EX
23%

P-3EX-L3
0%

CI documentation by Chronic Service
August 2019
n=176

P-4EL-L3 P-4BR-L3
1%
1%
P-3KT-L3
8%
P-3AE
29%

P-4BS
10%
P-2PE-L3
0%
P-3EX-L3
5%

P-3BW
46%

CI documentation by Federal Veterans Service
August 2019
n=143

P-4EL
14%

P-2PE
16%

P-4BR
12%

P-3EX
23%

P-3KT
35%

CI documentation by Rehab Service
August 2019
n=440

P-NRC
3%

P-4AE
21%

P-5AN
32%

P-4AN
19%

P-5AE
25%
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ROP: Medication Reconciliation at Care Transitions – Ambulatory Care Services
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ROP: Medication Reconciliation at Care Transitions – Ambulatory Care Services
Medication reconciliation is conducted in partnership with clients and families to communicate accurate and complete information at ambulatory
care visits when medication management is a major component of care.
Guidelines:
Ambulatory care includes a wide range of services and client populations; thus it is important to focus medication reconciliation on clients for
whom medication management is a major component of care. Organizations should identify and document which ambulatory care clinics meet
the requirement for medication reconciliation, keeping in mind that clinical judgment should always be a consideration when managing client
medications.
Medication reconciliation begins with generating a Best Possible Medication History (BPMH) that lists all the medications the client is taking
including prescription, non-prescription, traditional, holistic, herbal, vitamins, and supplements. The BPMH also details how they are being taken
including the dose, frequency, route of administration, and strength, if applicable. Creating the BPMH involves interviewing the client, family, or
caregivers, and consulting at least one other source of information such as the client’s previous health record, or a community pharmacist. Once
generated, the BPMH is an important reference tool for reconciling medications at care transitions.
The gathered lists of medications are compared, and when medication discrepancies are identified, they are resolved by the most responsible
prescriber, either within the team or by referral. The prescriber indicates which medication(s) should be continued, discontinued, or modified and
the reason(s) why.
Clients should be regarded as active partners in the management of their medications and provided with information about the medications they
should be taking in a format and language they understand. Clients should be encouraged to keep an up-to-date medication list and share it
with their providers.

Note: In this document, the term ‘client’ is used to refer to a patient.
Medication Reconciliation at Care Transitions – Ambulatory Care Services
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TEST(S) FOR COMPLIANCE:
1. Ambulatory care clinics, where medication management is a major component of care, are identified by the organization. This
designation is documented, along with the agreed upon frequency at which medication reconciliation should occur for clients of the
clinic.
Specific evidence indicating compliance:
•

•
•
•

St. Joseph’s Health Care London (St. Joseph’s) is committed to providing safe and effective care for patients by embedding key safety
priorities identified by Accreditation Canada and ISMP Canada. As outlined in the policy (Medication Reconciliation in Ambulatory
Care) medication reconciliation is completed for patients in selected ambulatory care clinics to enhance patient safety and minimize
the risk of adverse drug events.
Our policy defines our criteria for selection of ambulatory clinics:
o Medication management is a major component of care (i.e. the reason/purpose of the clinic is medication management).
The policy lists the clinics where medication reconciliation occurs
Medication reconciliation will not be routinely performed in clinics not on the list. However it is recognized that clinical judgment is
always a consideration.

2. During or prior to the initial ambulatory care visit, a Best Possible Medication History (BPMH) is generated and documented in
partnership with the client, family, caregivers, and others, as appropriate.
Specific evidence indicating compliance:
•

This step, obtaining and documenting the BPMH, is the key first step in providing medication reconciliation as outlined in the policy.

3. During or prior to subsequent ambulatory care visits, the BPMH is compared with the current medication list and any medication
discrepancies are identified and documented. This is done as per the frequency required by the organization.
Specific evidence indicating compliance:
•

The team will compare the BPMH with the current medication list as required according to the nature of the visit and/or the potential risk
to the client. This step will be part of the plan for each service. Completion of the BPMH will be audited on first visit to the clinic with a
prescriber and at the last visit with a prescriber (see below screen shots of metrics).

Medication Reconciliation at Care Transitions – Ambulatory Care Services
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4. Medication discrepancies are resolved in partnership with clients and families or medication discrepancies are communicated to the
client’s most responsible prescriber and actions taken to resolve medication discrepancies are documented.
Specific evidence indicating compliance:
•
•

Medication discrepancies are resolved in partnership with clients and documented on the Best Possible Medication History (Document
Medications by History)
The Outpatient Visit summary confirms actions taken to resolve the discrepancies. The summary is made available to the patient/family
as appropriate and retained on the patient’s electronic record.

5. The client and the next care provider (e.g., primary care provider, community pharmacist, home care services) are provided with an
accurate and up-to-date list of medications the client should be taking at the last visit or upon discharge from the clinic.
Specific evidence indicating compliance:
•

The client and next care provider as appropriate are provided with an Outpatient Visit summary (an accurate and up-to-date list of
medications the client should be taking) drafted at the last visit with the prescriber. Clients will be encouraged to make an appointment
with their community pharmacist to review the OP visit discharge summary, as well as book a follow up appointment with their family
physician.

Policies relating to this Required Organizational Practice (ROP):
Policy
Medication Reconciliation-Ambulatory Care

Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
•

Link to LearnNow webpage for Outpatient “Discharge” Med Rec
completion https://wiki.cerner.com/display/LRHEE/Best+Possible+Medication+History+and+Order+Reconciliation

Additional Document(s) are provided below:
•
•
•
•

Presentation- Medication Reconciliation in Ambulatory- to Nursing Council Dec 2018 (Appendix A)
Introduction to MedRec-Communication_May 2019 (Appendix B)
Process flow- Generic Process flow for medication reconciliation in Ambulatory Care (Appendix C)
Communication Summary- Medication Reconciliation- Aug 2019 (Appendix D)

Medication Reconciliation at Care Transitions – Ambulatory Care Services
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Appendix A

Medication Reconciliation at
Transitions of Care - Ambulatory
Care Services
Nursing Council
December 18, 2018
MaryBeth Blokker, Karen Rogers

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Overview for today’s discussion
•
•
•
•
•
•
•
•
•
•
•
•

Accreditation dates for St. Joseph’s
The new ROP for Medication Reconciliation in Ambulatory Care
Services
Why do we need to do medication reconciliation in ambulatory care
What are we doing to implement medication reconciliation at St.
Joseph’s Health Care ambulatory care clinics
What is medication reconciliation (med rec)?
What is a Best Possible Medication History?
How often is the BPMH done?
How often is med rec done?
How will medication reconciliation be implemented in the clinics
High Level Timeline
Demo
Questions

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Accreditation at St. Joseph’s
• September 30 to Oct 3 2019
• Using the new Standards and ROPs
(v 2018 for implementation January 1, 2019)

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Accreditation Overview-ROP
• What is an ROP?
• Required Organizational Practices (ROPs) are
evidence based practices addressing high-priority
areas that are central to quality and safety.
• We must comply with all ROPs

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Why do we need to do medication
reconciliation?
• To keep our patients safe by reducing the number of errors related to
medications.
– To help our patients understand what medications they should be taking,
which medications have changed and which medications they should stop
taking.
– Supports safe medication prescribing practices and reduces risk to clients
– Clients are provided with a current list of the medications they are taking
– reduce the rework often associated with medication management
miscommunication, and ensures continuity of the correct medication
information at the transitions of care

• Medication reconciliation is a Required Organizational Practice. We must
comply.

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

WHAT are we doing?
Implementing Medication Reconciliation in selected
Ambulatory Care Clinics at St. Joseph’s where
medication management is a major component of
care.

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869
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What is Medication Reconciliation?
Medication Reconciliation (med rec) is a formal systematic process
consisting of the following steps:
• Obtaining a complete and accurate list of medications the patient is
currently taking (BPMH)
• Identifying and resolving any discrepancies (between the medication
lists)(update the BPMH)
• Using the BPMH when prescribing new medications, stopping
medications, changing medications
• Sharing the list with the patient/family, and primary care providers
• Medication reconciliation is done by a PRESCRIBER

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

What is a Best Possible Medication History?
A Best Possible Medication History (BPMH) also known as “Document Meds
by History” in Cerner is a medication history obtained by a Registered
Health Care Professional (often a nurse, prescriber, pharmacist or pharmacy
technician).
• List of all medications the pt is taking- prescriptions, non-prescription,
herbals, supplements etc
• Details how the pt takes the medication including dose, frequency,
compliance etc
• Involves interviewing the pt/family and consulting at least one other
source of information (e.g eHR, provincial database (DHDR) etc)

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

BPMH and Medication Reconciliation Frequency
• Audits:
• On first visit with the prescriber to the
clinic
• On discharge from/last visit with the
prescriber in the clinic

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

HOW will Medication Reconciliation be
implemented?
Communication to selected clinic team members by operational
and physician leaders
Meeting with clinic leaders to determine implementation plan
Training nurses, prescribers
Follow up
Audits will be completed to ensure the BPMH has been updated,
and medication reconciliation has occurred. Further support will
be made available where necessary
Standardization – workflow processes, tools and systems where
possible
CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Work underway to implement Medication
Reconciliation in Ambulatory Care Clinics
Implementation team will meet to understand and confirm current states
• look at practices, processes and workflows in the clinics;
• finalize process gaps and resources required to support the rollout; and
standardize workflow and tools where possible
• Determine process to complete medication reconciliation in each clinic
Confirmation of training resources (content, educators, CI, etc)
Confirmation with QMCDS on measurement for audits
Confirm timelines for all clinics

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

High Level Timeline for Implementation
December 2018
• Communication by Operational Leaders and Physician Leaders
• Update education/training materials
• Finalize roll out plan
• Train prescribers in Adult Ambulatory Care at PI MH (early adopter)
January to May 2019
• Meet with Coordinators/Directors in selected clinics to plan education
• Train nurses and prescribers
May to September 2019
• Audit compliance to completing BPMH and Med Rec
• Follow up support where needed

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

QUESTIONS?
CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Appendix B

Accreditation 2019
Medication Reconciliation in Ambulatory Care at St. Joseph’s Health
Care
Background:
Accreditation involves all members of St. Joseph’s and allows us to understand how to make better use of
resources, increase efficiency, enhance quality and safety, and reduce risk to provide those we care for best
possible service.
It also helps St. Joseph’s define and measure the quality of our care and services against national standards
of excellence.
Our on-site visit is September 30 to October 3, 2019.
One of the key standards the Accreditation team will focus on is Medication Reconciliation in Ambulatory
Care.
WHY do we need to do Medication Reconciliation in Ambulatory Care?
Medication reconciliation is recognized as an important patient safety initiative. It is an effective way to
reduce medication errors, reduce the rework often associated with medication management
miscommunication. It ensures continuity of the correct medication information at the transitions of care. It is
an ROP and a mandatory practice as identified by Accreditation Canada.
What is medication reconciliation?
Medication reconciliation (MedRec) is a systematic and comprehensive review of all the medications a client
is taking to ensure that medications being added, changed or discontinued are carefully assessed and
documented. Health care providers follow a formal process to work together with patients, families and care
providers to ensure accurate and comprehensive medication information is communicated consistently across
transitions of care.
How will medication reconciliation be implemented?
Operational and Physician Leaders will meet with their selected team to outline the high level expectations
and plan.
The implementation team will meet with each clinic leader to map an implementation plan.
Implementation plan includes:
• Setting a target date for implementation
• training nurses and prescribers
• providing support at and after go live
• auditing completion of BPMH and med rec tasks
• providing support where needed

Prepared: May 2019

Accreditation 2019
Which clinics at St. Joseph’s Health Care will provide medication reconciliation?
St. Joseph’s Hospital- Medicine: (11)
Cardiac Rehabilitation and
Diabetes, Endocrinology,
Secondary Prevention
Metabolism
Heart Failure
Osteoporosis and Bone Disease
General Internal Medicine
Respirology
Infectious Disease
COPD
Parkwood Institute Mental Health: (12)
Adult Ambulatory Care/Concurrent Elgin Ambulatory (including Steele
Disorders Program
St)
Dual Diagnosis
Elgin ACT 1
Geriatric Psychiatry Assessment
Elgin ACT 2
Program
Geriatric Outreach
Oxford ACT

Rheumatology
Pain
Asthma

Southwest Centre: (1)
Forensic Outreach

London ACT 1
London ACT 2
London ACT 3
Middlesex ACT
Parkwood Institute Main Building: (4)

Operational Stress Injury Clinic
Musculoskeletal Clinic
General Geriatrics Clinic- Parkwood Main
General Geriatrics Clinic- St. Joseph’s Hospital
Audit completion

Completion of BPMH and medication reconciliation at initial visits will be audited. Audit results will be shared
with operational and physician leaders.
Follow Up and Support
Follow up and support will be provided to those who require it.

Prepared: May 2019
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Medication Reconciliation Process Flow
Obtain Best
Possible
Medication History
(BPMH)

First visit – Nurse/Pharmacy Technician (RPhT) interviews patient and/or family

member to document the Best Possible Medication History (BPMH) in Cerner by
interviewing the patient and/or family member and confirming this with a list of
medications, and/or actual pill bottles. (2 sources of information- patient plus a

second source).Prescriber reviews and updates the BPMH as appropriate.

Update Best
Possible
Medication History
(BPMH)

Document
Changes

Generate
Prescriptions
and
Outpatient
Summary

MedsCheck &
MD Follow-up

Subsequent visits- Nurse/RPhT interviews patient and/or family member to update the
Best Possible Medication History (BPMH) by interviewing the patient and/or family
member and confirming this with a list of medications, and/or actual pill bottles.

Prescriber reviews the lists, identifies and resolves differences and uses the updated
list to document any changes to the medication list in the patient’s electronic health
record (Cerner) (medications are discontinued, modified, newly prescribed)

Prescriber generates new prescriptions for patient while providing additional
information on any changes to their medication list. (medications discontinued,
modified, newly prescribed)
Reminds patient to continue all other medications as prescribed by their family
physician.
Patients are provided a complete list of the medications they are currently prescribed
at the final visit with the prescriber and as appropriate to support adherence.

Recommend the patient make an appointment with community pharmacist to
receive a MedsCheck as appropriate.
Remind patient to bring the list of altered/stopped medication to their
physician and community pharmacy.

Retain Copy
on Health
Record

Sep 2019

Retain copy of up-to-date medication list on patient’s health record.
Note: other care providers (e.g. specialists) receive a copy of this list, as
appropriate

Patient/Family are involved throughout the process

PATIENT

Prescriber

Nurse/RPhT

St. Joseph’s Health Care - Generic

Appendix D

Accreditation Information
Date: Aug 22, 2019
Owner: MaryBeth Blokker and St Joseph’s Professional Practice and Pharmacy Teams
Standards/Topic: Medication Reconciliation – Inpatients and Ambulatory Care
Question:
Why do I need to pay attention to these Required Organizational Practices (ROPs): Medication Reconciliation- Inpatients and
Medication Reconciliation- Ambulatory Care?

Answer:
Medication reconciliation is recognized as an important patient safety initiative. It is an effective way to reduce medication
errors, reduce the rework often associated with medication management miscommunication. It ensures continuity of the
correct medication information at the transitions of care. It is an ROP and a mandatory practice as identified by Accreditation
Canada.

Example:

Inpatients:
Medication reconciliation (med rec) is a major focus of care for the patients we serve at St Joseph’s.
For our inpatients med rec occurs on admission to the hospital, at discharge from the hospital and at transfers where the level
of care changes.
It is key strategic indicator for the organization. St. Joseph’s has committed to patient safety by setting targets of 95%
completion of medication reconciliation on admission and 90% completion of medication reconciliation at discharge.
Our completion rates (Aug 22, 2019) are:
Medication Reconciliation on Admission (target 95%)

Medication Reconciliation at Discharge (target 90%)

Patient/family involvement in providing the Best Possible Medication History (BPMH) is a critical step in medication
reconciliation. We recognize the importance of this step by setting a target of 90% for the completion of BPMH Prior to
completing med rec on admission.
Medication Reconciliation on Admission and BPMH Prior (target 90%)

Example:
Ambulatory Care:
Medication reconciliation is a major focus of care for the patients we serve in our ambulatory clinics at St Joseph’s.
St Joseph’s has identified 28 Ambulatory Care clinics where medication management is a major component of care.
Medication reconciliation is a shared responsibility provided to patients in these clinics with their active involvement.

St. Joseph’s Hospital- Medicine: (11)
Cardiac Rehabilitation and
Diabetes, Endocrinology,
Rheumatology
Secondary Prevention
Metabolism
Heart Failure
Osteoporosis and Bone Disease
Pain
General Internal Medicine
Asthma
Respirology
Infectious Disease
COPD
Parkwood Institute Mental Health: (12)
Southwest Centre: (1)
Adult Ambulatory Care/Concurrent Elgin Ambulatory (including Steele Forensic Outreach
Disorders Program
St)
Dual Diagnosis
Elgin ACT 1
Geriatric Psychiatry Assessment
Elgin ACT 2
Program
Geriatric Outreach
Oxford ACT
Middlesex ACT
London ACT 1
London ACT 2
London ACT 3
Parkwood Institute Main Building: (4)

Operational Stress Injury Clinic
Musculoskeletal Clinic
General Geriatrics Clinic- Parkwood Main
General Geriatrics Clinic- St. Joseph’s Hospital
For our Ambulatory Care patients med rec occurs (at minimum) at the initial visit with the prescriber to the clinic and at the
last visit with the prescriber in the clinic.
St. Joseph’s has committed to patient safety by setting a target of 90% completion of medication reconciliation at initial visit.
Patient/family involvement in providing the Best Possible Medication History (BPMH) is a critical step in medication
reconciliation. We recognize the importance of this step by tracking and monitoring the completion of BPMH along with
completing med rec at the initial visit.

Medication Reconciliation at Initial Visit (target 90%) (as at Aug 22, 2019)

Question:
What is your role in medication reconciliation?

Answer:
Nurse/Prescriber/Pharmacist/Pharmacy Technician: interviews the patient/family and completes the Best Possible
Medication History (BPMH) using a second source of information. The BPMH is the foundation for medication
reconciliation.
Prescriber: uses the Best Possible Medication History to adjust medication therapy- prescribe new medications, modify
medications, stop medications. Communicates changes to patient.
Pharmacist: role depends on site and the needs of patients and other care team members

Question:
How are patients/families involved in medication reconciliation?

Answer:
Medication reconciliation begins with generating a Best Possible Medication History (BPMH) that lists all the
medications the client is taking including prescription, non-prescription, traditional, holistic, herbal, vitamins, and
supplements. The BPMH also details how they are being taken including the dose, frequency, route of administration,
and strength if applicable.
Creating the BPMH involves interviewing the client, family, or caregivers, and consulting at least one other source of
information such as the client’s previous health record, or a community pharmacist.

Question:
How do the patients/clients/residents and care givers provide input and/or been engaged?

Answer:
1) Patient/family involvement in providing the Best Possible Medication History (BPMH) is a critical step in
medication reconciliation.
2) Our partners, patients and families, have invited pharmacy team members to present information about
medication reconciliation to them at their council meetings.

Example:
1) We recognize the importance of patient/family involvement in obtaining the BPMH by tracking and monitoring
the completion of BPMH along with completing med rec at the initial visit.
2) We look forward to continuing to connect with patient and family councils. (see information shared below)
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Medication Reconciliation at Care Transitions - Emergency Department Services
ROP Leader(s):

Mary Beth Blokker

Date of Assessment:

2019/09/18

ROP: Medication Reconciliation at Care Transitions – Emergency Department Services

In partnership with clients, families, or caregivers (as appropriate), the medication reconciliation process is initiated for clients with a
decision to admit, and can be completed on the receiving unit.
Guidelines:
Medication reconciliation begins with generating a Best Possible Medication History (BPMH) that lists all the medications the client
is taking including prescription, non-prescription, traditional, holistic, herbal, vitamins, and supplements. The BPMH also details how
they are being taken including the dose, frequency, route of administration, and strength, if applicable. Creating the BPMH involves
interviewing the client, family, or caregivers (as appropriate) and consulting at least one other source of information such as the
client's previous health record, or a community pharmacist.

Note: In this document, the term ‘client’ is used to refer to a patient.

Medication Reconciliation at Care Transitions - Emergency Department Services
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TEST(S) FOR COMPLIANCE:
1. Medication reconciliation is initiated for all clients with a decision to admit. A Best Possible Medication History (BPMH) is generated in
partnership with clients, families, or caregivers, and documented. The medication reconciliation process may begin in the emergency
department and be completed in the receiving inpatient unit.
Specific evidence indicating compliance:
•
•
•

Medication reconciliation is initiated for all clients with a decision to admit.
BPMH is generated with clients, families or caregivers and documented.
The medication reconciliation process begins in Urgent Care and is completed in the inpatient unit.

Policies relating to this Required Organizational Practice (ROP):
Policy

Medication Reconciliation-Urgent Care

Additional Reference Document(s):
•
•

Process Flow Medication Reconciliation for Patients Admitted from Urgent Care Centre (Appendix A)
Link to LearnNow webpage for BPMH and Med Rec
completion: https://wiki.cerner.com/display/LRHEE/Best+Possible+Medication+History+and+Order+Reconciliation

Medication Reconciliation at Care Transitions - Emergency Department Services
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Appendix A
Medication Reconciliation Process Flow for Admitted Inpatients, Urgent Care Centre

Inpatient admission from UCC to another patient care
area within St. Joseph’s Hospital

Step 1

UCC nurse* completes Best
Possible Medication History (BPMH)
patient interview & documents in
the electronic patient’s record
(Medication List)
 All medications the patient was on
immediately prior to presenting to
UCC must be documented in the
manner that the patient was taking
them.
 If unable to complete interview,
UCC nurse ensures ”Leave Med
History Incomplete- Finish Later” is
checked on the electronic record.
 Nurses on the receiving unit will
complete Medication History.
 BPMH complete.
*UCC Nurse can call pharmacy at ext.
64376 to help complete BPMH when
Pharmacy is open.













SOURCE
MEDICATION
HISTORY
INFORMATION
Patient’s
electronic chart
MAR from prior
institution
Medication
vials/containers
Patient/resident
recall
Patient wallet
card/list
Family
member/agent
Family physician
or specialist
CCAC
Community
pharmacy
MedsCheck
Clinical Connect

Step 2





Medication Reconciliation on
Admission
The BPMH serves as the electronic list
of medications for the admitting
prescriber to review and decide to
continue, discontinue or modify as
appropriate.
The prescriber reconciles and signs
the order.

Admission Medication Reconciliation Complete

Admission Medication Orders are verified by pharmacy
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Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Medication Reconciliation at Care Transitions - Long-Term Care Services
ROP Leader(s):

Mary Beth Blokker

Date of Assessment:

2019/09/18

ROP: Medication Reconciliation at Care Transitions – Long-Term Care Services
Medication reconciliation is conducted in partnership with the resident, family, or caregiver to communicate accurate and complete information
about medications across care transitions.
Guidelines:
Poor communication about medications is common as residents transfer between long-term care and other service environments (e.g., acute
care, rehabilitation services, another long-term care facility, or home care). Medication reconciliation is a structured process to communicate
accurate and complete information about the resident’s medications across transitions of care.
Medication reconciliation begins with generating a Best Possible Medication History (BPMH) that lists all the medications the resident is taking
including prescription, non-prescription, traditional, holistic, herbal, vitamins, and supplements. The BPMH also details how they are being taken
including the dose, frequency, route of administration, and strength, if applicable. Creating the BPMH involves interviewing the resident, family,
or caregivers, and consulting at least one other source of information such as the resident’s previous health record, or a community pharmacist.
Once generated, the BPMH is an important reference tool for reconciling medications at care transitions.
Medication reconciliation at admission can be achieved using one of two models. In the proactive model, the BPMH is used to generate
admission medication orders. In the retroactive model, the BPMH is generated after admission medication orders have been written; a timely
comparison of the BPMH and admission medication orders is then made. Regardless of the model used, it is important to identify, resolve, and
document medication discrepancies.
At care transitions, in addition to the medications the resident is currently receiving, it is important to also consider the medications that were
taken prior to admission (as identified in the BPMH), which may be appropriate to continue, restart, discontinue, or modify. For example,
medication reconciliation should happen at admission, re-admission back to long-term care from another service environment, or transfer out of
long-term care.
Residents should be regarded as active partners in the management of their medications and provided with information about the medications
they should be taking in a format and language they understand.

Note: In this document, the term ‘client’ is used to refer to a patient.
Medication Reconciliation at Care Transitions - Long-term Care Services
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TEST(S) FOR COMPLIANCE:
1. Upon or prior to admission, a Best Possible Medication History (BPMH) is generated and documented in partnership with the resident,
family, health care providers, or caregivers (as appropriate).
Specific evidence indicating compliance:
•

Upon admission a BPMH is generated and documented in partnership with the resident, family, health care providers, or caregivers (as
appropriate). (See process flow – Appendix A)

2. The BPMH is used to generate admission medication orders or the BPMH is compared with current medication orders and any
medication discrepancies are identified, resolved, and documented.
Specific evidence indicating compliance:
•

The BPMH is used to generate admission medication orders (by the Nurse Practitioner). Compliance to this corporate priority is
monitored and electronic statistics are made available to leaders on One Link (at QM/CDS Corporate>Corporate Patient Safety
Reports>Corporate Medication Safety Report)

Mount Hope: Medication Reconciliation at Inpatient Admission
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3. Upon or prior to re-admission from another service environment (e.g., acute care), the discharge medication orders are compared with the
current medication list and any medication discrepancies are identified, resolved, and documented.
Specific evidence indicating compliance:
•
•

Upon or prior to re-admission from another service environment (e.g., acute care), the team compares the discharge medication orders
with the current medication list and identifies, resolves, and documents any medication discrepancies.
Mount Hope: when the Pharmacy is open a pharmacist generates admission orders and sends them to the provider for their review,
approval and signature.

4. Upon transfer out of long-term care, the resident and next care provider (e.g., another long-term care facility or community-based
health care provider) are provided with a complete list of medications the resident is taking.
Specific evidence indicating compliance:
•

Upon transfer the next care provider is given a copy of the Medication Administration Record (MAR) which lists the medications the
patient is currently prescribed.

Policies relating to this Required Organizational Practice (ROP):
Policy

Medication Reconciliation at Mount Hope
https://intra.sjhc.london.on.ca/sites/default/files/pdfs/policy_mh_med_medication_reconciliation_ltc.pdf

Additional Reference Document(s):
•
•
•

New Admission Med Rec Process Flow (Appendix A)
Re-Admission Med Rec Process Flow (Appendix B)
After Hours Readmission Process Flow (Appendix C)

Medication Reconciliation at Care Transitions - Long-term Care Services

Page 3 of 3

Appendix A

New Admission Medication Reconciliation Process Flow
Mount Hope LTC Site

Resident Admitted to Mount Hope
(from home, retirement facility, another LTC site, or hospital)

Pre-Admission
The admissions nurse informs the resident to
bring the following Admission Requirements:
•

•

•

All medications to the admission
meeting, including:
o Prescriptions
o Injections, needles
o Patches, creams, lotions
o Eye drops, nose sprays, puffers
o Vitamins, herbals, natural products
o Over-the-counter medications
A list of all current medications, such as a
medication list provided by a resident’s
community pharmacy, family doctor, or
previously admitted hospital list.
A copy of a recent MedsCheck (if
completed).

Step 1: BPMH
SOURCE MEDICATION HISTORY
INFORMATION











Resident’s electronic chart
MAR from prior institution
Medication
vials/containers
Resident recall
Medication wallet card
Family member/agent
Family physician or
specialist
CCAC
Community pharmacy
MedsCheck

Upon admission to Mount Hope (from
home, retirement facility, another LTC site,
or hospital), the admissions nurse or
appropriate designate completes the Best
Possible Medication History (BPMH)
resident interview by reviewing the
provided Source Medication History
Information.
• The Preliminary BPMH can be a
recent MedsCheck or a MAR from a
previous institution.
• Any significant discrepancies must
be brought up to the physician’s
attention for resolution.
Document on the BPMH side of the form
that the resident interview was completed.
If unable to complete the interview,
document the reason on the form.

Step 2: AMOs
The physician will review the completed BPMH and decide what medications to continue or modify, as appropriate. Any discrepancies
must be resolved. New medications can be ordered by adding the new medication to one of the extra lines. Once the physician signs
the order(s), it will become the Admission Medication Order (AMOs).
A copy of the BPMH/AMOs will be faxed to pharmacy. The original BPMH/AMOs will be placed in the orders section of the resident’s
chart.

Step 3: Pharmacy
Checks
If the resident is admitted from the community or a short-term stay in hospital, the pharmacist or designate compares BPMH/AMO to
another source (e.g. ODB Drug Profile Viewer, previous facility, contact the resident’s old community pharmacy) to check for
medication discrepancies (e.g. errors, omissions, and duplications). Identified medication discrepancies are brought to the nurse or
physician’s attention for resolution. The pharmacist or designate categorizes and records the discrepancies. The pharmacist or
designate also documents the admission medication reconciliation completion status into CERNER.
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Re-Admission Medication Reconciliation Process Flow
Re-Order of Medications After Hospitalization (Pharmacy Open) - Mount Hope Long Term Care Site

Confirm
Absence

Resident is sent to acute care/emergency for assessment (may not be admitted)
or resident is admitted and is, as a result, absent at a medication pass time. The
nurse must indicate on the resident’s electronic Medication Administration
record (eMAR) that medications were held due to the resident’s absence. This
process must be completed at each medication pass time for which the resident
is absent.

Confirmation of
Resident’s Hospital
Admission

The resident’s hospital admission is confirmed in Cerner. The nurse must leave all
current orders “active” and notify the pharmacy via fax that the resident was admitted
to hospital. All of the resident’s medications and treatments are left on the unit.

Return to
Facility
Fax the
Pharmacy

Resident is discharged from hospital and returns to Mount Hope. The nurse should
notify pharmacy as soon as possible that the resident is returning from hospital.

The nurse faxes all available discharge medication information to the pharmacy
(discharge prescriptions, discharge summary, etc.).

Medication
Reconciliation

Pharmacy compares discharge orders to most recent MAR to complete the medication
reconciliation process, identifying and documenting any medication discrepancies (e.g.
errors, omissions, and duplications). Pharmacist then writes proposed admission orders
for the resident; these unsigned orders are faxed to the physician for review and
signature and to the nursing unit. Discrepancies are brought to the nurse or physician’s
attention for resolution. The pharmacist or designate categorizes and records the
discrepancies and also enters the admission medication reconciliation completion status
into CERNER.

Signed Orders

The physician reviews and signs the orders. The physician faxes the signed orders to the
nursing unit. The nursing unit faxes the signed orders to pharmacy and then pharmacy
enters the orders into the electronic documentation system.

Order
Confirmation

Orders are verified and double-checked on the unit according to the Mount Hope policy,
“Physician’s Orders: Processing, Transcribing, Double-Checking.”
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Re-Admission Medication Reconciliation Process Flow

Re-Order of Medications After Hospitalization (AFTER HOURS) - Mount Hope Long Term Care
Site

Confirm
Absence

Confirmation of
Resident’s Hospital
Admission
Return to
Facility

Medication
Reconciliation

Resident is sent to acute care/emergency for assessment (may not be admitted)
or resident is admitted and as a result, absent at a medication pass time. The
nurse must indicate on the resident’s electronic Medication Administration
record (eMAR) that medications were held due to the resident’s absence. This
process must be completed at each medication pass time for which the resident
is absent.
The resident’s hospital admission is confirmed in Cerner. The nurse must leave all
current orders “active” and notify the pharmacy via fax that the resident was admitted
to hospital. All of the resident’s medications and treatments are left on the unit.

Resident is discharged from hospital and returns to Mount Hope.

The nurse completes the Long Term Care Admission/Re-Admission Order set with
desired standard orders for the resident, except the “Protocol”, “Vaccines”, and
Medication” sections. The nurse compares the discharge prescriptions, the discharge
hospital summary and other key information in order to indicate which of the resident’s
pre-existing orders are to be continued, modified, or discontinued on the Order
Summary Report generated from the electronic documentation system. Any new orders
will be written on the “Mount Hope Medication Reconciliation on Re-Admission” form.
The nurse signs and faxes BOTH the Order Summary Report and the Mount Hope
Medication Reconciliation on Re-admission form to pharmacy (ext. 66202) AND the
attending physician for review and signature.

Signed Orders

The physician reviews and signs the orders. The nurse faxes the authorized orders to the
pharmacy (ext. 66202). The nurse places the orders in the Orders section of the
resident’s hard-copy chart, for the physician to sign at their next visit to the facility. The
nurse then enters any new orders into the electronic documentation system and revises
or discontinues any medications the resident was on prior to hospitalization, as
indicated by the physician’s authorization. See “Pharmacy Open” flow.

Order
Confirmation

Orders are verified and double-checked on the unit according to the Mount Hope policy,
“Physician’s Orders: Processing, Transcribing, Double-Checking.”
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Safe Surgery Checklist
ROP Leader(s):

Anne Marie McIlmoyl and Michelle Mahood

Date of Assessment:

2019/04/01

ROP: Safe Surgery Checklist
A safe surgery checklist is used to confirm that safety steps are completed for a surgical procedure performed in the operating room.
Guidelines:
Surgical procedures are increasingly complex aspects of health services and carry a significant risk of potentially avoidable harm. Safe surgery
checklists play an important role in improving the safety of surgical procedures. They can reduce the likelihood of complications following
surgery and often improve surgical outcomes.
A safe surgery checklist is used to initiate, guide, and formalize communication among the team members conducting a surgical procedure and
to integrate these steps into surgical workflow.
Safe surgery checklists have been developed by and are available from various sources. Each checklist has three phases:
i. Briefing – before the induction of anesthesia
ii. Time out – before skin incision
iii. Debriefing – before the patient leaves the operating room.

Safe Surgery Checklist
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TEST(S) FOR COMPLIANCE:
1. The team has agreed on a three-phase safe surgery checklist to be used for surgical procedures performed in the operating room.
Specific evidence indicating compliance:
•
•
•

In the OR and the Cataract Suite there is a standard policy and reporting of compliance in place.
Endoscopy follows a safety checklist when performing procedures within their area
Compliance reports provide leadership with evidence of adherence to the policy

2. The checklist is used for every surgical procedure.
Specific evidence indicating compliance:
•

The policy supports the use of safety checklist in procedures occurring in the operating room and the Cataract Suite. Compliance is
recorded and reported.

3. There is a process to monitor compliance with the checklist.
Specific evidence indicating compliance:
•

Documentation of the four phases is completed and reported.

4. The use of the checklist is evaluated and results are shared with the team.
Specific evidence indicating compliance:
•

OR Executive monitors compliance and is developing a process to report out any gaps to attendees in the case if not all phases are
completed

Safe Surgery Checklist
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5. Results of the evaluation are used to improve the implementation of and expand the use of the checklist.
Specific evidence indicating compliance:
•

•

In the Cataract suite, administrative leadership and medical leadership oversee the compliance to the checklist and proactively/reactively
respond to gaps. In March of 2019, it was felt that having the surgeon lead the surgical safety checklist would improve the
efficiency/overall communication during the checklist, prior any HCP in the Cataract suite OR theatre could lead completion of the
checklist. This is being trialed in Q1 of fiscal 19/20.
The OR Committee endorsed a follow up communication to individuals where 100% compliance was not met to review. This was rolled
out in March 2019 for OR cases.

Additional Reference Document(s) on the intranet and attached below:
•
•
•
•

Surgical Safety Checklist
Endoscopy Safety Checklist (Appendix A)
Surgical Safety Checklist (Appendix B)
Procedures Safety Checklist (Appendix C)

Safe Surgery Checklist
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Appendix A

Appendix B

Surgical Safety Checklist
Briefing/Sign In

Before induction of anesthesia

Has the patient confirmed his/her
identity, site, procedure, and
consent?
Is the anesthesia machine and
medication check complete?
Pre-op anesthesia questionnaire
reviewed.
Does the patient have a:
Known allergy?
Difficult airway or aspiration risk?

Time Out

Before skin incision

Antibiotic prophylaxis given.

Carry out a Surgical Pause:
Patient’s name
Planned procedure
Surgical site

DVT prophylaxis- Heparin/ Boots/
stockings.

Communicate anticipated Critical
Events.

Confirm all team members have
been identified by name and role.

Surgical site marked by surgeon.
Essential imaging displayed.
Service-specific positioning support,
and equipment needs established
(i.e., implants).

Risk of >500ml blood loss (7ml/kg
in children)?

'Based on the WHO Surgical Safety Checklist, URL http://www.who.int/patientsafety/safesurgery/en

Debriefing/Sign Out

Before patient leaves OR

Nurse Verbally Confirms with
Surgeon:
The name of the procedure.
Completion of instrument,
sponge and needle counts.
Specimen labeling (read
specimen labels aloud, including
patient name).
Unanticipated events

Confirm post-operative destination
and status.

Appendix C

Briefing/Sign In

Before Procedure
• Two pt identifiers confirmed
• Allergies/BPMH
documented
• Signed consent form
completed
• Surgical site marked
• Specific concerns addressed
• Confirm team members
have been identified by
name and role
• Positioning support and
equipment needs
established
• Relevant imaging displayed

Time Out

Before Incision
• Carry out a surgical pause
• patient's name
• planned procedure as
written on the consent
form

Debriefing/Sign Out

After Procedure
• Nurse verbally confirms
with physician:
• the procedure performed
• specimen identification
and labelling
• unanticipated events
• Surgeon confirms all sharps
are disposed of properly
• Nurse documents
completion of the checklist

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Information Transfer at Care Transitions
ROP Leader(s):

Amanda Thibeault

Date of Assessment:

2019/09/20

ROP: Information Transfer at Care Transitions
Information relevant to the care of the client is communicated effectively during care transitions.
Guidelines:
Effective communication is the accurate and timely exchange of information that minimizes misunderstanding.
Information relevant to the care of the client will depend on the nature of the care transition. It usually includes, at minimum, the client’s full
name and other identifiers, contact information for responsible providers, reason for transition, safety concerns, and client goals. Depending on
the setting, information about allergies, medications, diagnoses, test results, procedures, and advance directives may also be relevant.
Using documentation tools and communication strategies (such as SBAR [Situation, Background, Assessment, Recommendation], checklists,
discharge teaching materials and follow-up instructions, read-back, and teach-back) support effective communication, as does standardizing
relevant information, tools and strategies across the organization. The degree of standardization will depend on organizational size and
complexity. Electronic medical records are helpful, but are not a substitute for effective communication tools and strategies.
Effective communication reduces the need for clients and families to repeat information. Clients and families need information to prepare for and
improve care transitions; this may include written information or instructions, action plans, goals, signs or symptoms of declining health status,
and contact information for the team.

