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» Partnering with patients

Clinical benefits include:’
 Decreased morbidity and mortality

* Decreased readmission rates
* Reduced length of stay
* Improved adherence to treatment (medication) regimens




» Medication errors at interfaces of care

Medication errors are one of the leading causes of injury to
hospital patients

More than 50% of medication errors occur at transitions of
2
care

« Admission, transfer and discharge

20% of adverse drug events result from errors at interfaces
of care 3




» Medication errors at interfaces of care

Medication histories

e Up to 67% of contain one or more errors*
e Up to a third have potential to cause harm®

Medication ordered on admission

e 30 — 70% patients 2 1 unintended variation between
medication history and admission orders 56

Medication ordered on discharge

* 12 — 15% patients have an error on discharge script 7

Readmission 2.3 times more likely if 2 1 medicines
unintentionally omitted from the discharge
summary?® S




» Medication reconciliation

Formalised medication reconciliation at admission, transfer
and discharge reduces medication errors

by 50 — 94% 34711

Errors reduced if patients:’
bring in medicine containers

have a current list of medicines —




» Medication reconciliation

Objective
Reduce medication errors and adverse events through
formalised process of medication reconciliation that

actively involves patients, carers and or families.

Intervention:
WHO High 5s Project- Assuring medication

accuracy at transitions of care




» WHO High 5s Project

Implement standard operating protocol (SOP) for
multidisciplinary medication reconciliation conducted in
partnership with patients and carers/families

5 year international project, currently in third year
13 Australian health services participating

ACSQHC:
 Conducting Australian collaborative

* Providing resource materials




» WHO High 5s Project methodology

Phased approach

 Focus on patients aged 65 years or older admitted
to inpatient services through the ED

Participating hospitals are required to:
 Implement the SOP

e Report on:

 Performance measures (process and quality of
medication reconciliation)

 SOP implementation experience

 Adverse event analysis related to medication
reconciliation




» Medication reconciliation SOP process

Steps

1. Compiling a best possible medication history (BPMH)
in partnership with the patient and family/carer

2. Confirming the medication history with at least one other
source

3. Reconciling the BPMH with medication orders on
admission, transfer and discharge

4. Supplying accurate medicines information when care is
transferred




» Step 1. Best Possible Medication History

“A BPMH is a medication history obtained by a clinician
which includes a thorough history of all reqular
medication use (prescribed and non-prescribed), using a
number of different sources of information.”

It is the baseline from which:

- drug treatment is continued on admission
- therapeutic interventions are made
- self-care is continued after discharge




» Step 1. Best Possible Medication History

Main point is to elicit what the patient
is actually taking

Patient is interviewed whenever
possible to obtain:

a. details of previous adverse drug
events and allergies

b. all medicines the patient is taking at
the time of presentation to hospital
including:

* prescribed medicines

* non-prescribed, over-the counter
medicines

 Complementary/herbal medicines
« PRN meds

c. Recently ceased or changed
medications




>

Step 2. Confirm accuracy of history with at least

one other source

A second source is used to confirm the medicines
information obtained.

Sources include

Medicine containers (including blister packs)

Patient’s medicines list

Community prescribers and/or community pharmacist
Carer or family

Previous medical records e.g. discharge summaries, electronic
health records

Patients/carers instructed to bring medicines containers and

current medicines list into hospital




» Step 2. Confirm accuracy of history with at least

one other source

Percent Accuracy of Sources of information for Best Possible Med
History (BPMH)

Percent accuracy (%)

P/Interiew Patient GP Dose Adm Patient's Com Relatives Discharge —
own med Aids List Pharm summary

Armadale Health Servicle Data



» Documenting the BPMH
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» National Medication Management Plan

Checklist to aid with patient interview

MEDICATION HISTORY CHECKLIST

[] Prescnption medicines

O Sleeping tablets

[ Inhalers, puffers, sprays, sublingual tablets

O Oral contraceptives, hormone replacement therapy
[] Over-the-counter medicines

O Analgesics

[] Topical medicines (e.g. creams, ointments, lotions,
pafches)

[ Inserted medicines (e.g. nose/ear/eye drops, pessanes,
suppositories)

O Injected medicines

O Recently completed courses of medicine

[0 Gastrointestinal drugs (for reflux, heartbum, constipation, diarrhoea) [ Other people’s medicine
O Complementary medicines (e.g. vitamins, herbal or natural

therapies)

O Social and recreational drugs
O Intermittent medicines (eg. weekly or twice weekly)

Risk assessment for medication misadventure

MEDICATION RISK IDENTIFICATION

Level of Independence

Lives alone

Lives in residential care facility

|Uses dose administration device ie spacers, inhaler devices
|Uses administration aid (specify)
Uses medication list

Swallowing issues

Has impaired hearing

Has impaired vision

Yes
[]
[l
[l

HiNINIE.

Other information ...

oo g

Patient Assessment Yes Mo

Can read/comprehend labels E}‘ Language spoken:
[]

[]
Can understand English []
Can open bottles []
Can measure liquids [1 [ [INotanissue
Recent Home Meadicine Review |:| D
Suspected non-adherence 1 O
Assess adherence by asking:
+ People often have difficulty taking their pills for one reason ar
another. Have you had any difficulty taking your pills?

