








THIS PICTURE WAS TAKEN
WHEN NIAGARA FALLS WAS COMPLETELY FROZEN IN THE YEAR 1011,
A VERY RARE PHOTO.

I've read of this but never saw the photo before. Makes you wonder just HOW COLD and HOW LONG it was that cold!!




Medication Management In
the Future 1 are we up to
the challenge?

Di Aldous
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To identify, prevent and mitigate
risks In public hospitals

1. Make organisational level changes
2. Make clinical level changes

3. Make patient level changes



CHALLENGES

1. Gather intelligence T
understanding the environment

2. High level support for
medication management reform

3. Getting on with the job

4. Manage by Influence

5. Measuring what you do

6. Sustainable system planning




Challenge 1

Gather intelligence i
understand the
environment




Ascertain/consider the following

A. Facts

B. Lessons from others, eg US Institute
for Healthcare Improvement (IHI)

C. National situation
D. Clinical governance



FACTS



We know the risks Iin health care

We know what has to be done and how
to do it

AWork of the Australian Commission on
Safety and Quality in Health Care

Alnternational experience/evidence on what
and how, eg. IHI (US) and NHS (UK)



ality, gov, aufinternetfsafety /publishing . nsffContent fcom-pubs_MedsSafety - J Go

Medication safety publications

Commission Publications

A
A
A

A

National Medication Safety & Quality Scoping Study Committee Report 2009
Literature review: medication safety in acute care in Australia 2008

National terminology, abbreviations and symbols to be used in the prescribing
and administering of medicines in Australian hospitals

Windows into Safety and Quality in Health Care 2008 i Chapter 4 Medication
safety: Will adverse drug events be reduced.

Former Council publications

A
A
A

National Medication Safety Breakthrough Collaborative (NMSBC) Publications
Second National Report on Patient Safety i Improving Medication Safety
10 Tips for Safer Health Care: What Everyone Needs to Know

Other useful publications

o o o o o

Medication safety in the community: A review of the literature. NPS 2009
APAC Guiding principles to achieve continuity in medication management
APAC Guiding principles for medication management in the community

APAC Guidelines for medication management in residential aged care facilities

Pharmaceutical Defence Limited - Similar or commonly confused medication
names



More facts

Patients with sentinel events stay in hospital
on average seven times longer and are
ten times more costly than other patients

Estimated to add $36.7m to health
expenditures per annum (two states)



Still more facts

2%-3% hospital admissions medication related

Medications are second most common type of
Incident reported, mostly by nurses with
analgesics and anticoagulants the most
common

Computerised prescribing without decision
support may not reduce errors



Interesting facts

Much stronger Australian evidence demonstrating that
system factors are contributing to medication errors
with contributions from:

I Team: Communication, supervision, structure, morale

I Task: Medication task design, protocols, availability
and accuracy of results

I Environmental: Skill mix, workflow design,
administrative, managerial support, organisational
factors

I Workload: hours worked, breaks

I Individual: knowledge, skill, motivation, individual
health

I Patient: condition, communication ability,
understanding of condition



Encompassing view of medication
management

This definition includes doctors, nurses and
pharmacists, others

Uses the WHO definition of quality-
safety, effectiveness, appropriateness
acceptabllity, access, efficiency



Medication management - a system
of processes and behaviours that
determine the way medicines are
used or handled by patients and
organisations.

National Prescribing Centre (2001-2002).
AMedi cines managuéime matr es ¢ heiyc &
MsReC Bulletin 12 (6): 21-32



Lessons from the [HI
(or NHS and elsewhere)



| essons from IHI

A Entrenched attitudes
A Conflicting stakeholders
A Stretched resources-Lean processes

A Limited ability to rely on formal authority to
achieve results

A Make it easier rather than harder for hospitals to
Innovate

A Create something new from a blend of old ideas
rather than newest and most radical ones-
manageable chunks

A Sharing experiences



The more effort that each hospital
devoted to helping other
Institutions use Its expertise (&
ask for help) the more rapidly
unnecessary errors were
prevented and wellness created



National picture



NHHRC - Background

A The Commonwealth Government established the National Health
and Hospitals Reform Commission (NHHRC)

A The NHHRC has released three reports,
I Beyond the Blame Game, April 2008

I A Healthier Future for all Australians, Interim Report Feb
2009

I A Healthier Future for all Australians: Final Report July 2009

A In parallel the Commonwealth has also released in 2009 :

I Building a 21st Century Primary Health Care System: A
Draft of Australia's First National Primary Health Care
Strategy

I National Preventative Health Strategy



Submissions to NHHRC July 2008
Included:

A Supporting greater government accountability
and clarification of roles and responsibilities
(policy and funding)

A Generally supported that States retain
responsibility for public hospitals

A Argued that the Commonwealth should accept
full responsibility for primary and aged care

A Argued that the Commonwealth should return to
a fair share of funding for acute services




NHHRC Final Report

A 123 recommendations across 4 key
themes :

I Taking responsibility

I Connecting care

I Facing Inequities

I Driving quality performance



Major recommendations

A Primary and Community Care

A Outpatient Services

A Hospitals

A Aged Care

A Remote and Rural Communities
A A&TSI Health

A Prevention and Health Promotion
A Mental Health

A Clinical Education and Training
A E-Health

A Dental Care

A Medicare Select



Political Reform Implications

A Option: Plan A - Hospitals to be run locally

A Option: Plan B - Referendum to take over
health entirely.