Information Transfer at Care Transitions
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TEST(S) FOR COMPLIANCE:
1. The information that is required to be shared at care transitions is defined and standardized for care transitions where clients
experience a change in team membership or location: admission, handover, transfer, and discharge.
Specific evidence indicating compliance:
•
•
•

Parkwood Main has defined standardized care at transitions of clinical handover for both nursing staff and allied health staff.
St. Joseph’s hospital has standardized their report of information at handoff and implemented bedside shift report. Mental health has
finalized their content tools and will be using the tools for report via tape as a starting place.
Admission, transfer and discharge forms are specific to programs, with teams having checklists to support the correct information being
captured at admission, transfer/discharge.

2. Documentation tools and communication strategies are used to standardize information transfer at care transitions.
Specific evidence indicating compliance:
•

Programs have documentation tools to support the consistent information is shared at care transitions.

3. During care transitions, clients and families are given information that they need to make decisions and support their own care.
Specific evidence indicating compliance:
•
•
•

Clinical handover practices support the involvement of patients/families in the handover process to ensure that they have the information
that they need.
Discharge process in our electronic health record also ensures that patients and families are receiving key information about their
admission
Admission process ensures that patients and their caregiver are engaged in the process as well to ensure that they have the information
they need.

4. Information shared at care transitions is documented.
Specific evidence indicating compliance:
•

Documentation is done in the patients’ health record, as per our corporate documentation standards.

Information Transfer at Care Transitions
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5. The effectiveness of communication is evaluated and improvements are made based on feedback received. Evaluation mechanisms
may include:
• Using an audit tool (direct observation or review of client records) to measure compliance with standardized processes and the
quality of information transfer
• Asking clients, families, and service providers if they received the information they needed
• Evaluating safety incidents related to information transfer (e.g., from the patient safety incident management system).
Specific evidence indicating compliance:
•
•
•

Audit tool is used for clinical handover
Clients are asked about if they received the information they need through patient rounding; as well as in discharge phone calls, and
through our patient satisfaction surveys.
Any incidents that are raised are entered into the PSRS.

Information Transfer at Care Transitions
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Antimicrobial Stewardship
ROP Leader(s):

Chris Judd

Date of Assessment:

2019/09/03

ROP: Antimicrobial Stewardship
There is an antimicrobial stewardship program to optimize antimicrobial use.
NOTE: This ROP applies to organizations providing the following services; inpatient acute care, inpatient cancer, inpatient rehabilitation, and
complex continuing care.
Guidelines:
The use of antimicrobial agents is a valuable health intervention, yet may result in unintended consequences including toxicity, the selection of
pathogenic organisms, and the development of organisms resistant to antimicrobial agents. Antibiotic-resistant organisms have a substantial
impact on the health and safety of clients and the resources of the health care system.
Antimicrobial stewardship is an activity that includes appropriate selection, dosing, route, and duration of antimicrobial therapy. The primary
focus of an antimicrobial stewardship program is to optimize antimicrobial use to achieve the best patient outcomes, reduce the risk of
infections, reduce or stabilize levels of antibiotic resistance, and promote patient safety.
Effective antimicrobial stewardship in combination with a comprehensive infection control program has been shown to limit the emergence and
transmission of antimicrobial-resistant bacteria. Studies indicate that antimicrobial stewardship programs are cost-effective and provide savings
through reduced drug costs and avoidance of microbial resistance.
A comprehensive, evidence-informed antimicrobial stewardship program may include a number of interventions. Organizations are encouraged
to tailor an approach to antimicrobial stewardship that is consistent with their size, service environment, and patient population, and to establish
processes for ongoing monitoring and improvement of the program. A successful antimicrobial stewardship program requires collaboration
between the antimicrobial stewardship, pharmacy, and infection control teams. The support of hospital administrators, medical staff leadership,
and health care providers is essential.

Antimicrobial Stewardship
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TEST(S) FOR COMPLIANCE:
1. An antimicrobial stewardship program has been implemented
Specific evidence indicating compliance:
•
•

•
•
•

An interdisciplinary Antimicrobial Stewardship (AMS) Sub-committee of the Pharmacy & Therapeutics Committee (P&TC) has been
implemented across the St. Joseph’s Health Care London sites.
Electronic antimicrobial drug information resources available to staff include Lexicomp, John Hopkins Antibiotic Guide and RxTx are
available through the Library services of Western Ontario Health Knowledge Network (WOHKN) website http://wohkn.ca/sjhcresources/druginfo
Membership of the AMS sub-committee re-confirmed as of October 2018
AMS Sub-committee has identified key priorities for FY 2019-2020 in their work plan
See section 4 for more details to support compliance

2. The program specifies who is accountable for implementing the program.
Specific evidence indicating compliance:
•
•

The AMS Sub-committee is accountable to the St. Joseph’s Pharmacy & Therapeutics (P&T) Committee
o P&T committee is a sub-committee of the Medical Advisory Committee (MAC)
The AMS working groups for each site are responsible for the development and implementation of site-specific initiatives, however,
overall accountability for all projects is that of the AMS Sub-committee

3. The program is interdisciplinary, involving pharmacists, infectious diseases physicians, infection control specialists, physicians,
microbiology staff, nursing staff, hospital administrators, and information system specialists, as available and appropriate.
Specific evidence indicating compliance:
•
•

Membership of the AMS Sub-committee includes representatives from Infection, Prevention and Control; Clinical Pharmacists; Infectious
Diseases Physician; Nurse Practitioner; Clinical Informatics; Hospital administrator; Registered Nurse
Ad-hoc membership will include microbiology staff, other site physicians, clinical nurse educators, professional practice, representatives
from LHSC’s AMS committee

Antimicrobial Stewardship
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4. The program includes interventions to optimize antimicrobial use, such as audit and feedback, a formulary of targeted antimicrobials
and approved indications, education, antimicrobial order forms, guidelines and clinical pathways for antimicrobial utilization,
strategies for streamlining or de-escalation of therapy, dose optimization, and parenteral to oral conversion of antimicrobials (where
appropriate).
Specific evidence indicating compliance:
•

•
•

•
•
•
•
•
•
•
•
•

Targeted antimicrobial formulary with goal to be reviewed annually (last reviewed October 2018) https://intra.sjhc.london.on.ca/clinicalprofessional-practice/pharmacy-services/formulary/alphabetical-index/drug-list-0800
Drug use guidelines and specific restrictions for use exist with opportunity to restrict additional antimicrobial products
Computer prescriber order entry (CPOE) order sets (based on drug formulary, evidence selection, standardized, dosing and duration replaced pre-printed orders and antimicrobial order forms e.g. cellulitis; vancomycin; sepsis; pre-post DI intervention; new C..difficile
protocol; dental pre/post-op; sexual abuse and domestic violence; HULC/orthopedics; MRSA; CAP; VRE treatment, etc.)
Automatic substitution policy for specific antimicrobial agents (e.g. nitrofurantoin  MacroBID, erythromycin azithromycin, cefazolin IV
q6h  cefazolin IV q8h etc.) https://intra.sjhc.london.on.ca/clinical-professional-practice/pharmacy-services/formulary/auto-substitutions
City-wide surgical prophylaxis guidelines
https://pharm.lhsc.on.ca/formulary_prod/_documents/public/PerioperativeAntibiotics,AdultGuidelines.htm
Targeted antimicrobial stewardship clinical interventions initiated by pharmacists in Powerchart/PharmNet (e.g. AMS micro report, AMS
step down, AMS therapeutic drug monitoring etc.)
Parkwood Institute Main MRSA decolonization implementation with computerized order set
https://intra.sjhc.london.on.ca/sites/default/files/infection_control_aro_pwinst_mrsa_treatment.pdf
Parkwood Institute Main daily antimicrobial usage report by inpatient unit
Pandemic “Tamiflu” requirement for staff treatment
Agreed upon “pandemic” antimicrobial and supportive drugs 3-month supply (city-wide)
City-wide Microbiology Antibiogram including data from urine, blood, respiratory and sterile sites https://intra.lhsc.on.ca/pathology-andlaboratory-medicine-palm/laboratories/microbiology/antibiograms
Weekly antimicrobial stewardship rounds for inpatient rehabilitation and complex care services at Parkwood Institute Main

5. The program is evaluated on an ongoing basis and results are shared with stakeholders in the organization.
Specific evidence indicating compliance:
• Quarterly AMS sub-committee meetings
• Quarterly updates from the AMS sub-committee provided to the P&T committee
• Quarterly review of specific infection rates by Infection, Prevention and Control https://intra.sjhc.london.on.ca/clinical-professionalpractice/infection-safety/hand-hygiene/infection-control-reports
• Annual antimicrobial usage reports by route, site and drug

https://intra.sjhc.london.on.ca/work-info-tools/patient-safety-and-experience/medication-safety/antimicrobial-stewardship

Antimicrobial Stewardship
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Policies relating to this Required Organizational Practice (ROP):
Policy
Automatic Stop (Date) Orders
Antibiotic Resistant Organisms Management and Screening
Outbreak Management
Outbreak Management of Respiratory Infections and Influenza - Non-Acute Care
Blood-borne Pathogen (BBP) Exposures in Staff and Affiliates

Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
Anti-Microbial Stewardship
Auto-substitutions

Antimicrobial Stewardship
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Accreditation Canada Survey - 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Concentrated Electrolytes
ROP Leader(s):

Mary Beth Blokker

Date of Assessment:

2019/09/18

ROP: Concentrated Electrolytes
The availability of concentrated electrolytes is evaluated and limited to ensure that formats with the potential to cause patient safety incidents
are not stocked in client service areas.
Guidelines:
Ensuring that concentrated electrolytes are not stocked in client service areas can minimize the risk of death or disabling injury associated with
these agents. It is also recommended that the packaging of concentrated electrolytes is in line with their intended use.
For specific care circumstances, it may be necessary to have concentrated electrolytes available in select client service areas, for example:
• Calcium: pre-filled syringes (1 g in 10 mL) in emergency carts or boxes only
• Sodium chloride (concentrations greater than 0.9%): bags are segregated from non-medicated intravenous solutions in select areas
(e.g., neurology, emergency departments, critical care)
In these cases, an interdisciplinary committee for medication management (e.g., Pharmacy and Therapeutics Committee and Medical Advisory
Secretariat) reviews and approves the rationale for availability, and safeguards are put in place to minimize the risk of error.

Concentrated Electrolytes
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TEST(S) FOR COMPLIANCE:
1. An audit of the following concentrated electrolytes in client service areas is completed at least annually:
• Calcium (all salts): concentrations greater than or equal to 10%
• Magnesium sulfate: concentrations greater than 20%
• Potassium (all salts): concentrations greater than or equal to 2 mmol/mL (2 mEq/mL)
• Sodium acetate and sodium phosphate: concentrations greater than or equal to 4 mmol/mL
• Sodium chloride: concentrations greater than 0.9%.
Specific evidence indicating compliance:
•

Two audits have been completed in the last 2 years

2. Stocking the following concentrated electrolytes is avoided in client service areas:
• Calcium (all salts): concentrations greater than or equal to 10%
• Magnesium sulfate: concentrations greater than 20%
• Potassium (all salts): concentrations greater than or equal to 2 mmol/mL (2 mEq/mL)
• Sodium acetate and sodium phosphate: concentrations greater than or equal to 4 mmol/mL
• Sodium chloride: concentrations greater than 0.9%.
Specific evidence indicating compliance:
•

Stocking of targeted high concentration electrolytes is avoided

3. When it is necessary to make concentrated electrolytes available in select client service areas, an interdisciplinary committee for
medication management reviews and approves the rationale for availability, and safeguards are put in place to minimize the risk of error.
Specific evidence indicating compliance:
•

•

Calcium chloride 1 g/10 mL Prefilled Syringe (PFS) is stocked in the Automated Dispensing Cabinets (ADCs)(Pyxis machines) at St. Joseph’s
Hospital (SJH) in: OR, PACU,SDCU as approved by the Pharmacy and Therapeutics Committee- to be made available in the event of an emergency.
Pockets containing these products are labeled as High Alert.
Sodium Chloride 10% PFS (18 mL) is placed in the ADC in the Pain clinic when specifically ordered pursuant to a patient specific order for neurolysis.
It is stored in its own cell in the ADC and labelled as High Alert. It is not routinely stocked.

Concentrated Electrolytes
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Policies relating to this Required Organizational Practice (ROP):
Policy
High Alert Medications

Additional Reference Document(s) provided below:

Audit of High Alert Medications (Appendix A)
Poster of High Alert Medications (Appendix B)
Presentation to Nursing Council-High Alert Medications and Independent Double Check (Appendix C)

Concentrated Electrolytes
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Appendix A - Audit of High Alert Medications

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Nursing Unit

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

PIM
Bruce
Elgin
Kent

10mg/mL Injection ‐
remove when patient
discharged

Essex
Perth

CADD cassetes to be labeled high alert at PI MHCB

10 mg/mL injection ‐
label Automated
Dispensing Cabinet
(ADC) pocket

4BS (PCU)

Dextrose 50% Hypertonic Solution in Pyxis ‐ Removed!

5AE
5AN

4AE

4AN
Water for inhalation ‐ removed

Hallway by nursing
station, respiratory
therapy supplies,
sterile water for
inhalation 1L ‐ not for
parenteral
administration ‐label
spot to warn of route

3AE

10 mg/mL injection‐
label ADC pocket

10mg/mL injection
‐label ADC pocket

3BW
cart ‐ Tylene to follow
up

NRC

methotrexate 2.5mg (high alert inj)

Calcium gluconate
1g/10 mL INJ (ADC) ‐
keep
Night cupboard
(5A)

in night cupboard
OK ‐ 2 g/10 mL

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Nursing Unit
Night cupboard
(WCW)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Nursing Unit

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens
Heparin 10000u/10mL
B5/B6‐ usage: 6 vials per year
Currently stock 5000u/0.5mL and heparin flush
1000u/10mL
currently being investigated by Pharmacy
Removed August 2019

SJH

B6 600/500

Calcium gluconate
1g/10 mL INJ ‐vials
labelled with high alert
in pharmacy and ADC

heparin 10000
units/10 mL injection ‐
removed August 2019

hydromorphone 0.5
mg/mL 50 mL PCA. PCA's
labelled with high alert
sticker. Addition of sticker
now included on
compounding worksheet.

1L steril water bags ‐ are required on B6, HMMS shelf
labelled with High Alert Stickers, manufacuture label
notes " not for direct infusion"

1L sterile water for
injection bags on
supply cart‐ high alert
sticker added to shelf.
Bag states "not for
direct infusion."_‐ B6
uses this item
HULC
1
SADV
CIU
ENT
Ivey
Rheumatology
Urology

UC

Endoscopy

Colonoscopy

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate
1g/10 mL INJ labelled 2g/10 mL INJ (labelled
products with high
high alert in ADC and
alert stickers in pharm
pharm)
and ADC

enoxaparin 300 mg/3
mL multidose vial,
dalteparin 25000
unit/mL 3.8 mL inj
both labelled high alert
in pharm and ADC

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

Nursing Unit

Heparin 10000u/10mL
Zero usage in the last year.
Pharmacy to follow up
July 2019‐ Radliology uses for Angiograms ‐ they
do not use for multiple patients

heparin 10000
units/10 mL injection
(ADC) labelled high
alert in pharm and
ADC. Low usage last
year, Pharmacy to F/U
as to why it is stocked

Radiology

Breast Care
Infectious
Disease
Allergy
Colposcopy
Nuclear
Medicine

fentanyl 500 mcg/10
mL inj vials labelled in
ADC and CII safe (in
Pharmacy)

Cataract

Night Cupboard

Pain

dalteparin 25000
units/mL 3.8 mL inj has
been removed,
dalteparin
2500u/0.2mL,
5000u/0.2mL,
7500u/0.3mL added to
N/C

Calcium gluconate
Magnesium sulfate 2g/10
1g/10 mL INJ labelled
mL INJ (labelled high alert
with high alert in
in ADC and pharm)
pharm and ADC

NaCl PF 10% 18 mL
injection moved to
ADC pocket, addition
of high alert sticker
included on
componding
worksheet

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)

heparin in D5W 20000
units/500 mL inj (ADC) ‐
labelled high alert

Mitomycin 0.2mg/1mL
and 0.4mg/1mL (OPH
inj) ‐high alert and
cytotoxic sticker on
product and bin in
fridge. Compounding
worksheet updated to
include adding
stickers.

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

Nursing Unit

OR

PACU

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate
1g/10 mL INJ labelled 2g/10 mL INJ (labelled
products with high
high alert in ADCand
alert stickers in pharm
pharm)
and ADC

3L Sterile water for
irrigation and 1L sterile
water for injection
kept on supply cart in
OR core. High alert
labels added to shelf.

G2

heparin 10000
units/10 mL injection,
heparin 10000
units/1mL Removed
August 2019

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate 2g/10
1g/10 mL INJ labelled
mL INJ (labelled high alert
products with high
in ADC and pharm)
alert stickers in pharm
and ADC

heparin 10000
units/10 mL
Removed August 2019
heparin 20000
units/500 mL bag
(ADC) labelled high
alert

1000 mL bags for
irrigation

G3
H3
G4
1000mL bags for
irrigation

G5
H5
dalteparin 25000
units/mL 3.8 mL
injection‐multidose
vial (ADC) ‐ removed
from night cupboard
Night Cupboard

Mitomycin 0.2 mg/mL
and 0.4mg/mL (OPH
inj) high alert and
cytotoxic sticker on
product and bin in
fridge. Compounding
worksheet updated to
include adding
stickers.
Heparin 10000u/10mL‐ August emoved stock

No "High Alert" labels

H2

H4

fentanyl 500 mcg/10
mL inj (ADC) vials
labelled with high alert
in ADC and CII safe (in
Pharmacy)
hydromorphone 0.5
mg/mL 50 mL inj PCA
labelled with high alert
sticker. Addition of
sticker now included
on compounding
worksheet.

Roccuronium, Succinylcholine, Cisatracurium in
separate, labelled bins, 'paralyzing agent' warning
label and high alert label. ‐ completed

dalteparin 25000
units/mL 3.8 mL inj
Removed August 2019

SDCU

PIMH

fentanyl 500 mcg/10
mL inj (also stocked in
BLOCK room) vials
labelled with high alert
in ADC and CII safe (in
Pharmacy)

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

Nursing Unit

Calcium Gluconate PFS
1g/10mL (in
emergency cart) ‐ label
as high alert

500mL & 1000 mL bags
for injection

ECT
Health Services
Ambulatory
Outpatients
Dentistry
Registered
Outpatient Clinic

SWC

A3 (FAU)
A2 (FTU‐N)
B2 (FTU‐S)
B1 (FRU)
A1 (FRR)
Night cupboard

Mount Hope

MV1
MV2
MV3
MV4
MV5
MV night
cupboard
SM1
SM2
SM3
SM4
SM5
SM Night
cupboard

Family
Medical
Centre

500 mL sterile water
bottles

ADC= Automated Dispensing Cabinet

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

Appendix B - Poster of High Alert Medications

High-Alert Medications: PPINCH
otassium
(and other
electrolytes):

aralytics:

nsulin:

arcotics:
hemotherapy:

eparins:

July 2019

July 2019

Concentrated parenteral potassium is not stocked on patient
care areas. It is only available as 10 mmol/100 mL and 20
mmol/100 mL minibags and large volume infusion bags 20
mEq/1000 mL or 40 mEq/1000 mL). Other electrolytes
(calcium, magnesium, sodium) have been removed or
secured (e.g. labeled as High-Alert in cells in designated
automated dispensing cabinets).
Paralytics (e.g. succinylcholine) are stored separately with
special labels to differentiate from other medications. A
warning label is attached to “confirm intubation status prior
to administration”.
Multidose vials of insulin have been removed from inpatient
units (P Main, PIMH, SWC, Mount Hope).Insulin pens are
dispensed labeled with the patient’s name, a High Alert
label/icon), tamper resistant seal, One Patient One Pen
label.
Concentrated narcotics are restricted to patient care units
where palliative care is provided. Special labeling is in place
to distinguish long acting from short acting oral formulations.
Chemotherapy is not routinely administered on inpatient
units at St. Joseph’s. Where administered to outpatients and
where inpatients have received chemo within 48 hours
standard protocols for spills and disposal are in place. Spill
kits are stocked where required and in the pharmacy.
High dose heparin is not stocked on inpatient care areas.
Dalteparin (Fragmin) is supplied as a pre-filled syringe to
inpatients. It is available as a multidose vial in Urgent Care
where it may be required in an emergency (labeled as HighAlert).
September 2019
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High-Alert Medications (HAMs)
and Independent Double Check
Nursing Council
September 17th, 2019
Andrey Andriets, Russell Roth

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Overview for today’s discussion
• What is the definition of high-alert medications?
• What are Accreditation Canada requirements around high-alert
medications?
• What medications are considered high-alert at St. Joseph’s?
• How is the list of high-alert medications determined?
• What strategies are employed at St. Joseph’s, when using highalert medications?
• Can high-alert medication be stored in patient care areas?
• What high-alert medications require an independent double check?
• What is the process for an independent double check?
• Questions
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Definition
• High-alert medications are medications that
bear a heightened risk of causing significant
patient harm when they are used in error.
Although mistakes may not be more
common in the use of these medications,
when errors do occur, the impact on the
patient can be significant (ISMP, 2011).
CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Accreditation ROP
• 4 ROPs related to high-alert medications

– A documented and coordinated approach to safety manage
high-alert medications is implemented
– The availability of heparin products is evaluated and limited to
ensure that formats with the potential to cause patient safety
incidents are not stocked in client service areas.
– The availability of narcotic products is evaluated and limited to
ensure that formats with the potential to cause patient safety
incidents are not stocked in client service areas.
– The availability of concentrated electrolytes is evaluated and
limited to ensure that formats with the potential to cause
patient safety incidents are not stocked in client service areas.
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How is the list of high-alert medications
determined?
Pharmacy

Professional
Practice

Risk

PSRS data

ISMP Canada

OCP

CNO
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Pharmacy and
Therapeutics
Committee

Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply
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High-Alert Medication Procedures
• Refer to Appendix B in High Alert Medications policy for detailed procedures
on storage, prescribing, preparation, dispensing, administration, and
documentation of high-alert medications.
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Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply
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Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply
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Independent Double Check
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Independent Double Check – In PowerChart
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QUESTIONS?
CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Accreditation Canada Survey - 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Heparin Safety
ROP Leader(s):

Mary Beth Blokker

Date of Assessment:

2019/09/18

ROP: Heparin Safety

The availability of heparin products is evaluated and limited to ensure that formats with the potential to cause patient
safety incidents are not stocked in client service areas.
Guidelines:
Heparin is a high-alert medication. Limiting its availability and ensuring that high-dose formats are not stocked in client service areas are
effective strategies to minimize the risk of death or disabling injury associated with these agents.
For specific care circumstances, it may be necessary for heparin products to be available in select client service areas. In these cases, an
interdisciplinary committee for medication management (e.g., Pharmacy and Therapeutics Committee and Medical Advisory Secretariat)
reviews and approves the rationale for availability and safeguards are put in place to minimize the risk of error.
For flushing intravenous lines, organizations are encouraged to consult best practice guidelines to explore options other than heparin.

Heparin Safety
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TEST(S) FOR COMPLIANCE:
1. An audit of unfractionated and low molecular weight heparin products in client service areas is completed at least annually.
Specific evidence indicating compliance:
•

Two audits have been completed in the last 2 years

2. High dose unfractionated heparin (50,000 units total per container) is not stocked in client service areas.
Specific evidence indicating compliance:
•

Audit of client service areas confirmed that High dose unfractionated heparin (50,000 units total per container) is not stocked in client
service areas

3. Steps are taken to limit the availability of the following heparin products in client service areas:
• Low molecular weight heparin: use of multi-dose vials is limited to critical care areas for treatment doses.
• Unfractionated heparin (high dose): greater than or equal to 10,000 units total per container (e.g., 10,000 units/1 mL; 10,000 units/10 mL; 30,000
units/30 mL) is provided on a client-specific basis when required.
• Unfractionated heparin for intravenous use (e.g., 25,000 units/500 mL; 20,000 units/500 mL) is provided on a client-specific basis when required
Specific evidence indicating compliance:
•
•
•
•

Low Molecular Weight Heparin (LMWH) - Enoxaparin 300 mg/ 3mL multidose vial is stocked in Urgent Care (UC) to be available in the
event of an emergency (treatment of an acute event)
Dalteparin 25,000 units/mL x 3.8 mL- available in Urgent Care, Surgical Day Care Unit (for emergency treatment of an acute event)
Heparin 10,000 units per 10 mL stocked at St. Joseph’s Hospital (SJH) on 6 Inpatient Unit, Radiology, OR, Post Anesthetic Care Unit
(PACU) to be available in the event of an emergency (treatment of an acute event)
Heparin 20,000 units per 500 mL is available in the nightcupboard and PACU to be used in the event of an emergency (treatment of an
acute event)

Heparin Safety
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4. When it is necessary for the previous heparin products to be available in select client service areas, an interdisciplinary committee for
medication management reviews and approves the rationale for availability, and safeguards are put in place to minimize the risk of
error.
Specific evidence indicating compliance:
•
•
•

Pharmacy and Therapeutics Committee has reviewed and approved the storage of these High Dose Heparin products in areas at St
Joseph’s Health Care where they may be needed to treat an emergency
They are stored in secure Automated Dispensing Cabinets or in specific patient medication bins as prescribed and labelled as High
Alert
With every audit, Pharmacy investigates to determine whether these products are still required to be stocked on selected units.

Policies relating to this Required Organizational Practice (ROP):
Policy
High Alert Medications

https://sjhclondon.policymedical.net/policymed/home/index?ID=72bbf93e-2149-4e45-b583-6a06fe84be62&ldp=Y&#

Additional Reference Document(s):
•
•
•

Audit of High Alert Medications 2019 (Appendix 1)
Poster of High Alert Medications (Appendix 2)
Presentation to Nursing Council- High Alert Medications and Independent Double Check (Appendix 3)

Heparin Safety
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Appendix 1 - Audit of High Alert Medications

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Nursing Unit

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

PIM
Bruce
Elgin
Kent

10mg/mL Injection ‐
remove when patient
discharged

Essex
Perth

CADD cassetes to be labeled high alert at PI MHCB

10 mg/mL injection ‐
label Automated
Dispensing Cabinet
(ADC) pocket

4BS (PCU)

Dextrose 50% Hypertonic Solution in Pyxis ‐ Removed!

5AE
5AN

4AE

4AN
Water for inhalation ‐ removed

Hallway by nursing
station, respiratory
therapy supplies,
sterile water for
inhalation 1L ‐ not for
parenteral
administration ‐label
spot to warn of route

3AE

10 mg/mL injection‐
label ADC pocket

10mg/mL injection
‐label ADC pocket

3BW
cart ‐ Tylene to follow
up

NRC

methotrexate 2.5mg (high alert inj)

Calcium gluconate
1g/10 mL INJ (ADC) ‐
keep
Night cupboard
(5A)

in night cupboard
OK ‐ 2 g/10 mL

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Nursing Unit
Night cupboard
(WCW)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Nursing Unit

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens
Heparin 10000u/10mL
B5/B6‐ usage: 6 vials per year
Currently stock 5000u/0.5mL and heparin flush
1000u/10mL
currently being investigated by Pharmacy
Removed August 2019

SJH

B6 600/500

Calcium gluconate
1g/10 mL INJ ‐vials
labelled with high alert
in pharmacy and ADC

heparin 10000
units/10 mL injection ‐
removed August 2019

hydromorphone 0.5
mg/mL 50 mL PCA. PCA's
labelled with high alert
sticker. Addition of sticker
now included on
compounding worksheet.

1L steril water bags ‐ are required on B6, HMMS shelf
labelled with High Alert Stickers, manufacuture label
notes " not for direct infusion"

1L sterile water for
injection bags on
supply cart‐ high alert
sticker added to shelf.
Bag states "not for
direct infusion."_‐ B6
uses this item
HULC
1
SADV
CIU
ENT
Ivey
Rheumatology
Urology

UC

Endoscopy

Colonoscopy

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate
1g/10 mL INJ labelled 2g/10 mL INJ (labelled
products with high
high alert in ADC and
alert stickers in pharm
pharm)
and ADC

enoxaparin 300 mg/3
mL multidose vial,
dalteparin 25000
unit/mL 3.8 mL inj
both labelled high alert
in pharm and ADC

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

Nursing Unit

Heparin 10000u/10mL
Zero usage in the last year.
Pharmacy to follow up
July 2019‐ Radliology uses for Angiograms ‐ they
do not use for multiple patients

heparin 10000
units/10 mL injection
(ADC) labelled high
alert in pharm and
ADC. Low usage last
year, Pharmacy to F/U
as to why it is stocked

Radiology

Breast Care
Infectious
Disease
Allergy
Colposcopy
Nuclear
Medicine

fentanyl 500 mcg/10
mL inj vials labelled in
ADC and CII safe (in
Pharmacy)

Cataract

Night Cupboard

Pain

dalteparin 25000
units/mL 3.8 mL inj has
been removed,
dalteparin
2500u/0.2mL,
5000u/0.2mL,
7500u/0.3mL added to
N/C

Calcium gluconate
Magnesium sulfate 2g/10
1g/10 mL INJ labelled
mL INJ (labelled high alert
with high alert in
in ADC and pharm)
pharm and ADC

NaCl PF 10% 18 mL
injection moved to
ADC pocket, addition
of high alert sticker
included on
componding
worksheet

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)

heparin in D5W 20000
units/500 mL inj (ADC) ‐
labelled high alert

Mitomycin 0.2mg/1mL
and 0.4mg/1mL (OPH
inj) ‐high alert and
cytotoxic sticker on
product and bin in
fridge. Compounding
worksheet updated to
include adding
stickers.

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

Nursing Unit

OR

PACU

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate
1g/10 mL INJ labelled 2g/10 mL INJ (labelled
products with high
high alert in ADCand
alert stickers in pharm
pharm)
and ADC

3L Sterile water for
irrigation and 1L sterile
water for injection
kept on supply cart in
OR core. High alert
labels added to shelf.

G2

heparin 10000
units/10 mL injection,
heparin 10000
units/1mL Removed
August 2019

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate 2g/10
1g/10 mL INJ labelled
mL INJ (labelled high alert
products with high
in ADC and pharm)
alert stickers in pharm
and ADC

heparin 10000
units/10 mL
Removed August 2019
heparin 20000
units/500 mL bag
(ADC) labelled high
alert

1000 mL bags for
irrigation

G3
H3
G4
1000mL bags for
irrigation

G5
H5
dalteparin 25000
units/mL 3.8 mL
injection‐multidose
vial (ADC) ‐ removed
from night cupboard
Night Cupboard

Mitomycin 0.2 mg/mL
and 0.4mg/mL (OPH
inj) high alert and
cytotoxic sticker on
product and bin in
fridge. Compounding
worksheet updated to
include adding
stickers.
Heparin 10000u/10mL‐ August emoved stock

No "High Alert" labels

H2

H4

fentanyl 500 mcg/10
mL inj (ADC) vials
labelled with high alert
in ADC and CII safe (in
Pharmacy)
hydromorphone 0.5
mg/mL 50 mL inj PCA
labelled with high alert
sticker. Addition of
sticker now included
on compounding
worksheet.

Roccuronium, Succinylcholine, Cisatracurium in
separate, labelled bins, 'paralyzing agent' warning
label and high alert label. ‐ completed

dalteparin 25000
units/mL 3.8 mL inj
Removed August 2019

SDCU

PIMH

fentanyl 500 mcg/10
mL inj (also stocked in
BLOCK room) vials
labelled with high alert
in ADC and CII safe (in
Pharmacy)

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

Nursing Unit

Calcium Gluconate PFS
1g/10mL (in
emergency cart) ‐ label
as high alert

500mL & 1000 mL bags
for injection

ECT
Health Services
Ambulatory
Outpatients
Dentistry
Registered
Outpatient Clinic

SWC

A3 (FAU)
A2 (FTU‐N)
B2 (FTU‐S)
B1 (FRU)
A1 (FRR)
Night cupboard

Mount Hope

MV1
MV2
MV3
MV4
MV5
MV night
cupboard
SM1
SM2
SM3
SM4
SM5
SM Night
cupboard

Family
Medical
Centre

500 mL sterile water
bottles

ADC= Automated Dispensing Cabinet

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens
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High-Alert Medications: PPINCH
otassium
(and other
electrolytes):

aralytics:

nsulin:

arcotics:
hemotherapy:

eparins:

July 2019

July 2019

Concentrated parenteral potassium is not stocked on patient
care areas. It is only available as 10 mmol/100 mL and 20
mmol/100 mL minibags and large volume infusion bags 20
mEq/1000 mL or 40 mEq/1000 mL). Other electrolytes
(calcium, magnesium, sodium) have been removed or
secured (e.g. labeled as High-Alert in cells in designated
automated dispensing cabinets).
Paralytics (e.g. succinylcholine) are stored separately with
special labels to differentiate from other medications. A
warning label is attached to “confirm intubation status prior
to administration”.
Multidose vials of insulin have been removed from inpatient
units (P Main, PIMH, SWC, Mount Hope).Insulin pens are
dispensed labeled with the patient’s name, a High Alert
label/icon), tamper resistant seal, One Patient One Pen
label.
Concentrated narcotics are restricted to patient care units
where palliative care is provided. Special labeling is in place
to distinguish long acting from short acting oral formulations.
Chemotherapy is not routinely administered on inpatient
units at St. Joseph’s. Where administered to outpatients and
where inpatients have received chemo within 48 hours
standard protocols for spills and disposal are in place. Spill
kits are stocked where required and in the pharmacy.
High dose heparin is not stocked on inpatient care areas.
Dalteparin (Fragmin) is supplied as a pre-filled syringe to
inpatients. It is available as a multidose vial in Urgent Care
where it may be required in an emergency (labeled as HighAlert).
September 2019
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High-Alert Medications (HAMs)
and Independent Double Check
Nursing Council
September 17th, 2019
Andrey Andriets, Russell Roth
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Overview for today’s discussion
• What is the definition of high-alert medications?
• What are Accreditation Canada requirements around high-alert
medications?
• What medications are considered high-alert at St. Joseph’s?
• How is the list of high-alert medications determined?
• What strategies are employed at St. Joseph’s, when using highalert medications?
• Can high-alert medication be stored in patient care areas?
• What high-alert medications require an independent double check?
• What is the process for an independent double check?
• Questions

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Definition
• High-alert medications are medications that
bear a heightened risk of causing significant
patient harm when they are used in error.
Although mistakes may not be more
common in the use of these medications,
when errors do occur, the impact on the
patient can be significant (ISMP, 2011).
CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Accreditation ROP
• 4 ROPs related to high-alert medications

– A documented and coordinated approach to safety manage
high-alert medications is implemented
– The availability of heparin products is evaluated and limited to
ensure that formats with the potential to cause patient safety
incidents are not stocked in client service areas.
– The availability of narcotic products is evaluated and limited to
ensure that formats with the potential to cause patient safety
incidents are not stocked in client service areas.
– The availability of concentrated electrolytes is evaluated and
limited to ensure that formats with the potential to cause
patient safety incidents are not stocked in client service areas.
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How is the list of high-alert medications
determined?
Pharmacy

Professional
Practice

Risk

PSRS data

ISMP Canada

OCP

CNO

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Pharmacy and
Therapeutics
Committee

Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply
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High-Alert Medication Procedures
• Refer to Appendix B in High Alert Medications policy for detailed procedures
on storage, prescribing, preparation, dispensing, administration, and
documentation of high-alert medications.
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Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply
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Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply
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Independent Double Check
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Independent Double Check – In PowerChart
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QUESTIONS?
CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: High-Alert Medications
ROP Leader(s):

Mary Beth Blokker

Date of Assessment:

2019/09/18

A documented and coordinated approach to safely manage high-alert medications is implemented.
Guidelines:
High-alert medications may cause significant harm when they are administered in error. A coordinated and documented approach to safely
manage high-alert medications enhances patient safety and reduces the possibility of harm. High-alert medications include but are not limited to
antithrombotic agents, adrenergic agents, chemotherapy agents, concentrated electrolytes, insulin, narcotics (opioids), neuromuscular blocking
agents, and sedation agents.
A documented and coordinated approach to safely manage high-alert medications identifies them based on an organization's medication
formulary and takes into consideration organizational, provincial, or national medication error data. Each high-alert medication or class of
medication is evaluated, procedures to improve safe use are identified, and an action plan is established.
Procedures for the safe use of high-alert medications may include but are not limited to:
• Standardizing high-alert medication concentrations and volume options
• Using pre-mixed solutions (commercially available and pharmacy prepared)
• Using programmable pumps with dosing limits and automated alerts
• Applying warning labels to products as soon as they are received in the pharmacy
• Using visible warning and auxiliary labels according to the organization's policy
• Using patient-specific labelling for unusual concentrations
• Limiting access to high-alert medications in client service areas and auditing routinely to assess for items that should be removed
• Standardizing the ordering, storage, preparation, administration, and dispensing of these products through the use of protocols,
guidelines, dosing charts, and order sets (pre-printed or electronic)
• Segregating and providing directed access to reduce the likelihood of selection errors (e.g., use of automated dispensing cabinets in
client service areas)
• Providing training about high-alert medications
• Employing redundancies such as automated or independent double checks
The approach may place additional emphasis on strategies for high-risk client populations including the elderly, pediatrics, and neonates, as
well as on transition points including admission, transfer, and discharge.

