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Medication Safety
Introduction
This education program relates to the National Safety and Quality Health Service (NSQHS) Standard 4: Medication Safety. 
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Learning outcomes

On completion of this learning package, clinicians will be able to: 

1. Outline best practice for prescribing, dispensing, distributing and administering medicines.
2. Understand how to access appropriate medicines information and education. 
3. Understand the requirements for communication of medicines information during transitions of care.
4. Describe the process for engaging patients and carers in treatment decisions.
5. Understand the importance of adverse drug reactions and medication errors and how to report them.
6. Discuss the documentation requirements in relation to medicines ordering, administration and supply.
7. Understand processes for provision of medicines information to patients about medication treatment options in a format that can be understood.
National Standards

The Australian Commission on Safety and Quality in Health Care (ACSQHC) developed the 10 NSQHS Standards to reduce the risk of patient harm and improve the quality of health service provision in Australia.  The Standards focus on governance, consumer involvement and clinically related areas and provide a nationally consistent statement of the level of care consumers can expect from health services.
Aim of Standard 4
The intention of Standard 4: Medication Safety is to ensure clinicians safely prescribe, dispense and administer appropriate medicines to informed patients and carers.   

Standard 4 also relates to Standard 1: Governance for Safety and Quality in Health Service Organisations and Standard 2: Partnering with Consumers.  The principles in these Standards are fundamental to all Standards and provide a framework for their implementation.

ACSQHC, 2012

	Criteria to achieve Standard 4:

	Governance and systems for medication safety

	Health service organisations have mechanisms for the safe prescribing, dispensing, supplying, storing, manufacturing, compounding and monitoring of the effects of medicines.

	Documentation of patient information

	The clinical workforce accurately records a patient’s medication history and this history is available throughout the episode of care.

	Medication management processes 

	The clinical workforce is supported for the prescribing, dispensing, administering, storing, manufacturing, compounding and monitoring of medicines.

	Continuity of medication management

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

	Communicating with Patients and Carers

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


Table 1: Criteria to meet Standard 4 (ACSQHC, 2012)
Policies and procedures
There are numerous policies, procedures and medicines information resources within health care services to assist you with medication safety.  It is important to access, read and adhere to systems, policies and procedures within your organisation. Ensure you know how and where to access these resources. 

ACSQHC, 2012

All health professionals are also obliged to comply with the guidelines and codes of conduct published by their national board and to be aware of policies and guidelines published by their professional associations. Ensure you are familiar with these, including your obligations regarding medicines and medication safety requirements. 

Background

Medicines are the most commonly used treatments in health care.  As a result, they are associated with a higher incidence of errors and adverse events than other health care interventions.  
Medication incidents are the second most frequently reported clinical incidents in public hospitals (after falls), accounting for about 25% of reported incidents. 

Australian Institute of Health and Welfare, 2014
Individual health care professionals have a critical role to play in medication safety, and in reducing the occurrence of such errors. However, it has been generally acknowledged that the major underlying causes of errors relate to poor systems and processes rather than the individual health care practitioner. As such, Standard 4 requires that health services have strategies and systems in place that are designed to minimise the causes of medication errors. 
It is important to note that there may be some variation in systems, including processes and responsibilities, relating to medication management between health care services. 
PROFESSIONAL RESPONSIBILITIES

Ensure you are aware of local procedures and protocols and of your responsibilities around medication management at your health service.   
Principles of medication safety

The process of prescribing, dispensing, manufacturing, compounding, administering and monitoring medicines is complex and involves a number of different clinicians. The multiple tasks and interactions occurring through this process increase the chance of an error occurring.  
Patient harm caused by medication errors can be catastrophic. Importantly, however, these errors are often avoidable. 
Adhering to best practice in safe medication management is fundamental to avoiding errors. Best practice on the part of individual health care professionals comprises the following key components:
· Minimise risk of patient harm by:

· Optimising communication between clinicians and patients. Ensure patients are given opportunities to speak about their medicines management during handovers, ward rounds and medicines administration activities 
· Ensuring effective communication within the clinical workforce. Processes for efficiently accessing other health care professionals of different disciplines are important. Handovers and ward rounds should be scheduled at set and regular times wherever possible
· Ensuring accurate patient information, including medication histories, allergies and clinical information is available when medicines are prescribed. Regular checking with health care professionals, patients and carers is important
· Following policies and protocols. Regular in-services to guide health care professionals’ understanding of policies and protocols, and how they can be applied to practice, may be needed. Orientation for all new staff should include the organisation’s medication management system. 
· Ensuring accurate patient identification and matching to medicines. Patients, carers and community health care providers may need to be consulted to ensure patients are accurately matched to medicines  
· Accurately document of all aspects of medication management 

