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About the Canadian Association of Paediatric HealttCentres (CAPHC)

Established in 1968 CAPHC is a national, not-fasfipy organization whose members include
multidisciplinary health professionals that providealth services for children, youth and their fasi
within quaternary and tertiary health centres; camity health centres; rehabilitation centres anché@are
provider agencies nationwide.

CAPHC is affiliated with all sixteen academic hbadciences centres across Canada, providing imorta
linkages to clinical care, education and researCAPHC’s current membership includes forty-two tieal
organizations from across Canada — all children&pitals in Canada are members of CAPHC. A comaplet
list of CAPHC member organizations is posted on B8R website — www.caphc.org.

CAPHC shares with all its members, a fundamental gb advancing a national child and youth health
service delivery agenda through knowledge creatmhtransfer in high priority areas. Central ts tjoal is
the facilitation of linkages and partnerships tobitive the expertise and resources of organizatishsse
common and complementary goals and objectives advetnild and youth health.

In addition, CAPHC is committed to enhancing thelaation of knowledge from research to practice,
practice to health policy, to the development armirtion of evidence-based clinical practice guided for
all children and youth.

Patient safety is one of CAPHC'’s national priostidJnder the direction of the CAPHC Board of Dices,

the National Patient Safety Collaborative providderum to unite individuals, groups, and organde to
facilitate partnerships, improve communication, ,amthen appropriate, undertake collective action to
improve patient safety for children and youth. Memship in the collaborative is open to all membmtrs
CAPHC, Health Canada, and other provincial andonati organizations with a specific expertise and/or
interest in patient safety. The membership is idigktiplinary and represents child and youth health
organizations from coast to coast.

Supporting Information

The presentations from the Annual Patient Safetyn@sium held at the CAPHC Annual Meeting on
October 15th, 2006 and the Proceedings paper aiable for download on the CAPHC website at
www.caphc.org

General inquiries regarding this document should bexddressed to

Elaine Orrbine, President and Chief Executive @ffic

Canadian Association of Paediatric Health Centg2sFHC)
Association Canadienne des centres de santé pgdesr(ACCSP)
401 Smyth Road, Room 1161

Ottawa, Ontario K1H 8L1

(613) 738-4164

Email: eorrbine@caphc.org

JoAnne Whittingham, M.Sc.

National Project Coordinator, Paediatric MedicatiReconciliation Collaborative
Canadian Association of Paediatric Health Centg2sFHC)

613-738-4164 or 613-738-3907

Fax: 613-738-3247

Email:_JWhittingham@caphc.org
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Corporation, focused on creating a safer healtheaveronmentor childrenthrough standardized practices
for all paediatrics patients.

Abstract

Paediatric healthcare institutions face many unighallenges in the delivery of care; among these
challenges is customization of paediatric medicatitnsing and delivery protocols. Non-standardized
practices are a recognized challenge across theritgyapf paediatric health centres in Canada. Maduylt
centres have successfully adopted standardizechglasind medication delivery processes to increase
efficiency and improve patient safety. Many ofdbdest practices are sanctioned and supporte8Nd |
Canada, CCHSA, JCAHO and other organizations fatwseimproving patient safety. This symposium
welcomed child and youth health professionals estd in promoting a national patient safety ageada
well as national leaders focused on quality impnoeet and practice. The symposium featured cubresit
practices, challenges, and opportunities to develomtional standardized best practice platformofar
unique paediatric healthcare setting, and hightidhbe Safer Healthcare Now! Campaign and the CARHC
Safer Healthcare Now! Paediatric Medication Reda@twn Collaborative Quality Improvement Program.
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Michele Lahey, Chair - CAPHC Board of Directors,
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Introductions — Goals and Objectives of the Sympusi

Michele Lahey, symposium chair, welcomed the pigdicts, and summarized the purpose of the symposium
— to improve quality of paediatric patient careotigh standardization of medication practices anivety.
Michele also thanked the organizations that sp@tsdhe symposium — the Canadian Patient Safety
Institute, the Baxter Corporation, Medbuy and Redeand Development Canada. She explained that
Elaine Orrbine would provide a brief overview ogthgenda.