High-Alert Medications
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TEST(S) FOR COMPLIANCE:
1. There is a policy for the management of high-alert medications.
• The policy names the role or position of the individual(s) responsible for implementing and monitoring the policy.
• The policy includes a list of high-alert medications identified by the organization.
• The policy includes procedures for storing, prescribing, preparing, administering, dispensing, and documenting each identified high-alert
medication.
• Concentrations and volume options for high-alert medications are limited and standardized.
• Client service areas are regularly audited for high-alert medications.
• The policy is updated on an ongoing basis.
• Information and ongoing training is provided to team members on the management of high-alert medications.
Specific evidence indicating compliance:
•
•
•
•
•
•
•
•

There is a policy for the management of High Alert Medications.
The Pharmacy and Therapeutics Committee (PTC) is responsible for implementing and monitoring
There is a list of High Alert Medications
Procedures for storing, prescribing, preparing, administering, dispensing, and documenting are identified
Concentrations and volume options for high-alert medications are limited and standardized. (e.g Potassium Chloride 10 mmol/100 mL and Potasssium
Chloride 20 mmol/ 100 mL)
Client service areas are regularly audited for high-alert medications.(2 audits in the last 2 years)
The policy is updated on an ongoing basis.
Information and ongoing training is provided to team members on the management of high-alert medications.

Policies relating to this Required Organizational Practice (ROP):
Policy

High Alert Medications

https://sjhclondon.policymedical.net/policymed/home/index?ID=72bbf93e-2149-4e45-b583-6a06fe84be62&ldp=Y&#
Management of Controlled Drugs policy

https://sjhclondon.policymedical.net/policymed/home/index?ID=72bbf93e-2149-4e45-b583-6a06fe84be62&ldp=Y&#

High-Alert Medications
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Additional Reference Document(s):
•
•
•

Audit of High Alert Medications (Appendix 1)
Poster of High Alert Medications (Appendix 2)
Presentation to Nursing Council- High Alert Medications and Independent Double Check (Appendix 3)

High-Alert Medications
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Appendix 1 - Audit of High Alert Medications

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Nursing Unit

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

PIM
Bruce
Elgin
Kent

10mg/mL Injection ‐
remove when patient
discharged

Essex
Perth

CADD cassetes to be labeled high alert at PI MHCB

10 mg/mL injection ‐
label Automated
Dispensing Cabinet
(ADC) pocket

4BS (PCU)

Dextrose 50% Hypertonic Solution in Pyxis ‐ Removed!

5AE
5AN

4AE

4AN
Water for inhalation ‐ removed

Hallway by nursing
station, respiratory
therapy supplies,
sterile water for
inhalation 1L ‐ not for
parenteral
administration ‐label
spot to warn of route

3AE

10 mg/mL injection‐
label ADC pocket

10mg/mL injection
‐label ADC pocket

3BW
cart ‐ Tylene to follow
up

NRC

methotrexate 2.5mg (high alert inj)

Calcium gluconate
1g/10 mL INJ (ADC) ‐
keep
Night cupboard
(5A)

in night cupboard
OK ‐ 2 g/10 mL

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Nursing Unit
Night cupboard
(WCW)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Nursing Unit

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens
Heparin 10000u/10mL
B5/B6‐ usage: 6 vials per year
Currently stock 5000u/0.5mL and heparin flush
1000u/10mL
currently being investigated by Pharmacy
Removed August 2019

SJH

B6 600/500

Calcium gluconate
1g/10 mL INJ ‐vials
labelled with high alert
in pharmacy and ADC

heparin 10000
units/10 mL injection ‐
removed August 2019

hydromorphone 0.5
mg/mL 50 mL PCA. PCA's
labelled with high alert
sticker. Addition of sticker
now included on
compounding worksheet.

1L steril water bags ‐ are required on B6, HMMS shelf
labelled with High Alert Stickers, manufacuture label
notes " not for direct infusion"

1L sterile water for
injection bags on
supply cart‐ high alert
sticker added to shelf.
Bag states "not for
direct infusion."_‐ B6
uses this item
HULC
1
SADV
CIU
ENT
Ivey
Rheumatology
Urology

UC

Endoscopy

Colonoscopy

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate
1g/10 mL INJ labelled 2g/10 mL INJ (labelled
products with high
high alert in ADC and
alert stickers in pharm
pharm)
and ADC

enoxaparin 300 mg/3
mL multidose vial,
dalteparin 25000
unit/mL 3.8 mL inj
both labelled high alert
in pharm and ADC

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

Nursing Unit

Heparin 10000u/10mL
Zero usage in the last year.
Pharmacy to follow up
July 2019‐ Radliology uses for Angiograms ‐ they
do not use for multiple patients

heparin 10000
units/10 mL injection
(ADC) labelled high
alert in pharm and
ADC. Low usage last
year, Pharmacy to F/U
as to why it is stocked

Radiology

Breast Care
Infectious
Disease
Allergy
Colposcopy
Nuclear
Medicine

fentanyl 500 mcg/10
mL inj vials labelled in
ADC and CII safe (in
Pharmacy)

Cataract

Night Cupboard

Pain

dalteparin 25000
units/mL 3.8 mL inj has
been removed,
dalteparin
2500u/0.2mL,
5000u/0.2mL,
7500u/0.3mL added to
N/C

Calcium gluconate
Magnesium sulfate 2g/10
1g/10 mL INJ labelled
mL INJ (labelled high alert
with high alert in
in ADC and pharm)
pharm and ADC

NaCl PF 10% 18 mL
injection moved to
ADC pocket, addition
of high alert sticker
included on
componding
worksheet

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)

heparin in D5W 20000
units/500 mL inj (ADC) ‐
labelled high alert

Mitomycin 0.2mg/1mL
and 0.4mg/1mL (OPH
inj) ‐high alert and
cytotoxic sticker on
product and bin in
fridge. Compounding
worksheet updated to
include adding
stickers.

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

Nursing Unit

OR

PACU

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate
1g/10 mL INJ labelled 2g/10 mL INJ (labelled
products with high
high alert in ADCand
alert stickers in pharm
pharm)
and ADC

3L Sterile water for
irrigation and 1L sterile
water for injection
kept on supply cart in
OR core. High alert
labels added to shelf.

G2

heparin 10000
units/10 mL injection,
heparin 10000
units/1mL Removed
August 2019

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate 2g/10
1g/10 mL INJ labelled
mL INJ (labelled high alert
products with high
in ADC and pharm)
alert stickers in pharm
and ADC

heparin 10000
units/10 mL
Removed August 2019
heparin 20000
units/500 mL bag
(ADC) labelled high
alert

1000 mL bags for
irrigation

G3
H3
G4
1000mL bags for
irrigation

G5
H5
dalteparin 25000
units/mL 3.8 mL
injection‐multidose
vial (ADC) ‐ removed
from night cupboard
Night Cupboard

Mitomycin 0.2 mg/mL
and 0.4mg/mL (OPH
inj) high alert and
cytotoxic sticker on
product and bin in
fridge. Compounding
worksheet updated to
include adding
stickers.
Heparin 10000u/10mL‐ August emoved stock

No "High Alert" labels

H2

H4

fentanyl 500 mcg/10
mL inj (ADC) vials
labelled with high alert
in ADC and CII safe (in
Pharmacy)
hydromorphone 0.5
mg/mL 50 mL inj PCA
labelled with high alert
sticker. Addition of
sticker now included
on compounding
worksheet.

Roccuronium, Succinylcholine, Cisatracurium in
separate, labelled bins, 'paralyzing agent' warning
label and high alert label. ‐ completed

dalteparin 25000
units/mL 3.8 mL inj
Removed August 2019

SDCU

PIMH

fentanyl 500 mcg/10
mL inj (also stocked in
BLOCK room) vials
labelled with high alert
in ADC and CII safe (in
Pharmacy)

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

Nursing Unit

Calcium Gluconate PFS
1g/10mL (in
emergency cart) ‐ label
as high alert

500mL & 1000 mL bags
for injection

ECT
Health Services
Ambulatory
Outpatients
Dentistry
Registered
Outpatient Clinic

SWC

A3 (FAU)
A2 (FTU‐N)
B2 (FTU‐S)
B1 (FRU)
A1 (FRR)
Night cupboard

Mount Hope

MV1
MV2
MV3
MV4
MV5
MV night
cupboard
SM1
SM2
SM3
SM4
SM5
SM Night
cupboard

Family
Medical
Centre

500 mL sterile water
bottles

ADC= Automated Dispensing Cabinet

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

Appendix 2 - Poster of High Alert Medications

High-Alert Medications: PPINCH
otassium
(and other
electrolytes):

aralytics:

nsulin:

arcotics:
hemotherapy:

eparins:

July 2019

July 2019

Concentrated parenteral potassium is not stocked on patient
care areas. It is only available as 10 mmol/100 mL and 20
mmol/100 mL minibags and large volume infusion bags 20
mEq/1000 mL or 40 mEq/1000 mL). Other electrolytes
(calcium, magnesium, sodium) have been removed or
secured (e.g. labeled as High-Alert in cells in designated
automated dispensing cabinets).
Paralytics (e.g. succinylcholine) are stored separately with
special labels to differentiate from other medications. A
warning label is attached to “confirm intubation status prior
to administration”.
Multidose vials of insulin have been removed from inpatient
units (P Main, PIMH, SWC, Mount Hope).Insulin pens are
dispensed labeled with the patient’s name, a High Alert
label/icon), tamper resistant seal, One Patient One Pen
label.
Concentrated narcotics are restricted to patient care units
where palliative care is provided. Special labeling is in place
to distinguish long acting from short acting oral formulations.
Chemotherapy is not routinely administered on inpatient
units at St. Joseph’s. Where administered to outpatients and
where inpatients have received chemo within 48 hours
standard protocols for spills and disposal are in place. Spill
kits are stocked where required and in the pharmacy.
High dose heparin is not stocked on inpatient care areas.
Dalteparin (Fragmin) is supplied as a pre-filled syringe to
inpatients. It is available as a multidose vial in Urgent Care
where it may be required in an emergency (labeled as HighAlert).
September 2019
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High-Alert Medications (HAMs)
and Independent Double Check
Nursing Council
September 17th, 2019
Andrey Andriets, Russell Roth
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Overview for today’s discussion
• What is the definition of high-alert medications?
• What are Accreditation Canada requirements around high-alert
medications?
• What medications are considered high-alert at St. Joseph’s?
• How is the list of high-alert medications determined?
• What strategies are employed at St. Joseph’s, when using highalert medications?
• Can high-alert medication be stored in patient care areas?
• What high-alert medications require an independent double check?
• What is the process for an independent double check?
• Questions
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Definition
• High-alert medications are medications that
bear a heightened risk of causing significant
patient harm when they are used in error.
Although mistakes may not be more
common in the use of these medications,
when errors do occur, the impact on the
patient can be significant (ISMP, 2011).
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Accreditation ROP
• 4 ROPs related to high-alert medications

– A documented and coordinated approach to safety manage
high-alert medications is implemented
– The availability of heparin products is evaluated and limited to
ensure that formats with the potential to cause patient safety
incidents are not stocked in client service areas.
– The availability of narcotic products is evaluated and limited to
ensure that formats with the potential to cause patient safety
incidents are not stocked in client service areas.
– The availability of concentrated electrolytes is evaluated and
limited to ensure that formats with the potential to cause
patient safety incidents are not stocked in client service areas.
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How is the list of high-alert medications
determined?
Pharmacy

Professional
Practice

Risk

PSRS data

ISMP Canada

OCP

CNO
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Pharmacy and
Therapeutics
Committee

Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply
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High-Alert Medication Procedures
• Refer to Appendix B in High Alert Medications policy for detailed procedures
on storage, prescribing, preparation, dispensing, administration, and
documentation of high-alert medications.
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Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply
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Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Independent Double Check
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Independent Double Check – In PowerChart
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QUESTIONS?
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Infusion Pump Safety
ROP Leader(s):

Deb Miller

Date of Assessment:

2019/09/20

ROP: Infusion Pump Safety
A documented and coordinated approach for infusion pump safety that includes training, evaluation of competence, and a process to report
problems with infusion pump use is implemented.
Guidelines:
Infusion pumps, used to deliver fluids into a client’s body in a controlled manner, are used extensively in health care, including in the home
environment, and are associated with significant safety issues and harm to clients.
This ROP focuses on parenteral delivery (i.e. routes other than the digestive tract or topical application) of fluids, medications, blood and blood
products, and nutrients. It includes stationary and mobile intravenous infusion pumps, patient-controlled analgesia, epidural pumps, insulin
pumps, and large-volume pumps. It excludes gastric feeding pumps.
Team members need training and education to maintain their competence in using infusion pumps safely, given the variety of pump types and
manufacturers, the movement of team members between services, and the use of temporary staff. Safety is best achieved when organizations
have a comprehensive approach that combines training and evaluation with the appropriate selection, procurement, and standardization of
infusion pumps across an organization.
When evaluations reveal problems with infusion pump design, organizations can work with manufacturers to make improvements. Organizations
are encouraged to report problems externally, so that other organizations can implement safety improvements.

Note: In this document, the term ‘client’ is used to refer to a patient.
Infusion Pump Safety
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TEST(S) FOR COMPLIANCE:
1. Instructions and user guides for each type of infusion pump are easily accessible at all times.
Specific evidence indicating compliance:
•
•
•
•
•

Infusion Pumps have user ‘quick guides’ attached to each pump.
All training, web-based programs/online learning, and competency checklists (printable) are searchable / available through LearningEdge
(our Learning Management System (LMS)).
Learners can access at any time for initial training or refreshers from area of work or library based learning station.
Program-based educators can access tools as needed at any time from LearningEdge to support learners, new employees, transferring
employees etc.
As training is assigned to a specific learner – it is found in their LearningEdge profile with no searching required.

2. Initial and re-training on the safe use of infusion pumps is provided to team members:
• Who are new to the organization or temporary staff new to the service area
• Who are returning after an extended leave
• When a new type of infusion pump is introduced or when existing infusion pumps are upgraded
• When evaluation of competence indicates that re-training is needed
• When infusion pumps are used very infrequently, just-in-time training is provided
Specific evidence indicating compliance:
•

•

All persons who are accountable for using infusion pumps in their care are assigned online/eLearning training that is required for their role
and their work area/patient population:
o at initial hiring to organization,
o when transferring into a new area (and do not have the skill from previous role/work area),
o when a new type of pump / updated pump is introduced,
o upon return from extended leave, and
o if there are concerns about competence related to infusion pumps.
o
Refresher or just in time training is provided as needed using the process below.
 The leader and the person in the ‘learning support role’ (e.g. educator, preceptor) will together plan the learning required for
refresher, remedial or just-in-time training as needed for an individual or a team/program.
 Access to the learning is always accessible through LearningEdge programs.

Infusion Pump Safety
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 The training for Infusion pumps is set up as a ‘certification’ meaning required training that will be repeated annually; the
LearningEdge LMS automates the initial assignment of training and a reminder to the learner when the training is required for
re-certification at a pre-determined timeframe.
Learning processes are:
•

•
•
•
•

•

eLearning / online alone (including a “pump challenge” (how to use the pump) and a quiz to test knowledge) – this is often used for:
 refreshers for people who are already certified previously, or
 initial certification is a “blended” learning process: required eLearning completion (above) PLUS a return skill demonstration to
someone assigned to monitor / assess skills competence (e.g. Nurse Educator, Advanced Practice Nurse (APN) in area where there
is no educator aligned)
ELearning or blended learning completion (called “certification”) is tracked in our LMS “LearningEdge”. Leaders have the option to pull
reports for their team from LearningEdge to assess completion (compliance) rates for the certification – follow up with individual learners
occurs as required.
Once eLearning (without return demo required) is completed by the learner, the system will mark the learner as “Acquired” for that
certification timeline. Learners who have not completed both parts of the ‘blended’ process are marked as “Assigned” or “Overdue” or
“Expired”.
Employees are notified by LearningEdge (through email notification) if they are ‘due soon’ or ‘expired’ beyond the certification window. A
link to the training information is provided in the email for person to take action.
Leaders are notified on OneLink of all members of their team who are Due Soon, Overdue or Expired for certifications. Leader is
accountable to follow up individually with the employee to set expectations for completion or delegate this to their team’s educator if
relevant. Often the program’s educator/learning support person is informed of need for completion and a plan is established for
completion.
If not completed, performance management processes will be followed by the leader.

3. When clients are provided with client-operated infusion pumps (e.g., patient-controlled analgesia, insulin pumps), training is provided, and
documented, to clients and families on how to use them safely.
Specific evidence indicating compliance:
• Process to be assessed about how we train clients and families –
 Diabetes Education –most patients have their own pumps (not provided by St Joseph’s Health Care London) with training done
by the pump provider (vendor). Diabetes Education Centre (DEC) educators will assess patients’ needs for more information
during clinic visits and will teach them as needed and as possible. Patients are directed to work with the pump provider should
more coaching be needed.
 It is not currently wide practice in acute care for patients to be provided a ‘block’ or pain pump to use outside of our care
environment. A pilot project is in planning stages for this situation – training for patients will be provided by the health care team
when that project is implemented.

Infusion Pump Safety
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4. The competence of team members to use infusion pumps safely is evaluated and documented at least every two years. When infusion
pumps are used very infrequently, a just-in-time evaluation of competence is performed.
Specific evidence indicating compliance:
•
•
•

•

The training / recertification process for all our infusion pumps is repeated ANNUALLY as an eLearning alone, OR blended learning
(eLearning + return demonstration of skill assessed by designated individual within the program or from Organizational Development and
Learning Services (ODLS) (e.g. Educator)).
If remedial, or just in time training is needed, it is accessible on demand through LearningEdge; at any time ODLS can be contacted to
support a new process as needed to support learning.
If training is provided as a 1:1 process (with individuals or small groups), tracking of that training can be arranged through ODLS, so
evidence is present within LearningEdge to support monitoring/tracking for each learner. Training/review is often incorporated into
“Learning Fairs” or “Skills Fairs” in some program areas to ensure that training is completed at one time during the year, with
opportunities to address learning needs across a large group. This learning is also tracked within LearningEdge.
NOTE: With new Baxter large volume infusion pumps being implemented in November 2019, a full training program will be implemented
for all relevant patient care areas at that time, supported by Educators and by the Baxter education/implementation team. A new
eLearning module for the new pumps will be available at that time. This training will begin the new ANNUAL cycle for our training for all
relevant staff.

5. The effectiveness of the approach is evaluated. Evaluation mechanisms may include:
• Investigating patient safety incidents related to infusion pump use
• Reviewing data from smart pumps
• Monitoring evaluations of competence
• Seeking feedback from clients, families, and team members.
Specific evidence indicating compliance:
•
•
•

The pumps themselves provide information about success of using the pumps that is tied to specific users. The Educators can access
information that support ongoing success of the user and show where ongoing learning/correction is required. Action to support the user
will occur with the user and the educator.
Knowledge competency is assessed within the eLearning programs. Blended learning situations further assess learner’s competency
and knowledge to problem-solve the use of the pump and to set it up properly for prescribed purpose. Consistent competency checklists
are used for all learners and results are retained at the local level and tracked within LearningEdge.
Incident reviews, managed by the leader, will identify actions needed related to training. Plans will be put into place for ongoing remedial
refresher training as needed.

Infusion Pump Safety
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•
•

Our Patient Safety Reporting System (PSRS) has a drop down menu available to signal if an infusion pump was being used at the time
of the incident/near miss, and what type of pump was in use. The specific event detail is: “Identify any device / equipment that failed
during treatment”. This information will be available to reviewers of the incident or near miss.
Seeking feedback from clients, families and team members: Patients (e.g. Palliative) would be taught how to use a patient-controlled
analgesia (PCA) (e.g. Pain) pump at the time of implementation and be reassured about its safety and prevention of providing too much
medication to the patient. Questions would be responded to at that time.

6. When evaluations of infusion pump safety indicate improvements are needed, training is improved or adjustments are made to
infusion pumps.
Specific evidence indicating compliance:
•
•
•
•

Educators and leaders escalate issues related to ineffective vendor provided training.
If issues are raised during training / practice using a pump in the practice environment, the issue will be escalated to relevant parties –
e.g. Pharmacy, Biomedical, ODLS Training eLearning team.
Online learning designed in house is reviewed annually by Subject Matter Experts (SMEs) and changes are made through ODLS
eLearning team.
Biomedical Engineering teams provide preventive maintenance to pumps and respond to issues as needed.

Policies relating to this Required Organizational Practice (ROP):
Policy
Medication Administration Record (MARS) Guideline
Medication Order Verification with Computerized Provider Order Entry (CPOE)

Independent Double Check
Use of Infusion Devices
High Alert Medications
Reporting and Review of Safety Events involving patients and visitors
Medication Administration
Use of Cellular phones and other wireless technologies (impact of on Infusion pumps/Medical devices):

Infusion Pump Safety
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Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
•

Medication Manual Policies: https://intra.sjhc.london.on.ca/clinical-professional-practice/pharmacy-services/policies-and-procedures/medicationmanual

•

Medication Administration Record (MARS) Guideline https://intra.sjhc.london.on.ca/clinical-professional-practice/pharmacy-services/medication-administrationguidelines
Blood Transfusion Clinical Practice Manual Intranet: https://intra.sjhc.london.on.ca/our-st-josephs/policies-and-forms/professional-practice-and-clinicalresources; file:///C:/Users/millerd/Downloads/Blood%20Transfusion%20Clinical%20Practice%20Manual%20V2.pdf

•
•

Parenteral Administration Guidelines: https://intra.sjhc.london.on.ca/clinical-professional-practice/pharmacy-services/medication-administration-

•

Accreditation ROPs: Medication Use (staff resource): https://intra.sjhc.london.on.ca/accreditation/required-organizational-practices/medication-userops
Below the Drip Chamber Medication Administration: https://intra.sjhc.london.on.ca/sites/default/files/attachments/guidelines_below_the_drip.pdf
Elsevier Clinical Skills (on line manual accessible from all
computers): https://lms.elsevierperformancemanager.com/ContentArea/HomeCare/GetCommonHomeDetails?displayType=topPicks&searchContext
=home&searchTerm=infusion

guidelines/parenteral

•
•

Infusion Pump Safety
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Narcotics Safety
ROP Leader(s):

Mary Beth Blokker

Date of Assessment:

2019/09/18

ROP: Narcotics Safety
The availability of narcotic products is evaluated and limited to ensure that formats with the potential to cause patient safety incidents are not
stocked in client service areas.
Guidelines:
Narcotics (or opioids) have been identified as high-alert medications. Limiting their availability, and ensuring that high dose formats are not
stocked in client service areas, are effective strategies to minimize the risk of death or disabling injury associated with these agents.
For specific care circumstances, it may be necessary for narcotic products to be available in select client service areas, for example:
• Fentanyl: ampoules or vials with total dose greater than 100 mcg per container
• HYDROmorphone: 10 mg/mL ampoules or vials may be provided based on the following criteria and must be removed when no longer
required: intermittent intravenous, subcutaneous or intramuscular doses greater than 4 mg
In these cases, an interdisciplinary committee for medication management (e.g., Pharmacy and Therapeutics Committee and Medical Advisory
Secretariat) reviews and approves the rationale for availability and safeguards are put in place to minimize the risk of error.
Organizations serving pediatric populations are encouraged to implement practice recommendations specific to their patient population,
including the use of standardized concentrations for opioid infusions.
To optimize the safe use of narcotic products, organizations may also consider establishing a pain management team.

Narcotics Safety
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TEST(S) FOR COMPLIANCE:
1. An audit of the following narcotic products in client service areas is completed at least annually:
• Fentanyl: ampoules or vials with total dose greater than 100 mcg per container
• HYDROmorphone: ampoules or vials with total dose greater than 2 mg
• Morphine: ampoules or vials with total dose greater than 15 mg in adult care areas and 2 mg in paediatric care areas.
Specific evidence indicating compliance:
•

2 Audits have been completed in the last 2 years

2. Stocking the following narcotic products is avoided in client service areas:
• Fentanyl: ampoules or vials with total dose greater than 100 mcg per container
• HYDROmorphone: ampoules or vials with total dose greater than 2 mg
• Morphine: ampoules or vials with total dose greater than 15 mg in adult care areas and 2 mg in paediatric care areas.
Specific evidence indicating compliance:
•
•
•
•
•

Stocking of targeted narcotic products is avoided
Exceptions:
Fentanyl 500 mcg/10 mL -stored in Automated Dispensing Cabinet and labelled as High Alert at: St Joseph’s Hospital (SJH) Cataract Suite, OR
HYDROmorphone 10 mg/ mL amps – stored in Automated Dispensing Cabinets (ADCs) and labelled as High Alert at Parkwood Main- Palliative Care
Unit and 2 other units where palliative care is routinely provided (3AE, 3BW)
HYDROmorphone 0.5mg/mL in a 50mL PCA – stored in an Automated Dispensing Cabinet and labelled as High Alert at St. Joseph’s Hospital – B6
600/500

3. When it is necessary for narcotic (opioid) products to be available in select client service areas, an interdisciplinary committee for
medication management reviews and approves the rationale for availability, and safeguards are put in place to minimize the risk of error.
Specific evidence indicating compliance:
•

Designated targeted narcotics are securely stored in Automated Dispensing Cabinets in select client service areas (SJH- 6 IP, OR, Cataract Suite,
PACU; Parkwood Main- Palliative Care, 3AE) in order to serve the urgent and emergent needs of clients in those areas. Products are labelled as High
Alert. The safe and secure storage of these products in these designated areas is approved by the Pharmacy and Therapeutics Committee.

Narcotics Safety
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Policies relating to this Required Organizational Practice (ROP):
Policy
High Alert Medications

https://sjhclondon.policymedical.net/policymed/home/index?ID=72bbf93e-2149-4e45-b583-6a06fe84be62&ldp=Y&#

Management of Controlled Drugs policy

https://sjhclondon.policymedical.net/policymed/home/index?ID=72bbf93e-2149-4e45-b583-6a06fe84be62&ldp=Y&#

Additional Reference Document(s):
•
•
•

2019 Audit of High Alert Medications (Appendix 1)
Poster of High Alert Medications (Appendix 2)
Presentation to Nursing Council - High Alert Medications and Independent Double Check (Appendix 3)

Narcotics Safety
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Appendix 1 - Audit of High Alert Medications

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Nursing Unit

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

PIM
Bruce
Elgin
Kent

10mg/mL Injection ‐
remove when patient
discharged

Essex
Perth

CADD cassetes to be labeled high alert at PI MHCB

10 mg/mL injection ‐
label Automated
Dispensing Cabinet
(ADC) pocket

4BS (PCU)

Dextrose 50% Hypertonic Solution in Pyxis ‐ Removed!

5AE
5AN

4AE

4AN
Water for inhalation ‐ removed

Hallway by nursing
station, respiratory
therapy supplies,
sterile water for
inhalation 1L ‐ not for
parenteral
administration ‐label
spot to warn of route

3AE

10 mg/mL injection‐
label ADC pocket

10mg/mL injection
‐label ADC pocket

3BW
cart ‐ Tylene to follow
up

NRC

methotrexate 2.5mg (high alert inj)

Calcium gluconate
1g/10 mL INJ (ADC) ‐
keep
Night cupboard
(5A)

in night cupboard
OK ‐ 2 g/10 mL

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Nursing Unit
Night cupboard
(WCW)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Nursing Unit

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens
Heparin 10000u/10mL
B5/B6‐ usage: 6 vials per year
Currently stock 5000u/0.5mL and heparin flush
1000u/10mL
currently being investigated by Pharmacy
Removed August 2019

SJH

B6 600/500

Calcium gluconate
1g/10 mL INJ ‐vials
labelled with high alert
in pharmacy and ADC

heparin 10000
units/10 mL injection ‐
removed August 2019

hydromorphone 0.5
mg/mL 50 mL PCA. PCA's
labelled with high alert
sticker. Addition of sticker
now included on
compounding worksheet.

1L steril water bags ‐ are required on B6, HMMS shelf
labelled with High Alert Stickers, manufacuture label
notes " not for direct infusion"

1L sterile water for
injection bags on
supply cart‐ high alert
sticker added to shelf.
Bag states "not for
direct infusion."_‐ B6
uses this item
HULC
1
SADV
CIU
ENT
Ivey
Rheumatology
Urology

UC

Endoscopy

Colonoscopy

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate
1g/10 mL INJ labelled 2g/10 mL INJ (labelled
products with high
high alert in ADC and
alert stickers in pharm
pharm)
and ADC

enoxaparin 300 mg/3
mL multidose vial,
dalteparin 25000
unit/mL 3.8 mL inj
both labelled high alert
in pharm and ADC

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

Nursing Unit

Heparin 10000u/10mL
Zero usage in the last year.
Pharmacy to follow up
July 2019‐ Radliology uses for Angiograms ‐ they
do not use for multiple patients

heparin 10000
units/10 mL injection
(ADC) labelled high
alert in pharm and
ADC. Low usage last
year, Pharmacy to F/U
as to why it is stocked

Radiology

Breast Care
Infectious
Disease
Allergy
Colposcopy
Nuclear
Medicine

fentanyl 500 mcg/10
mL inj vials labelled in
ADC and CII safe (in
Pharmacy)

Cataract

Night Cupboard

Pain

dalteparin 25000
units/mL 3.8 mL inj has
been removed,
dalteparin
2500u/0.2mL,
5000u/0.2mL,
7500u/0.3mL added to
N/C

Calcium gluconate
Magnesium sulfate 2g/10
1g/10 mL INJ labelled
mL INJ (labelled high alert
with high alert in
in ADC and pharm)
pharm and ADC

NaCl PF 10% 18 mL
injection moved to
ADC pocket, addition
of high alert sticker
included on
componding
worksheet

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)

heparin in D5W 20000
units/500 mL inj (ADC) ‐
labelled high alert

Mitomycin 0.2mg/1mL
and 0.4mg/1mL (OPH
inj) ‐high alert and
cytotoxic sticker on
product and bin in
fridge. Compounding
worksheet updated to
include adding
stickers.

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens

Nursing Unit

OR

PACU

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate
1g/10 mL INJ labelled 2g/10 mL INJ (labelled
products with high
high alert in ADCand
alert stickers in pharm
pharm)
and ADC

3L Sterile water for
irrigation and 1L sterile
water for injection
kept on supply cart in
OR core. High alert
labels added to shelf.

G2

heparin 10000
units/10 mL injection,
heparin 10000
units/1mL Removed
August 2019

CaCl 1g/10 mL PFS and
Calcium gluconate
magnesium sulfate 2g/10
1g/10 mL INJ labelled
mL INJ (labelled high alert
products with high
in ADC and pharm)
alert stickers in pharm
and ADC

heparin 10000
units/10 mL
Removed August 2019
heparin 20000
units/500 mL bag
(ADC) labelled high
alert

1000 mL bags for
irrigation

G3
H3
G4
1000mL bags for
irrigation

G5
H5
dalteparin 25000
units/mL 3.8 mL
injection‐multidose
vial (ADC) ‐ removed
from night cupboard
Night Cupboard

Mitomycin 0.2 mg/mL
and 0.4mg/mL (OPH
inj) high alert and
cytotoxic sticker on
product and bin in
fridge. Compounding
worksheet updated to
include adding
stickers.
Heparin 10000u/10mL‐ August emoved stock

No "High Alert" labels

H2

H4

fentanyl 500 mcg/10
mL inj (ADC) vials
labelled with high alert
in ADC and CII safe (in
Pharmacy)
hydromorphone 0.5
mg/mL 50 mL inj PCA
labelled with high alert
sticker. Addition of
sticker now included
on compounding
worksheet.

Roccuronium, Succinylcholine, Cisatracurium in
separate, labelled bins, 'paralyzing agent' warning
label and high alert label. ‐ completed

dalteparin 25000
units/mL 3.8 mL inj
Removed August 2019

SDCU

PIMH

fentanyl 500 mcg/10
mL inj (also stocked in
BLOCK room) vials
labelled with high alert
in ADC and CII safe (in
Pharmacy)

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)

REMOVE Calcium (all REMOVE Magnesium
salts): Concentrations sulfate: concentrations
greater than or equal greater than 20%
to 10% (except
Calcium PFS 1g/10 mL
in emergency carts)

Concentrated Electrolytes
REMOVE Potassium
REMOVE Sodium
REMOVE Sodium
REMOVE Sterile water
(all salts):
(acetate and
chloride:
in volumes greater
concentrations greater phosphate):
concentrations greater than 100 mL
than or equal to
concentrations greater than 0.9% (except in
2mmol/mL (2mEq/mL) than or equal to 4
select areas when
mmol/mL
segregated from non‐
medicated IV
solutions)

Nursing Unit

Calcium Gluconate PFS
1g/10mL (in
emergency cart) ‐ label
as high alert

500mL & 1000 mL bags
for injection

ECT
Health Services
Ambulatory
Outpatients
Dentistry
Registered
Outpatient Clinic

SWC

A3 (FAU)
A2 (FTU‐N)
B2 (FTU‐S)
B1 (FRU)
A1 (FRR)
Night cupboard

Mount Hope

MV1
MV2
MV3
MV4
MV5
MV night
cupboard
SM1
SM2
SM3
SM4
SM5
SM Night
cupboard

Family
Medical
Centre

500 mL sterile water
bottles

ADC= Automated Dispensing Cabinet

REMOVE UFH in doses
greater than or equal
to 50,000 units per
container (eg 50,000
units /5 mL or 50,000
units/2 mL)

Heparins
LIMIT LMWH
LIMIT UFH high doses
multidose vials to
to client‐specific basis
critical care areas for (greater than or equal
treatment doses
to 10,000 units total)
(10,000 units/mL,
10,000 units/10 mL,
30,000 units/30mL)

LIMIT UFH for IV use
to client‐specific basis
(e.g., 25,000
units/500mL, 20,000
units/500 mL)

NOT ROUTINELY
STOCKED Fentanyl
ampoules or vials with
total dose greater than
100 mcg per container

Narcotics
AVOID
HYDROmorphone amp
or vial with total dose
greater than 2 mg
(except 10mg/mL
amp/vial for
intermittent IV, SC or
IM doses greater than
4 mg)

Cytotoxic

Comments

AVOID Morphine
amp or vial with
total dose
greater than 15
mg (Adult) or 2
mg (Paediatric)
all units stocking 500mL bottles of Water for
Irrigation except for night cupboards, patient
specific insulin pens
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High-Alert Medications: PPINCH
otassium
(and other
electrolytes):

aralytics:

nsulin:

arcotics:
hemotherapy:

eparins:

July 2019

July 2019

Concentrated parenteral potassium is not stocked on patient
care areas. It is only available as 10 mmol/100 mL and 20
mmol/100 mL minibags and large volume infusion bags 20
mEq/1000 mL or 40 mEq/1000 mL). Other electrolytes
(calcium, magnesium, sodium) have been removed or
secured (e.g. labeled as High-Alert in cells in designated
automated dispensing cabinets).
Paralytics (e.g. succinylcholine) are stored separately with
special labels to differentiate from other medications. A
warning label is attached to “confirm intubation status prior
to administration”.
Multidose vials of insulin have been removed from inpatient
units (P Main, PIMH, SWC, Mount Hope).Insulin pens are
dispensed labeled with the patient’s name, a High Alert
label/icon), tamper resistant seal, One Patient One Pen
label.
Concentrated narcotics are restricted to patient care units
where palliative care is provided. Special labeling is in place
to distinguish long acting from short acting oral formulations.
Chemotherapy is not routinely administered on inpatient
units at St. Joseph’s. Where administered to outpatients and
where inpatients have received chemo within 48 hours
standard protocols for spills and disposal are in place. Spill
kits are stocked where required and in the pharmacy.
High dose heparin is not stocked on inpatient care areas.
Dalteparin (Fragmin) is supplied as a pre-filled syringe to
inpatients. It is available as a multidose vial in Urgent Care
where it may be required in an emergency (labeled as HighAlert).
September 2019
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High-Alert Medications (HAMs)
and Independent Double Check
Nursing Council
September 17th, 2019
Andrey Andriets, Russell Roth
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Overview for today’s discussion
• What is the definition of high-alert medications?
• What are Accreditation Canada requirements around high-alert
medications?
• What medications are considered high-alert at St. Joseph’s?
• How is the list of high-alert medications determined?
• What strategies are employed at St. Joseph’s, when using highalert medications?
• Can high-alert medication be stored in patient care areas?
• What high-alert medications require an independent double check?
• What is the process for an independent double check?
• Questions
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Definition
• High-alert medications are medications that
bear a heightened risk of causing significant
patient harm when they are used in error.
Although mistakes may not be more
common in the use of these medications,
when errors do occur, the impact on the
patient can be significant (ISMP, 2011).
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Accreditation ROP
• 4 ROPs related to high-alert medications

– A documented and coordinated approach to safety manage
high-alert medications is implemented
– The availability of heparin products is evaluated and limited to
ensure that formats with the potential to cause patient safety
incidents are not stocked in client service areas.
– The availability of narcotic products is evaluated and limited to
ensure that formats with the potential to cause patient safety
incidents are not stocked in client service areas.
– The availability of concentrated electrolytes is evaluated and
limited to ensure that formats with the potential to cause
patient safety incidents are not stocked in client service areas.
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How is the list of high-alert medications
determined?
Pharmacy

Professional
Practice

Risk

PSRS data

ISMP Canada

OCP

CNO
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Pharmacy and
Therapeutics
Committee

Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

High-Alert Medication Procedures
• Refer to Appendix B in High Alert Medications policy for detailed procedures
on storage, prescribing, preparation, dispensing, administration, and
documentation of high-alert medications.
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Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply
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Strategies
•
•
•
•
•
•
•
•
•

Regular maintenance and review of Policy and Procedures related to HAMs,
including an organization specific list of high-alert medications (Appendix A)
Provision of necessary educational materials to staff handling HAMs
Utilization of independent double check procedures as outlined in the Independent
Double Check Policy
Standardization of storage, prescribing, preparation, dispensing and administration of
HAMs (Appendix B)
Limiting access to HAMs in patient care areas and conducting annual audits (see
Appendix C)
Limiting / standardizing concentrations and volumes of high-alert medications, and
using pre-mixed solutions (either commercially or pharmacy-prepared) when
possible
Utilizing technology to further improve safe prescribing and administration of HAMs,
such as standardized order sets, computerized order entry and programmable
infusion devices
Using visible warning auxiliary labels and automated alerts
Segregation of HAMs supply
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Independent Double Check
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Independent Double Check – In PowerChart
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QUESTIONS?
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WORKLIFE/
WORKFORCE
ROPs
 Preventative Maintenance
(Biomedical and Non-Biomedical
Equipment)
 Patient Safety Education and
Training
 Workplace Violence Prevention
 Patient Safety Plan

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Preventive Maintenance Program
ROP Leader(s):

Terry Maslen, Jeff Waters

Date of Assessment:

2019/09/20

ROP: Preventive Maintenance Program
A preventive maintenance program for medical devices, medical equipment, and medical technology is implemented.
Guidelines:
An effective preventive maintenance program helps ensure medical devices, medical equipment, and medical technology are safe and
functional. It also helps identify and address potential problems with medical devices, medical equipment, or medical technol ogy that may result
in injury to team members or clients.