= About how often would you say you miss taking your medicines?

Otherinformation: .. ..




» Step 3. Reconcile history with prescribed medicines

« BPMH is compared to admission medication orders

on NIMC
* Any discrepancies identified are resolved and
documented.
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» Step 4. Supply accurate medicines information to

next provider and the patient / carer

Whenever the patient’s care is transferred the person taking
over the patient’s care is supplied with an accurate and

complete list of the patient’s medicines and explanation of
any changes.

« Health professional; and
o Patient and family/carer




» Step 4. Supply accurate medicines information to

next provider and the patient / carer

At discharge the medicines ordered (discharge prescription)
are reconciled against the current NIMC and the BPMH. This
reconciled list is used to produce the patients medication
list and update the summary provided to the patient’s GP.
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» Patient role in medication reconciliation

Only constant in the process

Contributing to accurate and complete medication
history by:
Bringing medicines containers into hospital

 Maintaining a current list of medicines (including OTC,
complementary medicines)

 Being honest about their medicine taking behaviour

Helping prevent medication errors and adverse events
by:

o Speaking up if they are unsure about their medicines, or suspecta ——
medication error

Participation encourages ownership and medicines self- ——
management




» High 5s hospitals results

Performance measures

% Patients 2 65 years reconciled within 24 hours of admission
Range 16 — 94%

IVR1: Parcent of Patients with Medications Reconciled within
24 hours of the Decision to Adrrit the Patient
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» High 5s hospitals results

Quality of process

 Potential medication errors (after reconciliation)

On average
hospital rates are
below absolute
target of 0.3
unintentional
discrepancies per
patient

* Identified by an independent observer

IVR3: The MVean Nunber of Outstanding Uni ntentional Medication
Discrepancies Per Patient

0.35 /
0317 £ 0325
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Medication reconciliation resources
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» Consumer resources

e Consumer wallet / information sheet

Mistakes can happen with your medicines when you

“Mistakes can happen with your medicines”
* How to prevent them _
« Have a medicines list can AT %Tpgﬁv:ft%‘}:bt'y”;?mmaé”ﬂmfw”

WITH YOUR
MEDICINES

Health professionals need to know about all the medicines
you use so they can make the right decisions about your
health. Medicines include prescription, over-the-counter,
herbal and natural medicines, and come in different forms,
such as tablets, lotions, patches and drops.

You and your carer can help

IMPORTANT INFORMATION
ABOUT

Keep this safe and refer to It each time you go into hospital

NAME -

If found, please call, ..

AUSTRALIAN COMMISSION
on SAFETY anvo QUALITY s HEALTH CARE

$.NPS

Bactar choice: » Batter heal
MedicineWise

prevent medicine mistakes

Keep track of all your medicines with
a Mediicines List. Your doctor, nurse
or pharmacist can help you fill it out.

Speak up if you're ever unsure
about your medicines. »

D LEAVING

b Ask which medlclnesyw should clntln_ue

“using at home and for ail changes to
be explained.

Leave with an up-to-date Medlcines List.

Check the active ingredients of all your
medicines to avold doubling up. Ask your
health professional If you're unsure.

Show your regular doctor and pharmaclst

vV

ﬁ AT HOME/SEEING ANY
HEALTH PROFESSIONAL
> Keep your Medicines Listup to date.

b+ Take your Medicines List every time
you visit your regular health professional
or someone new. If you stop or start
a medicine, let them know.

Ask your doctor or pharmacist for a
medicines review If you have any problems
with your medicines.

@ GOING INTO HOSPITA

B+ Take your Medlcines List and medicine
contalners with you and show them to the

Help prevent medicine mistakes with an up-to-date

You can get more of the NI

wnioading or printing them from

PS. M@:‘rr nes LIS

ng.
ps.org.au/medicineslist
or by asking your pharmadist. It Is also a\ta\lal:\e In other languages
and as an IPhone app.




» Consumer information

Mistakes can happen with your medicines when you go into
and come out of hospital, change wards or see different health
professionals in the community. Having the right information

CAN HAPPEN about your medicines at all times will help prevent mistakes.

Health professionals need to know about all the medicines you

WITH YOUR use so they can make the right decisions about your health.
M E DICIN Es Medicines include prescription, over-the-counter, herbal and

You and your carer can help
prevent medicine mistakes

Keep track of all your medicines with
a Medicines List. Your doctor, nurse
or pharmacist can help you fill it out.

natural medicines, and come in different forms, such as tablets,
lotions, patches and drops.

AT HOME/SEEING ANY
HEALTH PROFESSIONAL

Keep your Medicines List up to date.
l> Take your Medicines List every time you visit

Speak up if you're ever unsure A your regular health professional or someone

about your medicines.

new. If you stop or start a medicine, let them
know.

> Ask your doctor or pharmacist for a
LEAVING HOSPITAL medicines review if you have any problems
with your medicines.