Elaine Orrbine welcomed all the participants arahited everyone for attending. She outlined thésgared
objectives of the program aimed at promoting patsaiety and best practices including: to learn tviba
going on at a national level; to feature currertt bast promising practices that are making a diffee; and
to identify the unique challenges and solutiong t@an continue to improve patient safety for claldand
youth. The proposed primary outcome of the symposias to explore new collaborative opportunities t
create a national action plan aimed at developaigponal standards and delivery protocols to ensiuee
safety and well being of children and youth witthie unique paediatric health care setting.

Elaine described Part 1 of the agenda — a seriehat presentations to describe what is goingtoa a
national level and challenge the participants tolae strategies for improving patient safety. tRaof the
agenda consisted of the participants forming inmtmugs to address a series of short questions,der do
provide an environmental scan of paediatric heedtfe facilities and, as well, to focus on a keyéss
depth.

Mat Dinneen, Manager, National Accounts and JohiadBa, National Specialty Manager, Pharmacy,
Baxter Corporation
Leveraging Our Learning — exploring opportunitieshathe paediatric community

Mat Dinneen provided a brief introduction to thevngartnership between Baxter Corporation and CAPHC.
He highlighted the commitment of the Baxter Corpiorato work with CAPHC to improve patient safety.
He also recognized the preparatory work for the mysium done by the working group and thanked
everyone for their commitment. Mat encouragedpdicipants to use the afternoon to explore wbatd

be. He introduced John Grisolia who provided ninfermation about current Baxter programs.

John Grisolia built on Mat's introductory commeatsd described the common goals of Baxter and CAPHC
including a strong patient safety focus and mandatmmitment to facilitate collaboration, pronootiof
best practices and dissemination of knowledge.n Jaited that Baxter is a lead corporate sponsdhef
Safer Healthcare Now! campaign and are very corathitd a safer healthcare environment. They are a
leader is all aspects of adult and mixed-commuhgglthcare and partner with health care facilites
patient safety initiatives. Baxter is looking fawd to building the same level of involvement ire@atrics.

John described a number of Baxter's current patsgtfiety quality improvement initiatives on various
elements of medication delivery including standeedi critical, high alert medication concentrations,
streamlined dosing of standard medications andiglaind standardized pain management infusionsa As
specific example, John described their work witlsgitals to create a clearer, bolder label for IMid$
including the cartons. Such initiatives are acclishpd with comprehensive programs that includelieek
from multiple stakeholders.

In summary, John advised that the symposium ppatits could consider Baxter as a business pattaér t
can support change initiatives, promoting the immatation of standardized practices and procedures.
encouraged the participants to use this opportunitghare ideas and experiences in order to ceeate
concrete initiatives at the end of the symposiuBaxter welcomes the collaboration with the paeitiatr
community to improve the lives of children and yaut
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Dr. Gerarda Cronin,

Director of Quality and Decision Support, Child He&Program,

Winnipeg Regional Health Authority

Professor and Associate Head, Department of Pediand Child Health, University of Manitoba
Why is Paediatrics Different? — Challenges andigohs for safe practices

The intent of Dr. Cronin’s presentation was to eewithe uniqueness of the paediatric setting andethgons
why paediatric patient safety challenges and swmigtiare not the same as in adult healthcare. §itered

the complexity of paediatric healthcare and theomphebehind successful approaches for dealing with
complexity.

Dr. Cronin briefly reviewed the state of knowledgith respect to paediatric patient safety. Sheddhat
while the much-publicized Canadian Adverse Evetidyshas highlighted the extent and nature of patie
safety issues in adult healthcare, similar datéherincidence of adverse events in paediatricrggttare not
available. Standardized reviews of 30 clinicalidents and near misses, done within the WinnipeigdCh
Health Program, using the London protocol revedled medication errors were the issue in 50% of all
errors reviewed. The reviews revealed that thezeewnany routes by which medication errors occurred
including incorrect medication or dose, wrong patiéncorrect route or incorrect timing (Cronin, G\
2006 Healthcare Quarterly Vol 9 (special issue}21h

The data illustrated the complexity of care in pagits with multiple factors contributing to alié cases of
medication errors reviewed. Dr. Cronin reviewee #spects of complexity in paediatric and perincdae
including multiple patients, patients with compldiseases and co-morbidities, social complexities] a
multiple medications. In addition, multiple higisk procedures are often required in acute paédiedire,
with multiple sequential tasks and complex decisioA number of examples were described.