Note: In this document, the term ‘client’ is used to refer to a patient.

Preventive Maintenance Program
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TEST(S) FOR COMPLIANCE:
1. There is a preventive maintenance program in place for all medical devices, medical equipment, and medical technology.
Specific evidence indicating compliance:
The preventive maintenance (PM) program includes a corporate policy that establishes St. Joseph’s requirements for PM of medical equipment
and facilities infrastructure owned and/or leased by the organization. As part of the program, a number of departments have responsibility and
provide direct support for the repair and PM of medical equipment and facilities infrastructure, as described below:


Biomedical Engineering - There is a PM program in place for all medical devices through in-house, contracted vendor or third party
support for devices e.g. physiological monitors, vital sign monitors, infusion pumps, ventilators etc. New devices are assessed to
determine appropriateness, relevance, frequency and tests to be performed. The assessment includes factors such as risk to patients
and staff, legislation, hospital policy, manufacturer's recommendations, existing contracts and other criteria that may be relevant to the
specific device. When possible, support training is negotiated at the time of new device purchase. Testing is based upon manufacturer’s
recommendations. Biomedical Engineering has a formal process for acceptance testing and documentation of new devices. Work orders
are created for both demand work as well as scheduled PM, and status is tracked through the Asset Manager system. All medical
devices/equipment supported by Biomedical Engineering have an asset tag located on the device. The green “approved for use” label is
applied to devices Biomedical Engineering has inspected and have confirmed as approved for clinical use, and will also indicate when
the next PM is due. If a PM is not required, the label will indicate N/A or not applicable. Biomedical Engineering works continuously to
improve performance, procedures and outcomes in all areas of its business.



Facilities Management - Medical equipment on a PM program managed by Facilities Management (FM) includes patient beds,
stretchers, wheelchairs (St. Joseph's Hospital site), negative pressure room infrastructure, steam sterilization equipment in Central
Processing (vendor contract), patient lifts (vendor contract), and medical gas systems. Wheelchairs for Parkwood Institute’s Main
Building and Mount Hope are serviced through a vendor contract managed and overseen by the clinical areas. FM also performs annual
PM on eye-wash stations. FM uses the Archibus computerized maintenance management system (CMMS) system to track, monitor,
report PM schedules and generate work orders. Archibus dashboard provides real-time data and stats on completed and outstanding
work orders. Process includes tagging equipment as PM is completed. Labels have recently changed (on a go forward basis) to align
with Biomedical Engineering (label format and colour) for consistency and simpler for staff/user recognition/familiarity with PM tagging.
PM support for key medical equipment in two Mental Health buildings is contracted to the vendor Honeywell and overseen by Facilities
Management. Honeywell utilizes the QFM CMMS system to track assets, schedule tasks, and generate work orders.



Perioperative Services – All surgical trays are tracked within the Censitrac system. PM for surgical instruments is supported by a
contracted vendor. Instruments are frequently assessed for integrity throughout the reprocessing cycle. If any issues are identified the
instrument is removed and appropriate follow up is completed. At the point of service, the end users also assess the integrity of the
instruments, and if any defects identified, the instrument is set aside and appropriate action is taken.



Individual Programs/Departments – Individual clinical programs/departments may have responsibility for medical devices and equipment
that do not fall within the scope of the support departments listed above. As well, for certain programs and/or specific equipment
overseen by individual departments, third party vendors may provide technical support for repair and/or PM.

Preventive Maintenance Program
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The PM program includes the use of a standard red “Stop Sign”- Do Not Use double-sided repair tag by staff when issues are identified
with a medical device/equipment. Upon return of the repaired medical equipment to the clinical area, the green visual identifier tag (indicating
equipment repaired) is used to flag that the item has been repaired and is safe for use.

2. There are documented preventive maintenance reports.
Specific evidence indicating compliance:


Biomedical Engineering: In-house PM support is documented through a centralized electronic asset management system. The planned
maintenance program includes a device specific procedure, accountable Biomedical Engineering staff and scheduled automated work
order generation. All planned maintenance records are maintained in the Biomedical Engineering asset management database along
with the medical device inventory. Some vendor and third party PM support is documented through the same system. Monthly
dashboard reports are reviewed by Biomedical Engineering and forwarded to clinical leaders and indicated the total number of work
orders including completed and outstanding orders.



Facilities Management: All PM procedures reside within the Archibus program. Reports are available for both PM and on demand work.
Contracted PM reports are submitted by the contractor for review (e.g. Honeywell monthly reports).



Perioperative Services – All surgical trays are tracked within the Censitrac system. PM prioritized based on usage of trays and
frequency. The contracted vendor submits PM reports for surgical trays/instruments. Perioperative leadership team regularly reviews and
follows up with vendor as required.

3. There is a process to evaluate the effectiveness of the preventive maintenance program.
Specific evidence indicating compliance:


Biomedical Engineering: Staff compliance on preventive maintenance inspections is reviewed monthly and addressed as appropriate.
The preventive maintenance program is continually reviewed for appropriateness of devices to be inspected. Inclusion in the hospital
asset management system of vendor and third party preventive maintenance documentation is continuously improved. Biomedical
Engineering and hospital research groups have a formalized process to support medical devices used for clinical trials and research.
There is a corporate policy for Product Alert and Recall Management. Reports and dashboards from the electronic asset management
system are generated and reviewed on a regular interval by Biomedical Engineering leadership. These same reports are available to
other hospital leaders on an ‘as requested’ basis. (Resource: https://intra.lhsc.on.ca/priv/bme/pm.htm,
https://intra.lhsc.on.ca/priv/bme/alerts.htm, https://intra.lhsc.on.ca/priv/bme/researchlawson.htm)



Facilities Management: The Archibus program produces reports for analysis of equipment breakdown frequency, type of failure and other
historical data. Regularly scheduled meetings led by Facilities Management leadership with Honeywell occur. Meetings include review

Preventive Maintenance Program

Page 3 of 5

and analysis of metrics. Specific actions are identified based on the metrics and continuous monitoring.


Program/Department leaders may discuss opportunities for improvement based on monthly PM work order statistics and analysis.



An annual evaluation is completed as part of each capital budget cycle. Enhancements have been made to our capital budgeting
processes to proactively identify preventive maintenance requirements and accountability at the time of identifying equipment for
purchase. Additionally, the Finance Department reviews approved equipment prior to purchase with departments responsible for the PM
of the equipment to ensure consistency and completeness of the PM plans identified for equipment to be purchased.

4. There is documented follow-up related to investigating incidents and problems involving medical devices, equipment, and technology.
Specific evidence indicating compliance:
 Biomedical Engineering: Device failure and actions taken to repair/resolve the issue are recorded in the BME asset management
system.


Facilities Management: Device failure and actions taken to repair/resolve the issue are recorded in the Archibus system.



The hospital uses an electronic Patient Safety Reporting System (PSRS) to document patient events related to medical devices.
Notifications are automatically generated to the responsible leaders. For events involving equipment, Biomedical Engineering and
Facilities leaders receive automatic notifications of patient events involving medical devices. Leaders in the clinical area review the event
and complete an investigation, documenting it in the PSRS. The standard repair tag is also linked to the PSRS system and staff are
prompted to print at time of reporting and place on equipment involved in the event. Biomedical Engineering has a formal process for
investigating adverse events and follow-up. Adverse events involving medical devices are reported to Health Canada by Biomedical
Engineering as appropriate. The hospital uses an electronic notification and documentation system (RASMAS) for product alerts and
recalls. Biomedical Engineering administers and supports the corporate product alerts and recalls program. There is a product alert and
recall management policy. Product alert and recall follow up actions are documented in RASMAS. (Resource:
https://intra.lhsc.on.ca/priv/bme/alerts.htm)



For events involving staff (including equipment events), an electronic Workplace Occurrence Report is completed by the employee.
These are routed to the responsible leader and Occupational Health and Safety Services. Leaders would engage Biomedical
Engineering and/or Facilities Management as applicable. Investigations are completed and ensure the employee involved in the event is
engaged in the process. Based on the findings corrective actions are identified and rectified.
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Policies relating to this Required Organizational Practice (ROP):
Policy


Corporate Preventive Maintenance Policy – Preventative Maintenance (GEN040)



Corporate Product Alert and Recall Management Policy - Product Alert and Recall (GEN026)

Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:




Biomedical Engineering link - https://intra.lhsc.on.ca/priv/bme/index.htm
Facilities Management link - https://intra.sjhc.london.on.ca/support-teams/facilities-management
Product Alerts and Recall - https://intra.lhsc.on.ca/priv/bme/alerts.htm
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Patient Safety Education and Training
ROP Leader(s):

Deb Miller and Amanda Thibeault

Date of Assessment:

2019/09/20

ROP: Patient Safety Education and Training
Patient safety training and education that addresses specific patient safety focus areas are provided at least annually to le aders, team
members, and volunteers.
Guidelines:
Annual education on patient safety is made available to the organization's leaders, team members, and volunteers. Specific pa tient safety focus
areas such as safe medication use, reporting patient safety incidents, human factors training, techniques for effective communication,
equipment and facility sterilization, hand washing and hand hygiene, and infection prevention and control are identified.

Note: In this document, the term ‘client’ is used to refer to a patient.

Patient Safety Education and Training

Page 1 of
10

TEST(S) FOR COMPLIANCE:
1. There is annual patient safety training tailored to the organization's needs and specific patient safety focus areas.
Specific evidence indicating compliance:
STRATEGIC PRIORITY FOR SAFETY:
--our commitment in our Strategic Plan for “Uncompromising Quality and Safety” has been communicated to all staff, and is
communicated to all new employees by the CEO during corporate orientation. Discussion about what this phrase means is facilitated by
CEO at orientation. Health Care Professionals orientation and site based and program based/ local orientation processes reinforce this
messaging.
--ID badge tags outlining our Strategic Priorities has been provided to all staff for ease of reference.
CLARIFYING SAFETY RESPONSIBILITIES DURING RECRUITMENT:
--Safety related questions/scenarios are included in interviewing/recruitment processes for all employees.
--a requirement to complete training and follow all policies of the organization is a condition of employment outlined in offer letters.
CLARIFYING REQUIRED TRAINING: (see added details below)
--Required (mandatory) training is clearly articulated to new staff and all staff in all areas.
--Required training is assigned in the Learning Management System (LearningEdge) for all employees from day one of employment.
Some of this training is annual, while other timeframes are determined based on decision of leaders and the Subject Matter Experts
(SMEs) setting the expectations and/or designing the training.
--All new staff are provided information clearly outlining required training during corporate orientation to guide their completion as early
as possible in their new work roles. Time is provided during corporate orientation to complete that corporate level required training. See
link below.
--Leaders are accountable to provide time after Corporate Orientation day for new employees to complete required training.
--Subject Matter Experts (SMEs) in all areas related to safety have a role in defining content & confirming ‘corporate’ level required
training; this is validated by Senior leaders aligned with the specific content area for the training.
-- Leaders set expectations with all new employees and their teams about specific training required for safety within their role. Reports
are available to all leaders to validate training completion within assigned timeframe. Alerts are provided regularly within OneLink (leader
portal) to identify which employees are not compliant with completion as required; leaders are accountable to follow up to reset
expectation and determine plan with the employee.
NEW STAFF:
--All Staff are informed ahead of their start day of safety learning requirements through discussions with the hiring leader and through our
onboarding website http://wohkn.ca/sjhc_orientation ; a list of required learning is listed on this website. New staff can start that training
ahead of their first day of work via remote access. Day one of corporate orientation (approx. 50-60% staff start work on this date)
provides a 4 hour session in computer lab to begin/work through all required eLearning (majority of eLearning modules are safety
related). All required learning for new staff is expected to be completed within the first two weeks; their leader (and any educator aligned
with the program) are accountable to monitor completion, provide time during first two weeks to complete as needed, and address gaps
in completion in a timely manner. Additional eLearning programs related to safety that are relevant to their role/ work area / patient
population are assigned to learners’ “current Learning” profile within LearningEdge with assigned completion dates.
--Corporate Orientation for all onboarding staff (new employees) has a presentation in which the CEO clarifies St Joseph’s commitment
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to Quality and Safety and reinforces all staff’s role in ensuring a safe environment for all patients, families & caregivers, visitors and staff
and all who serve / work here.
--“Uncompromising Quality and Safety” and “Embrace the relentless pursuit of safety everywhere” -- these phrases are communicated
to all new employees by the CEO/delegate during corporate orientation session; discussion about what this phrase means is facilitated
by the CEO at orientation. Also discussed are our expectations of ‘always behaviours’ to prevent ‘never events’. Our Vital Behaviours of
“Speak Up, Hold Each Other Accountable, Ask for Help” when issues of safety issues are noticed are discussed. Health Care
Professionals Orientation also further reinforces expectations related to effective team work to facilitate safe practices, following all
policies, alerting leaders and local supervisors for all safety concerns, documenting incidents in our Patient Safety Reporting System /
leaders’ role to follow-up. Professional Practice colleagues lead a discussion about expectations for practice and supports for practice at
St Joseph’s. Site Specific orientation and team based orientation provides added levels of training/clarifying expectations, procedures
for safe use of equipment for patient care used for relevant patient populations.
REQUIRED TRAINING in LEARNING MANAGEMENT SYSTEM “LearningEdge":
--All our current required/mandatory training related to safety is housed in our learning management system, LearningEdge. Each staff
member has a ‘current learning’ profile which clearly defines what safety training is required for each learner. Training is ‘pushed’ by the
system to learners / learner groups: newly hired staff training, role specific training, and any new safety training required for all staff.
--Required timeframes for all re-certifications for required training are built into the ‘alert / notification’ system within LearningEdge. 100%
of staff are alerted to new learning requirements via notification through their email inbox; reminders for expiry date of certifications or recertifications windows / knowledge review activities are also sent directly to the employee inbox. All staff can repeat / access on-demand
any training they wish as refresher training at any time.
--Leaders can run on-demand or scheduled reports to monitor ‘expired’ or ‘due soon’ certification for required training for their team
members. Leaders have an accountability to monitor training completion and follow up as needed. Leaders can also assign specific
training as needed for refresher, upgrading, or to address performance gaps.
-- All work areas have a program of orientation for new staff being welcomed to the area; the role of orientation is to clarify specific role
expectations, processes and equipment used by that role within that program/service area. Orientation also ensures all new staff
understand who are their key resources for ongoing and readily available supports. Work is in progress to support some standardization
to new staff orientation processes.
PROFESSIONAL STAFF:
--Physicians/Dentists/Midwives and Medical trainees have a parallel LMS called “ME Learn” – this system mirrors safety training
programs required by staff. Medical Affairs has the accountability to monitor training completion of physicians and trainees.
VOLUNTEERS:
--During their interview, volunteers are provided with a job description for the position they are interested in, volunteer handbook, and the
link to mandatory online corporate training (i.e.: Fire Safety and Extinguishers, Hand Hygiene, Emergency Colour Codes). Also during
the interview process, Volunteer Services staff reviews the organization’s Privacy and Policy Agreements with the applicant. Upon
medical screening clearance (and Police Check clearance, if volunteering at Mount Hope Centre for Long Term Care) and return of their
signed Privacy and Policy Agreements, the new volunteer completes an initial orientation with Volunteer Services Staff, at which time the
volunteer receives: information about the evaluation process, training on Volgistics (volunteer software) with login pin, Corporate ID
badge and access card (via Security), parking information and forms, orientation to Volunteer Services Office and building, and
introduction to supervisor in area/program/clinic/ward where they will be working.
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The volunteers’ on-site orientation is completed by the program/area/clinic/ward supervisor. These sessions provide the required
training and written resources unique to their volunteer role (e.g. Wheelchair safety). Depending on what care area or patient/resident
activities the volunteers are involved in, they will receive appropriate information (either as orientation to that area or by just in time
training) to ensure client safety (eg. social events where food is served). Volunteers are trained within the area by other area volunteers
and/or staff, who will inform them who their resources for immediate assistance are should an unsafe situation or concern
arise. Additionally, if a volunteer is working in a general area (ie: welcome desk), information binders have been created by Volunteer
Services staff with a quick resource of emergency procedures, phone numbers and information. This information is reviewed and
updated regularly.
Volunteer Services staff continue to stay connected to the volunteer to ensure a proper fit within their placement, and to provide ongoing
resources and support in regard to Health & Safety, training, evaluation and service celebrations, however the supervisor/lead in each
area oversees the daily work, including safety, of the volunteer.
STUDENTS:
--Students joining the organization for a short time take part in Corporate orientation for key messages about patient safety, and then will
be supported through a program or department based orientation process. Students complete required eLearning programs prior to
arriving in their clinical areas or complete them soon after arrival accessible through the Student Affairs website.
-- Student nurses attend an orientation process to support their clinical practicum experiences – this is complemented by program based
orientation processes in assigned clinical areas. Other Allied Health students are aligned with Practice Consultants to support their
learning with preceptors in their practice areas.
--Student nurses who are hired as Patient Care Associates (PCAs) at the Parkwood Institute Main Building (as needed in summer) are
provided with an orientation with skills checklists to assess their safety practices on the unit before caring for patients independently.
SERVICE PROVIDERS, contracted workers:
--are provided web links to all required training; service providers are accountable to train their staff. This expectation is built into
contracts.
EXPECTATIONS for staff and professional staff for "Speaking up" about SAFETY:
--Our corporate Vital Behaviours outline the expectation for all staff to “speak up, hold each other accountable, ask for help” for any
gap/issue related to safety (staff and patient), quality of care/service or quality of work-life.
--Patient Safety website has a large number of training resources available to staff and leaders.
--Current “Patient Safety Plan” is also on the intranet for all staff to view and utilize.
FOCUSED ASSIGNED EDUCATION for all staff for whom this training is relevant to their work:
Examples of new Broad, cross corporate, site or role specific Patient Safety training priorities (in addition to annual training highlighted
below) in last two years (2018 and 2019) are:





Behaviour Safety Alert
Medication Reconciliation; Best Possible Medication History (BPMH)
Use of Exclusion and Restraint in Mental Health
Contraband and Prohibited items within Mental Health Programs
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Assessment of Suicide Risk using C-SSRS
Prevention and Intervention in Crisis Situations (PICS)
Automatic External Defibrillator
Phillips Physiologic Monitors
Insulin Pen Administration and Safety
Phlebotomy Practices - Basic Venipuncture Technique
Blood Transfusion Safety
Patient Safety Reporting System (PSRS)
Food Safety
Emergency Colour Codes; Code Silver

ANNUAL training is highlighted; training that also is supported by formal Instructor Lead processes (skills training, skills assessment
/ refresher training)
Behaviour Safety Alert in the Electronic Health Record eLearning
and Instructor Lead Training (initial implementation blitz Spring
2019)
ClinicalConnect eLearning
Clinical Documentation (CLINDOC), Powerchart eLearning +
Instructor Lead Training
Large Volume Infusion Pump (Alaris) eLearning and skills demo/
Instructor Lead Training/skills assessment
Enteral Feeding Infusion Pump (Kangaroo) eLearning and
skills demo/ Instructor Lead Training/skills assessment
Infusion Pump Training (CADD Solis v3.0) eLearning & skills demo and
skills demo/ Instructor Lead Training/skills assessment
Automatic External Defibrillator Monitor/Debrillator Hands On Training
Philips Physiological Monitor eLearning
POC Accu-Chek Inform II Glucose Meter eLearning
Anaesthesia Assistant Quiz eLearning
How to Use Disposable Tonometer Prisms eLearning
Ultrasound Trophon eLearning
Total Shoulder Arthroplasty eLearning
Level 1 & 2 - Basic Venipuncture Technique Video eLearning and
skills demo/ Instructor Lead Training / skills assessment
Insulin Pen Administration eLearning
Peripheral Intravenous Insertion Quiz eLearning and skills demo/
Instructor Lead Training/skills assessment
Blood Transfusion Safety Modules Pre-Transfusion Specimen Collection & Safe Blood Administration Practices eLearning
Wound Assessment Monitoring Tool Classroom Training;
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Foot Ulcer Risk Stratification Tool (FURST) eLearning
Substance Use Brain Injury ePresentation
Ottawa Model for Smoking Cessation eLearning: Modules 1-5
An Organizational Approach to Substance Use Related Issues in Patient Care and Staff Safety Classroom Training
Ivey Eye Retinal Diagnostic Test eLearning
Greg's Story: Canadian Patient Safety Institute Video Classroom Training
Central Medical Device Reprocessing Self-Assessment eLearning + added modules
Pressure Ulcer Assessment Tools eLearning
Golvo Lift eLearning
Preventing Venous Thromboembolism (VTE) eLearning
Stroke Rehabilitation Unit Orientation eLearning Quizzes 1-12
Spinal Cord Injury (SCI) Pain Management Modules 1-4 eLearning
Vital Behaviours for Recovery Project Classroom Training: Session 1
Patient Safety Initiative: Prevention and Management of Absconding and Missing Persons at Parkwood Institute Mental Health
Site
Wound Care: Preparation, Assessment, Cleansing and Packing Classroom Training
Safewards eLearning and Instructor Lead Training /skills
assessment
Mental Health Levels of Observation Policy eLearning
AODA Excelling at Accessible Customer Service: For Everyone eLearning; Training for Leaders
AODA Integrated Accessibility Standards eLearning
Indigenous Cultural Safety HEALTH CARE STREAM Vendor Learning
Indigenous Cultural Safety MENTAL HEALTH CARE STREAM Vendor Learning
Indigenous Cultural Safety FROM BYSTANDER TO ALLY Vendor Training
Infection Control Core Competency: Hand Hygiene eLearning, + Additional Precautions, + Routine
Practices
Hand Hygiene Auditor Process eLearning
2015 Influenza Prevention: Understanding Influenza and Influenza Vaccination eLearning
Influenza Peer Vaccinator eLearning
Standard Operating Procedures for Clinical Research for Lawson eLearning
Eliminating Abuse and Neglect in Long Term Care eLearning
Medical Abbreviations eLearning
Psychotropic Medications: 4 modules eLearning
Perioperative Services: Block Room/Holding Area eLearning
Perioperative Services: Assisting with Regional Block eLearning
Perioperative Services: Laser Fundamentals eLearning
Perioperative Services: Clinic Laser Fundamentals eLearning
Perioperative Services: Tourniquet Safety eLearning

Patient Safety Education and Training

Page 6 of
10

Perioperative Services: Malignant Hyperthermia eLearning
Perioperative Services: Training and Evaluation eLearning
Perioperative Services: Sterile Techniques eLearning
Perioperative Services: Surgical Count eLearning
Perioperative Services: Preparing the Surgical Patient eLearning
Pyxis MedStation eLearning
Patient Safety Reporting System (PSRS) eLearning
Operational Stress Injury Clinic (OSI) Lethal Means eLearning
ASIST Applied Suicide Intervention Skills Classroom Training
Zero Suicide: Columbia-Suicide Severity Rating Scale (C-SSRS) eLearning
Zero Suicide: Collaborative Assessment and Management of Suicidality (CAMS) Vendor Video eLearning
Zero Suicide: Classroom Training
Cognitive Behavioural Therapy (CBT) for Suicidality Classroom Training
Non-Emergency Transport (for Staff) eLearning
Food and Travel Pass for Parkwood Hospital eLearning
Preventing Falls and Resulting Injuries (multiple modules, population specific)
Electrosurgical Unit Safety (ESU) eLearning
Food Handler Basic Vendor Classroom Training
Food Safety eLearning
Emergency Colour Codes eLearning
Screamer Alarm eLearning
Privacy and Confidentiality eLearning
Workplace Hazardous Materials Information System (WHMIS) 2015 eLearning
Respirator Protection Program eLearning; reinforcement of
learning at time of fit testing by instructor
Fire Safety and Extinguishers eLearning
Civility in Workplace policy eLearning
Workplace Violence Prevention eLearning
Occupational Health and Safety Awareness Training eLearning
Workplace Occurrence Reporting System (WORS) eLearning
Emergency Eye Wash and Safety Showers eLearning
Radiation Safety: multiple modules eLearning
Magnetic Resonance Imaging (MRI) Safety eLearning
Musculoskeletal Injury Prevention - PATIENT CARE eLearning
Electrosurgical Unit Safety (ESU) Ambulatory OVERVIEW Classroom Training
Prevention and Intervention in Crisis Situation (PICS )
eLearning ; and skills demo/ Instructor Lead
Training/skills assessment is available regularly and on
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special request to any team
Understanding Seclusion and Restraints: Enhancing Patient and Staff Safety
eLearning

Senior Friendly Care

LOCAL TRAINING FOR SAFE PRACTICE / SKILLS REQUIRED IN WORK:
--There are also many local training programs, coaches, and monitoring processes for skills and processes used within a specific care or service
area. Some of these may be ANNUAL requirements at the local level. Many programs and services have unique intranet sites or shared drives
which afford easy access to learning materials to the teams in the program/service areas. Plans are in place to centralize all learning resources
in LearningEdge. Many programs have roles to support local learning initiatives (e.g. Educators) or partner with corporate resources and
Professional Practice Consultants or other SMEs within the organization as needed.
--Many clinical areas across our sites use a planned annual “skills fair” strategy or planned regular refresher activities to update clinical staff
about new safety practices, new policies related to safety, provide refresher training and skills practice for skills not used frequently (eg AED,
Safety Reporting, Infusion Pumps reviews, delegated Controlled Acts Testing & Medical Directives review); records are kept by the program
based staff (eg Educators) coordinating these learning events. Attendance information can be tracked in LearningEdge as provided.
INTERNET TOOLS to support Safety Education:
--Professional Practice Website offers tools, guidelines & learning resource packages
--Nursing Council’s website also summarizes key learning resources available (e.g. learning packages).
LEADERSHIP PRACTICES THAT FOCUS ON SAFETY, required coaching, modeling, recognition:
--All Leaders use Leader “Rounding” with all staff – a short 1:1 dialogue between leader and staff with the intention to surface process, safety
and system issues, as well as the need for tools/equipment, and recognition for safe practices/behaviours. All Leaders ‘round’ with each staff
member (with up to 40 direct reports every 2 months) and communicate issues learned back to their teams through ‘StopLight Reports’ and on
their teams ‘Communication Boards’. Patients have access to communication boards in many care areas to see what priorities the teams are
focusing on.
SUPERVISOR AND LEADER TRAINING RELATED TO WORKPLACE SAFETY:
--100% of leaders are trained to understand their roles, accountabilities, and legislation related to identifying & analyzing risks, taking action, and
supporting strategies that keep processes and care/work environments for all workers, professional staff, visitors, patients and any persons
coming into our organization safe. We contract the Public Service Health and Safety Association (PSHSA) trainer to provide consistent training
for our leaders. Physician Leaders also have had training offered to them. All staff assigned to supervisory roles also are provided training (on
line &/or instructor led) in their accountabilities; leaders are accountable to ensure staff in supervisory roles are assigned to this training ahead of
their assignment.
TEAM PRACTICES THAT FOCUS ON SAFETY:
--Intentional Patient Safety Rounds / Hourly Rounding has been implemented in many clinical programs to ensure each hour a care provider has
been able to interact with each patient and quickly assess for any safety risks. Safety “Huddles” are well utilized in clinical areas to focus
attention on priority issues for care or processes to be reviewed. Training has been provided to all nursing teams who have implemented this
Patient Safety Education and Training
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practice.
COMMUNICATION SKILLS TRAINING (Human Factors Training):
--Crucial Conversations© training has been implemented widely across the organization with over 1800 staff trained across all sites; all staff and
physicians have an opportunity to be trained in this program by their leader (with certified trainer supports) or through open courses by certified
trainers. Crucial Conversations© teaches evidence-based skills designed to enable hospital staff/physicians to resolve differences of opinion in
a way that builds results and relationships.
-- This training is intended to support learners to build Vital Behaviours & communication skills to talk about issues of safety, quality of
care/service.
--Staff and physicians are supported by leaders and certified trainers to build these skills. Clear expectations are set during training, and outside
of training by leaders, for people to speak up about any concerns related to patient safety.
SYSTEMS CHAMPIONS to support Infection Safety:
-- Infection Control Champions have been trained in Crucial Conversations© as well as key infection safety practices to enable them to fulfill the
role as support to peers acquiring new behaviours and beliefs related to infection safety. The champion initiative is a partnership between
Infection Prevention and Control (IPAC) and Occupational Health and Safety Services (OHSS) to promote a culture of staff and patient safety
through education, monitoring, and formal auditing of principles and practices related to infection prevention and control across St. Joseph's.
The infection safety champions are front-line influencers in the fight against hospital acquired infections and unsafe practices in their care areas.
Champions are a resource to colleagues and leaders in their area on items such as: isolation practices, hand hygiene (key focus), additional
precautions, routine practices, and more. Most champions act as hand hygiene auditors. There is a heightened awareness amongst all staff of
foundational infection control practices supported by “champions” now who are promoting infection safety.
ADDITIONAL TEAM BASED TRAINING PROCESSES
--Most clinical areas across our sites use a planned annual “skills fair” strategy or planned regular refresher activities to update clinical staff
about new safety practices, new policies related to safety, provide refresher training and skills practice for skills not used frequently (eg AED,
Safety Reporting, Infusion Pumps reviews, delegated Controlled Acts Testing & Medical Directives review); records are kept by the program
based staff (eg. Educators) coordinating these learning events. Attendance information can be tracked in LearningEdge as provided.
--All clinical and service areas use planned and as needed staff meetings and email communication methods (as appropriate) to address safety
concerns/issues, provide education, and to review new processes and policies to foster a safe environment for patients and staff.
PATIENT SAFETY THROUGH EFFECTIVE EQUIPMENT STERILIZATION TECHNIQUES FOR OUR CENTRAL PROCESSING (CP)
AREAS:
--Each member of the CP Team, including the Coordinator and the Supervisor, are required to achieve “Sterile Processing
Certificate”/”Certificate in Medical Device Reprocessing” from an approved community college This is a one year program plus a placement of
150 hours post classroom training.
--There is also a requirement for all CP team members to complete an annual ‘CP’ module in LearningEdge.
SAFETY POLICY EDUCATION:
--Education for all new and revised policies outlines how staff can access resources to help them fulfill accountabilities related to safety and
quality. Education related to new policies occurs often through eLearning programs followed (as relevant) by team based learning opportunities
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that fit for the team’s processes, often led by the leader (or appropriate delegate).
--if eLearning is not an appropriate strategy to achieve required skill / knowledge outcomes, then support is provided to design instructor (SME,
Professional Practice, Educator, ODLS) or leader lead strategies.
--Program or unit based training is planned by leaders, involving experts within the team (eg. APNs or Educators), or by consulting with
corporate resources available to them.


SAFETY eLearning TRAINING DEVELOPMENT:
An eLearning Design and Development (ODLS) team is available for support for designing and delivering effective eLearning programs in
partnership with our LMS administrator. SMEs work with learning designers to ensure that content relevant to roles is created, with adequate
assessment of knowledge and skill (sometimes a follow on skills demo is required for local educators to support that phase of assessment).

Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:


Checklist -- eLearning Modules for new employees
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Workplace Violence Prevention
ROP Leader(s):

Wendy Reed

Date of Assessment:

2019/06/20

ROP: Workplace Violence Prevention
A documented and coordinated approach to prevent workplace violence is implemented.
Guidelines:
Workplace violence is more common in health care settings than in many other workplaces, with one-quarter of all incidents of workplace
violence occurring at health services organizations. It is an issue that affects staff and health providers across the health care continuum.
This ROP has adopted the modified International Labour Organization definition of workplace violence, as follows: “Incidents in which a person
is threatened, abused or assaulted in circumstances related to their work, including all forms of harassment, bullying, intimidation, physical
threats, or assaults, robbery or other intrusive behaviours. These behaviours could originate from customers or co-workers, at any level of the
organization.”
A strategy to prevent workplace violence should be in compliance with applicable regional or national legislation, and is an important step to
respond to the growing concern about violence in health care workplaces.
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TEST(S) FOR COMPLIANCE:
1. There is a written workplace violence prevention policy.
Specific evidence indicating compliance:
•
•
•
•

The corporate policy Workplace Violence Prevention outlines procedures for preventing, reporting and responding to workplace violence
and workplace harassment as defined by the Occupational Health and Safety Act.
The corporate policy Civility in the Workplace outlines expectations related to behaviours in the workplace and outlines procedures for
preventing, reporting and responding to workplace harassment, bullying and disrespect.
The corporate policy Discrimination Under Ontario Human Rights Code outlines procedures for reporting and responding to harassment
related to discrimination and any other groups prohibited by the Ontario Human Rights Code
The corporate policy Domestic (Intimate Partner) and Familial Violence toward Staff and Affiliates in the Workplace outlines procedures
for addressing issues related to domestic violence and to manage its impact on staff/affiliates within the workplace.

2. The policy is developed in consultation with team members and volunteers as appropriate.
Specific evidence indicating compliance:
•

•
•
•

Joint Health and Safety Committees (JHSCs) from all sites were engaged in revising the previous policy Standards for Relationships in
2017 at which time the contents was separated into two policies, Workplace Violence Prevention and Civility in the Workplace. In
addition, the proposed revisions were shared with all leaders as a means to broadly gather and provide feedback from staff, physicians
and volunteers.
There is a long history of consultation and gathering input in earlier development of the foundational policies.
The Psychological Health and Safety Working Group were engaged in reviewing the Workplace Violence Prevention policy and Civility in
the Workplace policy.
Various reporting forms, processes and resource materials have been revised following feedback received by users, (primarily
staff/physicians and leaders).

3. The policy names the individual(s) or position responsible for implementing and monitoring adherence to the policy.
Specific evidence indicating compliance:
•

The corporate policy Workplace Violence Prevention defines the policy owner as Director Occupational Health & Safety Services and
Infection Control, and the senior leader sponsor is Vice President, Human Resources and Facilities. The policy defines the roles and
responsibilities of staff, leaders, physicians, Occupational Health & Safety Services, and the JHSCs. While there are shared
responsibilities aligned with implementing, monitoring and adherence, the policy clearly articulates leaders’ responsibility to enforce the
workplace violence policy and procedures and monitor compliance.
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•

•

The corporate policy Civility in the Workplace defines the policy owner as Director Employee and Labour Relations, and the senior leader
sponsor is Vice President, Human Resources and Facilities. The policy identifies responsibilities for identifying and addressing
unacceptable behaviour.
The corporate policy Discrimination Under Ontario Human Rights Code defines the policy owner as Director Employee and Labour
Relations, and the senior leader sponsor is Vice President, Human Resources and Facilities. The policy identifies responsibilities for
identifying and addressing discrimination.

