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Andrew Sheldrick?





Sleep disorder: what is it?
• Parasomnia: All of the 

abnormal things that happen to 
a person when they sleep.

• REM Sleep Behaviour
Disorder: A brain disorder. 
Kicking, punching, hitting 
during the night is often seen. 
Also, nightmares are common.



Local, provincial, and national media



My campaign for change in Ontario

On June 19th, 2017,  Andrew’s 
10th birthday, the Ontario 
College of Pharmacists 
formally announced that the 
CQI program would be phased 
into all Ontario community 
pharmacies.
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Future



Errors reported in community pharmacies in the 
province of Nova Scotia

https://www.cmajopen.ca/content/6/4/E651

https://www.cmajopen.ca/content/6/4/E651


CMIRPS & NIDR



NIDR
Safety Brief



Analysis and recommendations

• Includes actionable 
recommendations for
o regulatory agencies,
o manufacturers of 

compounding chemicals, 
and

o pharmacy teams.

https://ismpcanada.ca/wp-content/uploads/ISMPCSB2017-05-Tryptophan.pdf

https://ismpcanada.ca/wp-content/uploads/ISMPCSB2017-05-Tryptophan.pdf


Shared learning

https://ismpcanada.ca/wp-content/uploads/ISMPCSB2022-i9-API-Labelling.pdf
https://safemedicationuse.ca/newsletter/downloads/202202NewsletterV13N02-compounding.pdf

https://ismpcanada.ca/wp-content/uploads/ISMPCSB2022-i9-API-Labelling.pdf
https://safemedicationuse.ca/newsletter/downloads/202202NewsletterV13N02-compounding.pdf


Why is a robust medication 
safety program important?
• Costs $42B/1% global health 

expenditure
• 1 person dies/day and 1.3M 

injured/year

https://www.who.int/news-room/facts-in-pictures/detail/patient-safety

https://www.who.int/news-room/facts-in-pictures/detail/patient-safety


World Health Organization – Medication Without 
Harm Global Challenge

In 2017, the W.H.O announced the 
Medication Without Harm Global 
Challenge, which aims to reduce 
medication errors, globally, by 50% 
in the following 5 years.

https://www.who.int/initiatives/medication-without-harm

https://www.who.int/initiatives/medication-without-harm






What is patient engagement?



Patients for Patient Safety Canada 
is a patient-led program. We are the 
voice of the patient and bring our 
experiences to help improve patient 
safety at all levels in the healthcare 
system.



Quality improvement shift

Person
Approach

Systems
Approach



James Reason’s Swiss Cheese Model of Patient 
Safety

Losses

Hazards

Evaluation Clinical Practice, Volume: 24, Issue: 1, Pages: 187-197, First published: 23 November 2017, DOI: (10.1111/jep.12847) 



“…when it's safe to talk about 
mistakes, people are more likely to 
report errors and less likely to make 
them. Yet typical work cultures 
showcase success and hide 
failures. Teams that focus on 
learning from failures outperform 
those who don’t, but not everyone 
works in an organization that takes 
the long view.”



Culture shift

http://www.westeve.com/safety/our-safety-culture

http://www.westeve.com/safety/our-safety-culture


The safety
culture ladder

Accessed from The Patient Safety Company



Psychological Safety & Medication Errors 

Professor Amy Edmondson 
discusses the findings of medication 
errors in different types of teams.

Watch: 4:05 – 7:12

Watch on YouTube

https://www.youtube.com/watch?v=LhoLuui9gX8


Just culture

https://www.cortexia.com.au/fair-just-culture-implementation/fair-and-just-culture-model-simple-2/

https://www.cortexia.com.au/fair-just-culture-implementation/fair-and-just-culture-model-simple-2/


Bringing it
all together



Key messages

There is a human life directly affected with every decision 
you make as a pharmacy professional. 

Collaboration and communication are key to increasing 
safety.  You are not alone!  Ask questions and innovate.

Establish a safety culture within your mindset and 
embed it into your practice every day.  Work together to 
minimize and eradicate preventable errors. 

Find ways to engage with patients and families. 



Patient Safety &
Continuous Quality 
Improvement
Brett Baumback, BSc. Pharm.
ACP Quality Improvement Project Lead



Reflection
Have you ever been involved in a medication error or practice incident?

How did it 
make you feel? How did your 

patient feel?



ACP Council – Strategic plan – Goal #4
• Data intelligence is used by registrants and 

the college to make more informed 
decisions.

Key objective
• Information collected through centralized 

reporting of pharmacy errors will enable 
pharmacy teams to improve their practices.

ACP initiative
• Develop a program for documenting, 

collecting, and analyzing medication 
incidents.



Where are we today?
Pharmacy teams are already embodying 
Quality Assurance (QA) processes within their 
practice environments
• documenting practice incidents when they 

occur,
• investigating contributing factors,
• developing action plans to prevent future 

occurrences, and
• conducting ongoing monitoring of QA 

activities through quarterly reviews.



Where are we headed?
• Key to our success is sharing our learnings
• This requires pharmacy professionals to 

embody safety culture
• The culture must also be just

• Feeling safe and supported to talk about 
quality, and to raise concerns



Where are we headed?
• Consider how we can engage our 

patients as partners in this journey
• What opportunities are there to share our 

learnings beyond the pharmacy 
environment?



CQI+ will empower the safety culture in Alberta community pharmacies 
through continuous quality improvement processes and sharing of 
information about practice incidents.



Key features
• Documentation and analysis of practice 

incidents and close calls using 
supporting technology

• Anonymous reporting to a central 
database

• A CQI process to address and monitor 
quality in the pharmacy



Key features
• Self-assessments to proactively 

identify risk
• Resources to support safety culture 

and just culture in the pharmacy
• Training and support for pharmacy 

team members
• Trends and insights from incident data 

collected



What CQI+ is
• Anonymous
• Just
• Proactive
• Provincial in scope
• Patient-centred

What CQI+ isn’t
• Blaming
• Punitive
• Reactive
• Narrow in scope
• Pharmacy-centred



What’s next?

Pharmacy teams begin 
reflecting on the safety culture 
in their practices

Reflect

ACP will communicate program 
details and requirements to 
pharmacy teams

Communicate

Pharmacy teams will begin 
documenting and reporting 
practice incidents and close 
calls

Document & report

Full implementation of CQI+ by 
the end of 2025

Implement



Get involved!
• Over the coming months, ACP will engage with registrants, licensees, 

proprietors, and other stakeholders
• Are you a patient safety champion? Please get in touch with me!

brett.baumback@abpharmacy.ca

mailto:brett.baumback@abpharmacy.ca