The issue of complexity was further illustrateddmynparing the simple task of following a recipetfwélear
instructions, known risk, and no particular exgertneeded) to a complicated task such as launahiogket
to the moon (formulae critical, risk knowable, esiprce improves future outcomes, high level of etipe
necessary) and then to a complex task such asgadsichild (formulae of limited use, risk unknown,
experience does not guarantee future outcome, eseérelpful but not sufficient). Dr. Cronin explad
that in complex situations, such as healthcare imgalknprovements requires courage, a simple setles
and applying local solutions using existing relasibips and networks.

Dr. Cronin noted that minimum specifications ande rules allow creativity and accountability tmegist.
Too many institutions have detailed protocol booksshelves that no one looks at or is familiar withith
minimum specifications and simple rules, no oneaam ignorance of the rules.

Measured by total lives lost per year and the nurobéatalities per encounter, healthcare is asitdous as
mountain climbing or bungee jumping, and signifttamore hazardous that airline travel or nucleawer.
The practices of High Reliability Organizations ks the airline industry have much to teach heatth
organizations. The characteristics of High ReligbOrganizations were reviewed.

Dr. Cronin encouraged the participants to starikinig like engineers by beginning with the premtisat
anything can go wrong, designing systems accorgiagld not expecting humans to perform perfectly
without variation. She finished her presentatigrchallenging CAPHC members not to apply complidate
solutions to complex problems and to enact thewahg guidelines:

« Standardize — when we can!

+ Recognize Complexity

« Develop and use Simple Rules

« Become High Reliability Organizations

- Have Courage

« Leverage Relationships
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Carolyn Hoffman,
Director of Operations ON to BC Canadian Patieffietydnstitute (CPSI)
Building a Safer System: Paediatric Partnerships

Carolyn Hoffman introduced the Canadian Patienetyainstitute and the key initiatives that they &dav
underway with their partners across the countryuiing CAPHC. She thanked Baxter for their great
support and echoed John Grisolia’s point with respe the value of collaborative relationships drov
pivotal such relationships are within patient safebrk.

The Canadian Patient Safety Institute was estadalifly Health Canada in 2003. The mandate of Gl i
provide national leadership in building and advaga safer Canadian health system. There are berurh
initiatives currently underway including resear@nnstration projects and collaborations to enhance
patient safety education in undergraduate and gtadoealth provider programs. Carolyn noted tt&at 2
research projects were funded in 2005. A secolidazgproposals is currently underway and decisiane
expected in November 2006. Carolyn noted thaethee currently no Canadian standards for pategetys
education and CPSI will be doing a survey with esspo this in the next year. Additional initisgivinclude

the Canadian Root Cause Analysis Framework, Candthtient Safety Week and Safer Healthcare Now!

The Safer Healthcare Now! campaign is modeled enirnititute for Healthcare ImprovemetOK Lives
Campaign and is aimed at reducing preventable doatjuns and deaths in Canadian hospitals. Attre

of the campaign structure are patients and thesgrats teams implementing each intervention across
Canada. CAPHC in partnering with CPSI to providpport to paediatric teams implementing medication
reconciliation. The key objective for each intertien is to solve the gap between research/knoveledbgput
what works and the ability to reliably provide thetandards of care on a day-to-day basis forasitipts by
solving implementation issues. The first stagéhefcampaign will be concluding within the next 6nths

and the focus over that time will be measuremehhe campaign will be continuing into 2007 with the
details to be announced in the New Year.

In conclusion, Carolyn reviewed 7 steps that cataken to improve patient safety (from the National

Health Service, England):

+ Build a safety culture - Create a culture thatgeroand fair

+ Lead and support staff - Promote / facilitate agpaitsafety focus

« Integrate risk management activity - Client conseincidents, litigation, good catches

« Promote reporting - Actively seek and support répgr

+ Involve and communicate with patients / public sten to learn, supportive disclosure processes

« Learn and share safety lessons - RCA, FMEA

« Implement solutions to prevent harm - Teams colateoand implement tests of change then integrate
effective changes into practice

Margaret Colquhoun,

Project Leader - Medication Reconciliation

Safer Healthcare Now! & Institute for Safe MedioatPractices Canada (Canada)
Medication Reconciliation

Margaret Colquhoun reviewed the relationship betw€APHC, ISMP Canada, and the Safer Healthcare
Now! Campaign. The vision of ISMP Canada is tdadmdrate with national and international organadi

to advance safe mediation use. As organizations aie providing clinical support within the SHN!
Campaign, CAPHC and ISMP Canada are focusing om#uication reconciliation intervention.