A Option: Plan C - Not known - Change at
margins seems most likely If this big bang
approach fails



Clinical Governance



Soclety, Health Professions and
Health Service Organisations

A Society requires both the professions and
the Health Service Organisations to
deliver:

I High standards of care/competence
I Openness/transparency/integrity
I Constant improvement

VIA

A Self Regulation and Clinical Governance



What is Clinical Governance?

|t I s moving from
The IMPLICIT
( Def 0n: | mpl 1 ed but no
to
The EXPLICIT

( Def O0n: ExXpressly stat



What then is clinical governance?

A Previously the concept that quality of care as a
oriority was only implicit or implied, but not
nlainly expressed (or required) by society or
nealth organisations

A With Clinical Governance it is expressly stated
that quality of care is a codified (ideally
legislated) priority. A formal clinical governance
structure Is used to promote quality of care as a
priority



Challenge 2

High level support for
medication management
reform




High level support for medication
management reform

Queensland opportunities created by:

AForster Recommendation i MSQ as
part of Clinical and Statewide
Services

AQH Strategic Plan 2007-2012



the rubber hits the road

creating and navigating the new normal
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At t he s ame t

Medication Services Queensland (MSQ) and
the Districts were developing a

Medication Management Directional Plan
(MMDP)



From the Strategic Plan

A 2.6.4 Implement the Queensland Medication
Management Plan to ensure a high-quality,
sustainable, responsive and integrated
management system.

A Critical to get this level of focus on medication
management reform
I High clinical risk
I High cost
I Major therapeutic intervention



NHosti | eo e

A Constantly changing and great competition

A People wishing to push down projects at this
level (44/140 bids to be in Strategic Plan)

A Quite often not our professional peers but
authorative individuals with different agendas

A Constant eye to see that MMDP not removed
A Inclusion meant performance
A Strategic Plan constantly refreshed

n v



Challenge 3

Getting on
with the job




Getting on with the job
Change and managing risk is the constant

I Geographical constraints - Qld large state

I Organisational constraints - new DG, CEO,
restructure of QH

I Physical constraints- MSQ moved locations

I Cultural constraints T within MSQ and across Dept -
diverse group, competing agendas, past interests

I Industrial constraints- professional award negotiations
I Financial constraints i decreased budget, PBS



Some probl ems oOvI
Ol nvisi bl ed but &
purpose to form a strong

medication management team
developed



Medication Services Queensland

A Undertook a Gap analysis to see the good, the
bad and where to go

A It identified that:

I the Districts and MSQ not fully aligned

I Hospitals very busy delivering services T not
focussed on embedding quality processes

I MSQ provides support and consulting role in business
and quality improvement.

T Each coul dnot do 1t wi t hou



MSQ

A Determine the risks and the ROI

A Rethink the business model in the face of
threat - gains were increased profitability
and reputation

A Some staff committed to projects not a
decentralised team - high performers

A No new money but an amalgamation of
staff



Aim of MSQ

MSQ collaborates to maximise benefit and
minimise harm in medication management
across the organisation



Improving medication management

Medication Management
| I | I

Safety Access Workforce

e+ —
4]

|
Infractriictiwe 1L 1T fundino
II[IT T CAULI UIUL\.III\, 1 ||, TUATIUALL ]




MSQ structure T form following function

Queensland Health

Senior Director

Finance and

and CaSS Governance [ Medicalion SeVICes g )00 tive Support
Queensland
Director Director Director
Safe Medication Medication Workforce Medication Infrastructure
Management Development and Support
Stream 1 Stream 2 Stream 3 Stream 4 Stream 5 Stream 6 Stream 7 Stream 8
Medication|| Medication|| Medication|| Medication|| New Models| Central Policy, e-Medicatiof
Systems: Systems: Interfaces:|| Practitionenf | Of Pharmagy Pharmacy Access Managemer
Risk Maintenancg| Community| | Developmeni Practice Funding & || and Clinica
Managemennt and & Hospital Usage Research
Sustainability Analysis

