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Pharmaceutical Reforms

Now its @asier and safer to

P h a rm ace uti Ca I Refo rm S access the medicines you need

> PBS
> APAC guiding principles
« Guidance and strategies for
preventing medication errors at == a
transitions across care settings [ == S
> Medication reconciliation —
activities underpin many of
the principles

1 evdmarh Sqee Adelaide: SA 5000

Guiding principles
to achieve continuity in
medication management
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APAC guiding principles and medication reconciliation

1. Leadership ) Qommupicating medicines
2. Responsibility information

3. Accountability

10. Evaluation

Admission to next episode Discharge to next episode

Current episode of care

During episode

Accurate medication history
Medication review & reconciliation
Medication action plan

Medicines information to consumers

Ongoing access to medicines (discharge
reconciliation)
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Prior to the Reforms....

> Medication histories
» often incomplete or incorrect
* used to commence treatment for the patient
* no standard location and multiple variable
medication histories throughout the notes
> Medication action plan
* Documentation of interventions and changes to
therapy difficult to find in notes, if done...
> Discharge
* Ad hoc pharmacy discharge reconciliation

* Local hospital data
= 3 errors per discharge prescription’
= 3 to 6 errors per discharge summary?2

1 Wallace C et al. RAH review 2007
2 Tan D et al. RAH review 2005
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Implementing APAC

> Supported by new pharmacist FTE
« Based on SHPA clinical pharmacy ratios

« Staged recruitment of 76 FTE across 6 metro
hospitals

* Includes ED coverage

> 1 pharmacy trainee positions

> Note: existing clinical pharmacy service
* Very low FTEs (1 per 100beds)
 No ED pharmacy services
* No standard service
 No measurement

SA Health



2007 New Pharmacists

Hospital FTE APAC focus

RAH 5 ED, Pre-admission

FMC 3 Ward- based clinical services

TQEH 2 ED, discharge

RGH 2 Pre-admission, Acute Referral
Unit

WCH 1 Discharge

LMH 1 ED, medical team

SA Health
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APAC Working Group
> Multidisciplinary

- pharmacy, medical, nursing
> Review guiding principles

- Application to hospital practice
- Evaluation

- KPI development

- SA Handbook

- “The how to”, tools,
guidelines etc

N
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Continuity in medication
management

SA Health
Pharmaceutical
Reforms

®
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Measuring APAC

> 21 key performance indicators
« 12 clinical activity (6 med rec)
* 9 policy
 detailed definitions and measurement

* based on existing indicator sets eg NSWTAG,
SHPA

> Baseline data collection
 existing data eg NIMC audits

 targeted reviews

> Approved by CEO & regional
executives Scope

SA Health
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Medication Reconciliation and APAC

L ~» Recording of
Medicaton  medicine orders

history on chart
on admission l

% pts with a complete & accurate list of medicines o
documented and verified within 24hrs of adm Medication Medication

L . _
reconciliation on action plan

% pts with a correctly completed record of prior adverse admission
drug reactions and allergy documented within 24hrs of adm

% pts reviewed by clinical

l pharmacist within 24hrs of adm
Provision of

_

% pts that receive Medication chart

appropriate information about [ medlcgtlon reviews during
their medicines prior to information to admission
discharge patient/carer % admitted days pts receive

% discharge summaries documenting medicatign ey Elhes
an accurate medication list & reasons pharmacist
for changes Medication
Communication with . reconciliation on
GP/pharmacy/other discharge

% discharge Rx reconciled by clinical pharmacist prior to

dispensing



APAC 4.2

Percentage of inpatients that have a complete and accurate list of their current medications
{including over-the-counter and complementary medications) documented and reconciled
within a day of admission

Purpose:
To assess the number of pafients that have a complete and accurate medication history documented

within a day of admission fo hospital — to measure the effectiveness of processes that promote
continuity of care in medication management.

Background and evidence:

Adwverse drug events (ADEs) are commonly caused by lack of effective communication, especially in

the transition between the community and hospital 5e1'ti19.' A complete and accurate medication
history ensures continuity in medicafion management — an Auwstralian Pharmaceutical Advisory

Council guiding principle.® Documenting and wverifying the medication history as early as possible in

the episode of care avoids duplication of recording and potential dlsl::repames_

Key Definitions:

A complete and accurate medication history means a list of current medications including prescription
and over-the-counter medications, and complementary health care |:||'|:|-d|.|r::!5.2

Diocumenting a complete and accurate medication history invalves:

1. Obtaining a list of current medications: A formal interview is conducted at admission o
document a complete and accurate list of each patient’s current home medications (what they
are taking prior to admission). The information for each medication on the list should include:

= medicine (active ingredient name andlor brand name, strength, dose form where
relevant);
dose, route and administration frequency (as actually taken by the consumer);
recenily changed/ ceased medicines
adverse drug events/ allergia-.? and
where relevant: when staried/duration of therapy, actionfindication (as reported by the
CONSUMmer)

2. Verifying the list of current medications: Seeking to confirm with at least a8 second source
that the information obtained at interview is supported. Defsils can be confirmed by
caregivers, general practifioners, community pharmacies, aged care facilifies or by physically
reviewing the patient's medications.