Margaret reviewed the key concepts of medicatiaomeiliation — simplifying and standardizing proses,
reducing reliance on memory, establishing a ‘bessible medication history’, and improved access to
accurate medication information. She noted thammte across Canada have found the implementation of
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medication reconciliation to be far more complearttexpected. Successful implementation is depérmsten
a team approach, both within and across institationSenior leadership support, multidisciplinary
involvement, and the involvement of families argical.

The progress of the teams currently enrolled in @&PHC Paediatric Medication Reconciliation
Collaborative was reviewed. The PMRC members Hereefited from sharing successes and tools across
healthcare organizations in order to facilitatengjiag processes to improve medication safety. t€Eaes

are noting success incorporating medication retiation into existing workflows and seeing evidertbat
standardizing the processes for obtaining a meaditistory is reducing redundancies. A recenveyof

the teams revealed that more that 92% of the t@aoged medication reconciliation to be important.

Margaret noted the importance of collecting dataltow improvement. The definitions of the two pmn
indicators for medication reconciliation, undocuneeh intentional discrepancies, and unintentional
discrepancies were reviewed. The preliminary lhaseflata from the PMRC has revealed that, in the
paediatric populations reviewed, approximately anéwo patients had a documentation discrepancy and
approximately one in two patients experienced antentional discrepancy. Since errors in docuntesnia
and unintentional discrepancies represent potemigh, this data emphasizes the importance of ragdic
reconciliation processes in paediatrics.

Dr. Anne Matlow

Director, Infection Prevention & Control Programme

Medical Director, Patient Safety, The Hospital &ck Children, Toronto ON

Determining Adverse Events in the Paediatric Popoite— Development of a Trigger Tool

Dr. Matlow reviewed one of the primary projects itfe CAPHC Patient Safety Collaborative, the
development of a Trigger Tool to determine the mixéand nature of adverse events in the paediadgtient
population. She set the stage by defining an advevent (AE). An adverse event is an unintendgulyi

or complication which results in 1) disability &ettime of discharge, 2) death or 3) prolonged i@lsgtay
and is caused by health care management rathetitbamderlying disease process.

Little is known about AEs in paediatrics. The lied published research suggests the incidence &f i8H

per 100 patients and the incidence of adverse eivagts (ADE) is approximately 2.3 to 11 per 100quas

of which a significant percentage are preventabillee incidence of AE’s is significantly higher in@®U
populations with a published value of 74 per 10Miadions. Even less is known about harm in ambnyjat
care. There are no published data that estim&emégnitude of the problem in hospitalized Canadian
children. There are many reasons to suspect thdigiteic numbers will be different, given the urequ
vulnerabilities of children related to their devyaheental stages, pharmacokinetics, dependency olts adu
and the different spectrum of their illnesses.

There are a number of methods to detect adversetsewecluding occurrence reports, concurrent or
retrospective chart reviews, medical records rewoéwdeaths and trigger tools. A trigger tool isaeening
tool used to identify sentinel signals or “trigdethat suggest medication related errors and ADH an
precipitate a more thorough review of the chart.. Batlow reviewed a number of existing trigger I®o
including that used in the Canadian Adverse EvEhidy.

The CAPHC Patient Safety Collaborative has estaddisthe Canadian Paediatric Trigger Tool Design
Group (CPTTDG). This group consists of a teamasdiatric clinicians and administrators, humandesct
scientists, health information professionals, dtakders, and two members of the Canadian AdversatSv
Study team. The CPTTDG was challenged with thie dhsleveloping a Canadian paediatric trigger fool
potential adverse events. The objectives of th€TTKS are to determine the incidence of AEs in Cérad
children, compare the incidence of AEs in Canadihiidren vs. Canadian adults and then to launch QI
efforts
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To date, the group has done an environmental sesewed published and unpublished trigger tools;
developed the CAPHC Canadian Paediatric Triggerl;Tdeveloped a procedure manual/tool kit and
conducted a feasibility study. In the feasibibtydy the draft trigger tool was piloted at 3 heedire centres:

a stand-alone paediatric hospital, a hospital withhospital, and community hospital. There wéreHarts
per site with 2 reviewers per chart. At each sltarts were chosen from 4 age categories withdiélfie
charts from medicine and half from surgery. Therimater agreement (Kappa statistic) was 0.8332%d

of charts were triggered.