4. Risk assessments are conducted to ascertain the risk of workplace violence.
Specific evidence indicating compliance:
•

•

•
•

The corporate standard Hazard Identification, Risk Assessment and Control for Violence outlines expectations and procedures for completing
assessments/reassessments of the risk of workplace violence that may arise from the nature of the workplace, the type of work or the conditions of
work. A shared electronic folder is available to all leaders and acts as a central location for all assessments to be housed and tracked for all
departments/areas. This file includes current and previous assessments completed. New software is being explored and may be piloted for use at the
Southwest Centre in in 2019-2020. The aim is to improve the consistency of assessing the level of risk, as well as provide an automated system to
track completion dates/reassessment dates.
A new Behaviour Safety Alert Assessment for Patients Policy was implemented in May 2019. Created by a working group of representatives across
St. Joseph’s, this policy provides direction on the use of an electronic assessment tool of risk of violence for an individual client/patient. The tool links
to behaviour safety alerts and associated safety care plan, developed then modified collaboratively across the region with all organizations using the
Cerner electronic patient record.
For patients assessed as having medium or high risk for violence/responsive behaviours, programs develop safety care plans to address the risk. Both
the Cerner patient record (Powerchart) and Point Click Care (utilized in our Long Term Care facility Mount Hope) have behaviour safety alert (BSA)
flags which will be activated if there is previous history of violence and/or demonstrated behaviours that are potential risk factors for violence. (The
process of using the BSA to identify observed behaviours that are potential risk factors for violence commenced in May 2019, replacing the flag Violent
Behaviour Alert, (VBA) that was used only for history of violence.) The flag is available to clinical employees within the circle of care of the patient. A
standard guide for use of visual indicators has been developed and implemented across sites. Each program is required to establish and maintain
mechanisms to ensure non-clinical employees on the unit are aware of the risk of violence. There is an e-learning module specifically designed to
teach clinicians how to use the behavior safety alert assessment and associated flags in the electronic systems. An e-learning has also been
developed for staff who are not involved in completing the behaviour safety alert assessments (e.g. non clinical staff), to be rolled out in the fall 2019.
Procedures for working safely in the community/home setting is being refreshed and expanded to include a hazard assessment tool specific to the
community/home setting. The tool includes assessment of risk of violence.
A threat readiness assessment is planned to be conducted by an external expert to review current practices associated with risk assessment and
response, to identify any gaps in our current practices and make recommendations for improvement.
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5. There are procedures for team members to confidentially report incidents of workplace violence.
Specific evidence indicating compliance:
•

•

•

•
•

Procedures for reporting incidents of workplace violence are included in the corporate policies. Workplace Violence Prevention
addresses workplace violence and workplace harassment as defined in the Occupational Health & Safety Act. Civility in the Workplace
addresses harassment, bullying, and disrespect. Both policies include St. Joseph’s commitment to protect confidentiality and include
information on what is required to be disclosed if applicable. Policies outline multiple avenues/resources to support (encourage)
reporting.
All staff and physicians completed required eLearning in July 2017 on the requirements of how to report incidents in the electronic
Workplace Occurrence Reporting System (WORS) that was launched at that time. New staff and physicians receive the same eLearning
on hire. The electronic report immediately sends notification to the employee’s leader of the event, as well as notification to Occupational
Health & Safety staff, to enable immediate follow up. Volunteers receive training on the requirement to report incidents of workplace
violence to their volunteer coordinator, who completes the required electronic reporting in WORS.
An influence plan was developed in 2018 to support building a stronger culture of reporting workplace violence. Multiple strategies were
implemented to influence reporting that addressed both motivation and ability. Process improvements were made based on staff and
physician feedback that helped clarify expectations, improve understanding of the value of reporting, and simply the reporting
procedures. The strategies continue to be used to enhance reporting.
A new Decision Aid was developed in July 2019 to assist the user in discerning whether to report workplace violence by a patient.
The Behaviour Safety Alert Assessment for Patients Policy outlines the requirement to record key observable behaviours noted in a
patient that are considered to be possible indicators of risk of violence, and incidents of violence by a patient, in the patient’s record.

6. There are procedures to investigate and respond to incidents of workplace violence.
Specific evidence indicating compliance:
•

•

•

•

Procedures to investigate and respond to incidents of workplace violence and are included in the corporate policies. Primary policies:
Workplace Violence Prevention addresses workplace violence as defined in the Occupational Health & Safety Act (OHSA); Civility in the
Workplace addresses harassment, bullying, and disrespect.
The Workplace Occurrence Reporting System electronic form is structured to support the gathering of all relevant information pertinent to
workplace violence. It captures subtypes of workplace violence, type of violence, weapons, contributing factors, immediate actions taken,
root cause analysis.
There is an Initial Investigation of Workplace Occurrence for Violence/Responsive Behaviour form available to ensure immediate
reporting of the incident and to guide leaders in how to respond following an incident. The form is both electronic and paper should
access to the electronic reporting system be a concern.
The electronic report of a workplace violence incident toward staff, using the WORS immediately sends notification to the employee’s
leader and their Director, as well as notification to Occupational Health & Safety staff, to enable immediate follow up. Effective January
2019, notification of workplace violence by a mental health patient/resident/client is also sent to the physician leader of the program, who
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•
•

•
•

will ensure the most responsible physician is informed of the event. (This is focused within Mental Health due to the volume of incidents
in these programs.)
Daily safety huddles across mental health programs discuss incidents of workplace violence to ensure immediate actions are taken to
mitigate risk. Other programs include review of workplace violence incidents during regular patient care reviews.
In late 2018 a new process was piloted and later adopted to have Occupational Health & Safety facilitate a team investigation of
incidents of workplace violence involving a patient/resident resulting in significant harm and/or potential for significant harm. The team
includes various stakeholders specific to the incident (e.g. clinical leaders, security, professional practice). A standardized template is
used to summarize the report of the event, contributing factors, causes and recommendations. Recommendations/learnings are shared
with all leaders with the reports being available on shared drive for operational leaders.
Additional policies/procedures are in place to investigate in accordance with OHSA requirements for critical injuries, work refusals,
domestic violence.
To advance psychological health and safety in the workplace, the Psychological Health and Safety Working Group identified 3 areas of
focus in 2017-2019, one being civility in the workplace. Initiatives were implemented to build awareness of the importance of civility, to
highlight existing procedures and available training offered for addressing incivility. Recently a tool kit has been developed to support
staff and leaders’ understanding of the process to address concerns with incivility, as outlined in the Civility in the Workplace Policy. The
toolkit with supporting documents (guides, flow map and resources) is being finalized for distribution and implementation in the fall of
2019.

7. The organization's leaders review quarterly reports of incidents of workplace violence and use this information to improve safety,

reduce incidents of violence, and improve the workplace violence prevention policy
Specific evidence indicating compliance:
•

•
•

Quarterly reports of Workplace Occurrence Reporting System (WORS) utilization is posted on ONELINK for leaders, and it is also posted
on the intranet for all staff to view. The report includes information on workplace violence incidents including near misses and hazardous
situations.
Clinical program leadership teams review incident summaries and discuss/plan process improvements.
All 9 Joint Health & Safety Committees (JHSC) receive reports of all incidents of workplace violence monthly. This is in addition to the
automated notifications provided to JHSC co-chairs and union leaders 4 days following an incident of workplace violence if the employee
required medical care and/or lost time from work as a result of the incident.
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8. Information and training is provided to team members on the prevention of workplace violence.

Specific evidence indicating compliance:
•
•

•

•

All staff complete required eLearning on Workplace Violence Prevention and Standards for Relationships (Civility in the Workplace).
All staff working in Mental Health programs complete PICS (Prevention and Intervention in Crisis Situations). Clinicians complete a one
day session. For clinicians working in the community, PICS is adapted for community settings. Other staff complete PICS eLearning, and
are recommended to complete the in-class session Talking with Verbally Aggressive People. Leaders of many programs make this
session mandatory based on their risk assessments.
Leaders in programs other than mental health, in consultation with Organizational Development & Learning Services assess staff
learning needs and assign training accordingly. While some of these programs also train staff in Talking with Verbally Aggressive
People, and/or PICS others use different program e.g. Veterans Care Program staff are required to take Gentle Persuasive Approaches
in Dementia Care (GPA), a one day session focused on responding respectfully with confidence and skill to challenging behavior
associated with dementia, including learning protective techniques to use in response to catastrophic behavior. Security staff are trained
and qualified in Use of Force training, Minimal Use of Restraints as well as PICS, as they are the first responders to Code Whites and
Code Silvers.
In spring 2019, over 600 clinicians, primarily nursing staff, received in-person education (90 minutes) on implementation of the Behaviour
Safety Alert Assessment policy. Further in-person training has been provided to over 200 allied health and other staff regarding the
policy focusing on active observation of behaviours that may predict risk for violence, communication of risk including visual indicators,
and the importance of safety care planning.

Policies relating to this Required Organizational Practice (ROP):
Policy
•

Workplace Violence Prevention

•

Civility in the Workplace

•

Discrimination Under Ontario Human Rights Code

•

Domestic (Intimate Partner) and Familial Violence Toward Staff and Affiliates in the Workplace

•

Hazard Identification, Risk Assessment and Controls for Violence

•

Workplace Occurrence Reporting for Staff/Affiliates Policy

•

Health and Safety

•

Critical Injury Policy

•

First Aid Response for Staff/Affiliates Policy
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•

Behaviour Safety Alert Assessment for Patients

Additional Reference Document(s):

Additional Document(s) will be saved on the intranet ROP page:
•
•
•
•
•

Police Attendance in the Workplace
Disaster and Emergency Response Manual (Code White and Code Silver
Work Refusals
Minimal Use of Restraints of Voluntary Patients and Residents
Use of Seclusion and Restraints in Mental Health Care
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Patient Safety Plan
ROP Leader(s):

Jennifer Payton

Date of Assessment:

2019/06/20

ROP: Patient Safety Plan
A patient safety plan is developed and implemented for the organization.
Guidelines:
There is an important connection between excellence in care and safety. Ensuring services are provided safely is one of an organization's
primary obligations to clients and team members. Patient safety can be improved when organizations develop a targeted patient safety plan.
Patient safety plans need to consider safety issues in the organization, the delivery of services, and the needs of clients and families. They may
include a range of topics and approaches, such as mentoring team members, the role of leadership (e.g., patient safety leadership walkabouts),
implementing organization-wide patient safety initiatives, accessing evidence and best practices, and recognizing team members for innovations
to improve patient safety.

Note: In this document, the term ‘client’ is used to refer to a patient.

Patient Safety Plan
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TEST(S) FOR COMPLIANCE:
1. Patient safety issues for the organization are assessed.
Specific evidence indicating compliance:
Critical incidents and deaths are reviewed through our critical incident and QCIPA reviews in keeping with the Excellent Care For All Act. Patient
and families are asked for their recommendations as part of this process. Safety issues are also reviewed by the Medication Safety Committee
and the Falls committee. Patient safety issues are addressed through the Disclosure of Harm to Patients/Substitute Decision Maker policy and
the Reporting and Review of Adverse Events and Near Misses/Patient Safety Reporting policy. Data on safety issues are collected and
analyzed through our Patient Safety Reporting System and One Link.

2. There is a plan and process in place to address identified patient safety issues.
Specific evidence indicating compliance:
Patient Safety is addressed in numerous ways throughout St. Joseph’s. Quality Council leads the development and implementation of our
Quality Improvement Plan (QIP). Strategic priorities for safety are developed and monitored by our Senior Leadership Team and Board of
Directors. Various committees have mandates for patient safety. Those committees include the Medical Advisory Committee, Quality Council,
Quality of Care Committee, Site Leadership Committees, Nursing and Interdisciplinary Councils, Medication Safety Committee and the Falls
Committee. In addition, for medication safety; specific medication events are reviewed by an interprofessional team and Medication Safety
Blitzes are held on inpatient teams to help raise awareness and foster a culture of safety.

3. The plan includes patient safety as a written strategic priority or goal.
Specific evidence indicating compliance:
A key goal of St. Joseph’s Health Care London’s strategic goals for 2018-2021 is Uncompromising Quality and Safety. In support of this
strategic goal and in alignment with Accreditation Canada’s Required Organizational Practices, St. Joseph’s has developed a Patient Safety
Plan. The term “Patient” is intended to refer to a resident, client, or family member as indicated/appropriate.

4. Resources are allocated to support the implementation of the patient safety plan.
Specific evidence indicating compliance:
All of the leaders at St. Joseph’s are accountable for patient safety through the QIPs and the 90 day plans.

Patient Safety Plan
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Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
•

Patient Safety Plan
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ROPs
 Hand Hygiene Compliance
 Hand Hygiene Education and
Training
 Infection Rates
 Reprocessing

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Hand-hygiene Compliance
ROP Leader(s):

Wendy Reed and Rhodora Laylo

Date of Assessment:

2019/09/18

ROP: Hand-hygiene Compliance
Compliance with accepted hand-hygiene practices is measured.
Guidelines:
Hand hygiene is considered the single most important way to reduce health care-associated infections, but compliance with accepted handhygiene practices is often poor. Measuring compliance with hand-hygiene practices allows organizations to improve education and training
about hand hygiene, evaluate hand-hygiene resources, and benchmark compliance practices across the organization. Studies show that
improving compliance with hand-hygiene practices decreases health care-associated infections.
Direct observation (audits) is the best method to measure compliance with hand-hygiene practices. This involves watching and recording the
hand-hygiene behaviours of team members and observing the work environment. Observation can be done by a trained observer within an
organization, by two or more health care professionals working together, or by clients and families in the organization or in the community.
Ideally, direct observation measures compliance with all four of the moments for hand hygiene:
1. Before initial contact with the client or their environment
2. Before a clean/aseptic procedure
3. After body fluid exposure risk
4. After touching a client or their environment
Direct observation should be used by all organizations working out of a fixed location (i.e., clients come to them). Organizations that provide
services in clients' homes and find that direct observation is not possible may consider alternative methods. As these alternatives are not as
robust as direct observation, they should be used in combination (two or more) to give a more accurate picture of compliance with hand-hygiene
practices.

Hand-Hygiene Compliance
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TEST(S) FOR COMPLIANCE:
1. Compliance with accepted hand-hygiene practices is measured using direct observation (audit). For organizations that provide services
in clients' homes, a combination of two or more alternative methods may be used, for example:
• Team members recording their own compliance with accepted hand-hygiene practices (self-audit).
• Measuring product use.
• Questions on client satisfaction surveys that ask about team members' hand-hygiene compliance.
• Measuring the quality of hand-hygiene techniques (e.g., through the use of ultraviolet gels or lotions).
Specific evidence indicating compliance:
Monitoring hand hygiene compliance is achieved through several methods:
1. Direct Observational audits: performed monthly in all in-patient care areas and ambulatory care units by trained hand hygiene
auditors. Set number of audits is required for in-patient units and ambulatory care areas.
2. Patient observation of health care provider’s hand hygiene practice:
o Conducted at the Sexual Assault Unit, Breast Care Clinic Program and Colposcopy
o Comprehensive Outreach Rehabilitation Program (CORP) developed a tool that was tailored to patients with acquired
brain injury.
3. Self-assessment audits: performed by community outreach teams.
4. Use of glitter bug device to validate hand hygiene technique.

2. Hand-hygiene compliance results are shared with team members and volunteers.
Specific evidence indicating compliance:
•
•
•
•
•

Quarterly hand hygiene compliance rate reports are posted on the Infection Safety website and Leader’s dashboard (OneLink)
Rates are provided to the Citywide Infection Control Committee (CWICC) on a quarterly basis
Rates are posted on the external website for the general public - https://www.sjhc.london.on.ca/our-performance/patient-safetyindicators/hand-hygiene-compliance-among-health-care-workers
Unit/Programs post their hand hygiene compliance rates on their unit “Communication Boards”.
Hand hygiene information is shared with volunteers via public website and methods used in Volunteer Services.
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3. Hand-hygiene compliance results are used to make improvements to hand-hygiene practices.
Specific evidence indicating compliance:
•
•
•
•

•
•

•
•
•
•
•

Organizational compliance with hand hygiene prior to contact with the patient/patient environment has improved from 89% in 2014-15
and has been sustained at 95% and higher since 2017-2018.
The Influencer model has been used as the framework to assess barriers to compliance and identify multiple strategies to improve
compliance, addressing sources of influence regarding motivation and ability at a personal, social and structural level.
To continue to encourage and recognize good hand hygiene practices, programs achieving 95% compliance rate were given certificate
of recognition from the VP of Medical Affairs and Infection Control and included in the High Achievers Club.
An initiative to improve patient and family engagement was launched in December 2015. Strategies included discussions with family,
patient and resident councils, use of posters, elevator wraps, buttons, patient surveys and AIDET (conversation tips for health care
providers) to encourage patients and families to be partners in their care by cleaning their own hands and reminding care givers to clean
theirs.
Monthly hand hygiene audit training is available to units who would like to increase the number of hand hygiene auditors.
A new hand hygiene database entry and reporting system was implemented in May 2017. The improved reliability and functionality of the
database has enabled the organization to sustainably produce real time corporate hand hygiene compliance reports and program
trending reports. Hand hygiene trending reports are valuable tools for leaders to share with staff, patients and families.
Letters reviewing quarterly results from Integrated VP Medical Affairs and IPAC leadership to operational and physician leaders helped
elevate awareness of shared leadership accountability.
An on-line module was developed and launched in Q1 of 2016-2017 to evaluate auditor’s audit practice and increase reliability among
auditors.
Optidose ABHR was introduced in Q1 2018-19 to ensure the right amount of hand hygiene product is dispensed each use for optimum
hand hygiene. https://intra.sjhc.london.on.ca/clinical-professional-practice/infection-safety/resources
Single point lessons on infection control practices; including a lesson on hand hygiene was created jointly with LHSC, for use by
professional staff: https://intra.lhsc.on.ca/medical-affairs/learning-and-development/infection-control-resources.
Auditor documentation was improved and now consists of a one page document to enter multiple entries/ shift

Policies relating to this Required Organizational Practice (ROP):
Policy
•

Hand Hygiene Policy
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Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
•
•
•
•
•
•
•

Hand Hygiene Compliance Report: https://intra.sjhc.london.on.ca/clinical-professional-practice/infection-safety/hand-hygiene/infectioncontrol-reports
Hand Hygiene Auditor Program: https://intra.sjhc.london.on.ca/clinical-professional-practice/infection-safety/hand-hygiene/handhygiene-auditor-program
Hand hygiene webpage: https://intra.sjhc.london.on.ca/clinical-professional-practice/infection-safety/hand-hygiene/hand-hygiene
Hand hygiene success stories: https://intra.sjhc.london.on.ca/clinical-professional-practice/infection-safety/hand-hygiene/handhygiene/our-success-stories
Patient Engagement: https://intra.sjhc.london.on.ca/clinical-professional-practice/infection-safety/hand-hygiene/hand-hygiene
High Achievers Club
Patient Hand hygiene survey
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Hand-hygiene Education and Training
ROP Leader(s):

Wendy Reed and Rhodora Laylo

Date of Assessment:

2019/09/18

ROP: Hand-hygiene Education and Training
Hand-hygiene education is provided to team members and volunteers.
Guidelines:
Hand hygiene is critical to infection prevention and control programs, but adherence to accepted hand-hygiene protocols is often poor. It has
been shown that the costs of health care-associated infections significantly exceed those related to implementing and monitoring hand-hygiene
programs.
Training on hand hygiene is multimodal and addresses the importance of hand hygiene in preventing the transmission of microorganisms,
factors that have been found to influence hand-hygiene behaviour, and proper hand-hygiene techniques. Training also includes
recommendations about when to clean one's hands, based on the four moments for hand hygiene:
1. Before initial contact with the client or their environment.
2. Before a clean/aseptic procedure.
3. After body fluid exposure risk.
4. After touching a client or their environment.

Hand-Hygiene Education and Training
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TEST(S) FOR COMPLIANCE:
1. Team members and volunteers are provided with education about the hand-hygiene protocol.
Specific evidence indicating compliance:
•
•

•

•

•

•

•
•
•

An e-learning module on hand hygiene is required for all employees, physicians, volunteers and students.
The e-learning module is provided through the e-learning management systems used for all employees and physicians. Both systems
are used to provide education, monitor compliance and send reminder notifications for recertification every two years. Compliance
rates for employees are tracked by leaders, and are part of the quarterly compliance report of required learning provided to leaders.
Compliance rates for physicians are tracked by Medical Affairs.
The same e-learning module is provided to students through a student portal provided for their use. Access to online training related to
workplace safety and patient safety is provided through our Student Affairs intranet site or for some, through the Health Sciences
Placement Network (HSPnet). All students have clear guidelines for what training is specifically needed for their discipline and easy
links to the training. E.g. Nursing students and allied health students receive 3 modules in Infection Control (hand hygiene, routine
practices and additional precautions). They are required to complete mandatory on-line education modules by the end of the first week
of placement. Supervisors and preceptors are responsible for tracking completion of the modules. Student Affairs also has the ability to
access compliance reports through HSPnet and the Student Affairs website. Additional education is provided by Infection Control as
needed.
Hand hygiene education is provided to 3rd year medical students from Western University every year during “Clerk Day’, a half day
session focused on infection prevention. The session provides an overview of infection prevention and control practices, policies and
procedures, provides hands on activities to learn about hand hygiene, donning and doffing of personal protective equipment used in
routine practices and additional precautions, and uses case scenarios to apply learning. Occupational Therapy and Physiotherapy
students receive a similar session.
Volunteers receive education on hand hygiene as part of the orientation session and are provided with a handbook which includes
information on hand hygiene. Video education and the e-learning module on hand hygiene are offered to volunteers in group sessions,
in addition to e-learning being available on the internet through a separate portal for individual volunteer’s use. Volunteers Services
tracks compliance. Additional education is provided to Volunteers based on specific needs.
The e-learning module on hand hygiene is updated based on feedback received to improve the learning experience including
connecting the content to its importance for our organization. Content includes: why hand hygiene matters, 4 moments of hand
hygiene, proper hand hygiene technique, prevention on transmission of infections, and the vital behaviours needed of all staff to ensure
hand hygiene is performed.
Education is provided in multiple mediums in addition to e-learning (video, hands on training, reference materials, in-the-moment
training by champions/auditors/infection control practitioners).
Infection safety champions and hand hygiene auditors receive additional training on hand hygiene and act as additional resources to
unit/area staff on infection control matters related to hand hygiene.
Using the Influencer model, each clinical area developed an influence plan specific to that area. The Influencer model has been used
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as a framework to assess barriers to compliance with hand hygiene and to identify multiple strategies to improve compliance,
addressing sources of influence regarding motivation and ability at a personal, social and structural level.
Signage on the 4 moments of hand hygiene is posted in key locations as reminders on the “how” and “why of hand hygiene.
Teaching aids were developed regarding application of the 4 moments to various care scenarios. E.g. During use of computer
equipment such as WOWs (workstation on wheels) and use of glucometers. A new online learning was developed and launched in
2018 regarding proper hand hygiene and use of glucometer in collaboration with Point of Care Team.
Patients and families are encouraged to provide reminders to care givers to clean their hands, and they receive education and
information on the importance of hand hygiene for both themselves and care providers. IPAC leadership annually attends patient and
family councils to discuss the hand hygiene program as part of infection control practices, and seeks feedback on information provided
to our patients and families.
Hand hygiene e-learning was reviewed last in 2018-2019. Additional information was recently added with regards to safety when
handling electrical equipment following performing hand hygiene, to avoid electrical shock.
Corporate completion rate of the hand hygiene online e-learning as of Q1 2019-2020 is at 93.98%.

•
•

•

•
•

Policies relating to this Required Organizational Practice (ROP):
Policy
•

Hand Hygiene Policy

Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
•
•
•
•
•
•

Hand hygiene program
Hand hygiene e-learning module
Orientation for students
Physician hand hygiene e-learning: and Medical Affairs MyEducation
Volunteer Training requirements
Fact Sheets on hand hygiene for patients, families and caregivers:
Please Ask UsHow to Handrub
How to Prevent the Spread of Germs - Guideline for Visitors
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Infection Rates
ROP Leader(s):

Wendy Reed and Rhodora Laylo

Date of Assessment:

2019/09/18

ROP: Infection Rates
Health care-associated infections are tracked, information is analyzed to identify outbreaks and trends, and this information is shared throughout
the organization.
NOTE: This ROP only applies to organizations that have beds and provide nursing care.
Guidelines:
The health care-associated infections most common to the organization's services and client populations are identified and tracked. These could
include Clostridium difficile (C. difficile), surgical site infections, seasonal influenza, noroviruses, urinary tract infections, and other reportable
diseases and antibiotic-resistant organisms. Tracking methods for health care-associated infections may focus on a particular infection or
service area or may be organization- or system-wide. They may include data analysis techniques to help detect previously unrecognized
outbreaks. Tracking may include frequencies and changes in frequencies over time, associated mortality rates, and attributed costs.
Teams that are well-informed about health care-associated infection rates are better equipped to prevent and manage them. The role or position
responsible for receiving information about health care-associated infection rates is identified and a plan is established to regularly disseminate
information (e.g., quarterly reports to all departments). In addition to team members, the governing body needs to be informed about health
care-associated infection rates and associated infection prevention and control issues. This may be done directly through senior management or
a medical advisory committee.

Infection Rates
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TEST(S) FOR COMPLIANCE:
1. Health care-associated infection rates are tracked
Specific evidence indicating compliance:
•

•
•
•
•
•
•

Infection prevention and control (IPAC) team performs ongoing surveillance on the following health care associated infections: AROs
(MRSA, ESBL, MDRO), Clostridium difficile infection (CDI), Reportable and Communicable diseases, enteric and respiratory infections
and significant diseases and conditions that may pose a threat to patients and staff.
MRSA and VRE bacteremia and CDI are reported to the Ministry of Health and Long Term Care as part of the patient safety indicators.
Nosocomial MRSA, CDI and other significant organisms are reported to clinical, physician and operational leaders within St. Joseph’s
and rates are posted on the Infection Safety website.
Surgical site infections (Breast, Elbow Total Arthroplasty, Shoulder Total Arthroplasty, and Cataract) are tracked and reported to
physician leaders, operational leaders and City Wide Infection Control Committee for discussion regarding practice improvements.
Clusters and outbreaks are reported at the unit level, organization and to Public Health.
Outbreak notifications are posted at facility and unit entrances and on internal/external websites
Communicable diseases are reported to the local Public Health Unit in accordance with requirements.

2. Outbreaks are analyzed and recommendations are made to prevent recurrences
Specific evidence indicating compliance:
•

•
•

•

Regular reports are provided to IPAC leadership, the Infection Control Steering Committees at Mount Hope Centre for Long Term Care,
Quality and Safety Committee at PIMB and the Citywide Infection Control Committee where discussions occur and input sought
regarding recommendations to improve outcomes.
During and after outbreaks, debriefs are held with the outbreak management team, (may include Public Health depending on nature and
extent of outbreak) to identify recommendations to improve practices.
Broad notification of outbreaks takes place to ensure all outbreak measures have been implemented, via group leader email and intranet
notifications on the Infection Safety website. https://intra.sjhc.london.on.ca/clinical-professional-practice/infection-safety/outbreaknotification
An Outbreak Accountability Checklist is used by unit staff and leaders, Environmental Services, Infection Control, Occupational Health
and Safety Services to ensure all stakeholders are aware of their respective accountabilities during outbreaks. Recommendations that
arise from debriefs related to practice improvements are incorporated into the checklists when appropriate. Link to Accountability
checklist: https://intra.sjhc.london.on.ca/clinical-professional-practice/infection-safety/policies-and-related-resources/policies/outbreak
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3. Information about relevant health care-associated infections and recommendations from outbreak reviews are shared with team members,
senior leadership, and the governing body.
Specific evidence indicating compliance:
•
•

•
•

•

•

•
•
•
•
•
•
•

MRSA and CDI rates are reported to clinical leaders on a monthly basis and are posted on the Infection Safety website.
MRSA and VRE bacteremia and CDI rates are part of the patient safety indicators and are reported quarterly and monthly to the Ministry
of Health and Long Term Care, the Citywide Infection Control Committee and are posted on our external website for patients and the
general public.
Timely recommendations are generated and provided during outbreak meetings that occur with the affected unit.
A regular infection control report (healthcare associated cases, outbreaks and other significant events) is provided to IPAC leadership,
the Infection Control Committee at Mount Hope Centre for Long Term Care, Quality and Safety Committee at PIMB, and the Citywide
Infection Control Committee. Any concerning trends are reported to the Medical Advisory Committee (MAC), Senior Leadership Team
and the Board.
In response to the Ebola threat and Ministry directives, policies, procedures and protocols were developed to ensure proper response
and management of patients suspected of Ebola as well as the safety of staff. Debriefs following the threat identified recommendations
to incorporate into the management plan, and subsequent training.
In light of Ebola and other emerging infectious diseases threat, an Infectious Diseases Threat Readiness and Escalation Plan was
developed in 2016, to effectively manage and respond to any infectious diseases threat. This plan was developed in conjunction with
LHSC and approved by the City Wide Infection Control Committee.
Important Health notices are shared with the organization via electronic newsletter, broad communication and/or intranet.
Patients/ residents and staff/physician Influenza vaccination rates are tracked and rates are provided to the Senior Leadership Team and
the Board.
Monthly IPAC reports are provided to Senior Leadership Team representative responsible for IPAC, that include information on health
care infections and outbreaks.
IPAC leadership has attended Residents/ Family Council Meetings for discussion on infection prevention measures, infection rates,
vaccination rates and to gather input for consideration for process improvements.
Citywide stakeholders annually review the Pandemic Influenza Plan.
There is timely reporting of diseases of Public Health Significance (Reportable Diseases) to Public Health and programs affected.
Yearly analysis of incidence of pulmonary and extra pulmonary Tuberculosis (TB) is conducted with Citywide Infection Control
Committee and is used to inform the organization’s TB staff/physician surveillance process for the coming year.
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Policies relating to this Required Organizational Practice (ROP):
Policy
1. Clostridium difficile Management
2. Antibiotic Resistant Organism Management and Screening
3. Outbreak Management
4. Outbreak Management and Respiratory and Influenza Infections
5. Disease of Public Health Significance ( Reportable Diseases)
6. TB Patient Management
7. Tuberculosis Screening Non Acute
8. Influenza Vaccination for Targeted Groups in Acute Care
9. Influenza and Pneumococcal Vaccination Non-Acute Care
10. Pneumococcal Vaccination for Targeted Groups in Acute Care
11. Influenza Vaccination for Staff
12. Additional Precautions Policy
13. Routine Practices Policy

Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
•
•
•
•
•

Infection Control Reports:
Outbreak Notification and Status Report
Outbreak Accountability Checklist
Important Health Notices
Infectious Disease Threat – Readiness and Escalation Plan
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•

Pandemic Influenza Plan – Citywide Plan
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Reprocessing
ROP Leader(s):

W. Reed, R. Laylo, and A. McIlmoyl

Date of Assessment:

2019/09/17

ROP: Reprocessing
Processes for cleaning, disinfecting, and sterilizing medical devices and equipment are monitored and improvements are made when needed.
Guidelines:
The processes of cleaning, disinfecting, and sterilizing are collectively known as reprocessing, and the level of reprocessing depends on the risk
of infection (according to the Spaulding classification). Organizations reprocess equipment based on the Spaulding classification and according
to manufacturers' instructions.
Monitoring reprocessing helps to identify areas for improvement and reduce health care-associated infections. The effectiveness of cleaning
and disinfection can be measured by monitoring water quality and washer function, whether appropriate concentrations of disinfectants are
available, and whether disinfectants are used according to manufacturers' instructions. The effectiveness of sterilization can be monitored by
measuring organic residuals, ATP (adenosine triphosphate), and total viable count; and by using test strips to confirm that devices/equipment
are sterilized.
If the organization does not reprocess equipment, it has a process to ensure equipment has been appropriately reprocessed prior to use.

Reprocessing
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TEST(S) FOR COMPLIANCE:
1. There is evidence that processes and systems for cleaning, disinfection, and sterilization are effective.
Specific evidence indicating compliance:
•
•
•
•
•
•
•

•

Sterilization cycles are documented and logged. Censitrac is used to show where the tray is in the process (i.e. decontamination,
assembly, autoclave, etc.)
Verification of the efficacy of mechanical washing is conducted weekly and documented.
Chemical, mechanical and biological indicators are verified and documented with every disinfection and sterilization process.
Preventive maintenance is in place for all equipment and is documented.
Water quality check is performed regularly, managed by Facilities Engineering.
Equipment is reprocessed according to manufacturers’ guidelines.
Air balance is monitored. A monthly “Smoke Pencil Test" is performed to confirm air pressures are appropriately balanced and
documented on chart located outside of the room. An external consultant also performs a full audit of the rooms 2x/year to confirm
balance and air exchanges. Reports are reviewed by Facilities Management leadership and if issues are evident the appropriate
corrective action is implemented.
All MDR Technicians have completed a formal course on sterile reprocessing. Completion of e-learning module on reprocessing is
required every 2 years for all MDR Technicians.

For Reprocessing Outside of MDR
• The Policy, Reprocessing of Reusable Medical Equipment/Devices Outside of Central Processing (CP) outlines procedures for
disinfection & sterilization outside of central processing based on CSA standards/PIDAC best practice guidelines. Clinical
Directors/Designates, in consultation with MDR and Infection Prevention and Control (IPAC), are responsible to ensure that devices are
adequately reprocessed, according to their use and risk category (non-critical, semi-critical, critical). Reprocessing must occur as per
relevant guidelines/standards and current manufacturers reprocessing instructions.
• Departments other than MDR may reprocess (clean, high-level disinfect or sterilize) reusable critical and semi-critical devices only in
accordance with this policy. Refer to Appendix B: Algorithm of Conditions for Reprocessing Outside of Central Processing and Procedure
section.
• According to the policy: All staff reprocessing semi-critical and critical devices must have completed training deemed appropriate by both
MDR and IPAC.
• Audit of areas reprocessing outside of CP have been completed and findings communicated to leaders. (Urology, Endoscopy, Dental
Clinics, Imaging and Ivey). Based on audit findings, leaders implement applicable recommendations.

Reprocessing

Page 2 of 4

2. Action has been taken to examine and improve processes for cleaning, disinfection, and sterilization where
indicated.
Specific evidence indicating compliance:
IPAC is consulted on reprocessing issues. IPAC will provide recommendations based on results of review of internal processes, guidelines and
standards. Examples of recent consultations :
1. Review of reprocessing of a new device (Tormier Flex Reamer) for shoulder arthroplasty. Testing of the device using spores and
human albumen was performed due to concerns from MDR Technicians regarding thorough cleaning and sterilization of the device.
2. Conversion from city steam to in-house steam in the fall of 2017. Review current CSA standards, verified steam sterilization
validation requalify process and recommended the use of additional biological spores and held each load until it passed (read
negative).
3. Reviewed reprocessing of rhino scopes in OTO due to possible contamination with Hep B from patient. No issues identified.
Resolved.
4. Leadership change and restructuring within the MDR Department.
5. Renovation of the dental clinic at Mt Hope. Reprocessing of dental equipment was transferred to MDR post renovation.
6. As part of ongoing quality improvement in Endoscopy, IPAC was consulted in storage of equipment. A new Hepa-filtered storage
cabinet will be installed in the Endoscopy suite by end of fiscal 2018-2019.
7. IPAC provided recommendations to programs providing hand therapy on proper handling of wax and cleaning of equipment.
8. Change in practice implemented in the handling of soiled instruments in the Wound Care Clinic Program at Parkwood and FMC
after review with IPAC team.
9. A policy was developed on safe sharps management as well as unit level protocol to ensure instruments reprocessed in the MDR
department are safe and free of sharps.
10. Medical Recall Process has been developed and will be incorporated in the Reprocessing policy. The intent of this is to ensure
proper procedures followed when a device fails disinfection and sterilization process.
11. To ensure all staff using sterile equipment reprocessed in CP are aware of checking for sterilization indicators, a poster was
developed by CP to provide instruction on proper checking of indicators.

Policies relating to this Required Organizational Practice (ROP):
Policy
•

Reprocessing of Reusable Medical Equipment/Devices Outside of Central Processing

•

Purchasing, Assessing and/or Borrowing of Medical Equipment/Devices and/or Products to be subjected to Disinfection or Sterilization Processes

Reprocessing
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Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
•

Central Processing Manuals, Guides and Protocols

Reprocessing
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RISK ASSESSMENT
ROPs
 Falls Prevention and Injury
Reduction
 Pressure Ulcer Prevention
 Suicide Prevention
 Venous Thromboembolism (VTE)
Prophylaxis

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Fall Prevention and Injury Reduction – Inpatient Services
ROP Leader(s):

Amanda Thibeault and Sarah Webb

Date of Assessment:

2019/09/20

ROP: Fall Prevention and Injury Reduction – Inpatient Services
To prevent falls and reduce the risk of injuries from falling, universal precautions are implemented, education and information are provided, and
activities are evaluated.
Guidelines:
Clients admitted to hospital are at greater risk of falling and injuring themselves as they find themselves in an unfamiliar environment while also
adjusting to a change in their physical or cognitive functioning (Stephenson et al., 2016). Reducing injuries from falls can increase quality of life,
prevent loss of mobility and pain for clients, and reduce length of stay and costs.
Effective fall prevention and injury reduction requires an interdisciplinary approach and support from all levels of an organization. It is helpful to
implement a coordinated approach to fall prevention and injury reduction within the organization, while recognizing the unique needs across
different services, and to designate individuals to facilitate its implementation.
Organizations should identify and adopt precautions for all clients, regardless of risk of falling. The acronym S.A.F.E. (Safe environment; Assist
with mobility; Fall-risk reduction; and Engage client and family) describes the key strategies for universal fall precautions. The Institute for
Clinical Systems Improvement guideline (2012) also recommends the following universal interventions: familiarize the client to the environment;
keep call buttons within reach at all times and observe clients demonstrate their use; keep clients’ personal possessions within reach; have
sturdy handrails in bathrooms, rooms, and hallways; keep the bed in low position with brakes locked; provide non-slip, well-fitting footwear to
clients; use night lights or supplemental lighting; keep floor surfaces clean and dry; clean up all spills promptly; keep care areas uncluttered. It is
important to identify precautions that align with the clinical setting and needs of clients in that setting.
Education about the importance of fall prevention and injury reduction, universal precautions and strategies to prevent falls and reduce injuries
from falling is provided regularly to team members and volunteers. Clients, families, and caregivers are provided with easy to understand
information that empowers them to play an active role in fall reduction and injury prevention.
It is important to regularly evaluate whether or not current precautions to prevent falls and reduce injuries from falling are having the desired
impact and are meeting client, family, and team member needs. Effectiveness can be evaluated through a variety of means, whether informal
discussions, interviews, surveys, audits, or evaluation processes. Measurement for improvement initiatives and post-fall debriefings may also
help identify safety gaps and prevent the recurrence of falls or reduce injuries from falling.