3. Recording the date and fime of documentation and the name of the person that recorded the
history®

Within a day of admission means by the end of the next calendar day.

Data collection:

Sample selection: A random sample of patient records involving patient stay longer than 24 hours
Suggesfed sample size: Random sample of 10% of bed numbers. (Minimum 10).

Methodology: Review medical record for documentation regarding current medication list, confirmation
of medication list and date of decumentation.

Calculati he indicat
Numerator Numerator = Mumber of inpafients who hawe a complete and
X 100% accurate list of their current medications (including over-the-counter

and complementary medications) documented and reconciled within a

Denominator day of admission

Denominator = Mumber of records in sample

Referentes:
1. Second Mafianal Report on Patient Safety: Improving Medlcation Safety: Australian Councll for Safety and Qually in
Healih Care, 2002
2. Guidng principies fo achieve continulty In medication management: Australan Phamaceutical Advisory Councll,
2005:1-55.
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Results — Principle 4

Percentage

SA APAC 4.2:

Percentage of inpatients that have a complete
and accurate list of their current medications

(including OTC and complementary) documented

and verified within a day of admission

4.2 Complete & Accurate Med History within 24 hrs
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Percentage

SA APAC 4.3:

Percentage of inpatients that has a correctly
completed record of prior ADR and allergy
documented within a day of admission

4.3 ADR Documented within 24 hours
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Medication History ....wins

Histories accurate, verified

Not just a list....
* Medication review
« Management issues
« ...starts the action plan
> Engaging patients and carers in medication
management
> Standardises documentation and location
« Form stored in front of active medication chart
« Becomes part of the patient’s medical record
> Becoming the source — referred to by all
practitioners
* On admission, transfer and discharge
* Medical staff support, referrals

SA Health



Percentage

Results — Principle 5

SA APAC 5.2:

The percentage of patients reviewed by a pharmacist
within 24 hours of admission
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SA APAC 5.3:

The percentage of admitted days that patients receive

medication review by a pharmacist

100

5.3 Daily clinical review per patient
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Medication Reconciliation
....wins

> More efficient for prescribers to write up meds
when accurate history available

Reduced unintentional discrepancies

> More efficient for ward pharmacists to
undertake medication reconciliation if history
available from ED /POAC

> Earlier resolution of medication management
Issues

> Planning for discharge eg warfarin counselling

SA Health



Results — Principle 8

SA APAC 8.2:

The percentage of discharge prescriptions reviewed and

reconciled by

a pharmacist prior to dispensing

8.2 Discharge Prescription Review &
Reconciliation
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Discharge Reconciliation ....wins

> Patients being supplied with correct
medications

> Patients being supplied with required
medications only

 Reduced costs and risks of medication
mismanagement

> Active participants in care
> Reduced workload for dispensaries
> |Improved discharge times

SA Health
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Impact of discharge reconciliation

> |tems requested by doctor compared to those
required after pharmacist reconciliation

Date RXx ltems Meds Meds | Reduction
removed added | in meds for
supply
Jan 53 324 119 11 33.3.%
08 (36.7%) (5.0%)
Feb 86 621 245 14 37.2%
08 (39.5%) (3.6%)
Total | 139 945 364 25 35.9%
(38.5%) (4.1%)

SA Health



Results — Principle 9

SA APAC 9.2:

The percentage of discharge summaries that document an
accurate medication list and the reasons for all medication
therapy changes from medications taken prior to admission

Beuteniask of Dot dosiils PATIENT IDENTIFICATION

9.2 Accurate discharge summaries & B S
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Communication of medication
iInformation...wins

> Supports more accurate information to
GPs in medical separation summaries
* Electronic summaries
» Reconciliation of prescriptions by pharmacists
prior to dispensing

> Pharmacy contact with primary care

providers
« Community pharmacies

* Residential care facilities
« GPs

SA Health



Challenges and future steps...

> Policy indicators
* In health service level agreements....not
developed....
> Activity indicators
« Ongoing data collection
¢ Qutcome data - interventions, re-admissions
* Medication action plan

> Workforce and resources
« Fiscal pressures, budgets
« Training
« Changes to pharmacist roles
 Integration of med rec roles across multi-d
team
> Continuity of care and expectations
SA Health
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Summary

> |ntroduction of medication reconciliation as
component of APAC
> Significant improvements — reconciliation
* Admission
- Discharge
> Continuity of care - communication
* Hospital
* Primary health care providers
* Residential care facilities

> Ongoing quality improvement

SA Health
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