—4

It




Telepharmacy,
Manufacturing,
Antibiotic _ _
stewardship, | Patient Patient
Refrigeration Access safety <:
standards MSO Core
Business -
Quality
Admin. of PBS - | IR EIET
Section 100 & 7
ATSI programs _(Financial Operational \
Central Pharmacy Performance | Performance

benchmarking/
reporting

PCA & epidural
anaesthetic Rx

Cytotoxic Rx and
administration

IV Safety soft-
ware library

Nurse risk awareness
Pharmacist relief tean

Workforce in remote
areas esp. for ATS
communities

Measure KPIs consist
ently in all Districts

Robotics/ Imprest diref
to ward eXP




Indigenous health T Closing the Gap

A AHMC commitment to closing the gap

A Need to address
I Funding issues and anomalies,

I Lack of practitioners (esp. with experience) In
remote areas

I Lack of an Indigenous medicines workforce

I Lack of services that meet usual quality
standards

I Lack of data to monitor and evaluate service
performance



Medication ordering forms and charts

A Statewide med chartincl. A Specialised med charts

warfarin safety Incl. decision support
I Short stay I Heparin
I Long stay I Insulin prescribing,

monitoring, administration
A Subcutaneous
A Intravenous
A Graseby syringe driver
sub-cut. infusion form

A Prescribing guidelines
I Warfarin
I Fluid and electrolytes

A Depot card for community
mental health

A IV and Subcutaneous
fluid form

A Non-inpatient rural &
remote medication record
and warfarin record.

A With supporting education material, guidelines on use, and
audit processes



Tools to support

A Statewide pharmacy dispensing and inventory
system

I Pharmacy KPIs to support monitoring of
Implementation

A Medication history taking and reconciliation on
admission T Medication Action Plan tool (eMAP)

A Discharge medication record i electronic (eLMS
| avallable statewide)

A Standardised drug profiles for 1V safety software



Practitioner awareness raising & training

A Nurse risk awareness training package

A Train rural and remote nurses in medication
history taking and medication reconciliation and
use of eLMS

A Safe prescribing tutorial for medical students

A Pharmacist professional development program i
General Level Framework

A Medication safety workshops i 15 to date



Medication reconciliation

A Response to APAC guidelines

I Omissions from discharge medicines lists
Increase re-admission or ADE by 2.3 times

A Baseline audit

A Trial tool developed based on literature
and national/international experience

Nl n all the studies reviewec
evidence to support the need for a standardised

medication reconciliation process and obtaining a

t horough medication history




Medication Workforce

A State-wide General Level Framework

A Partnerships with universities, Guild

A Consulting for robotic trial

A Pharmacist prescribing trial

A Career path for Pharmacy Technicians

A Area Pharmacy Training Co-ordinators

Al ntern Supervisorods Wor ksho
A State-wide Telepharmacy steering committee

A Training in rural and remote locations

AbLeand workforce strategies



Challenge 4

Manage by
Influence




Managing by influence

Advisory committees

Medicines Collaborative



CaSS

Executive » EMT

(through CEO) 1

System District

reform CEO

proposals Forum

CcaSsSSs CgSS Clinical 1
Client | $ °V§Q§‘Qﬁg 5SOEC District

Board B Q CEO

DOPSAC | 1
Medication Hospital
Advisory Services [*H-2OMSAC e Ciinjcal
committees RSflcens ane DONAC Staff

QHMAC <> D&T Committees

PAC (Universities}_ QHMSIG* N
PSA PGA) - *QHMSIG: Queensland Health Medicines

> Other Advisory Special Interest Group
Commi ttees as reqod




e

QH Medicines Collaborative 1

QH Executive
Management Tean

1

Relationships

Deputy DG Policy
CEO Planning & Performance
CaSS J District CEO
(Sponsor)
Queensland Health jaisah QH Liaisq District
MSQ «* Medicines Advisory | Medicines Medicines
Committee (QHMACQ) Collaborative Committee
t — 1
Lialson :
Roles: Secretariat:
QHMAC i Develop/maintain LAM & State-wide Pharmacy Dept

QHMC

DMCs i

policy on particular medicines

I Coordinate District and Statewide
Improvements eg DUES
Improve med mgt locally; ensure local
conformity with QH policy

(DoP a membe

=

not Secretary)




QH Medicines Collaborative T Why?

A MM policy and governance is variable

A Some districts lack D&TC others operating
alone in hospitals but not uniform
purpose/approach

A Can lead to gaps and inconsistencies

A Restricted opportunity to learn and support
each other eg ACHS activities

A A need to drive improved performance
outcomes by facilitating this liaison



Medicines Collaborative 1T what and how

WHAT

A Collaborative will provide a more formal way to achieve
Increased communication, greater uniformity, more
Innovation & strengthened governance at the dist level.

