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Welcome!

By the end of this teleconference, participants will:

e Understand the key concepts in medication
reconciliation in long-term care.

e |Learn how to access the available resources and
supports to get started with implementation.

e Gain insight from long-term care teams who have
started medication reconciliation and learn how
they are doing It.

e Have fun!
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Our Guest Speakers

Jeanette Cameron R.N — Inverary Manor
- Director of Resident Care

Jo-Anne Thompson R.N - South Eastman
region — Patient Safety Officer

Renee Claire Fox R.N - Quality and Risk
Management at the Health and Social
Services Centre Jeanne-Mance



Getting Started with Medication Reconciliation
INn Long Term Care

Margaret Colquhoun, R.Ph., B.Sc.Phm., FCSHP
SHN Intervention Lead Medication Reconciliation
Project Leader ISMP Canada
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SHN Medication Reconciliation Teams

Currently:
Acute Care: 340
Long Term Care: 106
Home Care: 30

Total = 476 SHN! Canadian Teams
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Medication Reconciliation in LTC

e Medication Reconciliation in long-term care Is a
formal process of:

e At admission, obtaining a complete list of each
resident’s current (and pre-admission medications Iif
coming from acute care) — including name, dosage,
frequency and route (BPMH).

e Using the BPMH to create admission orders or
comparing the list against the resident’s admission
orders, identifying and bringing any discrepancies to
the attention of the prescriber for resolution.

= Any resulting changes in orders are documented and
communicated to the relevant providers of care and
resident or family member wherever possible.
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Case for Med Rec In LTC

 In a 2004 study by Boockvar the incidence of
ADEs caused by medication changes at transfer
between facilities was 20%.

e ADEs due to medication changes occurred most
often upon transfer from the hospital back to
the LTC facility.

e Incomplete or inaccurate communication
between facilities was identified as a potential
factor in these occurrences.

Boockvar K, Fishman E, Kyriacou CK, et al. Adverse events due to discontinuations in drug use and dose changes in
patients transferred between acute and Long-term care facilities. Arch Intern Med. 2004;164:545-550
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Case for Med Rec In LTC

e |Incomplete or inaccurate medication information is a
critical issue reflected in a growing number of LTC
studies. A 2007 survey of continuing care nurses and
pharmacists in Alberta found:

e 75%0 of the time medication information was NOT legible and
complete

e 90%b6 of the time information was NOT available to tell if the
prescribed medications were appropriate for the resident’s
diagnoses.

e 40%0 of the time medication information DID NOT arrive the
same day as the resident’s admission.

Earnshaw, K et. al. Perspectives of Alberta Nurses and Pharmacists on Medication
Information Received. July 29, 2007
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ADMISSION

AT ADMISSION:

AT TRANSFER:

DISCHARGE

AT DISCHARGE:

The goal of medication reconciliation
at admission is to ensure that all
medications ordered are complete,
accurate and congruent with what
the resident was taking prior to

The goal of medication reconciliation at
internal transfer is to ensure that all
medications orders are completely and
correctly transferred with the resident
to the transferring unit and that any

The goal of medication reconciliation at
discharge or external transfer is to
communicate an up-to-date, complete
and accurate list of the resident's
current medications, thereby equipping

admission to the facility and that any discrepancies with the medication list the next provider of care with adequate
discrepancies with the medications are imtentional, information to perform medication
ordered are intentional. reconciliation.
Compare: Compare: Communicate:
Best Possible Most Current Most Current

Medication History Medication List Medication List
(BPMH] Vs, and

Recent changes

{include new medication orders, adjusted
doses and discontinued medications)

S New Transfer
Admission orders Odars

to idgl"ltlf}r' and resolve
iscrepancies

to u:lg tlfg and resolve to the next care provider
iscr

panciles

Adppoed fram Bainstesnen, | H. (2005, Medlcation Raconcilistion, Améilces Jowns of Surting, Mauppl)l 3136, Ceated by the Insiluie Tor Sale Madication Prsctices Canada [5WF Canadai for the Sofer Healificore Mow! cmspeagn.