The next step is validation and reliability testwfghe trigger tool. A grant has been submite@€anadian
Medical Protective Association (CMPA) to fund thisase. Ultimately the goal is to do a prospectively
across Canada using the trigger tool to definartidence of AE in hospitalized children, and conep@
data in adults.
(NB: At the time of writing these proceedings we pleased to announce that we have been succgssfull
funded by CMPA to further our work with the CPTT.)

Exploring a National Action Plan — Table Discussiorand Open Mike

Following the presentations there was a short Q &e&sion, with some discussion around bar coding,
physician disclosure and transparency with resfpepatient safety culture. Following the Q&A sessand

a short break, the symposium participants broke gmoups to complete two tasks. The first task tas
answer a series of questions that were pre-ciedlat the beginning of the symposium. These curesti
were developed to provide an environmental scapaadiatric health care facilities represented at th
symposium. The second task was to discuss selpateght safety topics.

The following issues were discussed during the & gession:
« Progress on standardizing bar coding

« ISMP has a working group addressing this issue

« It was noted that there are some limitations ordoding labels due to space issues

« Baxter is making progress on bar-codes on IV coetai

« Patient Safety Culture — Physician disclosure agtsparency

« Perception of blame impedes patient safety cutindewhile health centre employees are usually not
named, any adverse event that a physician is iedohith is recorded on the CMPA record. (and on
the provincial College record in some provinces).

« Currently there is potential for an adversarialiaion between insurers, institutions and physgian
with respect to reviewing critical incidents, féteiting blameless reporting and building an enhdnce
patient safety culture, due to liability issues.

«  CPSI will be holding meetings with ADMs and CEOsatidress this issue.

« CMPA and HIROC stakeholders will be part of a magilodisclosure working group whose goal will
be to standardize disclosure and transparencyoapdsh forward openness

« This discussion was linked to Dr. Cronin’'s prestotaand it was noted that the goal should be to
act with courage and learn from positive handlihg>xperiences

« In some, but not all, provinces, legislation pr@sdprotection of information that is discovered
during the investigation of harm. Saskatchewan tims first province to develop progressive
legislation; Quebec has effective legislation, aahitoba is about to implement legislation (it
became law on November 1).

Environmental Scan

The environmental scan consisted of five pre-detexthquestions that were circulated at the begmoin
the symposium. Participants within each breakootig participated in the discussions and one persom
each group reported the group consensus. Thevialjprepresents a compilation of the reports fraohe

group.
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1) List and rank the main types of safety incidentsthat occur in your institution involving medication
and IV fluid delivery (e.g. under the headings of ordering, dispensing, storage and administration).

Symposium participants reported the common sasstyeis/incidents with respect to threering and
dispensingof medications
«  Wrong drug dispensed from the pharmacy
» Reliance on non-formulary drugs as well as reliamtevard stock
« Lack of medication reconciliation in the community
« New / Short-term staff, such as locum physiciartsy wse different medications and dosages
« Concern that there is not enough safety checksne#ipect to pre-dispensing

The participants noted various safety incidentseamng theadministration of medications

« Incorrect patient identification

« Errors in the timing of administration of medicat#including delays and confusion around the
definition of stat or urgent

« Medications administered by the wrong route, dig.virong IV

« Errors in medication preparation including incotréitutions, 10-fold errors, misplaced decimals,
vague orders with respect to weight

« Issues in identification of appropriate medicatiang., including unfamiliarity with drugs, usintgt
wrong drug or missing drugs

« Language issues, e.g., in the context of multidistic caregivers who may struggle with reading
labels in a hurry

« The font size on labels, e.g., as a problem foerobtdregivers who are challenged by smaller print

« It was also noted that Tall-Man lettering to diffatiate sound alike drugs is not available on all
medications

Some issues were noted with medication storagadiray:
« Improper storage — in room air as opposed to efregerator
+ Storage of adult and paediatric medications irstraee area

2) What arethe main medicationsin which safety incidents occur?

There were consistent responses from the breagroups with respect to the medications that arertbst
common in safety incidents including opioids (nics), anticoagulants/heparin, insulin and conceatt
electrolytes. Also noted as significant medicatiomith respect to safety incidents were TPN, Anti-
epileptics, High dose antibiotics, Conscious setatiasix, Dopamine and unusual medications

3) Arethere populations of infants, children, and youth who are particularly prone to medication and 1V
fluid incidents?