A Range DUE methodologies i IHI breakthrough through
to traditional DUE approach

HOW
A Biannual meetings and benchmarking + teleconferences

A Measure outcomesi i You cannot change
not measureo (Management aphr

A Communicate with each other. Saves 15 times over

A Linkages between QHMAC i ensure appropriate activity
and outcomes at both statewide and local levels.



Challenge 5

Measuring what
you do




Measuring what you do

External evaluation report commissioned
AEvaluate programs and projects
AEvaluate MSQ effectiveness

Suite of KPIs developed that reflect the work

undertaken (some surrogate measures) by
hospitals



13 Statewide KPIs planned

Phase 1: Five KPIs electronically measured

Phase 2: Three KPIs to modify from existing
Information systems

Phase 3: Five KPIs where the data iIs
manually collected



Five KPIs currently gathered
electronically

. % reimbursement of medicines claimed from
Commonwealth programs as a percentage of drug
expenditure for eligible patients

. % of non-same day separations with eLMS Discharge
Medication Record (DMR). Increase from 16% to 22%

. % of INRs >5 (inpatients)

. a) % patients waiting for outpatient prescriptions 30
minutes or less; AND

b) % patients waiting for discharge prescriptions 30
minutes or less

. % scripts (for outpatient, leave, discharge) requiring any
modification



KPIs and what to do with them

Individual Financial Management | Safety KPI
Action KPI exceeds KPI exceeds exceeds
trigger point trigger point | trigger point
Director Executive Executive Executive
General or | Management Management | Management
DDG Team Team Team
CEO CaSsS or CaSS/District
(CaSS or Regional local Patient Safety
District) Executive Executive Committee Y
Committee PSQEC
;Tligga pUilIt““:__‘
Senior Director| District : MSQ Mgt | MSQ Mgt
or relevant Finance Committee or | Committee or
local manager |Committee Local D&T | Local D&T
; Committee | Committee
Program/ ' ”99 : 5 _‘ QHMSIG
Project KPIs‘are mapped t6 a committee or individual
Manager

KPI-1/ KPI-2 { KPI-3

% KPI-N




Attribute

Links to

KPI Name: Medication Management

Theme: Patient Safety & Quality

uStrategic Plan: Key Strategies 2.6.4 and 2.6.1

TQH Medication Management Directional Plan 2069

TQH Patient Safety & Quality Plan 262@&12 (3.10/1)

TAPAC Guiding Principle (Noc@plementation of the APAC Guiding Principles is
part of StateCommonwealth agreement for PBS Reform

Definition

Percentage of patients (noisame day separations) with eLMS

Discharge Medication Record (DMR).

«eLMS = Enterprise&ide Liaison Medication System (a wielsed electronic system
implemented in QH which generates a DMR and also feeds medication informatic
into the QH electronic Discharge Summary System).

«DMR = Discharge Medication Record is a list of medications the patient is mean
continue on discharge, including information on changes to medication and ratio
for these changes.

n

to
le

Formula

How will performance against this measure be calculated?
Number of eLMS DMRs x100
Total number of norsame day discharges

Target Setting
Methodology

How is the target determined?
fTarget of 30% by June 2011
fTarget of 50% by 2012 is set by the QH Patient Safety & Quality Plag 20
2012 (3.10/1).
fICurrent statewide performance for this KPI is 22%

Frequency

How often will it be measured?
Quarterly

Source of data

From where will the data for the measure be sourced?

Data source = Numerator (Number of eLMS DMRS) captured electronically via el
by Districts (via a report that they can run within eLMS) or by MSQ; Denominator
(total number of norsame day discharges) currently captured by hospitals and
centrally via Health Statistics Centre.

MS




Challenge 6

Sustainable
system planning




Sustainability

A The term lacks clarity

Alf you dondét have a ¢
model, none of the rest matters

A Sustainability is about having the right
people

A Drive through values - high level of trust
and Integrity and invest in the people

A NHS sustainability and leadership models



Sustainability

Need to ensure

A Sustainable funding i eg. PBS funding is
identified and used for its intended purpose

A Sustainable performance-driven improvement
I KPIs that are readily/routinely collected & focussed
I Benchmarking to move towards best practice
I IT systems that provide the necessary support

A Quality is built in to processes ie. integrated into
everyday practice

A Work practices that ensure a competent,
sustainable workforce eg robotics, technicians,

lean, credentialling




Classic problem 1 the curse of knowledge

Those who have knowledge
underestimate the difficulty of
communicating it to others

Madge Kaplan: communicate in a
way that neophytes could
understand and apply



CHALLENGES

Linderstarnding tne envirorirneant
2. High level support for
medication management reform
3. Getting on with the job
4. Manage by Influence
5. Measuring what you do

6. Sustainable system planning