· Report and review adverse medicines events and medication errors to identify areas for improvements in the medication management system. When a patient is harmed by a medication error, there are often several errors that have occurred leading up to the event.
· Ensure patients and carers are: 
· Informed of the risks and benefits of using medicines  
· Engaged in developing their  medication management plan
· Given medicines information in a format that meets their needs
ACSQHC, 2012
NPS MedicineWise provides online training in medication safety. This course is designed to explore the various causes of medication errors and to provide clinicians with the knowledge and skills to help prevent such errors from occurring.  It can be found at:
http://learn.nps.org.au/mod/page/view.php?id=4277
Governance
Organisations must have governance arrangements in place which ensure the provision of organisation wide systems, policies and procedures. 
Health care services usually have a committee dedicated to overseeing medication management systems. Committee names may include:

· Drug and Therapeutics Committee
· Medication Management Committee
· Medication Safety Committee. 
These committees are multidisciplinary,  and may include senior medical and pharmacy staff as well as nursing and quality representatives. Smaller health services may access the advice and services of such a committee via their health service network or regional area. 
For further information on governance see the Council of Australian Therapeutic Advisory Groups 2013 resource document ‘Achieving effective medicines governance: Guiding Principles for the roles and responsibilities of Drug and Therapeutic Committees in Australian public hospitals’ available at: 
http://www.catag.org.au/ 

Patient assessment
Accurate, timely and ongoing assessment and documentation of a patient’s medicines is vital to patient safety.  Ensure all the medicines that a patient should be taking are recorded, safe and appropriate for the patient’s condition and needs. 

The patient and carer should be engaged in all aspects of their medication management as the risk of error is greatly reduced with patient involvement.

Best possible medication history

Medication histories are often incomplete, with missing or incorrect medicines or doses. To ensure patient safety, a `Best Possible Medication History’ (BPMH) is required for all patients and should include:
· all current and recently ceased medicines 
· over-the-counter and complementary medicines 
· allergies and adverse drug reactions (ADRs), including a description of the reaction 
Recording allergies and ADRs as part of the medication history is critical in ensuring that the patient is not re-exposed to medicines they have previously experienced a reaction to. This information must be available at the point of care, recorded on the medication chart or in the electronic medication management system, where one is in place. 

Information for the BPMH should be obtained through interviewing the patient and carer and should be confirmed using other sources, such as the patient’s own medicines containers or a medicines list or information sheet from the patient’s general practitioner or community pharmacy.  The BPMH should then be reconciled against medicines ordered on the patient’s medication chart. Any discrepancies must be resolved with the prescriber.
ACSQHC, 2012
MEDICATION RECONCILIATION
Medication reconciliation is the process of:

1. Obtaining, verifying and documenting an accurate list of a patient’s current medicines on admission.  
2. Comparing this list to the admission, transfer, and/or discharge medication orders.
3. Identifying and resolving any discrepancies. 
Current medicines must be documented and reconciled at admission, discharge and transfer of care between health care settings.  
ACSQHC, 2012
It is important that you know what your responsibilities are in the medication reconciliation process at your health service. If you are unsure, discuss this with your manager.
Information on medication reconciliation, including guiding principles, tools and indicators, may be obtained from:

· The Department of Health’s Quality Use of Medicines web page, at:
http://www.health.vic.gov.au/qum/med_reconciliation.htm 
· ACSQHC, at: http://www.safetyandquality.gov.au/our-work/medication-safety/medication-reconciliation/
Medication management plan

A medication management (action) plan should be developed by relevant clinicians in partnership with the patient and carer. This should be done as early as possible in the patient’s hospital stay. The intention of a medication management plan is to support and guide appropriate strategies to manage medicines for the individual patient. 
Initially, this may be based around the patient’s ‘best possible medication history’ and assessment on admission, but it will create a document that can be reviewed and modified throughout the episode of care. Key elements to be considered in the plan should include actual and possible medication management issues, medication management goals and strategies to ensure that these are addressed.