The reports from the participants were very corsisand noted the following populations as mosisétfor
medication and IV fluid incidents:
+ Highly complex patients with multiple co-morbidgi@nd multiple services involved in their care
+ Infants admitted to NICU
« Patients in complex critical care including ICU, @Cardiac, oncology, and renal patients

4) Do you have computerized physician and order entry (CPOE) in your institution?

From the reported discussions it was apparenthieaise of CPOE is limited at this point - onlyeaf
institutions present at the symposium have impldgetethe use of CPOE in select units and other
institutions are in trial stages

5) Haveyou introduced smart pump technology (SPT) at your institution?
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As with CPOE the use of smart pump technologynidtdéid at this point - only a few institutions repor
having fully implemented and some are in progréssplementing

Discussion Questions |

The six discussion questions were pre-determingtidogymposium planning committee. Each breakout
group was assigned one or two of the six questi®asticipants within each breakout group discusised
assigned question(s) and reported back on thegermus. The following represents a compilatiotihef
reports.

Isthere arolefor standardizing medication practices across all paediatric ingtitutions, e.g. maximum and
minimum doses of particular medications for continuous or bolusinfusions?

Two breakout groups discussed this question. &perts indicated that there was resounding suort
standardization and the following points were noted

« Standardization forces necessary discussion arateleb

« Standardization allows for consistency across sgcto

« Standardization has the potential to enhance leguanid knowledge transfer

« There will be an economic gain in purchasing power

+  While standardization is recommended, there iseal he@ recognize the equally powerful role of

customization when clinically indicated

The two groups made a numberedommendations including:

Health care institutions should move away fromrtile of 6 (Rule of 6 dosing is sometimes used GBI
The infant’s weight, in kilograms, is multiplied Byand the resulting number is added as milligrafrisug
to 100 ml of solution. Using the Rule of 6 to prepinfusions results in varied concentrationss thu
standardization of critical care drug concentratioannot be implemented)

» It was suggested that CAPHC could create a stateomethis issue

« Health care institutions should build standardsafdministration techniques, e.g. IV medication\cly.
It was recommended that IV manuals should be stdimtal across institutions with the following
course of action
« Analysis of current practice to determine whatasg done at each institution
« Compare information on current practice with evitkeon best practice
« Create a national paediatric IV manual

« In conjunction with these recommendations it watedahat there is a need for better evidence on
administration practices, e.g. who can do whatteowd to do it?

« It was suggested that the focus should be on légrdrugs.

« Health care institutions should explore point afeclar coding technology

How can we improve our capture of safety incidents related to medication and 1V fluid delivery in order to
reduce error and harm?

This question was also discussed by two of thekiongsgroups. While the reports suggested someafgpec
strategies, the mairecommendations focused on strategies to enhance the culturetafhaafety and an
open and fair reporting system.

« A number of strategies for improving safety cultarg insuring consistent reporting of incidentsaver
noted
+ Encourage patient safety rounds — rounds sen@nter|staff anxiety and open up dialogue, allow
staff to talk about concerns and discuss safetess
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« Close the loop — feedback to the providers asdmtlicomes of safety incident reports should be
provided

+ Have a simple process for reporting, software shalibw reports to be easy to create and analyse

« One example provided is the use of Risk MonitorPnacidents can be input by any staff member
on computers, one institution found that this iased reporting by 80%, the focus is not on “you did
it” but rather on “I found it”

« It was also noted that independent double checkmigdouble signing of high risk meds (identified
through ISMP alerts, incidents, med-safety reviema$ a valuable strategy

+ Another example provided was the “transfer of aotability” procedure that has been initiated at
McMaster Children’s (for details refer to Alvadaebal, 2006. HealthCare Quarterly Vol 9 (special
issue); 75-79)

« Creation of a blame free environment was also natedtical issue. Sonmecommendations included:

+ Removal of staff identifiers from reports

«  Work with the media, professional organizations kgal bodies to help create a blame free
environment

+  Work with patients and families
= Interview families with specific questions aboutithexperience with during hospitalization or

after discharge

* Provide suggestion boxes and/or a hot line for nesses and errors

« Additional suggestions included for improving patisafety included,;
= Standardization is key — a consistent approacheication administration and enables
identification of errors
Training — academic institutions should be trairdtighealthcare providers in safety —approach
needs to be integrated

« The suggestion was also made that tools for luncdhearns could be created for the use of all CAPHC
members — poster displays, newsletters etc.