Fall Prevention and Injury Reduction – Inpatient Services
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TEST(S) FOR COMPLIANCE:
1. Universal fall precautions, applicable to the setting, are identified and implemented to ensure a safe environment that prevents falls and
reduces the risk of injuries from falling.
Specific evidence indicating compliance:
•
•
•

•

Universal Falls Prevention Strategies were already in place and being applied in the majority of inpatient units. These were amalgamated
into a single corporate document (which is available
online https://intra.sjhc.london.on.ca/sites/default/files/pdfs/pse_inpatient_residential_falls_prevention_strategies_2019.pdf ).
Strategies from the Universal falls prevention strategies are embedded in the list of strategies aligned with the falls screening tool in the
electronic health record. The strategies are also aligned with the Registered Nurses Association of Ontario (RNAO) best practice
guidelines (BPG) to ensure that the strategies are evidence based (https://rnao.ca/bpg/guidelines/prevention-falls-and-fall-injuries).
Universal Falls Prevention Strategies that align with the leader tool Healthcare General Workplace Inspection Checklist are identified in
the tool to demonstrate ongoing work that support falls prevention (see document in the folder). This can be found in the leader Portal
called ONELINK and is also available on the intranet
here: https://intra.sjhc.london.on.ca/sites/default/files/occ_hs_workplace_inspection_guidelines_leader.pdf
Please see the standardized posters attached in this folder “Call don’t Fall” and “Falls Risk poster” that may be a part of the patient’s
individualized plan.

2. Team members and volunteers are educated, and clients, families, and caregivers are provided with information to prevent falls and
reduce injuries from falling.
Specific evidence indicating compliance:
•

•
•
•
•

Staff is educated via educational modules in Learning Edge (please see attached audit results for completion):
o Every 365 days for Mt. Hope
o Every 730 days for St. Joseph’s Ambulatory Areas
o One time completion for clinical and non-clinical for preventing falls and resulting injury
o One time completion for Slips, trips and falls for staff, for inpatient clinical areas and for non-clinical areas
Patients, families and caregivers are provided information by the teams via direct education and/or written materials available on each
program following admission. Multiple brochures are available across the organization. Please see available brochures
(https://intra.sjhc.london.on.ca/work-info-tools/falls-prevention/corporate-tools-and-metrics).
Patients, families and caregivers aligned with the mental health buildings can read information related to falls prevention in the patient
handbook.
There is information for patients, families and caregivers to access on the external falls website
here: https://www.sjhc.london.on.ca/your-visit/patient-safety-and-infection-control/patient-safety-initiatives/falls-prevention-strategy
Two flyers have been created to educate volunteers: 1) Slips, trips and falls; 2) Falls prevention and injury reduction (see the flyers
included in this folder) and the information will be provided to the volunteers, by volunteer services in an established education plan.

Fall Prevention and Injury Reduction – Inpatient Services
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3. The effectiveness of fall prevention and injury reduction precautions and education/information are evaluated, and results are used to
make improvements when needed.
Specific evidence indicating compliance:
•

•
•

•

•
•
•
•

Standard process: Patients are screened/assessed on admission for falls risks and a personalized prevention plan is created. Patients
are reassessed for falls risk following significant changes in health status or post-fall. When there is a fall, the post-fall debrief form is
used by the interdisciplinary team to assess the effectiveness of a falls prevention plan and to develop further strategies to support fall
prevention and injury prevention. A report is completed in the Patient Safety Reporting System (PSRS). All of the information related to
falls is collated and reviewed corporately on a quarterly basis. The collated information is posted to the Patient Safety Indicators results
section on the intranet. The form aligned with the PSRS is emailed to the leader to review for completion, follow up and team feedback.
Falls that occur at the Parkwood Institute Main Building are recorded on a publicly visible tool called the Safety Cross (see document in
folder). Every day a fall does not happen; a green square is placed on that date on the safety cross. When there is a fall, a red square is
place on the Cross. This strategy ensures transparency and accountability on the units in terms of supporting falls prevention.
Any fall with injury (level 4 or 5 in terms of severity, considered a critical incident) under goes a more robust review that includes local
leadership and the Privacy and Risk team, with recommendations that are shared with the clinical team. This review is not required by
legislation however it is completed to ensure ongoing learning and change can occur to support falls prevention. Lessons learned and
recommendations support learning across the organization.
Two audits of the health record have been accomplished, which included review of the completion of the falls screening tools, as well as
the compliance for completion. Tools to screen for falls risk have been rolled out electronically –an audit for compliance/completion of the
tools was done over the last two weeks of July and first week of August. The information is being collated and was sent to leaders in
September.
Please see attached documents for audits.
The corporate falls prevention team reviews the report for critical injuries and recommendations to inform conversations and next steps
around falls prevention.
The safety reports are reviewed by multiple committees, including the Quality Committee of the Board, Quality Council and the Health
Care Ethics Committee.
Leaders have access to safety reports in the leadership portal, ONELINK, receive quarterly emails and also have access to near-realtime reporting for safety items like falls available online.
An audit of the completion of the eLearning modules related to falls prevention and slips/trips/falls was completed. See date captured in
the file in the folder. The completion rate for falls prevention is 95% and the completion rate for Slips, trips and falls is 92% as of April
2019.

Policies relating to this Required Organizational Practice (ROP):
Policy
•

Falls prevention and injury reduction policy

Fall Prevention and Injury Reduction – Inpatient Services
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Additional Reference Document(s):

Additional Document(s) will be saved on the intranet ROP page:
•
•
•

https://intra.sjhc.london.on.ca/work-info-tools/patient-safety-and-experience/falls-prevention
https://www.sjhc.london.on.ca/your-visit/patient-safety-and-infection-control/patient-safety-initiatives/falls-prevention-strategy
https://rnao.ca/bpg/guidelines/prevention-falls-and-fall-injuries

Supporting Documents Attached:
•
•
•
•
•
•
•
•
•
•
•
•

Falls Prevention and Injury Reduction Policy (Appendix A)
Inpatient & Resident Universal Falls Prevention Strategies (Appendix B)
Post-Fall Form Progress Note (Appendix C)
Safety Cross Calendar (Appendix D)
Falls Prevention for Volunteer Services (Appendix E)
Volunteer Visitor Slips, Trips and Falls (Appendix F)
Falls Totals eLearning Data (Appendix G)
Falls Screening Audit (Appendix H)
Healthcare General Workplace Inspection Checklist (Appendix I)
Poster – Inpatient & Resident Universal Falls Prevention Strategies (Appendix J)
Poster – Call, Don’t Fall (Appendix K)
Poster – Falls Risk (Appendix L)

Fall Prevention and Injury Reduction – Inpatient Services
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PURPOSE
St. Joseph’s Health Care London (St. Joseph’s) is committed to creating a culture of uncompromising quality and safety
across the organization. This policy outlines falls prevention strategies and processes in place to protect our
patients’/residents’ safety. St. Joseph’s will partner with staff, affiliates, patients, residents, caregivers and visitors in this
pursuit.
POLICY
Staff and affiliates will implement the appropriate fall prevention strategies on all patients/residents across the
organization.
• Falls risk assessment will be completed on all inpatients/residents.
• All staff and affiliates will receive falls prevention education, and are responsible for ensuring patients/residents
are educated about and encouraged to use safety precautions appropriately.
• Universal falls interventions are implemented on all areas (inpatient & outpatient/ambulatory).
• Fall prevention information and strategies will be communicated to patients, residents, family caregivers, and
team members.
PROCEDURE
1. Roles and Responsibilities
1.1. Leaders are responsible to:
1.1.1. Ensure all staff and affiliates receive and complete education related to falls prevention and falls risk
assessment as applicable to their role and clinical area.
a. Education is provided with on-boarding of new staff and affiliates, and an eLearning program, aligned
with the staff and affiliates position, through Learning Edge.
1.1.2. Monitor and enforce compliance with this policy through program specific procedures (i.e. Chart auditing,
fall prevention board, debriefs, etc.).
1.1.3. Investigate falls and near-miss falls events in collaboration with staff, affiliates, residents, patients, and
family caregivers. Ensure all incidents have been reported in Patient Safety Reporting System (PSRS) in
accordance with the Reporting and Review of Adverse Events and Near Misses/Patient Safety Reporting
policy.

1.1.4. Collaborate with staff and affiliates to identify hazards and develop plans to address and mitigate risks in
their area.
1.1.5. Ensure all staff and affiliates in the area have access to knowledge and physical resources needed to
implement universal and individualized falls prevention strategies on all patients/residents as required.
1.2. Staff and Affiliates responsibilities:
1.2.1. Complete required education and training related to falls prevention and falls risk assessment as are
applicable to their role and clinical area.
a. Education completed with on-boarding of new staff and affiliates, and repeated as established within
the learning package.
1.2.2. Report any fall or near-miss fall using PSRS within 24 hours. The PSRS will be completed accordance
with Reporting and Review of Adverse Events and Near Misses/Patient Safety Reporting policy.
1.2.3. Collaborate to identify hazards and develop plans to address and mitigate risks in their area.
1.2.4. For inpatient areas:
a. Assess falls risk with area specific screening tool on admission for every patient/resident.
b. Reassess falls risk with screening tool quarterly, after a fall, upon transfer between units, and with
change in health condition.
c. Implement universal falls prevention strategies for all patients/residents and document strategies in
place, in the patient’s/resident’s health record.
d. Implement patient/resident specific individualized falls prevention strategies based on risk
assessment and patient/resident condition. Document interventions and strategies on
patient/resident’s medical record and communicate with team.
e. Communicate falls risk information and strategies to patients/residents/family caregivers in timely
manner. Provide education to all patients/residents on use of falls prevention equipment (i.e., Call
bell, mobility aids, etc.) and encourage use throughout stay. Update falls risk and prevention
information and strategies with each change.
f. If a patient/resident experiences a fall, please refer to section 2.
g. If a patient/resident experiences a near-miss, please refer to section 3.
1.2.5.For outpatient/ambulatory areas:
a. Signs encouraging and supporting patients to self-identify for risks of falls are posted in the clinical
area or aligned waiting rooms.
b. Patients will self-identify if they feel they are at risk for a fall, and request support from a member of
the staff.
c. Staff will request a transport wheelchair, with patient’s consent, to decrease falls risk.
d. Implement universal falls prevention strategies for all patients.
e. Communicate falls risk information and strategies to patients/families in timely manner. Provide
education to all patients on use of falls prevention equipment (i.e., Call bell, mobility aids, etc.) and
encourage use throughout visit. Update falls risk and prevention information and strategies with each
change.
f. Monitor patients post procedure to ensure patient has safe mobility to meet discharge criteria.
g. If a patient/visitor experiences a fall, please refer to section 2.
h. If a patient/resident experiences a near-miss, please refer to section 3.
2. If a fall occurs:
2.1. Assess patient/resident for injury. Move the patient/resident (if appropriate) using the principles of Safe Patient
Handling (Lifts, Transfers and Repositioning) policy.
2.2. Report any fall or near-miss fall using PSRS within 24 hours. The PSRS will be completed accordance with
Reporting and Review of Adverse Events and Near Misses/Patient Safety Reporting policy.
2.3. Document information about fall in patient/resident’s health record and communicate with team.
2.4. Notify leader or delegate.
2.5. Complete a comprehensive falls risk assessment as per area-specific assessment process. Engage patient/
resident/caregiver/visitor in creating and implementing individualized falls prevention strategies. Document in
patient/resident’s medical record using post fall/near-miss review progress note form.
2.6. Disclose information to patient/resident and family as per Disclosure of Harm to Patients/Substitute Decision
Maker (SDM) policy.
3. If a near miss occurs:
3.1. Assess patient for injury. Move patient/resident using principles of Safe Patient Handling (Lifts, Transfers and
Repositioning) policy.
3.2. Complete PSRS within 24 hours in accordance with Reporting and Review of Adverse Events and Near
Misses/Patient Safety Reporting policy.
3.3. Document information about near miss in patient/resident’s medical record and communicate with team.
3.4. Notify leader or delegate.

3.5. Complete a comprehensive falls risk assessment as per area-specific assessment process. Engage patient
/resident/caregiver/visitor in creating and implementing individualized falls interventions.
3.6. Document in patient/resident’s health record using post fall/near-miss review progress note form.
3.7. Disclose information to patient/resident and family caregiver as per Disclosure of Harm to Patients/Substitute
Decision Maker (SDM) policy.
DEFINITIONS
Affiliates - Individuals who are not employed by the organization but perform specific tasks at or for the organization,
including appointed professionals (e.g., physicians, dentists), students, volunteers, researchers, contractors or contracted
staff who may be members of a third-party contract or under direct contract to the organization and individuals working at
the organization but funded through an external source (e.g., research employees funded by Western).
Fall - An abrupt, uncontrolled, downward change in position, affected by physiological, psychological, and/or
environmental factors in which the potential for injury exists or actual injury occurs.
Family Caregiver - A person identified by the patient/resident – family member, friend, neighbour - who provides
important personal, social, psychological and physical support, assistance and care, usually without pay, for people in
need of support due to frailty, illness, degenerative disease, disability, or end of life circumstances. A family caregiver
does not have to be living with the person they are supporting. They do not have to be biologically related to the patient;
can be any age; and can provide support and care for short periods of time (e.g., days) or for extended periods of time
(e.g., years).
Family/Visitor - An individual who is not a St. Joseph’s staff/affiliate such as: discharged patients, members of the public,
and friend and family members visiting staff or patients.
Near-Miss Fall - A potential fall that is prevented through purposeful action.
Patient - Refers to any recipient of health care services, i.e., registered inpatient, outpatient, client or resident.
Staff - An individual who is hired and paid by the organization.
REFERENCES
Related Corporate Policies
Disclosure of Harm to Patients/Substitute Decision Maker (SDM)
Reporting and Review of Adverse Events and Near Misses/Patient Safety Reporting
Safe Patient Handling (Lifts, Transfers and Repositioning)
Legislation
Government of Ontario (2009) Apology Act, 2009
Government of Ontario (2010) Excellent Care for All Act, 2010
Government of Ontario (1996) Health Care Consent Act, 1996
Other Resources
Accreditation Canada. (2018). Required Organizational Practices: 2018 Handbook. Ottawa, ON: Health Standards
Organization.
Registered Nurses Association of Ontario. (2017). Preventing Falls and Reducing Injury from Falls (4th ed). Toronto, ON:
Author.
St. Joseph’s Patient Safety Reporting System (PSRS)
St. Joseph’s (2018) Post Fall/Near Miss Review Progress note
St. Joseph’s (2018) Universal Falls Prevention Strategies –Inpatient/Resident
St. Joseph’s (2018) Universal Falls Prevention Strategies –Outpatient/Ambulatory
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Universal Falls Prevention Strategies – Inpatient/Resident
Assess

Educate and
Encourage

•
•
•

Assess fall risk with a screening tool on admission
Reassess fall risk with health status changes –either improvement or decline
Review medications to identify which may potentially contribute to fall risk

•

Encourage patients/residents who need assistance with transfers and
mobility to call for help
Have patients/residents demonstrate correct use of the call bell
Orient patients/residents to their environment (room, bathroom, hall)
Provide patients/residents and family members with falls prevention
information
Assist patients/residents to consistently use their hearing aids or glasses
Educate patients/residents about wearing non-slip, well-fitting footwear
Have patients/residents demonstrate the safe use of current mobility
aids/assistive devices and provide education as needed

•
•
•
•
•
•
Monitor and
maintain

•
•
•
•
•
•
•
•
•
•
•

Communicate

•
•
•

Keep the bed at the optimal height for safe transfers, with brakes locked
Keep call bell within reach at all times
Ensure that clothing and any lines/tubes do not interfere with mobility
Keep personal items within reach
Ensure optimal placement and set-up of mobility equipment (eg brakes on)
Monitor patient/resident regularly
Ensure appropriate access to handrails in patient/resident environment
Inspect patient/resident related equipment regularly and request
maintenance as required
Ensure appropriate lighting in patient/resident environments
Keep floor surfaces dry and clean; clean up spills immediately
Keep patient/resident care areas uncluttered and ensure clear path for safe
mobility within their environment (e.g tuck cords, remove excess furniture)
Communicate fall risk information and strategies to patients/residents and
significant others in a timely manner
Ensure timely updates with status changes (improvements or decline)
Ensure care plan is documented/updated in the patient/resident chart

Corporate Falls Prevention Team July 2017, reviewed October 2018.

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869
Renowned for compassionate care, St. Joseph’s is one of the best academic health care organizations in Canada dedicated to
helping people live to their fullest by minimizing the effects of injury, disease and disability through excellence in care,
teaching and research.

sjhc.london.on.ca
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POST-FALL/NEAR MISS REVIEW
PROGRESS NOTE
Please refer to the Falls Summary Report
(printed from PSRS) in the inter-professional
Progress Notes of the patient chart.
Complete this review within 24-72 hours of post fall/near miss.
PSRS # ________________________
Date of current fall/near miss:______________________
Date of previous fall/near miss: ____________________
Transfer status at time of this fall/near miss:________________________________________
 Yes

 No

Has there been a change in risk factors?  Yes

 No

Previous risk factors for falls reviewed:

If yes, specify _______________________________________________________________
Current strategies/interventions reviewed:  Yes

 No

Were current strategies/interventions in place at time of the fall?  Yes

 No

If NO, describe why: __________________________________________________________
List of new strategies recommended
Strategy

Responsible Party

Signature: ____________________________________

Date:_________________

New strategies discussed with patient/SDM as per disclosure policy guidelines
Signature: ____________________________________

Date: ____________________

List those involved in debrief :






Coordinator/Designated lead __________________
Nursing ___________________________________
Physician __________________________________
NP/CNS ___________________________________

Revised August 2018; Initial Version May 2014






OT _____________________________
PT _____________________________
Pharmacist_______________________
Other ___________________________
200941

GUIDELINES
Post Fall/Near Miss Review:
•
•
•
•

Consider if this patient has previously fallen and what prevention strategies
should already be in place
Verify whether previously identified strategies have actually been
implemented/are being done
Consider what additional strategies could be implemented for preventing further
falls
Ensure complete names of individuals participating in the post fall/near miss
review are included on the form

PLACE COMPLETED FORM IN THE INTERDISCIPLINARY PROGRESS NOTE
SECTION OF THE CHART.

Revised August 2018; Initial Version May 2014

200941
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Safety Calendar
1

7
8

9
10

11
12

2

3

4

5

6

13

15

17

Month

Indicates day without injury, e.g. "On the 27th of the
27 month we had zero accident or recordable incidents."

September

Indicates day with injury, e.g. "On the 11th of the
11 month we had an accident or recordable incident."

19

14

16

23

24

25

26

27

28

Days
without
incident

29

30

16

31

18

Instructions (see next tab for blank form)

20

21
22

Days
without
incident

16

Subtract last green date (27) from last red date (11) to
get continuous "days without incident" (16).
The larger this number is the better your safety record.

Printing instructions: legal sized paper (A3), landscape
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Volunteer Services: Falls Prevention for
patients, residents and visitors
As a volunteer and a visitor to St. Joseph’s, you can help us ensure the safety for
our patients, residents and visitors and reduce the risk of falls.

Notify staff if you find any of the following
•
•
•

A spill that requires clean up
A light that is not working
Or if you notice anything else that may cause a person to slip, trip or fall.

Outpatient/Ambulatory/Visitor areas
•
•
•

Please try to use the shortest (most direct) route when helping a person with finding their way.
Provide a wheelchair, if one is requested.
Ask staff for help if you are worried about a person’s safety (call Security at ext. 44555, if you are
unsure).

Inpatient/Resident areas
•
•
•

Visit the nursing station and ask the staff if there is anything you need to know about the
patient/resident before taking them off the unit.
If you notice cords, or furniture that limit movement or are in the way please ask staff for help.
If the patient/resident has a sign outside of their room or at their bedside with the falls symbol, this
means the patient/resident is at high risk for falls. Always request staffs help to get the person up, if
they are not already up and ready to go.

What to do if you witness a fall or find someone who has fallen
•
•

Do not attempt to help the person up, they may be injured and must be assessed before being
moved.
Call for help
o Alert a staff member if one is present or
o Call Security at ext. 55555 and let them know what happened and where to find you.

Appendix F

Volunteer Education: Slips, Trips and
Falls Prevention
As a volunteer and a visitor to St. Joseph’s, you can help us prevent falls.

Functional Footwear
Please wear footwear that has a closed toe, closed low heel, is
comfortable and has a sole that prevents slips on walking surfaces.
Functional footwear helps to protect the foot from hazards and
facilitates performance, especially for workers who transport patients
and supplies. Any person at risk for impact from light objects (such as a
wheelchair) should wear functional footwear. Functional footwear for
people working outdoors and in the community includes winter boots
with tread, ankle support and insulation.
To help avoid injury:
•

•

•
•

•

•

Walk slowly, focused on the path ahead avoid distractions (talking on cell phone,
etc.)
Where possible, avoid slippery surfaces,
such as wet leaves, icy areas and snow
banks - be prepared for black ice
formation after melting occurs.
Give yourself enough time to get where
you’re going without rushing
In poor weather, wear footwear with slipresistant soles, low heels, and that are
warm /waterproof. Change into indoor
footwear upon arrival to facility.
Use handrails on stairs/sidewalks where
available and avoid carrying too many
items -use a backpack to keep your
hands free.
Check to make sure entrance areas and
stairs are clear of snow and slush.

•

•
•

•
•
•

Tracked-in snow and slush often causes
slips and falls. Watch for slippery floors
when entering buildings – let staff know if
a sign is needed to warn others about the
risk.
Clean your shoes when you go inside.
Caked snow and ice on shoe soles can
cause slips and falls.
Report all slips, trips, potential fall
hazards and incidents to your supervisor.
Report slippery conditions outside
building to security (44555) for immediate
attention.
Keep work area tidy, with cords and
cables tucked in for safety.
Notify staff of spills and liquids promptly.

Notify staff if a light is not working.

Appendix G
Audit of falls education compliance

Total Numbers
Preventing Falls and Resulting Injuries Clinical
Total staff:
1042
Acquired:
968
Assigned:
19
Overdue:
58
Preventing Falls and Resulting Injuries Non-Clinical
Total staff:
126
Acquired:
119
Assigned:
0
Overdue:
7
Preventing Falls and Resulting Injuries Ambulatory
Total staff:
750
Acquired:
711
Assigned:
8
Overdue:
31
Slips, Trips and Falls Staff
Total staff:
3982
Acquired:
3616
Assigned:
47
Overdue:
319

Completion rate for Prevention Falls and Resulting injuries (all three modules): 95%
Completion rate for Slips, trips and falls: 92%

Total Numbers eLearning Certification

2019/06/21

Appendix H

Falls Screening Audit -April 2019
Unit/Area

Facility

Audit

G2
G3/H3
G4/H4
G5
H2
H5
Complex Care

PIMH
PIMH
PIMH
PIMH
PIMH
PIMH
PIMB

3/4
7/8
6/6
4/5
3/5 (2 partial)
2/5
2/10

Palliative Care
Rehab
SGS
Veterans Care

PIMB
PIMB
PIMB
PIMB

10/10
10/10
10/10
7/8

B6
UCC

SJH
SJH

10/10
3/7

Other

2/10 did not meet
frequency standards

1/8 completed but
missed one
4/7 fast tracked

Falls Screening Audit July/August 2019
Unit/Area
B6

Facility
SJH

Audit
5/5

3AE
3BW
4AE
4AN
4BS
5AE
5AN
2 PERTH
3 EXETER
3 KENT
4BR
4 ELGIN

PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB

6/8
2/9
6/9
2/5
1/5
5/5
8/8
5/5
6/6
5/5
4/4
5/5

G2
H2
G3
H3
G4
H4
G5
H5

PIMH
PIMH
PIMH
PIMH
PIMH
PIMH
PIMH
PIMH

4/6
5/5
4/6
5/6
3/6
5/5
4/5
2/5

Assessment
Rehab Ready
Rehab
Treatment Unit N
Treatment Unit S

SWC
SWC
SWC
SWC
SWC

5/5
5/6
6/6
4/5
5/5

Other

Appendix I

Instructions for Use: (Print form and complete)
1. Document deficiencies and assign a risk level as High (H),
Medium (M) or Low (L).
2. Document corrective actions and retain inspection in file.
3. Contact OHSS for assistance as required.
4. The “F” in Risk column indicates potential fall hazard factor

Healthcare General Workplace Inspection Checklist
Date:
Inspected by:

Department/Area:
Reviewed by:

The inspection items contained herein are general recommendations only and are not an exhaustive list of hazards, risks and issues that
may be present in your work area. Specialized hazards and risks should be evaluated by the leader and appropriate controls implemented
accordingly. You can document these in the “Other” section at the bottom portion of this checklist.”

Yes
General
1. Are all work areas clean and
tidy?
2. Are doorways, aisles, hallways
and stairwells free of materials
and obstructions that could pose
a tripping or evacuation hazard?
3. Are floor surfaces smooth,
even and free of cracks or defects
that could cause a trip or fall?
4. Is lighting adequate for task
and location?
5. Is temperature and ventilation
adequate?
6. Are ceiling tiles in place with no
evidence of significant leaks or
mould?
7. Are wet floor signs used if
floors are being cleaned or if
there are spills?
8. Are routes, rooms and signs
clearly marked?
9.) Are stairwells/steps and
handrails in good condition?
Offices
1. Are filing cabinets drawers
kept closed when not in use?
2. Are filing cabinet drawers
properly loaded (heaviest items
on the bottom) and do not pose a
tipping hazard?
3. Are computer workstations
configured in a manner to
minimize ergonomic injury?
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No

N/A

Risk
(H,M,L)
F
F

F
F

F

F
F
F

Action

Date
Corrected

Yes
4. Are chairs used for computer
workstations adjustable?
Clinical Areas
1. Are biological specimen
containers tightly closed and
shipped appropriately?
2. Are sharps containers
available, secured and not
overfilled?
3. Is personal protective
equipment available and used?
(i.e. eye protection, face
protection, gowns and gloves)?
4. If there is an emergency
eyewash or shower in the
department is it checked
regularly for proper operation?
5. Are hand cleaning devices
available where/when required?
6. Are there appropriate
containers available for disposal
of all types of waste?
7. Are there sufficient numbers of
patient lifting devices and slings –
have they current inspection
dates?
8. Are beds, wheelchairs, patient
lifting and transfer devices and
other equipment functioning
properly?
9. Are cords and cables properly
secured so as not to be a tripping
and falling hazard?
10. If fridges are used for
biological specimens or vaccines
are they free of food and drink?
11. Does staff keep food and
drink out of areas where they
may be contaminated with
biological materials, chemicals or
drugs?
Material Handling and Storage
1. Are storage shelves capable of
supporting the intended load?
2. Are storage shelves secure and
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No

N/A

Risk
(H,M,L)

F

F

F

Action

Date
Corrected

Yes
not able to tip?
3. Are heavy items stored at
optimal lifting heights (between
shoulder and knees)?
4. Are carts available to move
heavy items and materials?
5. Are step stools/ladders
available and are they in good
condition (inspected)?
Security
1. Are areas locked as required
and do security devices (alarms
and locks) work properly?
2. Are panic alarms devices being
worn and tested daily where
required to be worn?
Emergency Response
1. Are emergency phone numbers
readily accessible?
2. Are overhead emergency
announcements able to be heard
by staff?
Fire
1. Are fire exits marked and signs
illuminated?
2. Are fire extinguishers, hoses
and alarm pull stations clearly
marked and free of obstructions?
3. Have fire extinguishers and
hose cabinets been inspected
monthly and inspection tags
signed?
4. In areas with fire sprinklers, are
materials stored at least 18
inches from sprinkler heads?
5. Are corridors, exits and egress
routes kept clear of obstructions?
Electrical
1. Are electrical cords in good
condition and free of damage and
defects (including not frayed and
grounded prongs in place)?
2. Are there enough electrical
outlets to ensure they are not
overloaded?
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No

N/A

Risk
(H,M,L)

F

Action

Date
Corrected

Yes
3. If power bars are being used,
are these hospital approved and
are they connected directly to an
electrical outlet?
4. Are electrical panels locked
and is the area around them free
of obstructions?
5. Are electrical appliances CSA
or ULC approved?
6. Are ground fault circuit
interrupters being used where
required?
WHMIS
1. Does staff have access to
MSDS’s for controlled products
used in the department (i.e.
binder or WellNet ebook)?
2. Are all WHMIS controlled
products labeled with supplier or
workplace labels?
3.Are hazardous products
properly stored and containers
disposed of when empty?
Documentation and Training
1. Are emergency response
procedures and emergency code
information available in the
department?
2. Are employees up to date on
corporate safety training? e.g.
Emergency codes, fire
prevention, WHMIS, Safety
Awareness, Standards for
Relationships, Prevention of
Workplace Violence
3. If there is an enhanced
potential for patient violence,
have employees received
additional training (i.e. GPA, PICs,
etc.)?
4. If employees work alone or in
isolation, are they aware of
working alone procedures?
5. If employees reposition or are
required to lift/transfer patients,
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No

N/A

Risk
(H,M,L)

F

F

F

Action

Date
Corrected

Yes
have they received appropriate
training and instruction?
6. If employees manually handle
and lift heavy items or work at
computer workstations, have
they received appropriate
ergonomic information?
Other
(add as may be appropriate)

No

N/A

Risk
(H,M,L)

Action

Date
Corrected

Acknowledgement – Some of this information has been extracted from “Best Practices Guideline for
Occupational Health and Safety in the Healthcare Industry”, Government of Alberta, 2011.
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Appendix J

Universal Falls Prevention Strategies – Inpatient/Resident
Assess

Educate and
Encourage

Monitor and maintain

Communicate

•

Assess fall risk with a screening tool on admission

•

Reassess fall risk with health status changes –either improvement or decline

•

Review medications to identify which may potentially contribute to fall risk

•

Encourage patients/residents who need assistance with transfers and mobility to call for help

•

Have patients/residents demonstrate correct use of the call bell

•

Orient patients/residents to their environment (room, bathroom, hall)

•

Provide patients/residents and family members with falls prevention information

•

Assist patients/residents to consistently use their hearing aids or glasses

•

Educate patients/residents about wearing non-slip, well-fitting footwear

•

Have patients/residents demonstrate the safe use of current mobility aids/assistive devices
and provide education as needed

•

Keep the bed at the optimal height for safe transfers, with brakes locked

•

Keep call bell within reach at all times

•

Ensure that clothing and any lines/tubes do not interfere with mobility

•

Keep personal items within reach

•

Ensure optimal placement and set-up of mobility equipment (eg brakes on)

•

Monitor patient/resident regularly

•

Ensure appropriate access to handrails in patient/resident environment

•

Inspect patient/resident related equipment regularly and request maintenance as required

•

Ensure appropriate lighting in patient/resident environments

•

Keep floor surfaces dry and clean; clean up spills immediately

•

Keep patient/resident care areas uncluttered and ensure clear path for safe mobility within
their environment (e.g tuck cords, remove excess furniture)

•

Communicate fall risk information and strategies to patients/residents and significant others
in a timely manner

•

Ensure timely updates with status changes (improvements or decline)

•

Ensure care plan is documented/updated in the patient/resident chart

Corporate Falls Prevention Team July 2017, reviewed October 2018.

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869
Renowned for compassionate care, St. Joseph’s is one of the best academic health care organizations in Canada dedicated to
helping people live to their fullest by minimizing the effects of injury, disease and disability through excellence in care,
teaching and research.

sjhc.london.on.ca

Appendix K

Call, Don’t Fall
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Guidelines for Using Signs to Communicate Falls Risk
What are signs to communicate falls risk?
One type of communication strategy; not an intervention
A method of identifying patients/residents who are at risk for falls to staff and family/visitors
A visual cue to remind the patient/resident that they are at risk of falling
The use of signs does not replace other standard communication strategies
Who should use them?
Three visual tools have been approved for use at St. Joseph’s Health Care
1. A sign reminding staff that a patient/resident is at risk for falls
2. A sign to remind the patient/resident that they are at risk of falling and should call for
assistance
3. A sign to use with units who have implemented a 24 hour falls watch program
Visual identifiers don’t have to be used by all units/programs. If a unit/program feels that their
patient/resident population and/or staff would benefit from using one or all of the approved signs as part
of their falls prevention strategy, they can choose to do so.
Requirements for Use:
Signs should be placed in appropriate areas which limit their visibility by non-essential people i.e.
inside patient/resident rooms vs. in the hallway
Patient identifiers cannot be placed on the signs
Informed verbal consent is required from the patient/resident or substitute decision maker (SDM)
Informed verbal consent needs to be obtained and documented on the health record. Include the
following information:
o Where the sign will be placed
o That the reason for posting a sign was explained
o Whether or not the patient/resident or SDM agreed
If a patient/resident declines to have a sign posted, document that this strategy was offered to the
patient/resident or SDM.
Guidelines/Reminders
All patients/residents, family and visitors should be educated in recognizing and understanding
the purpose of the identifiers and be aware of how to obtain help from staff
All members of the interdisciplinary team need to receive education about the use of visual
identifiers and follow a consistent process for use
If a patient/resident is transferred to a different bed/room, staff need to remember to move the
sign
Change the sign with change in falls risk as appropriate
All patients/residents admitted from other health care facilities must be assessed for falls risk on
admission. Consent is required to utilize any visual identifiers at our organization – staff can’t
continue to utilize those from other facilities (e.g. armbands, chart stickers etc.).

Appendix L

Falls Risk

200688

Guidelines for Using Signs to Communicate Falls Risk
What are signs to communicate falls risk?
One type of communication strategy; not an intervention
A method of identifying patients/residents who are at risk for falls to staff and family/visitors
A visual cue to remind the patient/resident that they are at risk of falling
The use of signs does not replace other standard communication strategies
Who should use them?
Three visual tools have been approved for use at St. Joseph’s Health Care
1. A sign reminding staff that a patient/resident is at risk for falls
2. A sign to remind the patient/resident that they are at risk of falling and should call for
assistance
3. A sign to use with units who have implemented a 24 hour falls watch program
Visual identifiers don’t have to be used by all units/programs. If a unit/program feels that their
patient/resident population and/or staff would benefit from using one or all of the approved signs as part
of their falls prevention strategy, they can choose to do so.
Requirements for Use:
Signs should be placed in appropriate areas which limit their visibility by non-essential people i.e.
inside patient/resident rooms vs. in the hallway
Patient identifiers cannot be placed on the signs
Informed verbal consent is required from the patient/resident or substitute decision maker (SDM)
Informed verbal consent needs to be obtained and documented on the health record. Include the
following information:
o Where the sign will be placed
o That the reason for posting a sign was explained
o Whether or not the patient/resident or SDM agreed
If a patient/resident declines to have a sign posted, document that this strategy was offered to the
patient/resident or SDM.
Guidelines/Reminders
All patients/residents, family and visitors should be educated in recognizing and understanding
the purpose of the identifiers and be aware of how to obtain help from staff
All members of the interdisciplinary team need to receive education about the use of visual
identifiers and follow a consistent process for use
If a patient/resident is transferred to a different bed/room, staff need to remember to move the
sign
Change the sign with change in falls risk as appropriate
All patients/residents admitted from other health care facilities must be assessed for falls risk on
admission. Consent is required to utilize any visual identifiers at our organization – staff can’t
continue to utilize those from other facilities (e.g. armbands, chart stickers etc.).

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Fall Prevention and Injury Reduction – Long-Term Care Services
ROP Leader(s):

Amanda Thibeault and Sarah Webb

Date of Assessment:

2019/09/20

ROP: Fall Prevention and Injury Reduction – Long-Term Care Services
To prevent falls and reduce the risk of injuries from falling, a risk assessment is conducted for each resident and interventions are implemented.
Guidelines:
Reducing falls and injuries from falls can increase quality of life, prevent loss of mobility and pain for residents, and reduce costs.
Effective fall prevention and injury reduction requires an interdisciplinary approach and support from all levels of an organization. It is helpful to
implement a coordinated approach to fall prevention and injury reduction within the organization, while recognizing the unique needs of different
settings or sites, and to designate individuals to facilitate its implementation.
A wide range of risk assessment tools are available to identify specific risk profiles of residents in order to create individualized targeted fall
prevention plans. Examples of risk assessment tools appropriate for long-term care include:
•
Area Ellipse of Postural Sway
•
Berg Balance Test
•
Mobility Fall Chart
•
STRATIFY (St. Thomas Risk Assessment Tool in Falling Elderly Inpatients)
Common serious injuries that occur as a result of a fall in the elderly are hip fractures (Fuller, 2000). Recommendations for preventing fracture
in long-term care can include vitamin D supplementation, use of hip protectors, exercise, multifactorial interventions, and pharmacologic
therapies (Papaioannou et al., 2015).
It is important to identify and adopt assessment tools and interventions that align with the type of clinical setting and individual needs of
residents, including their right to live at risk.
Education about the risk assessment, protocol, and procedures to prevent falls and reduce injuries from falling is provided regularly to team
members and volunteers. Residents, families, and caregivers are provided with easy to understand information that empowers them to play an
active role in fall prevention and injury reduction.
It is important to regularly evaluate whether or not current activities to prevent falls and reduce injuries from falling are having the desired impact
and are meeting resident, family, and team member needs. Effectiveness can be evaluated through a variety of means, whether informal
discussions, interviews, surveys, or audits. Measurement for improvement initiatives and post-fall debriefings may also help identify safety gaps
and to prevent the recurrence of falls or reduce injuries from falling.
Falls Prevention and Injury Reduction – Long Term Care Services
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TEST(S) FOR COMPLIANCE:
1. An initial fall prevention and injury reduction risk assessment is conducted for residents upon admission, using a standardized tool.
Specific evidence indicating compliance:
•

•
•

Standard process: Residents are screened on admission for falls risks using the Morse falls risk screening tool (standardized tool) and
documented in the patient chart. A personalized prevention plan is created based on the screening tool outcomes for the resident.
Residents are reassessed for falls risk following significant changes in health status, post-fall or on a quarterly basis if not otherwise
triggered.
Policy for falls prevention in place for Mount Hope which includes an outline for the assessment protocol. See policy in folder or on
website:
•
https://intra.sjhc.london.on.ca/sites/default/files/pdfs/policy_mh_falls_assessment_management.pdf
Policy for the Veterans Care Program is the corporate policy for Falls Prevention and Injury Reduction and includes an outline for
assessment protocol. See policy in folder.