The Australian Pharmaceutical Advisory Council’s 2005 publication ‘Guiding principles to achieve continuity in medication management’ provides information on assessment of current medication management, developing medication management plans and communicating medicines information. http://www.health.gov.au/internet/main/publishing.nsf/Content/5B47B202BBFAFE02CA257BF0001C6AAC/$File/guiding.pdf     
The use of standardised documentation around medication management is recommended and can provide clarity around content as well as roles and responsibilities of those involved in developing and reviewing the plan. Ensure you are familiar with the medication management planning process and the documentation in use at your health service. 

A copy of the most current medication plan should be retained in the patient’s medical record. This can be used to develop consumer information, including the list of medicines to be taken post discharge, any changes made during the admission and other information, which is given to the patient on discharge. 

 The ACSQHC has developed a national medication management plan that health services may use if they wish. The national medication management plan and supporting materials are available at: http://www.safetyandquality.gov.au/our-work/medication-safety/medication-reconciliation/nmmp/
Medication management 

Compliance with scope of practice and legal requirements

All clinicians must be aware of, and comply with, legislation and scope of practice requirements and any additional requirements outlined by your health service.
Further information is available from:

· The Victorian Department of Health ‘Drugs and Poisons Controls in Victoria’ This site hosts documents which ‘provide summaries of key requirements, relevant forms and guidelines for registered health practitioners under the Drugs, Poisons and Controlled Substances Act 1981 and the Drugs, Poisons and Controlled Substances Regulations 2006’. 
http://www.health.vic.gov.au/dpcs/reqhealth.htm
· Australian Health Practitioners Regulation Agency (AHPRA). AHPRA provides information on registration standards including scope of practice, recency of practice and continuing professional development for health practitioners.   
http://www.ahpra.gov.au/
ACSQHC, 2013
Authorisation and competencies

Only members of the workforce with the authority to do so can prescribe, dispense and administer medicines. Individual health services may require certain competencies or learning modules to be completed in order to prescribe, dispense or administer certain medicines or perform certain tasks. Ensure you have completed any required competencies and your manager has a record of completion.

Detailed online learning modules are available to support clinician competence in medication safety and prescribing as described throughout this document and also under ‘Further resources’.  

Medicines information resources 

The use of up-to-date, independent and evidence based medicines information and decision-support tools is essential for safe and effective medicines management. 
Suggested reference materials  include the Australian Medicines Handbook, the Therapeutic Guidelines series, a source of current Australian Product Information and Consumer Medicine Information (e.g. MIMS Annual), NPS Prescribing Practice Review and the Society of Hospital Pharmacists of Australia (SHPA) publications, ‘Don’t Rush to Crush’ and the ‘Injectable Drugs’ handbooks.     

All Victorian public health services have free access to the online clinical information portal, the Clinicians’ Health Channel. This provides a wide variety of medicines and other health related publications including most of the references described above, key health journals, Medline and other resources. 
The availability of such online information varies in the private sector.
Victorian Medicines Information Services and contact details are listed by SHPA at: http://www.shpa.org.au/Medicines-Info

Information is also available via the NPS MedicineWise Medicines Line (1300 MEDICINE or 1300 633 424). 

Prescribing medicines
Plans for medication management should be developed in consultation and partnership with patients and carers.  The medication history and other relevant clinical information should be accessible when making decisions to prescribe medicines.
Medicines must be prescribed by a doctor, nurse practitioner, midwife or other health professional authorised to do so. Prescriptions recorded on the medication chart or other prescription (e.g. discharge prescription) must be legible and contain: 
· Patient identification details: family name, given name, gender, date of birth (DOB) and either a unique patient identification number (e.g. UR number) if available or address (e.g. in the outpatient setting)A separate order for each medicine and each route
· The generic (active ingredient) name 

· The dose, route, frequency and timing of administration 
· The indication

· The duration of therapy where appropriate e.g. for antibiotics 
· Only acceptable abbreviations and units of measurement. Refer to  ‘Recommendations for Terminology, Abbreviations and Symbols used in the Prescribing and Administration of Medicines’ at: http://www.safetyandquality.gov.au/publications/national-terminology-abbreviations-and-symbols-to-be-used-in-the-prescribing-and-administering-of-medicines-in-australian-hospitals/
Clinicians must check for patient allergies and ADRs every time a new medicine is prescribed, dispensed or administered.
ACSQHC, 2012
National Inpatient Medication Chart