Proactive MedRec Model

Occurs when the BPMH is conducted before writing admission medication

orders
STEP 1 STEP 2 STEP 3
W Admission Ve rify ek
BPMH LEADS TO Medication Orders medication in
J (AMO) BPMH has been
assessed by
prescriber.

1. Create the BPMH

Using the BPMH, admission medication orders (AMOSs) are written by
the prescriber

3. Verify that the prescriber has assessed every medication on the
BPMH, identifying and resolving any outstanding discrepancies with
the prescriber

safer healthcare
Used with permission from High 5s: Action on Patient Safety Medication Reconciliation GettirM‘W 10
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Getting Started Kit
Medication Reconciliation in
Long-Term Care

Py <l | e Step-by-step guide to the
Getting Started Kit: Process
MEdI'.C;;Ogn-TRmcggxn ) e Model for Improvement
How-to Guide e Tools and Tips
=imiEisnin |l e Samples from Canadian teams
e Website:

www.saferhealthcarenow.ca
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Top 10 Practical Tips

How to Obtain an Efficient, Comprehensive and
Accurate Best Possible Medication History (BPMH)

Be proactive. Gather as much information as possible prior to
seeing the patient. Include primary medication histories,
provincial database information, and medications vials/ lists.

Prompt questions about non-prescription categories:
over the counter drugs, vitamins, recreational drugs,
herbal/traditional remedies.

Prompt questions about unique dosage forms: eye
drops, inhalers, patches, and sprays.

Don't assume patients are taking medications
according to prescription vials (ask about recent
changes initiated by either the patient or the prescriber).

Use open-ended questions: (“Tell me how vou take this
medication?”).

Use medical conditions as a trigger to prompt
consideration of appropriate common medications.

Consider patient adherence with prescribed regimens
("Has the medication been recently filled?").

Verify accuracy: validate with at least two sources of
information.

Obtain community pharmacy contact information:
anticipate and inquire about multiple pharmacies.

Use a BPMH trigger sheet (or a systematic process /
interview guide). Include efficient order/optimal phrasing
of questions, and prompts for commonly missed

medications.
Adapted with permission from O Fernandes Pharm Dy Uiniversity Hea lth Metwork, 2002
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Medications: More Than Just Pills

Prescription Medicines Over-The-Counter Medicines

These include anything vou can only  These include non-prescription items

obtain with a doctor’s order such as that can be purchased at a pharmacy

heart pills, inhalers, sleeping pills. without an order from the doctor
such as aspirin, acetaminophen,
laxatives, other bowel care products,
herbs like garlic and Echinacea or
vitamins and minerals lilee calcium,

B12 or iron.

DON'T FORGET THESE TYPES OF MEDICATIONS

Patches

In.jccﬁ.cms

Prompr the patient to include medicines they take every day and also ones
taken sometimes such as for a cold, stomachache or headache.

safer healthcare , b 4
now. /mp

Adapred from Vancouver Irland Health Authority

www.SaferHealthcareNow.ca

Best Possible Medication

History Interview Guide

safer healthcare ,
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Edit

Yieww  Document  Tools  Window  Help

Introduction

Introduce self and profession.

I would like to take some time to review the medications you take at hame.

I have a list of medications from your chart/fle and want to make sure itis

accurate and up to date.

Would it be possible to discuss your medications with you (or a family

member) at this rime?

- s this a corvenient time for you? Do you have a family member who
knows your medications that you think should jain us? How can we
contact them?

Medication Allergies

-

Are you allergic to any medications? If yes, what happens when you take
iallergy medication name)?

Information Gathering

-

Do you have your medication list or pill botrles fvials) with you?

L show ama vall terfsm'q‘w nbem .nfk:} e f?rmgiﬁrﬂx mecdication pials wth thenz
- How do you take (medication name)?

- How often or When do you take (medication name)?