What are the key considerations in introducing Computerized Physician Order Entry (CPOE) in
paediatrics? What are its advantages and disadvantages? What role can pharmacy play in introducing
CPOE and smart pump technology?

This question was discussed by one of the breaggmups. The report from this group noted that the
advantages of CPOE included:

« Areduction in the need for transcription and hetigepotential for errors

« Provision of clinical decision support

The report from the group also noted a number sddirantages of CPOE:
« Medication libraries are not paediatric-based
- Defined alerts are not based on a paediatric system
« Too many meaningless alerts desensitize users
« Consensus on order sets/alerts is difficult toiobta
« The possible effects of computer crashes

The group listed a number of characteristics tH&E systems should have:
« CPOE systems should be easy to learn, particlb@dpuse of high staff turnover
« The systems should have minimum specifications
+ Keyword searches should be available
« An interface with other systems is vital, e.g. latories
« The system should be easy to audit
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«  Systems should reflect real time changes, e.geswre alerted immediately of changes

The roles that pharmacy can play in introducing ER@d smart pump technology were noted:
+ CPOE systems need to interface with pharmacy sgstem
« Pharmacy should take the leadership role in intérépsystems
+ Medication libraries need to be synchronized, &mart Pump libraries need to be the same as
CPOE libraries
« Pharmacy should have a role in defining alerts
« Pharmacy should provide standardized concentrations

What are the key considerations in introducing smart pump technology in paediatrics? What are its
advantages and disadvantages? Has smart pump technology adequately addressed paediatric needs in its
decision support to date?

This question was discussed by one of the breakouips. It should be noted that the environmesdah
indicated that, within the institutions represera¢the symposium, the use of smart pump technakgy
limited at this point - only a few institutions m@p having fully implemented and some are in pregref
implementing. This question was discussed atla &thwhich one institution was implementing SPd an
one was considering it. The participants in thégwalssion were unsure, at this point, if SPT ijadély
addressing paediatric needs in decision suppdris group felt that the key considerations in idtrction
smart pump technology were:

« Insuring staff have the technology know-how and potar comfort

+ Adequate education will need to be provided

« Financial considerations have to be considered]aage vs. purchase

«  Within general hospitals, with both paediatric adlts caution will be vital with respect to vangin

parameters

Note Smart pump technology is pumps that are preseigecific drugs, primarily the most commonly used,
with upper and lower limits. Each institution defs the protocols for the pumps.

| Closing Remarks and Recommendations

Michele Lahey provided a synopsis of the afternealiscussions and noted six main themes:

« Children are not little adults, e.g. CPOE systemstrhave paediatric-based alerts.

« Standardization is crucial. Michele noted thate¢hs a lot of work to do and it will be necesstory
distinguish where standardization is the most irtgrdr She also noted that it would be necessary to
work with academic partners to address the neestédir support and education.

+ Inconsistent implementation of CPOE and Smart Pliaghnology. Michele noted that it will be
important to identify in which areas these techgme should be implemented

« It will be important to work with pharmacy, boththin institutions and academically, during
implementation of medication safety initiatives

« Closing the loop is essential — it is vital to m@weay from a culture of blame and focus on
communication, in rounds, with families and witle tinedia.

Michele noted that the goal, moving forward, wil to build on work that has already been doneh#oes
research on technology, to focus on education apdast and to insure continuity of safety stratedrem
acute care to rehabilitation centres, communitg @acess centres and home care facilities.

Recommendations for CAPHC to consider pursuinguohet the following:
« To explore strategies for building standards fodivation administration techniques including

« Creation of a national statement discouraging tite of 6
« Creation of a national paediatric IV manual
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« Exploration of point of care bar coding technology
« To explore strategies that enhance the culturaépt safety and an open and fair reporting system
+ To create tools for lunch and learns on patiergtgafulture and patient safety issues that carsbd by
all paediatric institutions

Summary

The 2006 Patient Safety Collaborative Annual SyrmposPromoting Patient Safety and Best Practices in
Paediatrics through Standardization of Medicatioactces and Delivery Protocols was planned toaxpl
the challenges and opportunities for developingtéonal standardized best practice platform forumigue
paediatric healthcare setting. The presentatienthe stage for the discussions that explored some
recommendations for initiatives to improve the satd medication practices and delivery protocdl$ie
CAPHC Patient Safety Collaborative will review taeecommendations and will develop a strategy for
bringing them to fruition.
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