The National Inpatient Medication Chart (NIMC) was developed to reduce the risk of prescribing, dispensing and administration errors by clinicians.  A range of standardised paper and electronic charts are available. These have been designed to present information in a standard and consistent format.   
The use of standardised charts is mandatory, (although note that the residential aged care chart is not yet generally available). Medication charts and support materials, including a user guide and health professional education are available at: http://www.safetyandquality.gov.au/our-work/medication-safety/medication-chart/
There are also private hospital and private hospital day surgery versions of the NIMC. These and other resources supporting NIMC use in the private sector are available at: http://www.safetyandquality.gov.au/our-work/medication-safety/medication-chart/private-hospital-and-private-hospital-day-surgery-nimc/
The NIMC online training course, available through NPS MedicineWise, is intended for use by all health professionals involved in medication management (either prescribing or administering) in a hospital setting. It should be completed by all newly qualified staff. The course is available at:

http://www.nps.org.au/health-professionals/professional-development/online-learning/nimc  
Ensure you are familiar with all the medication charts in use at your health service. 

Dispensing of medicines
Accurate dispensing of medicines in accordance with the prescription is vital to patient safety.  

It is not always a pharmacist who supplies medicines to the patient. There are no provisions under Victorian law that control when an authorised medical practitioner should write a prescription or supply the medicine direct to the patient.  One example where direct supply to the patient occurs on a regular basis is the hospital emergency department, where supply of medicines after hours is typically undertaken by authorised medical staff.  Medical practitioners who supply medicines to patients must ensure they are appropriately labelled for the individual patient.   
When dispensing a prescription, the pharmacist or authorised clinician must ensure the medicine is safe and appropriate for the patient and that it meets the prescriber’s requirements. 

The pharmacist or authorised clinician must consider and confirm:

· Medicine name, dose, frequency and route of administration
· Indication for use
· Duration of treatment

· Interactions with other medicines

· The patient’s condition and medication history
· The patient’s clinical parameters e.g. weight, renal function
· Allergies and adverse drug reactions 
If in doubt about any aspect of the prescription, the clinician must contact the prescriber for clarification prior to dispensing the medicines. 

Pharmacy Board of Australia, 2010
Bar code scanning, particularly as a final dispensing check, can help ensure medications are dispensed accurately. Scanning the bar code on both the medicine and the dispensing label prevents product selection errors, which are the main cause of dispensing errors. 
Distribution and storage of medications 

Health care organisations must have systems and processes in place to ensure that medicines are safely and securely stored and distributed and the risk of selection errors minimised. Many of these requirements are legislated.  
Strategies may include:

· The use of technology such as bar-coding for distribution

· Standardised labelling and separation of look-alike and sound-alike products 
· Implementation of systems that may reduce risk of administration errors such as individual patient supply systems (rather than ward stock systems) and storing patient medicines in locked bedside drawers
ACSQHC, 2012
It is essential that all staff handling medicines are aware of the storage requirements for temperature sensitive medicines. Ensure you are familiar with your health service systems for ensuring appropriate storage of medicines (in line with manufacturers’ recommendations) and how to respond if these systems fail.   
MEDICINES DISPOSAL
Health services are required to have policies and procedures in place to ensure safe disposal of unused, unwanted or expired medicines. 
Ensure you comply with these requirements and understand the rationale underpinning disposal protocols. Particular regard should be given to Schedule 8 medicines and to cytotoxic and other hazardous preparations. 
Administration of medicines
Clinicians qualified to administer medicines must be familiar with all relevant medicines checking procedures. This is to ensure that the right medicine is administered to the right patient, in the right dose, by the right route at the right time. Prior to administering any medicines, clinicians must: 

· Correctly identify the patient using three approved identifiers. Identifiers include patient name (family and given names), date of birth, gender, address and medical record number
· Match the patient’s identity to details on the prescription or medication chart
· Check the patient’s allergies and adverse drug reactions

· Match the medicine with the order on   the prescription or medication chart 

· Ensure that the medicine name, dose, route, frequency, indication and duration of therapy are correct
· Ensure the medicine is safe and appropriate for the patient

· Check with medicines information resources if unfamiliar with, or unsure about, the medicine