2. A standardized process is followed to reassess residents at regular intervals and when there is a significant change in their health
status.
Specific evidence indicating compliance:
•
•
•

Mount Hope and the Veterans Care Program residents are re-assessed quarterly if no change is identified that would trigger another assessment. If
there is reason to believe that there is a new or increased risk for a fall, or if there is a change in health status/significant injury or a fall, the screening
tool is completed and the strategies/interventions are reviewed/refreshed. .
For Mount Hope, please see the Mount Hope policy for standard process and procedures regarding resident reassessment for falls (see policy in
folder)
For the Veterans Care Program, please see the corporate policy for standard process and procedures for the organization, regarding reassessment for
falls (see policy in folder).

3. Protocols and procedures (based on best practice guidelines when available and applicable to the setting) are implemented to prevent falls
and reduce injuries from falling.
Specific evidence indicating compliance:
•
•
•

Universal Falls Prevention Strategies were already in place and being applied in inpatient units. These were amalgamated into a single
corporate document (which is available
online: https://intra.sjhc.london.on.ca/sites/default/files/pdfs/pse_inpatient_residential_falls_prevention_strategies_2019.pdf ).
Strategies from the Universal falls prevention strategies are embedded in the list of strategies aligned with the falls screening tool in the
patient’s health record. The strategies are also aligned with the Registered Nurses Association of Ontario (RNAO) best practice
guidelines (BPG) to ensure that the strategies are evidence based (https://rnao.ca/bpg/guidelines/prevention-falls-and-fall-injuries).
Please see Mount Hope Falls Prevention Strategies for standardized strategies in place to prevent falls and reduce injuries from falls
(https://intra.sjhc.london.on.ca/sites/default/files/fall_prevention_strategy_mount_hope.pdf ).

Falls Prevention and Injury Reduction – Long Term Care Services
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•
•
•
•
•

Please refer to the Mount Hope policy for the established protocols and procedures
(https://intra.sjhc.london.on.ca/sites/default/files/pdfs/policy_mh_falls_assessment_management.pdf ).
Please refer to the Universal Falls Prevention Strategies for the Veterans Care program.
(https://intra.sjhc.london.on.ca/sites/default/files/pdfs/pse_inpatient_residential_falls_prevention_strategies_2019.pdf)
Please see posters attached to this document “Call Don’t Fall” (Veterans Care and Mount Hope) and “Falls Prevention Poster”
(Veterans) that is used as appropriate for the patient/resident’s individualized plan of care.
Please refer to the Corporate policy for established protocols and procedures for the Veterans Care Program (see policy included in the
folder).
Veterans Care Program -Universal Falls Prevention Strategies that align with the leader tool Healthcare General Workplace Inspection
Checklist are identified in the tool to demonstrate ongoing work that support falls prevention (see document in the folder). This can be
found in the leader Portal called ONELINK and is also available on the intranet here: https://intra.sjhc.london.on.ca/supportteams/occupational-health-and-safety/policies-and-guidelines/safety-standards-and-guidelines

4. Interventions to prevent falls and reduce injuries from falling are documented in the resident record and communicated to the team.
Specific evidence indicating compliance:
•
•
•
•
•

Interventions aligned with the resident care plan are documented on the patient’s chart and communicated to the team.
Mount Hope -Please see policy for standard processes and structures in place for documentation of falls prevention and reduction of
injury from falls (https://intra.sjhc.london.on.ca/sites/default/files/pdfs/policy_mh_falls_assessment_management.pdf ).
Mount Hope -Charts are audited on a daily basis for completion and compliance of documentation, with follow-up when further
information is required.
Veterans Care program –Please see attached audits from paper chart April 2019; audits of completion for electronic chart done during
July/August –see attached audit results.
Veterans Care –Please see attached corporate policy for standard process and procedures.

5. Team members and volunteers are educated, and residents, families, and caregivers are provided with information to prevent falls and
reduce injuries from falling.
Specific evidence indicating compliance:
•

Staff is educated via educational modules in Learning Edge (please see attached audit results for completion for the Veterans Care
program and the Mount Hope Facility):
o Every 365 days for Mt. Hope
o One time completion for clinical and non-clinical for preventing falls and resulting injury for Veterans Care Program
o One time completion for Slips, trips and falls for staff, for inpatient clinical areas and for non-clinical areas
o Please see audits of completion of eLearning in folder.

Falls Prevention and Injury Reduction – Long Term Care Services
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•
•
•
•

Residents, families and caregivers are provided information by the teams via direct education and/or written materials available on each
program following admission. Multiple brochures are available across the organization. Please see available brochures
(https://intra.sjhc.london.on.ca/work-info-tools/falls-prevention/corporate-tools-and-metrics).
Residents, families and caregivers aligned with the Mt Hope buildings can read information related to falls prevention in the resident
handbook.
Residents, families and caregivers can access falls prevention materials on the public website for falls prevention
(https://www.sjhc.london.on.ca/your-visit/patient-safety-and-infection-control/patient-safety-initiatives/falls-prevention-strategy )
Two flyers have been created to educate volunteers: 1) Slips, trips and falls; 2) Falls prevention and injury reduction (see the flyers
included in this folder) and the information is to volunteers by Volunteer Services in an established education plan which includes enewsletters (printed out for those who don’t have access to email).

6. The effectiveness of fall prevention and injury reduction activities (e.g., risk assessment process and tools, protocols and procedures,
documentation, education, and information) are evaluated, and results are used to make improvements when needed.
Specific evidence indicating compliance:
•
•

•

•
•
•
•

•

Standard process: Patients are screened/assessed on admission for falls risks and a personalized prevention plan is created. Patients
are reassessed for falls risk following significant changes in health status, post-fall or once per quarter if the reassessment is not
triggered.
When there is a fall, the post-fall debrief form is used by the interdisciplinary team to assess the effectiveness of a falls prevention plan
and to develop further strategies to support fall prevention and injury prevention. A report is completed in the Patient Safety Reporting
System (PSRS). All of the information related to falls is collated and reviewed corporately on a quarterly basis. The collated information
is posted to the Patient Safety Indicators results section on the intranet. The form aligned with the PSRS is emailed to the leader to
review for completion, follow up and team feedback.
Any fall with injury (level 4 or 5 in terms of severity, considered a critical incident) under goes a more robust review that includes local
leadership and the Privacy and Risk team, with recommendations that are shared with the clinical team. This review is not required by
legislation however it is completed to ensure ongoing learning and change can occur to support falls prevention. Lessons learned and
recommendations support learning across the organization.
The corporate falls prevention team reviews the report for critical injuries and recommendations to inform conversations and next steps
around falls prevention.
The safety reports are reviewed by multiple committees, including the Quality Committee of the Board, Quality Council and the Health
Care Ethics Committee.
Leaders have access to safety reports in the leadership portal, ONELINK, receive quarterly emails and also have access to near-realtime reporting for safety items like falls available online
Standard process for Mount Hope: Residents are screened on admission for falls risks and a personalized prevention plan is created.
Residents are reassessed for falls risk following significant changes in health status or post-fall. When there is a fall, the post-fall review
is documented in the “Falls Follow up” progress note, on each shift for 48 hours. All of the falls are reviewed on a monthly basis to
assess the effectiveness of a falls prevention plan and to develop further strategies to support fall prevention and injury prevention.
Standard process at Mt Hope -a fulsome review of the resident’s care plan by the Coordinator of Resident Care, if the resident has 3 or
more falls in a calendar month. The care plan is reviewed to ensure all risks and the associated prevention strategies are in place to

Falls Prevention and Injury Reduction – Long Term Care Services
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•
•

enhance the resident’s safety (https://intra.sjhc.london.on.ca/sites/default/files/pdfs/policy_mh_falls_assessment_management.pdf ).
The falls prevention committee at Mt. Hope meets on a monthly basis, and reviews falls to identify trends and opportunities for learning
and changing.
The Corporate Falls prevention team reviews critical falls incidences from a corporate perspective on a quarterly basis. The team works
to identify trends and opportunities for changes. Further information is gathered, with inquiries regarding previous work/considerations,
and the team will make recommendations as needed/appropriate.

Policies relating to this Required Organizational Practice (ROP):
Policy
FALLS: ASSESSMENT FOR FALLS RISK AND MANAGEMENT OF FALL EVENTS (Mount Hope)
Falls prevention and injury reduction (corporate except for Mount Hope)

Additional Reference Document(s):
Additional Document(s) will be saved on the intranet ROP page:
•
•
•
•

https://intra.sjhc.london.on.ca/sites/default/files/fall_prevention_strategy_mount_hope.pdf
https://intra.sjhc.london.on.ca/work-info-tools/patient-safety-and-experience/falls-prevention
https://intra.sjhc.london.on.ca/work-info-tools/falls-prevention/site-specific-resources/mount-hope
https://rnao.ca/bpg/guidelines/prevention-falls-and-fall-injuries

Supporting Documents Attached:
• Mt. Hope Falls Prevention and Injury Reduction Policy (Appendix A)
• Corporate Falls Prevention and Injury Reduction policy (Appendix B)
• Inpatient Resident Universal Falls Prevention Strategies (Appendix C)
• Mount Hope falls prevention strategy (Appendix D)
• Post Fall Form Progress Note Aug 2018 (Veterans) [Appendix E]
• Mount Hope post fall assessment and review (Appendix F)
• Falls Prevention for Volunteer Services 2019 (Appendix G)
• Volunteer visitor slip trips and falls 2019 (Appendix H)
• Falls Totals eLearning Data April 2019 (Appendix I)
• Safety Cross Calendar –Veterans (Appendix J)
• Falls Screening tools chart audits April & August (Appendix K)
• Healthcare-general-workplace-inspection-checklist (with falls prevention) [Appendix L]
• Poster: Call Don't Fall (Appendix M)
• Poster: Falls Risk (Appendix N)
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DEFINITION:
Fall – any unplanned event that results in a person coming to rest on the ground, the floor, or other lower
level. This includes the following:
• near misses e.g. a resident loses balance and would have fallen if staff did not intervene in
some way
• a resident is found on the floor and staff cannot definitively rule out a fall
• staff ease a resident to the floor when they become weak in the knees
* NOTE – the distance to the next lower surface is not a factor; if a resident rolls onto the floor from a
mattress or crash mat placed on the floor, this is still considered a fall
POLICY:
1. All Mount Hope residents, including respites, are assessed for risk of falls on admission. Permanent
residents are also re-assessed quarterly and when there is reason to believe there is new or
increased risk of falls e.g. due to a change in medical status.
2. Mount Hope staff implement fall prevention strategies for all residents. Additional measures are
implemented for those residents identified as at greater risk for falls from the falls risk assessment.
3. Any resident who sustains a fall must be assessed by an RN/RPN prior to being moved, and for five
shifts following the fall.
4. All Mount Hope staff and volunteers are educated about the risk of falls and fall injuries.
PROCEDURE:
1. The Mount Hope Falls Prevention and Restraint Reduction Committee directs the creation and
revision of policies & processes which support the prevention of falls at Mount Hope; the team meets
at least monthly to:

•
•
•

review the current falls prevention program and related policies, to discuss whether revisions
are needed, then directs the implementation of any revisions
direct staff education in the area of falls prevention
review numbers of falls, trends, and possible revisions in practice or policy to address these

2. The number of falls occurring in the facility is tracked, using a computer-based tool.
3. Direct care staff and volunteers are educated upon hire and annually on the risk of falls in the long
term care population, fall injuries that may result, as well as fall prevention strategies.
Falls Risk Assessment
4. All residents are assessed at the following times for their risk of falling, using the computerized risk
assessment tool in the electronic documentation system:
• on admission (the resident’s fall risk score is also documented on the Admission
Assessment/24-hr. Plan of Care, as well as any interventions to be put in place to help
prevent falls)
• quarterly as part of the quarterly review process
• whenever a resident sustains a significant injury related to a fall OR a change in their health
status which may impact their risk for falls (e.g. a fractured hip or major head injury) i.e. a new
Minimum Data Set (MDS) assessment is triggered
Fall Prevention Strategies
5. Fall prevention strategies put in place for individual residents are documented on the resident’s Care
Plan. If a resident’s care needs change at any time, this is documented in the Care Plan by the nurse
at the time the change is identified.
6. Strategies implemented with all residents to prevent falls from occurring may include, but are not
limited to the following:
 Educate the resident and family about the risk of falling, and enlist their cooperation with
prevention strategies
 Reduce clutter in rooms and corridors
 Move/remove/eliminate items on the floor e.g. scatter rugs, footstools, electrical cords
 Leave things within the resident’s reach which they need on a regular basis
 Leave the call bell within reach at all times
 Answer call bells promptly
 Make sure residents who require eyeglasses and/or hearing aids have these in place
 Make sure adequate lighting is in place in all areas of resident travel
 Provide night lighting as appropriate for those who get up at night to toilet, etc.
 Take the resident to the toilet routinely and whenever they ask, whenever possible
 Take extra caution in shower and bathing areas due to the increased potential for slippage
 Encourage the use of walking aids even for short distances (walkers, canes) for residents who
use these devices
 Encourage residents to sit at the bedside for a few seconds when first rising (especially those
with orthostatic hypotension or frequent complaints of dizziness), to avoid loss of balance on
standing
 Encourage the use of properly-fitting, rubber-soled shoes
 Follow the principle of least restraint
7. In addition to the above interventions, additional strategies implemented with residents
identified to be at risk of falling according to the computerized falls risk assessment tool may
include, but are not limited to the following:
 Encourage the use of handrails when ambulating in corridors
 Consider the set-up of the resident’s room to ensure pathways for ambulation are clear

 Encourage participation in exercise programs and physiotherapy interventions to reduce fall
and fracture risk
 Support the use of hip protector devices when they are ordered by the physician and/or
supplied by family, to decrease the chance of injury with falls
 Consult with the physician about whether bone density measurement or other diagnostic
testing may be beneficial
 Review the medication profile of the resident, in consultation with physician and Pharmacist, to
assess the need for Vitamin ‘D’ and calcium supplementation, to decrease polypharmacy
where possible (residents on more than 5 medications), or to decrease or adjust the use of
psychotropic drugs
 Encourage the physician to consider bone anabolic therapy (such as bisphosphonate) to
reduce fracture risk when appropriate
 Consider a bedside commode for residents who toilet frequently and tend to self-toilet without
assistance
 Check for equipment safety on a regular basis
 Educate the resident and family about the risk of falling, and enlist their cooperation with
prevention strategies
 If the resident uses a wheelchair or walker for ambulation, leave the aid at the immediate
bedside with brakes on, in case the resident gets out of bed to use it
 Use bed sensors, chair sensors, or “Hi-Lo” beds, to decrease the chance of injury from falls in
residents who tend to get out of bed or out of their chair without calling for help
 Encourage the use of grab bars in bathrooms
 Discourage “furniture walking”
 Consider different footwear (discuss with resident/SDM)
 Make a referral to Physiotherapy re: ambulatory aids, assistive devices, or exercise programs,
if the resident has poor strength, gait, or balance
 Avoid the use of bed or assist rails as a falls prevention strategy
8. Restraints are discouraged as a fall prevention strategy. Refer to the policy “Restraints: Physical,
Chemical & Environmental” for more information on the use of restraints.
Fall Risk Identifiers
9. For select residents at high risk of falls as per the identified inclusion criteria on the “Fall Risk
Identifiers” form, fall identifiers may be used to ensure all staff are aware of the increased risk to the
resident. These identifiers may include some or all of the following:
• Fall Risk sign inside the resident’s room
• Yellow armband (with the phrase “Call, Don’t Fall” on it) worn by the resident
• Yellow tape on the resident’s cane, walker or wheelchair
• Resident’s name printed on bright yellow paper outside their room door
10. The use of Fall Risk Identifiers requires the consent of the capable resident, or the Substitute
Decision Maker (SDM)/Power of Attorney for Personal Care (POAPC) of the incapable resident. This
consent is obtained by the admissions nurse or designate if the resident is identified as being very
high risk for falls on admission. The consent is obtained by the unit RPN or building RN if the use of
Fall Risk Identifiers is started at some point after admission.
11. Nurses will consult with members of the inter-disciplinary team as appropriate, for collaboration on
fall prevention strategies. The physiotherapy team in particular is consulted regarding ambulation
concerns and the need for strength, balance or gait training.
When a fall occurs…
12. When a resident is found, having fallen or suspected of having fallen, the person who finds the
resident assesses the situation immediately.

 Without moving the resident, ask them if anything hurts. Have them describe what occurred
or how the fall took place. Ask specifically if he/she hit his/her head and what part of their
body hit the floor or other hard surface
 Make sure that the resident is safe
 Ask the resident not to move
 Find an RN or RPN to assess the resident right away if a PSW or other person
discovered the resident
13. The RN or RPN performs a complete assessment, looking for any obvious signs of injury:
 Assess the head by lightly running hands over the scalp and through the hair to check for
lumps, bleeding or other signs of injury
 Assess ROM in all limbs
 Assess for contusions, open areas, bruising, etc.
14. If the resident seems to have serious injuries, the RPN pages the RN for consultation. If deemed
necessary, the RPN or RN will call an ambulance. The ambulance attendants move the resident to a
stretcher.
15. If there are no signs of injury in the assessment, or if there are minor injuries only, the nurse may
direct that staff assist the resident to standing, or to a nearby chair or bed. Check the resident’s vital
signs and continue to monitor as described below.
16. If a head injury is sustained, OR if it is suspected the resident hit their head, OR staff cannot
determine the nature of what occurred (e.g. a mentally incapable resident cannot reliably say what
occurred during the fall), refer to the Mount Hope policy “Head Injury Routine”.
17. If the resident is routinely transferred using a mechanical lift, a mechanical lift must be used to lift the
resident off the floor.
18. If the resident is not routinely transferred using a mechanical lift but they seem unable to get off the
floor easily with the assistance of staff, a mechanical lift is used to lift them off the floor.
Documentation/Assessment After a Fall
19. The RN or RPN documents the incident and the initial post-fall assessment of the resident, using the
Post-Fall Review/Assessment tool in the electronic documentation system.
20. Whether or not there are injuries found on the initial assessment, further assessments are completed
by the unit RN/RPN on each shift for 48 hours after the fall, i.e. for six shifts in a row, or until any
injuries have resolved, whichever is later. This assessment includes notations of skin, bruising, bony
injuries, changes in cognition, etc.
21. The unit RN/RPN documents in the electronic documentation system that the ongoing assessments
as above have been completed, using the “Falls Follow-up” progress note each time. This
documentation is done on each shift for 48 hours post-fall. If injuries or abnormalities are noted in any
of the assessments, documentation continues on each shift until the injury or abnormality is stable or
resolved.
22. To ensure assessments and documentation are completed each shift for 48 hrs. post-fall, the nurse
writes on the report sheet for the shift that the resident fell – “Shift #1”. “Shift #2” is written on the
report sheet for the following shift, etc., up to and including “Shift #6”.
23. The nurse instructs PSW staff to bring to the nurse’s attention any changes in the resident that may
have resulted from the fall e.g. bruising, bone deformities, pain, unwillingness to weight-bear, etc..
These changes must be brought to the nurse’s attention as soon as the PSW becomes aware
of them.

24. The RN or RPN reports any fall or near-miss fall (according to the definition on page 1) using the
Patient Safety Reporting System (PSRS) in accordance with the corporate “Reporting and Review of
Adverse Events and Near Misses/Patient Safety Reporting” policy. The nurse also includes falls on
the unit and 24-hour summative report.
Notifications
25. If the resident who has fallen is mentally capable, the nurse takes direction from the resident as to
whether or not he/she wishes for anyone of his/her choosing to be notified of the fall. If the fall occurs
at night, the resident should be asked if he/she wants that person notified immediately, or at a
different time.
26. If the resident who has fallen is not mentally capable, the nurse follows documented instructions on
the resident’s chart re: notifying the SDM/POAPC, noting whether or not the SDM/POAPC wishes to
be notified at the time of the fall e.g. at night if that is when the fall occurs, or at a more convenient
time.
Follow-up
27. If there are minor injuries or other factors (e.g. the reason the resident fell is that their knees were
buckling) that impact on the resident’s safety in mobility and/or lifts/transfers, the RN or RPN contacts
Physiotherapy to assess.
28. When a resident has 3 or more falls within one calendar month, the Director of Care or Associate
Director of Care may, in consideration of the resident’s history, pattern of falls, etc., instruct the unit
registered staff to do the following:
 Review the resident’s lift/transfer method with PSW staff
 Notify the physician via the “Physician Alert Book” that there have been multiple falls
 Consult with the interdisciplinary team about possible additional prevention strategies, if this has
not already been done
 Re-check the resident’s environment for hazards
 Ensure current falls prevention interventions are documented on the Care Plan
 Review medication regime for problem areas
 Check for possible infections
 Educate or re-educate the resident and family about the risk of falls and fall prevention strategies
REFERENCES:
1. Registered Nurses Association of Ontario: Clinical Practice Guidelines – “Preventing Falls and
Reducing Injuries from Falls”, 2017.
2. Long Term Care Homes Act, 2007.
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PURPOSE
St. Joseph’s Health Care London (St. Joseph’s) is committed to creating a culture of uncompromising quality and safety
across the organization. This policy outlines falls prevention strategies and processes in place to protect our
patients’/residents’ safety. St. Joseph’s will partner with staff, affiliates, patients, residents, caregivers and visitors in this
pursuit.
POLICY
Staff and affiliates will implement the appropriate fall prevention strategies on all patients/residents across the
organization.
• Falls risk assessment will be completed on all inpatients/residents.
• All staff and affiliates will receive falls prevention education, and are responsible for ensuring patients/residents
are educated about and encouraged to use safety precautions appropriately.
• Universal falls interventions are implemented on all areas (inpatient & outpatient/ambulatory).
• Fall prevention information and strategies will be communicated to patients, residents, family caregivers, and
team members.
PROCEDURE
1. Roles and Responsibilities
1.1. Leaders are responsible to:
1.1.1. Ensure all staff and affiliates receive and complete education related to falls prevention and falls risk
assessment as applicable to their role and clinical area.
a. Education is provided with on-boarding of new staff and affiliates, and an eLearning program, aligned
with the staff and affiliates position, through Learning Edge.
1.1.2. Monitor and enforce compliance with this policy through program specific procedures (i.e. Chart auditing,
fall prevention board, debriefs, etc.).
1.1.3. Investigate falls and near-miss falls events in collaboration with staff, affiliates, residents, patients, and
family caregivers. Ensure all incidents have been reported in Patient Safety Reporting System (PSRS) in
accordance with the Reporting and Review of Adverse Events and Near Misses/Patient Safety Reporting
policy.

1.1.4. Collaborate with staff and affiliates to identify hazards and develop plans to address and mitigate risks in
their area.
1.1.5. Ensure all staff and affiliates in the area have access to knowledge and physical resources needed to
implement universal and individualized falls prevention strategies on all patients/residents as required.
1.2. Staff and Affiliates responsibilities:
1.2.1. Complete required education and training related to falls prevention and falls risk assessment as are
applicable to their role and clinical area.
a. Education completed with on-boarding of new staff and affiliates, and repeated as established within
the learning package.
1.2.2. Report any fall or near-miss fall using PSRS within 24 hours. The PSRS will be completed accordance
with Reporting and Review of Adverse Events and Near Misses/Patient Safety Reporting policy.
1.2.3. Collaborate to identify hazards and develop plans to address and mitigate risks in their area.
1.2.4. For inpatient areas:
a. Assess falls risk with area specific screening tool on admission for every patient/resident.
b. Reassess falls risk with screening tool quarterly, after a fall, upon transfer between units, and with
change in health condition.
c. Implement universal falls prevention strategies for all patients/residents and document strategies in
place, in the patient’s/resident’s health record.
d. Implement patient/resident specific individualized falls prevention strategies based on risk
assessment and patient/resident condition. Document interventions and strategies on
patient/resident’s medical record and communicate with team.
e. Communicate falls risk information and strategies to patients/residents/family caregivers in timely
manner. Provide education to all patients/residents on use of falls prevention equipment (i.e., Call
bell, mobility aids, etc.) and encourage use throughout stay. Update falls risk and prevention
information and strategies with each change.
f. If a patient/resident experiences a fall, please refer to section 2.
g. If a patient/resident experiences a near-miss, please refer to section 3.
1.2.5.For outpatient/ambulatory areas:
a. Signs encouraging and supporting patients to self-identify for risks of falls are posted in the clinical
area or aligned waiting rooms.
b. Patients will self-identify if they feel they are at risk for a fall, and request support from a member of
the staff.
c. Staff will request a transport wheelchair, with patient’s consent, to decrease falls risk.
d. Implement universal falls prevention strategies for all patients.
e. Communicate falls risk information and strategies to patients/families in timely manner. Provide
education to all patients on use of falls prevention equipment (i.e., Call bell, mobility aids, etc.) and
encourage use throughout visit. Update falls risk and prevention information and strategies with each
change.
f. Monitor patients post procedure to ensure patient has safe mobility to meet discharge criteria.
g. If a patient/visitor experiences a fall, please refer to section 2.
h. If a patient/resident experiences a near-miss, please refer to section 3.
2. If a fall occurs:
2.1. Assess patient/resident for injury. Move the patient/resident (if appropriate) using the principles of Safe Patient
Handling (Lifts, Transfers and Repositioning) policy.
2.2. Report any fall or near-miss fall using PSRS within 24 hours. The PSRS will be completed accordance with
Reporting and Review of Adverse Events and Near Misses/Patient Safety Reporting policy.
2.3. Document information about fall in patient/resident’s health record and communicate with team.
2.4. Notify leader or delegate.
2.5. Complete a comprehensive falls risk assessment as per area-specific assessment process. Engage patient/
resident/caregiver/visitor in creating and implementing individualized falls prevention strategies. Document in
patient/resident’s medical record using post fall/near-miss review progress note form.
2.6. Disclose information to patient/resident and family as per Disclosure of Harm to Patients/Substitute Decision
Maker (SDM) policy.
3. If a near miss occurs:
3.1. Assess patient for injury. Move patient/resident using principles of Safe Patient Handling (Lifts, Transfers and
Repositioning) policy.
3.2. Complete PSRS within 24 hours in accordance with Reporting and Review of Adverse Events and Near
Misses/Patient Safety Reporting policy.
3.3. Document information about near miss in patient/resident’s medical record and communicate with team.
3.4. Notify leader or delegate.

3.5. Complete a comprehensive falls risk assessment as per area-specific assessment process. Engage patient
/resident/caregiver/visitor in creating and implementing individualized falls interventions.
3.6. Document in patient/resident’s health record using post fall/near-miss review progress note form.
3.7. Disclose information to patient/resident and family caregiver as per Disclosure of Harm to Patients/Substitute
Decision Maker (SDM) policy.
DEFINITIONS
Affiliates - Individuals who are not employed by the organization but perform specific tasks at or for the organization,
including appointed professionals (e.g., physicians, dentists), students, volunteers, researchers, contractors or contracted
staff who may be members of a third-party contract or under direct contract to the organization and individuals working at
the organization but funded through an external source (e.g., research employees funded by Western).
Fall - An abrupt, uncontrolled, downward change in position, affected by physiological, psychological, and/or
environmental factors in which the potential for injury exists or actual injury occurs.
Family Caregiver - A person identified by the patient/resident – family member, friend, neighbour - who provides
important personal, social, psychological and physical support, assistance and care, usually without pay, for people in
need of support due to frailty, illness, degenerative disease, disability, or end of life circumstances. A family caregiver
does not have to be living with the person they are supporting. They do not have to be biologically related to the patient;
can be any age; and can provide support and care for short periods of time (e.g., days) or for extended periods of time
(e.g., years).
Family/Visitor - An individual who is not a St. Joseph’s staff/affiliate such as: discharged patients, members of the public,
and friend and family members visiting staff or patients.
Near-Miss Fall - A potential fall that is prevented through purposeful action.
Patient - Refers to any recipient of health care services, i.e., registered inpatient, outpatient, client or resident.
Staff - An individual who is hired and paid by the organization.
REFERENCES
Related Corporate Policies
Disclosure of Harm to Patients/Substitute Decision Maker (SDM)
Reporting and Review of Adverse Events and Near Misses/Patient Safety Reporting
Safe Patient Handling (Lifts, Transfers and Repositioning)
Legislation
Government of Ontario (2009) Apology Act, 2009
Government of Ontario (2010) Excellent Care for All Act, 2010
Government of Ontario (1996) Health Care Consent Act, 1996
Other Resources
Accreditation Canada. (2018). Required Organizational Practices: 2018 Handbook. Ottawa, ON: Health Standards
Organization.
Registered Nurses Association of Ontario. (2017). Preventing Falls and Reducing Injury from Falls (4th ed). Toronto, ON:
Author.
St. Joseph’s Patient Safety Reporting System (PSRS)
St. Joseph’s (2018) Post Fall/Near Miss Review Progress note
St. Joseph’s (2018) Universal Falls Prevention Strategies –Inpatient/Resident
St. Joseph’s (2018) Universal Falls Prevention Strategies –Outpatient/Ambulatory
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Universal Falls Prevention Strategies – Inpatient/Resident
Assess

Educate and
Encourage

•
•
•

Assess fall risk with a screening tool on admission
Reassess fall risk with health status changes –either improvement or decline
Review medications to identify which may potentially contribute to fall risk

•

Encourage patients/residents who need assistance with transfers and
mobility to call for help
Have patients/residents demonstrate correct use of the call bell
Orient patients/residents to their environment (room, bathroom, hall)
Provide patients/residents and family members with falls prevention
information
Assist patients/residents to consistently use their hearing aids or glasses
Educate patients/residents about wearing non-slip, well-fitting footwear
Have patients/residents demonstrate the safe use of current mobility
aids/assistive devices and provide education as needed

•
•
•
•
•
•
Monitor and
maintain

•
•
•
•
•
•
•
•
•
•
•

Communicate

•
•
•

Keep the bed at the optimal height for safe transfers, with brakes locked
Keep call bell within reach at all times
Ensure that clothing and any lines/tubes do not interfere with mobility
Keep personal items within reach
Ensure optimal placement and set-up of mobility equipment (eg brakes on)
Monitor patient/resident regularly
Ensure appropriate access to handrails in patient/resident environment
Inspect patient/resident related equipment regularly and request
maintenance as required
Ensure appropriate lighting in patient/resident environments
Keep floor surfaces dry and clean; clean up spills immediately
Keep patient/resident care areas uncluttered and ensure clear path for safe
mobility within their environment (e.g tuck cords, remove excess furniture)
Communicate fall risk information and strategies to patients/residents and
significant others in a timely manner
Ensure timely updates with status changes (improvements or decline)
Ensure care plan is documented/updated in the patient/resident chart

Corporate Falls Prevention Team July 2017, reviewed October 2018.

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869
Renowned for compassionate care, St. Joseph’s is one of the best academic health care organizations in Canada dedicated to
helping people live to their fullest by minimizing the effects of injury, disease and disability through excellence in care,
teaching and research.

sjhc.london.on.ca
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Fall Prevention Strategy – Mount Hope
Resident Admitted to Mount Hope

Implement Universal Fall Prevention Interventions for all residents as per Policy:














Conduct intentional comfort rounds hourly to anticipate and meet the resident’s needs
Reduce clutter in rooms, lounges, unit dining room, corridors, etc.
Move/remove/eliminate items on the floor e.g. footstools, electrical cords
Leave things within the resident’s reach which they need on a regular basis
Leave the call bell within reach at all times, and ensure the resident knows HOW to use it and
understands they SHOULD use it to request assistance of any kind
Staff answer call bells promptly
Make sure residents who require eyeglasses and/or hearing aids have these on/in
Make sure adequate lighting is in place in all areas of resident travel
Provide night lighting as appropriate for those who get up at night to toilet, etc.
For residents who require toileting, toilet routinely, and when they ask
Encourage the use of walking aids (walkers, canes) at all times for those who use these devices
Encourage residents to sit at bedside for a few seconds when first rising (especially those with
orthostatic hypotension or frequent complaints of dizziness)
Encourage the use of properly-fitting, rubber-soled shoes with a low heel

Complete a Comprehensive Fall Risk Assessment on ALL
residents. Educate resident and family about falls risks and
interventions put in place (provide brochure on falls).
Does resident score as a “high” risk (45 or more) on the Falls
Risk Assessment?
YES
 Document additional interventions on
the resident’s Care Plan, based on
identified risk factors from the
assessment (see MH falls policy)
 Communicate interventions to all staff

NO
Maintain Universal Fall Prevention
Interventions and monitor & assess the
resident daily for changes which may
indicate an increased risk for falls.

Change in condition which
indicates  risk for falls?
1. Complete Mount Hope Post-Fall Review/Assessment in e-documentation system,
including review of causes of the fall.
2. Document new interventions on Care Plan & communicate to staff.
3. Complete Patient Safety Report.
4. Complete 6 subsequent “Falls Follow-up” Progress Notes (one each shift for 48 hrs. post-fall)

Actual fall or
near miss
occurs

Appendix E

POST-FALL/NEAR MISS REVIEW
PROGRESS NOTE
Please refer to the Falls Summary Report
(printed from PSRS) in the inter-professional
Progress Notes of the patient chart.
Complete this review within 24-72 hours of post fall/near miss.
PSRS # ________________________
Date of current fall/near miss:______________________
Date of previous fall/near miss: ____________________
Transfer status at time of this fall/near miss:________________________________________
 Yes

 No

Has there been a change in risk factors?  Yes

 No

Previous risk factors for falls reviewed:

If yes, specify _______________________________________________________________
Current strategies/interventions reviewed:  Yes

 No

Were current strategies/interventions in place at time of the fall?  Yes

 No

If NO, describe why: __________________________________________________________
List of new strategies recommended
Strategy

Responsible Party

Signature: ____________________________________

Date:_________________

New strategies discussed with patient/SDM as per disclosure policy guidelines
Signature: ____________________________________

Date: ____________________

List those involved in debrief :






Coordinator/Designated lead __________________
Nursing ___________________________________
Physician __________________________________
NP/CNS ___________________________________

Revised August 2018; Initial Version May 2014






OT _____________________________
PT _____________________________
Pharmacist_______________________
Other ___________________________
200941

GUIDELINES
Post Fall/Near Miss Review:
•
•
•
•

Consider if this patient has previously fallen and what prevention strategies
should already be in place
Verify whether previously identified strategies have actually been
implemented/are being done
Consider what additional strategies could be implemented for preventing further
falls
Ensure complete names of individuals participating in the post fall/near miss
review are included on the form

PLACE COMPLETED FORM IN THE INTERDISCIPLINARY PROGRESS NOTE
SECTION OF THE CHART.

Revised August 2018; Initial Version May 2014

200941

Appendix F
Post Fall Review & Assessment 2.0
Resident:

Effective Date:

Location:

Initial Admission:

Admission:

Date of Birth:

Gender:

Physician:

Facility: Mount Hope

Diagnoses:

A.

Fall Information
1. Date and time of fall (click on calendar first, then fill in time):
2. Was the fall witnessed?
1. Yes
2. No

3. Resident was last checked by staff before the fall at (click on calendar first, then fill in time):
4. The resident's fall risk level prior to this fall was (refer to the most recent Falls Risk - Morse Assessment for
score):
1. High Risk (45 or >)
2. Moderate Risk (25-44)
3. Low Risk (0-24)

5. Briefly describe the circumstances surrounding the fall (e.g. what was the resident doing, where were they,
etc.):

6. Describe the resident's perception of the reason for the fall (if applicable):

B.

Contributing Factors
Why might THIS fall have occurred? (check all that apply)
a.
tripped over equipment/obstacles
b.

recent change in medical condition (e.g. delirium, seizure, hypo/hyperglycemia, infection)

c.

floor wet

d.

improper bed height

e.

items out of reach (e.g. mobility aid, phone, TV remote)

f1.

call bell not in reach

f2.

call bell not functional

g.

poor lighting

h.

room cluttered

i.

side rail position

j.

brakes not applied (wheelchair, gait aid, bed)

k.

unfamiliar environment and/or new admission

l.

altered gait or balance

m.

attempted to toilet self OR elimination needs not met

n.

confusion (new or increased)

o.

did not call for assistance

p1.

did not use mobility aid OR improper use of assistive device

p2.

walking aid not placed properly

q.

dizzy/lightheaded

r.

inappropriate transfer
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Post Fall Review & Assessment 2.0
Resident:

s.

improper footwear

t.

medication - new or altered (antihypertensives, psychotropics, sedatives)

u.

pain (new or increased)

v.

restless/agitated

w.

unit event/activity taking place

x.

did not wait for assistance

y.

other (describe below)

z. Describe any other contributing factors:

C.

Resident Assessment
1. Were vital signs done?
1. Yes - see clinical record
2. No - resident refused

2. Was the resident injured?
1. Yes - describe below
2. No

3. Is there a concern regarding a potential fracture based on nurse's clinical judgment?
1. Yes - physician notified, resident has been or will be transferred to acute care
2. Questionable - further monitoring required
3. No fracture suspected

4. Did the resident strike their head or is suspected of striking their head?
1. Yes - Head Injury Routine initiated
2. No - Head Injury Routine not necessary

5. Describe any injuries noted, and treatment provided:

D1.

EXISTING Falls Prevention Interventions
What EXISTING interventions were ALREADY in place AT THE TIME OF THE FALL?
frequent reminders to resident to call for assistance when needed

a.
b.

environment checked routinely to address any hazards (e.g. lighting, clutter)

c.

staff routinely place needed items within reach

d.

call bell placed within reach of resident at all times when in room

e.

resident has a bed sensor

f.

resident has a hi-lo bed

g.

resident has a crash/floor mat

h.

resident is on a toileting routine/schedule

i.

resident has appropriate footwear

j.

a sign is in use to cue the resident to call for assistance when needed

k.

resident has walking aid which is to be left at bedside routinely

l.

resident has been instructed on and reminded to use walking aid

m.

resident and family have received fall prevention education

n. other interventions in place BEFORE the fall:
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Post Fall Review & Assessment 2.0
Resident:

D.

ADDED Falls Prevention Interventions
What ADDITIONAL interventions were put in place immediately AFTER the fall to prevent falls of this type in future?

E.

a.