> Ask which medicines you should continue
using at home and for all changes to
be explained.

B Leave with an up-to-date Medicines List.

> Check the active ingredients of all your
medicines to avoid doubling up. Ask your
health professional if you're unsure.

B Show your regular doctor and pharmacist
your updated Medicines List and hospital
discharge information so they can update
their records.

m GOING INTO HOSPITAL

B Take your Medicines List and medicine
containers with you and show them to the
doctor, nurse or pharmacist.

> Your medicines should be checked on
arrival and when you’re moved around

‘ the hospital.
I For your safety, you may be asked

HELP PREVENT MEDICINE MISTAKES
WITH AN UP-TO-DATE MEDICINES LIST
QOrder, print or download an NPS Medicines List
from www.nps.org.au/medicineslist or ask your
pharmacist. It is also available in other languages
and as an iPhone app.

questions about your medicines, so
answer them honestly.

BE MEDICINEWISE

Find out how at www.nps.org.au/medicinewise

AUSTRALIAN COMMISSION
on SAFETY ano QUALITY m HEALTH CARE

The rofe of the Australian Commission on Safety and Quality in Health Care
' to lead and coordinate improvemants in safaty and quality in health cara
across Austraiia.

& Comme ith of Australia 2012 gov.au

%.NPS

Better choices > Better heakh

MedicineWise
Indepandant, not-far-profit and evidence based, NPS enabies batter decisions about
medicines and medical tests. We are funded by the Australian Government Department
of Health and Ageing
& 2012 National Prescribing Service Limited ABN 61 082 034 193 www.nps.org.au

This information is not intended to take the place of medical advice and you should seek advice from a qualified health professional Reasonable care s taken to provide
accurate information at the data of creation. Where parmitted by law, NPS and tha Australian Commission an Safaty and Guality in Haalth Cara disciaim ail liability
Cincluding for negligence) for any loss, damaga or injury resulting from reliance on or use of this information.

Find out how to avoid them at nps.org.au

. Batter choices » Better health

JCDecaux

MEDICINEWISE?

Because medicine mistakes




» NPS Medicines list

Keep your Medicines List up-to-date madbeiuae vkl 2nd natrnl mehuines. Maihincs o i rary Mo, vadg

tabilats, liquids, inhalars, drops, patches, croams, suppositorias and injactions.

My name: Date to have all my medicines reviewed:

Name of medicine
Active ingredient or brand name

27 COctober 20011
Crestor

Glucosamine

FMEDICINES LIST

bar 201

Crastor

Glucosamine

IMPORTAMNT THINGS TO KHOW ABOUT YOUR MEDICINES
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If you nead more space to write your medicines, visit cur website at www.nps.orgau to print more Medicines List pages or to onder extra copies. Keep all your pages together




» National Safety and Quality Health Service

Standards — Standard 4: Medication Safety

Criterion 2: The clinical workforce accurately records patient’s
medication history and this history is available throughout the
episode of care

Criterion 4: The clinician provides a complete list of a patient’s
medicines to the receiving clinician and patient when handing
over care or changing medicines

Criterion 5: The clinical workforce informs patients about their
options, risks and responsibilities for an agreed medication
management plan




» Medication Safety Accreditation Standard

Actions required

4.6.1 A best possible medication history is documented for each patient
4.6.2 The medication history and current clinical information is available at the point of care
4.7.1 Known medication allergies and adverse drug reactions are documented in the patient clinical

record

Core

4.8.1 Current medicines are documented and reconciled at admission and transfer of care between
healthcare settings

Developmental

4.12.1 A system is in use that generates and distributes a current and comprehensive list of medicines
and explanation of changes in medicines

4.12.2 A current and comprehensive list of medicines is provided to the patient and/or carer when
concluding an episode of care

4.12.3 A current and comprehensive list of medicines is provided to the receiving clinician during clinical
handover

4.12.4 Action is taken to increase the proportion of patients and receiving clinicians that are provided

with a current comprehensive list of medicines during clinical handover

Core




» Medication Safety Accreditation Standard

Actions required

Core/Develop
mental Action

4.14.1 An agreed medication management plan is documented and available in the patient’s
clinical record.

4.15.1 Information on medicines is provided to patients and carers in a format that is understood
and meaningful.

4.15.2 Action is taken in response to patient feedback to improve medicines information distributed
by the health service organisation to patients

Developmental




» Conclusion

A formalised process of medication reconciliation involving
patients and/or family/carers minimises medication errors at
transitions of care.

It iIs a complex process that requires cooperation among health
practitioners within, and between, healthcare settings and
benefits from the active involvement of patients and carers.

Patients and their families can play a crucial role by keeping an

up to date and accurate medicines list, bringing this into hospital
along with their medicines containers, being honest about the
medicines they are taking and speaking up if they suspect an
error has occurred.

—
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» Australian Commission on Safety and Quality in

Health Care

Resources are available at
www.safetyandquality.gov.au

or

contact Helen Stark, Senior Project Officer at
helen.stark@safetyandquality.gov.au




» Thank you
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