· Use an oral dispenser for liquid medicines administered orally or via nasogastric or other enteric tubes, to avoid wrong route errors
· Label injectable medicines in accordance with local policy and procedures 
· Double check medicines in accordance with local policy, with caution for high risk, Schedule 8 and paediatric medicines. 
The administration of medicines to the patient must be documented on the medication chart. This includes recording the administration time and initials of the nurse administering it. If the medicine has been withheld, the reason for doing so must be documented.  
For further information regarding the labelling of  injectable medicines, refer to: http://www.safetyandquality.gov.au/our-work/medication-safety/safer-naming-labelling-and-packaging-of-medicines/user-applied-labelling/
Patient monitoring

Monitoring of patients is essential to ensure that any prescribed medicines are having their desired therapeutic effect and that the patient is not experiencing any unintended adverse effects. This should be documented in the patient’s medical record and observation chart.

Points for all clinicians to consider include:

· Comparing patient responses to a baseline measurement or other suitable prior measurement as required e.g. for patients prescribed warfarin, is the INR blood result within the target range? 

· Ensuring that any monitoring or assessment tool used is validated and suitable for use in individual patients e.g. use of an age-appropriate pain scoring tool for a paediatric patient

· Ensuring pathology, microbiology and therapeutic drug monitoring (TDM) results are reviewed as soon as possible and patients managed accordingly

· Ensuring that particular care is taken to monitor patients on multiple medications for possible drug interactions
· Managing, documenting and reporting any adverse events in a timely manner 
 Clinical handover and discharge 
Clinical handover has been defined as ‘the transfer of professional responsibility and accountability for some or all aspects of care for a patient, or group of patients, to another person or professional group on a temporary or permanent basis’. 
ACSQHC, 2010
Clinical handover is a high risk situation for patient safety. There is a high risk of medication errors on discharge or transfer of care, particularly between facilities or agencies but also between wards or units and between shifts within a health service.
Clinicians should be mindful of this risk at all transitions of care, including upon:
· Admission to hospital
· Transfer from the emergency department, intensive care unit or theatres 
· Transfer between units or wards 
· Transfer to another health care facility
· Discharge
The provision of relevant information regarding medicines should be a routine part of the clinical handover or transfer of care process. The NIMC can be included as part of the handover. This process should also include a check that all required doses of medicines have been administered. 
When care is transferred, a current and comprehensive list of medicines and an explanation of any changes must be supplied to the receiving clinician (refer also to Medication Reconciliation section).  This information should also be provided to patients and carers on discharge. The medication management plan should also be communicated to the patient’s general practitioner to ensure continuity of care. This should include a list of medicines to be continued and reasons for changes, along with any other relevant plans and details of the patient’s hospital stay.
Engaging with patients and carers

Patients and carers should be informed about the benefits and risks of medications and involved in the development of a medication management plan. This is a shared responsibility of all clinicians.
In order to prevent medication errors and improve patient outcomes, patients and carers should be engaged in all aspects of their medication management.  
This collaboration enables an opportunity for patients, carers and clinicians to share information which may impact on the effectiveness of medicines and compliance with the plan. 
You should consider the following when encouraging patients to be involved in their medication management:
· Explaining the need for repetitive identification

· Explaining the patient’s role in the safety process, including their ability to raise concerns with the health care team. For example: 

· speaking up if they suspect a medication error has occurred
· reporting any side effects from new medicines prescribed
· Providing information about medicines in a format the patient or carer can understand, including benefits and potential adverse effects. This should include written information e.g. Consumer Medicines Information 
· Offering information in languages other than English for culturally and linguistically diverse patients, including use of interpreters and written material in the patient’s own language if available. 
ACSQHC, 2012
NPS MedicineWise offers some translated medicines information at: 
http://www.nps.org.au/translated-health-information-about-medicines
Adverse drug events

Adverse drug events (adverse drug reactions and medication errors) are harm or complications related to the use of a medicine. Approximately 50% of medication related problems are avoidable. 
ACSQHC, 2013  
Clinicians have a huge role to play in patient safety in relation to medicines. Australian studies have shown that administration errors occur in 5-18% of cases. Furthermore, up to 70% of intravenously administered drugs have one or more clinical errors. Poor or absent patient identification is commonly associated with medication errors. Importantly, medication errors are usually predictable and preventable e.g. a known drug interaction.
ACSQHC, 2012 

Adverse drug reactions (ADRs)
An adverse drug reaction (ADR) is a harmful, unintended reaction to a medicine that occurs at doses that are normally used for treatment. Allergies are a type of ADR. Many ADRs are not preventable. 
Prior to commencement of new medicines, potential adverse effects should be discussed with patients. Patients and carers should be instructed to report these to clinicians if an adverse reaction occurs. In turn, patients should be advised in writing about any ADR which has occurred, in order to prevent re-occurrence. 