NO ADDED INTERVENTIONS

b.

frequent reminders to call for assistance

c.

bed sensor

d.

check environment to address any hazards (e.g. clutter, lighting)

e.

ensure resident is able to use call bell

f.

place needed items within reach

g.

hi-lo bed

h.

crash/floor mat

i.

assess safety with current walking aid

j.

address footwear with resident/family

k.

develop toileting routine/schedule

l.

consult physio/OT re: poor gait/balance or seating issues

m.

reassess lift/transfer

n.

request medication review by physician or Pharmacist

o.

utilize a sign to cue resident to call for assistance when needed

p.

fall prevention education for resident/family

q.

remove/replace faulty equipment

Communications & Notifications
1. Added interventions communicated to staff:
1. Yes, added interventions were/will be communicated to staff via shift report AND Care Plan
2. No added interventions necessary

2. Fall & added interventions discussed with (record date and time of notification below, if discussion occurred
with someone other than the resident):
1. capable resident at the time of the fall
2. capable resident and a person of their choosing at the time of the fall
3. SDM/POA of incapable resident at the time of the fall based on expressed wishes of the SDM/POA
4. capable resident at the time of the fall and a person of their choosing to be notified at a more appropriate time based on
expressed wishes of the resident
5. SDM/POA of incapable resident to be notified at a more appropriate time based on expressed wishes of the SDM/POA

3. If SDM/POA/family were notified, record the time and date (click on calendar first, then fill in time):
4. Physician notified:
1. by phone at the time of the fall
2. by recording a physician's alert

5. Patient Safety Reporting System (PSRS) incident #:

6. Interdisciplinary team meeting or consultation recommended and communicated to Coordinator of Resident
Care
1. Yes
2. No
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Post Fall Review & Assessment 2.0
Resident:

Signature

Date
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Appendix G

Volunteer Services: Falls Prevention for
patients, residents and visitors
As a volunteer and a visitor to St. Joseph’s, you can help us ensure the safety for
our patients, residents and visitors and reduce the risk of falls.

Notify staff if you find any of the following
•
•
•

A spill that requires clean up
A light that is not working
Or if you notice anything else that may cause a person to slip, trip or fall.

Outpatient/Ambulatory/Visitor areas
•
•
•

Please try to use the shortest (most direct) route when helping a person with finding their way.
Provide a wheelchair, if one is requested.
Ask staff for help if you are worried about a person’s safety (call Security at ext. 44555, if you are
unsure).

Inpatient/Resident areas
•
•
•

Visit the nursing station and ask the staff if there is anything you need to know about the
patient/resident before taking them off the unit.
If you notice cords, or furniture that limit movement or are in the way please ask staff for help.
If the patient/resident has a sign outside of their room or at their bedside with the falls symbol, this
means the patient/resident is at high risk for falls. Always request staffs help to get the person up, if
they are not already up and ready to go.

What to do if you witness a fall or find someone who has fallen
•
•

Do not attempt to help the person up, they may be injured and must be assessed before being
moved.
Call for help
o Alert a staff member if one is present or
o Call Security at ext. 55555 and let them know what happened and where to find you.

Appendix H

Volunteer Education: Slips, Trips and
Falls Prevention
As a volunteer and a visitor to St. Joseph’s, you can help us prevent falls.

Functional Footwear
Please wear footwear that has a closed toe, closed low heel, is
comfortable and has a sole that prevents slips on walking surfaces.
Functional footwear helps to protect the foot from hazards and
facilitates performance, especially for workers who transport patients
and supplies. Any person at risk for impact from light objects (such as a
wheelchair) should wear functional footwear. Functional footwear for
people working outdoors and in the community includes winter boots
with tread, ankle support and insulation.
To help avoid injury:
•

•

•
•

•

•

Walk slowly, focused on the path ahead avoid distractions (talking on cell phone,
etc.)
Where possible, avoid slippery surfaces,
such as wet leaves, icy areas and snow
banks - be prepared for black ice
formation after melting occurs.
Give yourself enough time to get where
you’re going without rushing
In poor weather, wear footwear with slipresistant soles, low heels, and that are
warm /waterproof. Change into indoor
footwear upon arrival to facility.
Use handrails on stairs/sidewalks where
available and avoid carrying too many
items -use a backpack to keep your
hands free.
Check to make sure entrance areas and
stairs are clear of snow and slush.

•

•
•

•
•
•

Tracked-in snow and slush often causes
slips and falls. Watch for slippery floors
when entering buildings – let staff know if
a sign is needed to warn others about the
risk.
Clean your shoes when you go inside.
Caked snow and ice on shoe soles can
cause slips and falls.
Report all slips, trips, potential fall
hazards and incidents to your supervisor.
Report slippery conditions outside
building to security (44555) for immediate
attention.
Keep work area tidy, with cords and
cables tucked in for safety.
Notify staff of spills and liquids promptly.

Notify staff if a light is not working.

Appendix I
Audit of falls education compliance

Total Numbers
Preventing Falls and Resulting Injuries Clinical
Total staff:
1042
Acquired:
968
Assigned:
19
Overdue:
58
Preventing Falls and Resulting Injuries Non-Clinical
Total staff:
126
Acquired:
119
Assigned:
0
Overdue:
7
Preventing Falls and Resulting Injuries Ambulatory
Total staff:
750
Acquired:
711
Assigned:
8
Overdue:
31
Slips, Trips and Falls Staff
Total staff:
3982
Acquired:
3616
Assigned:
47
Overdue:
319

Completion rate for Prevention Falls and Resulting injuries (all three modules): 95%
Completion rate for Slips, trips and falls: 92%

Total Numbers eLearning Certification

2019/06/21

Appendix J

Safety Calendar
1

7
8

9
10

11
12

2

3

4

5

6

13

15

17

Month

Indicates day without injury, e.g. "On the 27th of the
27 month we had zero accident or recordable incidents."

September

Indicates day with injury, e.g. "On the 11th of the
11 month we had an accident or recordable incident."

19

14

16

23

24

25

26

27

28

Days
without
incident

29

30

16

31

18

Instructions (see next tab for blank form)

20

21
22

Days
without
incident

16

Subtract last green date (27) from last red date (11) to
get continuous "days without incident" (16).
The larger this number is the better your safety record.

Printing instructions: legal sized paper (A3), landscape

Appendix K

Falls Screening Audit -April 2019
Unit/Area

Facility

Audit

G2
G3/H3
G4/H4
G5
H2
H5
Complex Care

PIMH
PIMH
PIMH
PIMH
PIMH
PIMH
PIMB

3/4
7/8
6/6
4/5
3/5 (2 partial)
2/5
2/10

Palliative Care
Rehab
SGS
Veterans Care

PIMB
PIMB
PIMB
PIMB

10/10
10/10
10/10
7/8

B6
UCC

SJH
SJH

10/10
3/7

Other

2/10 did not meet
frequency standards

1/8 completed but
missed one
4/7 fast tracked

Falls Screening Audit July/August 2019
Unit/Area
B6

Facility
SJH

Audit
5/5

3AE
3BW
4AE
4AN
4BS
5AE
5AN
2 PERTH
3 EXETER
3 KENT
4BR
4 ELGIN

PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB
PIMB

6/8
2/9
6/9
2/5
1/5
5/5
8/8
5/5
6/6
5/5
4/4
5/5

G2
H2
G3
H3
G4
H4
G5
H5

PIMH
PIMH
PIMH
PIMH
PIMH
PIMH
PIMH
PIMH

4/6
5/5
4/6
5/6
3/6
5/5
4/5
2/5

Assessment
Rehab Ready
Rehab
Treatment Unit N
Treatment Unit S

SWC
SWC
SWC
SWC
SWC

5/5
5/6
6/6
4/5
5/5

Other

Appendix L

Instructions for Use: (Print form and complete)
1. Document deficiencies and assign a risk level as High (H),
Medium (M) or Low (L).
2. Document corrective actions and retain inspection in file.
3. Contact OHSS for assistance as required.
4. The “F” in Risk column indicates potential fall hazard factor

Healthcare General Workplace Inspection Checklist
Date:
Inspected by:

Department/Area:
Reviewed by:

The inspection items contained herein are general recommendations only and are not an exhaustive list of hazards, risks and issues that
may be present in your work area. Specialized hazards and risks should be evaluated by the leader and appropriate controls implemented
accordingly. You can document these in the “Other” section at the bottom portion of this checklist.”

Yes
General
1. Are all work areas clean and
tidy?
2. Are doorways, aisles, hallways
and stairwells free of materials
and obstructions that could pose
a tripping or evacuation hazard?
3. Are floor surfaces smooth,
even and free of cracks or defects
that could cause a trip or fall?
4. Is lighting adequate for task
and location?
5. Is temperature and ventilation
adequate?
6. Are ceiling tiles in place with no
evidence of significant leaks or
mould?
7. Are wet floor signs used if
floors are being cleaned or if
there are spills?
8. Are routes, rooms and signs
clearly marked?
9.) Are stairwells/steps and
handrails in good condition?
Offices
1. Are filing cabinets drawers
kept closed when not in use?
2. Are filing cabinet drawers
properly loaded (heaviest items
on the bottom) and do not pose a
tipping hazard?
3. Are computer workstations
configured in a manner to
minimize ergonomic injury?
Page 1 of 5

No

N/A

Risk
(H,M,L)
F
F

F
F

F

F
F
F

Action

Date
Corrected

Yes
4. Are chairs used for computer
workstations adjustable?
Clinical Areas
1. Are biological specimen
containers tightly closed and
shipped appropriately?
2. Are sharps containers
available, secured and not
overfilled?
3. Is personal protective
equipment available and used?
(i.e. eye protection, face
protection, gowns and gloves)?
4. If there is an emergency
eyewash or shower in the
department is it checked
regularly for proper operation?
5. Are hand cleaning devices
available where/when required?
6. Are there appropriate
containers available for disposal
of all types of waste?
7. Are there sufficient numbers of
patient lifting devices and slings –
have they current inspection
dates?
8. Are beds, wheelchairs, patient
lifting and transfer devices and
other equipment functioning
properly?
9. Are cords and cables properly
secured so as not to be a tripping
and falling hazard?
10. If fridges are used for
biological specimens or vaccines
are they free of food and drink?
11. Does staff keep food and
drink out of areas where they
may be contaminated with
biological materials, chemicals or
drugs?
Material Handling and Storage
1. Are storage shelves capable of
supporting the intended load?
2. Are storage shelves secure and
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No

N/A

Risk
(H,M,L)

F

F

F

Action

Date
Corrected

Yes
not able to tip?
3. Are heavy items stored at
optimal lifting heights (between
shoulder and knees)?
4. Are carts available to move
heavy items and materials?
5. Are step stools/ladders
available and are they in good
condition (inspected)?
Security
1. Are areas locked as required
and do security devices (alarms
and locks) work properly?
2. Are panic alarms devices being
worn and tested daily where
required to be worn?
Emergency Response
1. Are emergency phone numbers
readily accessible?
2. Are overhead emergency
announcements able to be heard
by staff?
Fire
1. Are fire exits marked and signs
illuminated?
2. Are fire extinguishers, hoses
and alarm pull stations clearly
marked and free of obstructions?
3. Have fire extinguishers and
hose cabinets been inspected
monthly and inspection tags
signed?
4. In areas with fire sprinklers, are
materials stored at least 18
inches from sprinkler heads?
5. Are corridors, exits and egress
routes kept clear of obstructions?
Electrical
1. Are electrical cords in good
condition and free of damage and
defects (including not frayed and
grounded prongs in place)?
2. Are there enough electrical
outlets to ensure they are not
overloaded?
Page 3 of 5

No

N/A

Risk
(H,M,L)

F

Action

Date
Corrected

Yes
3. If power bars are being used,
are these hospital approved and
are they connected directly to an
electrical outlet?
4. Are electrical panels locked
and is the area around them free
of obstructions?
5. Are electrical appliances CSA
or ULC approved?
6. Are ground fault circuit
interrupters being used where
required?
WHMIS
1. Does staff have access to
MSDS’s for controlled products
used in the department (i.e.
binder or WellNet ebook)?
2. Are all WHMIS controlled
products labeled with supplier or
workplace labels?
3.Are hazardous products
properly stored and containers
disposed of when empty?
Documentation and Training
1. Are emergency response
procedures and emergency code
information available in the
department?
2. Are employees up to date on
corporate safety training? e.g.
Emergency codes, fire
prevention, WHMIS, Safety
Awareness, Standards for
Relationships, Prevention of
Workplace Violence
3. If there is an enhanced
potential for patient violence,
have employees received
additional training (i.e. GPA, PICs,
etc.)?
4. If employees work alone or in
isolation, are they aware of
working alone procedures?
5. If employees reposition or are
required to lift/transfer patients,
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No

N/A

Risk
(H,M,L)

F

F

F

Action

Date
Corrected

Yes
have they received appropriate
training and instruction?
6. If employees manually handle
and lift heavy items or work at
computer workstations, have
they received appropriate
ergonomic information?
Other
(add as may be appropriate)

No

N/A

Risk
(H,M,L)

Action

Date
Corrected

Acknowledgement – Some of this information has been extracted from “Best Practices Guideline for
Occupational Health and Safety in the Healthcare Industry”, Government of Alberta, 2011.
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Appendix M

Call, Don’t Fall
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Appendix N

Guidelines for Using Signs to Communicate Falls Risk
What are signs to communicate falls risk?
One type of communication strategy; not an intervention
A method of identifying patients/residents who are at risk for falls to staff and family/visitors
A visual cue to remind the patient/resident that they are at risk of falling
The use of signs does not replace other standard communication strategies
Who should use them?
Three visual tools have been approved for use at St. Joseph’s Health Care
1. A sign reminding staff that a patient/resident is at risk for falls
2. A sign to remind the patient/resident that they are at risk of falling and should call for
assistance
3. A sign to use with units who have implemented a 24 hour falls watch program
Visual identifiers don’t have to be used by all units/programs. If a unit/program feels that their
patient/resident population and/or staff would benefit from using one or all of the approved signs as part
of their falls prevention strategy, they can choose to do so.
Requirements for Use:
Signs should be placed in appropriate areas which limit their visibility by non-essential people i.e.
inside patient/resident rooms vs. in the hallway
Patient identifiers cannot be placed on the signs
Informed verbal consent is required from the patient/resident or substitute decision maker (SDM)
Informed verbal consent needs to be obtained and documented on the health record. Include the
following information:
o Where the sign will be placed
o That the reason for posting a sign was explained
o Whether or not the patient/resident or SDM agreed
If a patient/resident declines to have a sign posted, document that this strategy was offered to the
patient/resident or SDM.
Guidelines/Reminders
All patients/residents, family and visitors should be educated in recognizing and understanding
the purpose of the identifiers and be aware of how to obtain help from staff
All members of the interdisciplinary team need to receive education about the use of visual
identifiers and follow a consistent process for use
If a patient/resident is transferred to a different bed/room, staff need to remember to move the
sign
Change the sign with change in falls risk as appropriate
All patients/residents admitted from other health care facilities must be assessed for falls risk on
admission. Consent is required to utilize any visual identifiers at our organization – staff can’t
continue to utilize those from other facilities (e.g. armbands, chart stickers etc.).

Falls Risk
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Guidelines for Using Signs to Communicate Falls Risk
What are signs to communicate falls risk?
One type of communication strategy; not an intervention
A method of identifying patients/residents who are at risk for falls to staff and family/visitors
A visual cue to remind the patient/resident that they are at risk of falling
The use of signs does not replace other standard communication strategies
Who should use them?
Three visual tools have been approved for use at St. Joseph’s Health Care
1. A sign reminding staff that a patient/resident is at risk for falls
2. A sign to remind the patient/resident that they are at risk of falling and should call for
assistance
3. A sign to use with units who have implemented a 24 hour falls watch program
Visual identifiers don’t have to be used by all units/programs. If a unit/program feels that their
patient/resident population and/or staff would benefit from using one or all of the approved signs as part
of their falls prevention strategy, they can choose to do so.
Requirements for Use:
Signs should be placed in appropriate areas which limit their visibility by non-essential people i.e.
inside patient/resident rooms vs. in the hallway
Patient identifiers cannot be placed on the signs
Informed verbal consent is required from the patient/resident or substitute decision maker (SDM)
Informed verbal consent needs to be obtained and documented on the health record. Include the
following information:
o Where the sign will be placed
o That the reason for posting a sign was explained
o Whether or not the patient/resident or SDM agreed
If a patient/resident declines to have a sign posted, document that this strategy was offered to the
patient/resident or SDM.
Guidelines/Reminders
All patients/residents, family and visitors should be educated in recognizing and understanding
the purpose of the identifiers and be aware of how to obtain help from staff
All members of the interdisciplinary team need to receive education about the use of visual
identifiers and follow a consistent process for use
If a patient/resident is transferred to a different bed/room, staff need to remember to move the
sign
Change the sign with change in falls risk as appropriate
All patients/residents admitted from other health care facilities must be assessed for falls risk on
admission. Consent is required to utilize any visual identifiers at our organization – staff can’t
continue to utilize those from other facilities (e.g. armbands, chart stickers etc.).

Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Pressure Ulcer Prevention
ROP Leader(s):

Amanda Thibeault

Date of Assessment:

2019/09/20

ROP: Pressure Ulcer Prevention
Each client's risk for developing a pressure ulcer is assessed and interventions to prevent pressure ulcers are implemented.
NOTE: This ROP does not apply for outpatient settings, including day surgery, given the lack of validated risk assessment tools for outpatient
settings.
Guidelines:
Pressure ulcers have a significant impact on client quality of life, resulting in pain, slower recovery, and increased risk of infection. Pressure
ulcers are also associated with increased length of stay, cost, and mortality. Effective pressure ulcer prevention strategies can reduce the
incidence of pressure ulcers and are an indication of higher quality care and services.
Pressure ulcer prevention strategies require an inter-disciplinary approach and support from all levels of an organization. It is useful to develop
a plan to support comprehensive education on pressure ulcer prevention, and to designate individuals to facilitate the implementation of a
standardized approach to risk assessments, the uptake of best practice guidelines, and the coordination of health care teams.
Effective pressure ulcer prevention starts with a validated risk assessment scale, such as:
• The Braden Scale for Predicting Pressure Sore Risk
• The Norton Pressure Sore Risk Assessment Scale
• interRAI Pressure Ulcer Risk Scale (long-term care)
• The Waterlow Score
• The Gosnell Scale
• The Knoll Scale
• SCIPUS (Spinal Cord Injury Pressure Ulcer Scale)
A number of best practice guidelines are also available to inform the development of pressure ulcer prevention and treatment strategies,
including risk assessments, reassessments, interventions, education, and evaluation.

Pressure Ulcer Prevention
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TEST(S) FOR COMPLIANCE:
1. An initial pressure ulcer risk assessment is conducted for clients upon admission, using a validated, standardized risk assessment tool.
Specific evidence indicating compliance:
•

Braden Scale for Predicting Pressure Sore Risk is used for inpatient areas with the exception of Rehabilitation Spinal Cord Unit, which uses the
Spinal Cord Injury Pressure Ulcer Scale (SCIPUS)

2. The risk of developing pressure ulcers is assessed for each client at regular intervals and when there is a significant change in the
client's status.
Specific evidence indicating compliance:
•
•

Programs have identified processes for unit based wound champions, and also have access to wound care resource nurse for consultation as
necessary
Program based assessment interval times are set (on admission and every week for 4 weeks), in addition to when there is a change in client’s status.

3. Documented protocols and procedures based on best practice guidelines are implemented to prevent the development of pressure ulcers.
These may include interventions to prevent skin breakdown; minimize pressure, shear, and friction; reposition; manage moisture; optimize
nutrition and hydration; and enhance mobility and activity.
Specific evidence indicating compliance:
•

•

Teams follow RNAO best practice guidelines, and also use the South West LHIN wound tools.
o Veterans Program has a decision tree for wound treatment that is used to help guide staff;
o Braden & SCIPUS tools were reviewed with regional partners to standardize interventions in the electronic screening form.
o The interdisciplinary team reviews risk factors for pressure ulcers and implements prevention strategies tailored to address these risks. For
example, clinical dietitian implements strategies in place to optimize nutrition and hydration; OT reviews bed and chair surfaces for pressure
relief; nursing implements skin integrity, management of incontinence and regular re-positioning strategies. These are documented in the
patient health record. SCI program implemented best practice guideline for pressure ulcer prevention, whereby risk assessment and action
plan are documented by the team in one interdisciplinary tool.
o Teams have access to the Wound Care Champions on the unit, as well as the Wound Care Team at Parkwood. In the event pressure ulcers
are identified, immediate interventions for pressure offloading, monitoring and management are implemented. The team uses a Wound
monitoring tool to keep track of pressure ulcers, as well as photography of wounds in some cases.
Teams review and revise pressure ulcer prevention strategies at rounds and as needed

Pressure Ulcer Prevention
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4. Team members, clients, families, and caregivers are provided with education about the risk factors, protocols, and procedures to
prevent pressure ulcers.
Specific evidence indicating compliance:
•

•
•

Wound resource nurse supports ongoing development and training; a skin care committee is in place that meets monthly with reps from across the
organization who are responsible for sharing information back to their unit/program. Process for all registered staff is to have education (through
reviews on unit) to accurately stage pressure ulcers.
An online education module for wound care has been developed and shared across the LHIN as well as internally. (this is optional for staff to take)
Education for patients and families is provided in a number of ways dependent on program. For example, within Rehab, amputee patients are
encouraged to watch an educational video, receive foot care bag with tools to perform self assessments including a brochure describing best practice
for pressure ulcer prevention. SCI patients receive formal "Keeping your skin healthy" education within 2 weeks of admission, receive skin health
resource kit (information and mirror to inspect skin) and assisted in learning to perform daily skin checks.

5. The effectiveness of pressure ulcer prevention is evaluated, and results are used to make improvements when needed.
Specific evidence indicating compliance:
•

Review of pressure ulcer prevalence, worsening of pressure ulcers and pressure ulcer incidence through quarterly quality reports from QMCDS.
Ensuring use of Braden Scale for assessing risk of pressure ulcers is also done, with specific score documented on kardex and discusses during
rounds and/or report. This score is tied to specific interventions that are monitored during rounds and report.

Policies relating to this Required Organizational Practice (ROP):
Policy
Skin Care & Assessment, and Wound Management - Mount Hope (link to document below)

Additional Reference Document(s):
•
•
•

•

Additional Document(s) will be saved on the intranet ROP page:
Wound Consultation Decision Tree https://intradev.sjhc.london.on.ca/sites/default/files/nursing_wound_care.docx
Additional Resources are available at https://intra.sjhc.london.on.ca/work-info-tools/patient-safety/pressure-ulcer-prevention
o Veterans Care Decision Tree for Treating Wounds
o Wound Care Monitoring Tool
o St. Joseph's Braden Form
o Pressure Ulcer Risk Assessment & Action Plan -- SCI Rehabilitation Program
Skin Care & Assessment, and Wound Management - Mount Hope (Appendix 2)
https://intra.sjhc.london.on.ca/sites/default/files/pdfs/policy_mh_res_skin_care_assessment_wound_management.pdf

Pressure Ulcer Prevention

Page 3 of 3
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Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Suicide Prevention
ROP Leader(s):

Dr. Sandra Northcott and Katerina Barton

Date of Assessment:

2019/09/20

ROP: Suicide Prevention
Clients are assessed and monitored for risk of suicide
Guidelines:
Suicide is a global health concern. Every year more than 800, 000 people die by suicide, according to the World Health Organization. Many of
these deaths could be prevented by early recognition of the signs of suicidal thinking and offering appropriate intervention.

Note: In this document, the term ‘client’ is used to refer to a patient.

Suicide Prevention
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TEST(S) FOR COMPLIANCE:
1. Clients at risk of suicide are identified.
Specific evidence indicating compliance:
•

•

•

Mental Health Programs:
o Zero Suicide implemented;
o Outpatient: Clients receive a Columbia-Suicide Severity Rating Scale (C-SSRS) screener at every visit with a primary clinician;
o Inpatient: Clients receive a Columbia-Suicide Severity Rating Scale (C-SSRS) screener a minimum of once daily;
o Lifetime/Recent risk assessment completed for all new admissions (outpatient and inpatient)
Inpatient Veterans/Mount Hope Long Term Care:
o Residents receive a C-SSRS Recent Screen on admission if meeting criteria laid out in procedure document algorithm (see
Additional Resources)
Urgent Care Centre:
o The C-SSRS ED Initial tool (recent screen) is administered at triage if client meets criteria laid out in procedure document (see
Additional Resources);
o The C-SSRS processes in Urgent Care are aligned with London Health Sciences Centre Emergency Department (LHSC ED)

2. The risk of suicide for each client is assessed at regular intervals or as needs change.
Specific evidence indicating compliance:
•

•

•

Mental Health Programs:
o Zero Suicide implemented;
o Outpatient: Clients receive C-SSRS Screener at every visit with a primary clinician and any time a clinician feels there is a need;
o Inpatient: Clients receive C-SSRS Screener daily, before discharge and LOAs, with a recommendation to administer following
family/friends’ visits
Inpatient Veterans/Mount Hope Long Term Care:
o C-SSRS Screener to be re-administered Q24 hours and as needed, if resident was found to be at risk following the
admission/initial screening
Urgent Care Centre:
o The C-SSRS ED Initial tool (recent screen) is administered for ongoing screening if presentation changes/as needed until client
can be transferred and formed (if applicable)

Suicide Prevention
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3. The immediate safety needs of clients identified as being at risk of suicide are addressed
Specific evidence indicating compliance:
•

•

•

Mental Health Programs:
o Zero Suicide implemented;
o Outpatient: Clients found to be at high risk following assessment will collaboratively develop a Suicide Management Plan with
their clinician and will have their clinical team review their case daily until risk decreases;
o Inpatient: Clients found to be at high risk following assessment will collaboratively develop a Suicide Management Plan with their
clinician and there will be ongoing review of this plan and their risk level until risk decreases;
o All clients in outpatient and inpatient programs on Zero Suicide are to have collaboratively-developed Coping Plans (preventative)
on admission
Inpatient Veterans/Mount Hope Long Term Care:
o A safety and/or Coping Plan will be created for those at moderate or high risk;
o Other interventions as laid out in procedure document (see Additional Resources)
Urgent Care Centre:
o Interventions as identified in procedure document (see Additional Resources), including processes for ensuring a safe
environment and developing a care/safety plan

4. Treatment and monitoring strategies are identified for clients assessed as being at risk of suicide.
Specific evidence indicating compliance:
•

•

•

Mental Health Programs:
o Zero Suicide implemented;
o Staff are trained in risk formulation, mental status exam documentation, Collaborative Assessment & Management of Suicidality
(CAMS); with a minimum skill level in Cognitive Behavioural Therapy (CBT);
o Clinicians from each outpatient team are trained in CBT specific to suicidality;
o Inpatient clients receive increased observation as required
Inpatient Veterans/Mount Hope Long Term Care:
o Observation level to be increased as risk level increases;
o Other interventions as laid out in procedure document (see Additional Resources)
Urgent Care Centre:
o Interventions as identified in procedure document (see Additional Resources), including processes for ensuring a safe
environment and developing a care/safety plan

Suicide Prevention
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5. Implementation of the treatment and monitoring strategies is documented in the client record.
Specific evidence indicating compliance:
•

•

•

Mental Health Programs:
o Zero Suicide implemented;
o Standards for documentation embedded in organizational policy;
o Training provided to inpatient staff re: documenting Mental Status Exams and risk level/DAP documentation;
o Level of Observation worksheet (see Additional Resources) used for documenting monitoring on inpatient units
Inpatient Veterans/Mount Hope Long Term Care:
o Electronic documentation available via Point Click Care (Mount Hope), including observations, history of suicidality, risk level,
reassessments, clinical changes, and more;
o Electronic and paper documentation available via Cerner (Veterans’ Program) and patient charts, including observations, history
of suicidality, risk level, reassessments, clinical changes;
o Standards for documentation outlined in procedure document (see Additional Resources) and organizational policy
Urgent Care Centre:
o Procedure document (see Additional Resources) outlines processes for documenting monitoring and interventions;
o Standards for documentation also embedded in organizational policy
o Majority of Urgent Care documentation occurs in the electronic health record (Cerner)

Policies relating to this Required Organizational Practice (ROP):
Policy
Suicide Risk Assessment & Prevention Organizational Policy

•

Additional Reference Document(s)/Resources:
Additional Document(s) will be saved on the intranet ROP page:
•
•
•
•
•

Guideline for Level of Observation at Mental Health
Level of Observation Tracking Sheet – hyperlinked from Guideline for Level of Observation at Mental Health
Completion of Clinical Documentation Policy
Non-Emergency Patient Transport Decision Guide
Individual (department-specific) suicide procedure documents – hyperlinked from Suicide Risk Assessment & Prevention Organizational Policy

Addional Documents Provided below: Summary of Zero Suicide Audits for Different Care Areas
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Summary of Zero Suicide Audits for Different Care Areas

Summary of Audits Completed Regarding The Zero Suicide Initiative (Mental Health)
Date Data
Was
Presented to
Steering
Committee

Location of Department
Data
/Area of
Collection
Audit

Materials/
Tools
Analyzed

Data Time
Period

2019/02/20

Parkwood
Mental
Health

Ambulatory
(Current
Patients)

Lifetime CSSRS Tool

2017/01/01 2017/12/31

2019/03/27

Parkwood
Mental
Health

Ambulatory
(New
Admissions)

Lifetime CSSRS Tool

2017/01/01 2019/01/01

2019/04/17

Parkwood
Mental
Health

Suicide Prevention

Concurrent
Disorders
Program –
CDP (Current
Patients)

Lifetime CSSRS Tool

2019/01/01 –
2019/01/31

Summary of
Results
-A total of 214
patients’ charts
analyzed
-106 Lifetimes were
complete
-18 Lifetimes were
incomplete with a
rationale
-90 Lifetimes were
incomplete without a
rationale
-A total of 147
patients’ charts
analyzed
-80 Lifetimes were
complete
-11 Lifetimes were
incomplete with a
rationale
-56 were incomplete
without a rationale
-A total of 61 patients’
charts analyzed
-35 Lifetimes were
complete
-1 Lifetimes was
incomplete with a
rationale
-25 were incomplete
without a rationale
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2019/04/17

Parkwood
Mental
Health

Ambulatory
(Current
Patients)

Screener CSSRS Tool

2018/09/01 –
2018/11/30

2019/05/15

Parkwood
Mental
Health

Inpatient
Units (Spot
Audit)

Lifetime CSSRS &
Coping Plan

2019/05/02 –
2019/05/03

2019/06/19

Parkwood
Mental
Health

Inpatient
Units (New
Admissions)

Lifetime CSSRS

2019/04/01 –
2019/06/12
(will be until
2019/06/31)

2019/06/19

Parkwood
Mental
Health

Ambulatory
& CDP (New
Admissions)

Lifetime CSSRS

2019/04/01 –
2019/05/21
(will be up to
2019/06/31)

Suicide Prevention

-A total of 710
patients’ charts were
analyzed and thus
3031 Screeners should
have been completed
-1742 Screeners were
complete
-65 Screeners were
incomplete with a
rationale
-1224 Screeners were
incomplete without a
rationale
-For the Lifetime, a
total of 55 patients’
charts were analyzed
and 20 were Lifetimes
were complete
-For the Coping Plan, a
total of 55 patients’
charts were analyzed
again and 25 Coping
Plans were complete
-A total of 84 patients’
charts have been
analyzed so far
-28 Lifetimes were
complete
-6 Lifetimes were
incomplete with a
rationale
-50 Lifetimes were
incomplete without a
rationale
-A total of 10 patients’
charts (so far) have
been analyzed
-5 Lifetimes were
complete
-5 Lifetimes were
incomplete without a
rationale
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Veterans’ Care Inpatient Program:

Resident Name, ID

Unit

Date of
assessment

Who completed
the assessment
tool?

3K

July 4, 2019

Medical Resident

3E

Aug 21, 2019

Social worker

3E

July 12, 2019

RPN

P#****
P#****

Trigger for assessment
1. Admission history,
2. Change in status
3. Other (specify)
3. Voiced suicidal
ideation

Risk Level

Coping plan
created
Yes/No

Care plan updated
with interventions
Yes/No

Moderate

No (follow up
completed by
team post audit)

No

3. Voiced suicidal
ideation

Moderate

No (follow up
completed by
team post audit)

Yes

1. Admission history

Low

N/A

N/A

P#****
Mount Hope Long Term Care:
July

Month

August
September

Reason for Screening
Admission
Annual Care Conferencing
Admission
Annual Care Conferencing
Admission
Annual Care Conferencing

% Completed
100%
100%
100%
100%
100%
100%

Urgent Care Centre:
J# XXXXXXXX – this patient self-identified as being at risk during the triage assessment. The reason for visit was an overdose. The Columbia risk assessment tool was completed by
the triage nurse, which identified a high risk score of 17. Interventions documented in the electronic patient record indicate that the patient was escorted into an appropriate care
space inside the department. The mother remained at the bedside and the patient was asked to change into hospital attire. The physician assessment was completed and a Form 1
enacted under the Mental Health Act. This patient was transferred to London Health Sciences Centre for ongoing intervention.
J# XXXXXXXX – this patient self-identified as being at risk while in a care space inside the department. During the assessment, the patient verbalized to the nurse intent or thoughts
of harm to self. Columbia risk assessment tool was completed by the nurse, which identified a moderate risk score of 8. The patient was in an appropriate care space and was
asked to change into hospital attire. Personal belongings were searched for any items that would increase risk. Physician assessment was completed and a Form 1 enacted under
the Mental Health Act. This patient was transferred to London Health Sciences Centre for ongoing intervention.
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Accreditation 2019
Required Organizational Practice (ROP) Compliance Assessment – Organization Level
ROP: Venous Thromboembolism (VTE) Prophylaxis
ROP Leader(s):

Anne Marie McIlmoyl

Date of Assessment:

2019/09/19

ROP: Venous Thromboembolism (VTE) Prophylaxis
Medical and surgical clients at risk of venous thromboembolism (deep vein thrombosis and pulmonary embolism) are identified and provided
with appropriate thromboprophylaxis.
NOTE: This ROP is not a requirement for paediatric hospitals. The ROP applies to clients 18 years of age or older. This ROP does not apply to
day procedures or procedures with only an overnight stay.
Guidelines:
Venous thromboembolism (VTE) is the collective term for deep vein thrombosis (DVT) and pulmonary embolism (PE).
VTE is a serious and common complication for those in hospital or undergoing surgery. The incidence of VTE can be reduced or prevented by
identifying clients at risk and providing appropriate, evidence-informed thromboprophylaxis.
The widespread human and financial impact of thromboembolism is well-documented. VTE is associated with increased client mortality; it is the
most common preventable cause of hospital death. Appropriate evidence-informed thromboprophylaxis reduces cost and median length of stay.
There are many evidence-based clinical practice guidelines that recommend thromboprophylaxis for large groups of clients or for specific
subgroups that are very useful and generally reflect the accepted standard of practice.

Note: In this document, the term ‘client’ is used to refer to a patient.

For the following standards: Cancer Care, Critical Care, Inpatient Services, Organ and Tissue Transplant, Organ Donation for Living Donors, Perioperative Services and Invasive
Procedures, Spinal Cord Injury Acute Services, and Spinal Cord Injury Rehabilitation Services

Venous Thromboembolism (VTE) Prophylaxis
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TEST(S) FOR COMPLIANCE:
1. There is a written venous thromboembolism (VTE) prophylaxis policy or guideline.
Specific evidence indicating compliance:
•

Updated the guideline to an approved Corporate policy

2. Clients at risk for VTE are identified and provided with appropriate, evidence-informed VTE prophylaxis.
Specific evidence indicating compliance:
•

•
•

Prescribers have pre-checked powerplans to assist them with the COMMON VTE module (They are set-up so that all the risk factors and
treatments options are available in menu-style for prescribing). Built within the plan is an alert if not completed, and they can choose to
not complete but must indicate that they assessed the patient, and then sign the powerplans within the electronic health record.
This “COMMON VTE Prophylaxis” module is pre-checked for all surgical and most admissions order sets across sites. If not prechecked, the prescriber can also select the module at any time during admission or treatment.
Policy, education and powerplans are inclusive for the admitted patients on surgery and the stroke rehab program. Most other programs
have a VTE assessment as part of their CPOE admission order sets.

3. Measures for appropriate VTE prophylaxis are established, the implementation of appropriate VTE prophylaxis is audited, and this
information is used to make improvements to service.
Specific evidence indicating compliance:
•
•
•

The policy outlines appropriate treatments based on risk that includes mechanical and drug therapies for VTE prophylaxis
Currently all surgical admission orders are verified by a pharmacist to validate that a VTE risk assessment was completed.
Pharmacists monitor and document problems with the VTE prophylaxis

4. Major orthopedic surgery clients (i.e., those having hip and knee replacements or hip fracture surgery) who require post-discharge
prophylaxis are identified and there is a process to provide them with appropriate post-discharge prophylaxis.
Specific evidence indicating compliance:
•

We do not perform hip/knee replacements or hip fracture surgery in our organization

Venous Thromboembolism (VTE) Prophylaxis
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5. Information is provided to clients and team members about the risks of VTE and how to prevent it. .
Specific evidence indicating compliance:
•
•
•

All patients are provided with the “Guide to Surgery Booklet” prior to surgery. Within this guide there is patient information specific to VTE
Patient educational material provided as necessary on discharge.
Staff education through a VTE e-learning module for staff:
o Pharmacists (done once) and nurses (annually for surgical services, stroke rehab, and as assigned).

Policies relating to this Required Organizational Practice (ROP):
Policy

Venous Thromboprophylaxis (VTE) Prophylaxis
https://sjhclondon.policymedical.net/policymed/registered/docViewer?stoken=72bbf93e-2149-4e45-b583-6a06fe84be62&dtoken=93f4b8a6-fef7-4e93b09b-21e0f3bf4c76
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