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The Initiative

Development and implementation of a new
Community Medication Record




144 Community
Care Centres
across
Queensland



Organisational statistics

® During the financial year of 2009/2010

=» our staff travelled 30,000,000 kilometres
=» conducted 2,874,560 community home visits

=» cared for 57,207 individual clients
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The Initiative

Development and implementation of a new
Community Medication Record




Driver for change

QUALITY IMPROVEMENT
OF
MEDICATION DOCUMENTATION MANAGEMENT

® to achieve a consistent organisational approach
to medication documentation

® Increase recording capacity within the Medication
Record

® Improve the storage methods of medication
documentation
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Steps In change process

® a facilitated workshop which included

=» Blue Care state wide clinical subject matter experts

® selected a basic Template, in the form of the
“Compact” medication chart

=>» Invited Compact Business Systems representatives

® a large dose of goodwill and resolve
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Medication Record
- with education tool

(ADRY) 7 RIGHTS' OF MEDICATION ASSISTANCE
Dmamown L nown * Wash your hands.
—"‘_-r_'_'ﬁ'.-"-_ * Check the ADMOG is signed and you are
Orug for ather) Reackon ! Troe allowed %0 assist,
ENTER DETAILS IN RED INK * Then start the rights,
1. Right Method
Obtain details from Care Plan eg. break in half,
crush, put into yogurt ete,
2. Right Person
3. Right Drug or medcation
4, Right Doss
5. Right Time / Date / Day
. 6. Right Route (which way |u
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*  Wash hands again.

[] omumn THE 3 CHECKS ARE CARRIED OUT
1. When you first pick up the sachet or pack.
2. When you am about to pop tha medications out.
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being used as a 6 or 12 month record

A - Absent W - Withheld dapending on the number of unpacked
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Medication Record
- reminder to staff

CTIONS (ADR) 7 RIGHTS' OF MEDICATION ASSISTANCE
Unammown L Known * Wash your hands.
% * Check the ADMOG is signed and you are
DOV e S S allowed 1o assist,
ENTER DETAILS IN RED INK * Then start the rights,
1. Right Method
Obtain details from Care Plan eg. break in half,
crush, put into yogurt ete,
2. Right Person
3. Right Drug or medcation
4, Right Doss
5. Right Time / Date / Day
‘ 6. Right Route (which way lu

ghn,

orally, topically otc) PR

| 7. Write it Down - Document results (done at the
ond of each persons medication episoda).

* Wush hands again.

[] omumn THE 3 CHECKS ARE CARRIED OUT

1. When you first pick up the sachet or pack.

2. When you am about to pop tha medications out.

[[] oeserve swaLowne 3 Whan you are sbout 1o assist in ghing the
medcations,
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recorded in Clent's This medication record has the option of
being used as a 6 or 12 month record
A - Absent W - Withheld dapending on the number of unpacked
O - Omitted 8 - SetOther Adminstration SRR

Convert from 8 month 1o 12 month by
1040 | B - Refused L - Leave folding the mididie page on dotted line.
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CABLE TO THE ADMINISTRATIO
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sUIDELINES FOR USE OF MEDICATIO

* Medication Record must remain in Client Record, filed under the MEDICATION tab.

* Only the most current doctors orders may be filed with the Medication Record In the
MEDICATION tab, Old orders must be filed with the correspondence or in the Archived
Client Record,

* |If unable to capture medication activities In this Medication Record, document

in IPNO3 Progress Notes. (e.g. Stat dose Medications or 3 manthly injections
and/or PRN medications),

* Allergies written in red or allergy alert sticker visible on the front of the Medication Record,
Ensure all other pages of the Medication Record have Allergy/Drug Alert circled.

* Outdated doctors orders should be removed from the Medication Record and filed in Client
Record CORRESPONDENCE section in chronclogical order.

* Ensure client identification is on every page of the Record, (Client label or full name and
date of birth),

* Client photo should be attached to the Medication Record if there is a sk that the staft
member assisting / administering with medications has not met the client before, and/or
there are 2 clients of the service residing in the same building. Photo should be signed and

* Do not sign for medications that you have not observed the client taking.
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Evaluation results

Results after 12 months:

® all staff spoken with had reported positive response to the
document with not one single complaint

® Service Managers responded positively to a consistent
document throughout the State, especially when inter
transfer of staff occurred

® 12 month Record was widely welcomed as a time saver

® the most significant change required was the filing location
of the Medication Record within the Client File — dedicated
space
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Incident Statistics

Review of raw data revealed the following:

® medication errors did not increase, there
was a decrease of 21% over a range of
error criteria.
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Resulting improvements



Thank you for your attention
Are there any questions?