NPS, 2013; ACSQHC, 2012
It is essential that allergies and ADRs are documented to prevent re-exposure, and this information must be checked every time a new medicine is prescribed, dispensed and administered. 
Adverse drug reaction reporting
It is important for clinicians to monitor patients for signs of adverse drug reactions.  Any adverse drug reactions should be reported to the supervising clinician and must be documented on the medication chart, in the clinical record and in other sites as required by your health service e.g. electronic alert systems. Refer to your local health service guidelines.  

Certain ADRs should be reported to the Therapeutic Goods Administration (TGA). Reporting to the TGA assists in the detection of safety risks associated with medicines when they are used outside the controlled conditions of clinical trials. 

Reporting to the TGA can be done online by any health professional or patient, using a ‘Blue Card’ reporting form. Alternatively, your health service may have a local system for reporting to the TGA.  A ‘Blue Card’ can be downloaded from the TGA website at: http://www.tga.gov.au/safety/problem-medicines-forms-bluecard.htm#.VCjl9vmSzNp 
Reporting and learning from errors

Medication errors

It is the responsibility of all clinicians involved in the prescribing, dispensing and administration of medicines to ensure the provision of the right medicine to the right patient.  However, while there are clinician and patient-related factors that contribute to medication errors, such errors typically occur as a consequence of systems issues/failures. It is essential that clinicians be encouraged to report medication errors, including near misses, to their health service.

It is important to identify factors which may have contributed to any medication error.  This may enable clinicians to prevent the recurrence of similar errors. Communication between clinicians about errors and associated factors may also assist in error prevention. 
Patients and carers should be fully informed of any adverse events and the organisation’s open disclosure processes implemented. Ensure you are familiar with your health service’s open disclosure process. 
Risk and incident information can be used to improve the medicine management guidelines in your organisation.  It may also inform changes to equipment, education and training activities. 
ACSQHC, 2012;  NPS 2013
High-risk medicines
Some medicines have a high risk of causing serious harm or death to a patient if they are misused, or used in error.  
Examples of high-risk medicines may be remembered by the APINCH acronym and include:

· Anti-infectives

· Potassium and other concentrated electrolytes

· Insulin

· Narcotics (opioids and sedatives) 
· Chemotherapy drugs

· Heparin and other anticoagulants 
Other high risk drugs include intravenous digoxin and neuromuscular blocking agents.  

Errors with these drugs are not necessarily more common, but the effects can be more devastating. 
CEC, 2014; DOH, 2009; NPS, 2013; ACSQHC, 2012
Ensure you are familiar with the medication safety alerts and local policies and guidelines for high risk medicines used in your health service.

PATIENTS at risk of medication related harm

There are a number of factors that contribute to the risk of patient related harm with medication use.  These include:
· Age (≤ 2 years or ≥ 65 years )
· Taking five or more regular medicines
· Taking more than 12 doses of medicines per day
· Renal or hepatic impairment
· Taking medicines:

· in high doses
· with a narrow therapeutic index

· requiring therapeutic monitoring

· Non adherence to medication regimen 

· Difficulty or inability to manage own medicines
· Non-English speaking background
· Living alone 
· Having cognitive, vision or hearing impairment
· Attending multiple doctors 
· Significant medication treatment changes in previous 3 months

· Discharge from hospital in the previous 4 weeks
It is important that each patient’s risk is assessed and that such assessments, and strategies to minimise risk, are documented on the medication management plan. 
ACSQHC, 2012; NPS, 2013

