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Canadian Society of Hospital Pharmacists 
Manitoba Branch 
 

 
 

March 12, 2015 
 
To:  Todd Mereniuk, Assistant Registrar, College of Pharmacists of Manitoba 
 
From:  Canadian Society of Hospital Pharmacists – Manitoba Branch  
 
 
 
On behalf of the Council of the Canadian Society of Hospital Pharmacists – Manitoba Branch, I wish to thank 
CPhM for the opportunity to review and comment on the draft Practice Directions document related to 
Medication Incidents and Discrepancies (Standards of Practice #9) 
 
General comments: 
 
There are multiple instances where this Practice Direction requires action or participation by healthcare 
professionals that are not regulated by CPhM.  We suggest that the document be revised, as necessary, to 
remove requirements placed on non-CPhM members and replace them with wording that recommends their 
participation. 
 
We recommend some clarity as to whether a CPhM practice direction applies to technicians, even though they 
are not members of CPhM.   
 
In addition, we suggest that a section be added that addresses the responsibilities of pharmacists practicing in 
a Clinical Pharmacy (i.e. one where there is no dispensing of medications, and not affiliated with a hospital or 
other institution) when they discover or are involved in medication incidents during the course of their 
practice. 
 
 
 
We would also like to comment on the following sections: 
 
Section 2.1:  in general, we believe that the definitions of medication incidents and discrepancies should be 
based upon the effect on the patient, not the location of where an error is discovered 
 
Section 2.1.1.1:  We disagree with the definition of a mediation incident.  In our opinion, an incident is an 
event that resulted in an unintended and undesired outcome.  An error involving a medication that has been 
released by the pharmacy, but is caught or discovered by the patient or caregiver prior to administration to 
the patient is more properly classified as a “near miss”.   
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In addition, the current definition does not address medication incidents that occur as a result of pharmacists 
providing cognitive pharmacy services, unrelated to a dispensed medication. 
 
Section 2.1.1.2:  We disagree with the use of the term medication discrepancy, and the definition of a 
medication discrepancy.  In our opinion, any error that is caught or discovered by the patient, caregiver, or a 
healthcare professional prior to administration to the patient is more properly classified as a “near miss”.   
 
If the scope of this section is only near misses discovered in the pharmacy, then a different descriptor should 
be used, such as “Pharmacy near misses”.  We suggest this be defined as: “An event that could have resulted 
in unwanted consequences, but did not due to timely intervention by Pharmacy staff.” 
 
Section 2.2.1:  We suggest removing “…or the Regional Health Authority in the case of a hospital…” from this 
section.  We do not believe it is reasonable for the Pharmacy Manager to ensure compliance by other 
healthcare professionals. 
 
Section 2.2.2:  We suggest adding discrepancies and near misses to this section, to facilitate learning from near 
miss situations. 
 
Sections 2.3, 2.4, and 2.5:  It is unclear if these sections are intended to apply only to Community Pharmacies.  
We recommend editing to provide clarity. 
 
Section 2.6:  We suggest revision of this section to reflect that it applies only to members regulated by CPhM, 
and not to other health care professionals. 
 
Section 2.6.4:  the statement “The person responsible for the incident or discrepancy shall complete the 
report“ is not compatible with current “systems cause” thinking regarding causes of medication errors.  In 
practice, after initial documentation of the incident by the person discovering it, the incident report is usually 
investigated by a manager, during which all staff involved in the incident may be interviewed to obtain 
relevant facts.  In most cases, no one person is deemed to be responsible for an incident.   
 
In addition, it is unreasonable for CPhM to require healthcare professionals not regulated by CPhM to 
participate in the review process. 
 
We would suggest the following revision: 
 
2.6.4:  The person discovering the incident or discrepancy is required to initiate a medication incident or discrepancy 
report as soon as possible after the discovery of same. The person responsible for the incident or discrepancy shall 
complete the report.   The reporting and investigation procedure shall be developed as a policy of the institution or 
region. A multidisciplinary committee shall should be established to review all medication incident or discrepancy 
reports.  
 

2.6.5 The reporting procedure shall be developed as a policy of the institution. A multidisciplinary committee shall be 
established to review all medication incident or discrepancy reports.  

 
2.7:  We suggest adding a link to the ISMP- Canada reporting site (https://www.ismp-canada.org/index.htm or 
https://www.ismp-canada.org/err_ipr.htm) 
 

https://www.ismp-canada.org/index.htm
https://www.ismp-canada.org/err_ipr.htm
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We feel that this document requires significant revision before it can be approved by Council, and suggest that 
once all feedback has been received and incorporated, that a second period of review and comment by 
members be undertaken. 
 
 
Thank you again for the opportunity to comment on the draft Practice Directions.  Please feel free to contact 
us if further discussion or clarification is required. 
 

 
Patrick Fitch, BSP, A.C.P.R 
President 
Canadian Society of Hospital Pharmacists – Manitoba Branch. 
 