Quality improvement
Quality improvement activities allow health services to measure their performance and take action to continuously enhance the quality and safety of medicines use within their organisation. All clinicians are encouraged to take part in this process. For example, you may be asked to participate in an audit of a particular aspect of medication safety or be involved in addressing any areas of concern highlighted.  
Measurement and reporting of practice is a powerful mechanism for assessing performance and effecting change where required. Different approaches are used to identify risks to patient safety in the medication management system. It is important that you adhere to your organisation’s measurement and reporting processes.  
Medication error reporting data and risks documented in the health service risk register can be used to identify and prioritise medication safety issues and form the basis of action plans to address the issues. 
One of the key national medication safety auditing tools you may see in your health service is the NIMC audit program. Health services are strongly encouraged to undertake regular audits of NIMC use in order to assess the quality of prescribing and medication documentation and to identify areas of medication management requiring improvement. It can be found at:

http://www.safetyandquality.gov.au/our-work/medication-safety/medication-chart/nimc/national-inpatient-medication-chart-audit/
NPS MedicineWise has also developed drug use evaluation toolkits for hospitals targeting two particular conditions: acute postoperative pain and discharge management of acute coronary syndromes. These are available at:  http://www.nps.org.au/health-professionals/professional-development/due-programs/due-kit-for-hospitals
EVALUATION 
Evaluation is essential following the implementation of any improvement action plans. Audits and measurement of relevant quality indicators provide useful means to achieve this. 

The National Quality Use of Medicines Indicators in Australian Hospitals (developed by the NSW Therapeutic Advisory Group, the NSW Clinical Excellence Commission and the Australian Commission on Safety and Quality in Health Care) are intended to test appropriateness, effectiveness and safety of medicines use.  Some indicators focus on management of particular conditions e.g. pain, while others assess continuity of care or medication policies and can be applied to any or all conditions. The indicators, together with tools for their application e.g. data collection tools, sampling guidance etc, are available at:    
http://www.ciap.health.nsw.gov.au/nswtag/pages/indicators.html   
and 
http://www.safetyandquality.gov.au/our-work/medication-safety/medication-safety-tools-and-resources/
Further resources and useful links
There are a number of organisations and websites that provide useful information, education and training resources for clinicians and patients about safe medication management.   

· Australian Commission for Safety and Quality in Health Care (ACSQHC) 
For information on National Standards, medication safety initiatives (e.g. antimicrobial stewardship, medication charts, medication reconciliation, VTE prevention), access to tools, indicators, guides and other publications see: http://www.safetyandquality.gov.au/our-work/medication-safety/ 

For the ACSQHC Standard 4 Safety and Quality Improvement Guide, see: http://www.safetyandquality.gov.au/wp-content/uploads/2012/10/Standard4_Oct_2012_WEB.pdf

Other resources to support the implementation of Standard 4 are available from: http://www.safetyandquality.gov.au/our-work/accreditation-and-the-nsqhs-standards/resources-to-implement-the-nsqhs-standards/#Standard4
· Clinical Excellence Commission (NSW) High risk medicines, medication safety performance indicators and medication safety self-assessment resources are available from:  http://www.cec.health.nsw.gov.au/programs
· Medical Board of Australia                    Codes and guidelines relating to the registration and practice of medical practitioners are available at:  http://www.medicalboard.gov.au/
· National Medicines Policy (2000) Policies from the Australian Government’s Department of Health are available at: http://www.health.gov.au/internet/publications/publishing.nsf/Content/nmp-objectives-policy.htm
· NPS MedicineWise 
Medicines information resources and education for consumers and health care professionals, including free online education for professionals on medication safety, quality use of medicines, prescribing (using the NIMC) and antimicrobial use and some consumer information available in other languages can be found at:
http://www.nps.org.au
· Nursing and Midwifery Board of Australia Codes and guidelines relating to the registration and practice of nurses and midwives can be found at:
http://www.nursingmidwiferyboard.gov.au/

· Pharmacy Board of Australia 
Codes and guidelines relating to the registration and practice of pharmacists can be found at:
http://www.pharmacyboard.gov.au/
· Pharmaceutical Society of Australia Professional guidelines, practice standards, ethics, education, conferences and more for pharmacists at http://www.psa.org.au/ (Note: some features for members only)
· The Society of Hospital Pharmacists Australia (SHPA) 
Updates and information on practice standards, continuing professional development, medicines information services, training courses, seminars and conferences at: www.shpa.org.au/‎ 
(Note: some information is available to members only.)
· Victorian Therapeutics Advisory Group (VicTAG) 
Medicines information and alerts as well as the Register of Emergency and Life Saving Drugs are available at: http://www.victag.org.au/ (Note: some areas of site are members only)
· Victorian Department of Health
·  Quality Use of Medicines Program – medicines information and resources for hospital health care professionals, including medication reconciliation, antimicrobial stewardship, high risk medicines and the NIMC, at: http://www.health.vic.gov.au/qum
· Better Health Channel – health and medical information for health professionals and consumers, at: http://www.betterhealth.vic.gov.au/ 
· Drugs and Poisons Regulation in Victoria –legislative requirements for drugs and poisons control in Victoria, at: http://www.health.vic.gov.au/dpcs/index.htm
· Institute for Safe Medication Practices (US) www.ismp.org
· Institute for Safe Medication Practices (Canada)                                         http://www.ismp-canada.org/index.htm
· National Patient Safety Agency (UK) http://www.npsa.nhs.uk/
Summary
Medication safety is the focus of Standard 4 in the National Safety and Quality Health Service Standards. 
The key points are:
1. Medicines are the most commonly used treatments in health care.  As a result, medicines are associated with a higher incidence of errors and adverse events than other health care interventions.  
2. All clinicians should be familiar with health service medication management policies and adhere to these. Also ensure familiarity with medicines information resources and use them! 
3. Ensure accurate and comprehensive documentation in relation to all aspects of medication management.
4. Ensure accurate, safe and appropriate prescription, dispensing and administration of medicines, including familiarity with the National Inpatient Medication Chart (NIMC).
5. All clinicians including medical, pharmacy and nursing staff have a shared responsibility to ensure patient safety when prescribing, documenting and handling medicines.
6. Monitor patients for the intended therapeutic effect(s) of their medicines and for the occurrence of adverse drug reactions (ADRs).  Document ADRs in the medical record, inform the patient and report to the TGA as required.
7. Document and reconcile medications on admission, discharge and transfer of care between health care settings. Ensure any allergies and ADRs are documented and have this information available at the point of care. 
8. Provide information regarding medicines as a routine part of the clinical handover process, including a check that all required doses have been administered.
9. The patient should be engaged in all aspects of medication management, including admission history/medication history taking, speaking up if they suspect an error has occurred, reporting adverse drug reactions (ADRs) and in the development of their medication management plan. The risk of error is greatly reduced with patient involvement. 
10. Prior to commencement of new medicines, patients should be educated regarding their treatment options and potential adverse effects, and to report any reactions to staff.
11. The patient harm caused by medication errors can be catastrophic. Analyse medication incidents to identify factors which may have contributed to the error and take action to reduce the risk of recurrence. 
12. All medication incidents, including medication errors and adverse drug reactions, should be reported in your organisation’s risk or incident management system. Near misses should also be reported.
13. Know the medicines which have a high risk of causing serious harm or death to a patient if they are misused. Ensure familiarity with the high risk medicines used in your health service and policies for safe use.  
14. Measure performance of quality improvement activities and take action to address any gaps. All clinicians are encouraged to be involved in the process of continuous improvement to facilitate the best quality of care for all patients.    
Test Yourself
Fill in the blanks.
1. Individual health care professionals have a critical role to play in medication _______, and in reducing the occurrence of medication ______.

2. The major underlying causes of medication errors relate to poor ________ and __________ rather than the individual health care practitioner.

3. Adhering to _____  ________ in safe medication management is fundamental to avoiding medication errors.

4. Accurate, _________ and ongoing assessment and _______________ of a patient’s medicines is vital to patient safety.

5. The intention of a medication management plan is to support and _______ appropriate ________ to manage medicines for the individual patient.

6. The use of up-to-date, independent and ___________  ________ medicines information and decision-support tools is essential for _____ and effective medicines management.
7. Medicines checking procedures ensure that the right _________ is administered to the right _________, in the right dose, by the right route at the right ______.

8. There is a high risk of medication errors on __________ or ________ of care, particularly between facilities or agencies but also between wards or units and between shifts within a health service.

9. Monitoring of patients is essential to ensure that any prescribed ___________ are having their desired _________ effect and that the patient is not experiencing any unintended adverse effects.

10. In order to prevent medication ______ and improve patient _________, patients and carers should be engaged in all aspects of their __________ management.
Answers

1. safety, errors
2. systems, processes

3. best practice

4. timely, documentation

5. guide, strategies

6. evidence based, safe

7. medicine, patient, time

8. discharge, transfer

9. medicines, therapeutic

10. errors, outcomes, medication
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