Collect jnﬁrmﬁan about dose, route Mﬁgmm'rﬁ'r edch ﬂrrng. Jf;lrﬂk'
patient is M.&'u_g'd medication ar.gﬁ%mt{y than i!:rrx'uf?et:i’, recond wbat the
petient is actually taking and wote the discwepancy

Are there any prescription medications you (or your physician) have
recently stopped or changed?

What was the reason for this change?

Community Pharmacy

-

What is the name and lecation of the pharmacy you normally go w?
(Anticipare move than one).
- May we call your pharmacy to clarify your medications if neaded?

Ower the Counter (OTC) Medications

-

Do Fou take any medications thar Fou I:iu:.r without a doctor's
prescriprion? (Giee fx.fml.tlff:, de, Aspirin). If yes, how do you take
(OTC medication name)?

Vitamins/Minerals/Supplements

* Do you take any vitamins (e.g. multiviamin)? If yes, how do you take
{vitamins name{s))?

* Do you take any minerals (e.g. calcium, iron)? IF yes, how do you take
(minerals name(=))#

* Do you use any supplements (e.g. glucosamine, St John's Wort)? If yes,
how dao you take (supplements name(s))?

Eve/Ear/Mose Drops

* Do you use any eye drops? If yes, what are the names? How many drops
do you use? How aften? In which eye?

* Do you use car drops? IF yes, what are the names? How many drops da
you use® How often? In which car?

* Do you use nose drops/nose sprays? If yes, what are the names? How do
you use them? How often?

Inhalers/Patches/Creams/Ointments/Injectables/Samples

* Do you use inhalers?, medicated patches?, medicated creams or
ointments?, injectable medications (e.g. insulin}? For each, if yes, how do
you take {medication name)? Joclude mame soenpeh, bow ofter.

* Did your doctor give you any medication samples to try in the last

few months? If yes, what are the names?

Antibiotics
* Have you used any antibiotics in the past 3 months? If so, what are they?

Closing

This concludes our interview. Thank you for your ime. Do you have
any questions?

If you remember anything after cur discussion please contact me to update
the information.

Nate: Medical and Social History, if not specifically describod in the chanifile,
may meed to be clarified with patiest.

Adapred from Univerzity Health Nerwork



Enroll Today

Reducing Harm, Improving Healthcare,

Mw- Protecting Canadians

Communities of Practice Enrolment & Measurement Events & Calls News Promote SHN

safer healthcare ,

Home B HandH

ene  Contact Us Frangais

Home = Enrolment & Measurement = Paricipant Sign-up LE:] Printer Friendly
Enrolment & 4 Email to a Friend
Measurement Participant Sign-up A Change Text Size: a4 aA aA
Background Any organization interested in implementing one or more of the interventions can join.

& Parti nt Sign-u

Flease review the -ﬂsteg—hv—steg instructions for enrolling in the campaign and then click on the
Partner Sign-up Join Mow! button below,

o w

Vizitthe Safer Healthcare Mow! Paricipants page to see current Participants.

Quebec Enrollees should enrall by visiting the Quebec Campaign: Together let's improve heaitticare
safety!

Contact Anne Maclaurin (Edmonton local: (780) 409 - 8090; outside Edmonton: Toll free 1-866-421-
Ba33)ifyou:

Visit the SHN Shop!

s fhaye any questions about which form is appropriate for your organization
= experience difficulty using the online form or logaing into your account

Eﬂ @ iﬁternet

/& Participant ... W untitled - Paintl W untitled - Paint | | Desktop 91% I:Jt

v = ‘ &) Skype™ - alic,.. | £ presentations | @] 3 microsoft.., -

http://www.saferhealthcarenow.ca/EN/enroll/Pages/ParticipantSignup.aspx

safer healthcare
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Join SHN Communities of Practice

Site Actions -l

safer healtheare |21 cPsiToos ~| Type akeyword or documenttitle

Cp SI*ICS p Building a safer health system Mw
& i -

Vie

Content

Medication Reconciliation (MedRec)
MedRec Home

Discussions Announcements T
= Discharge

Call for SHM! Newsletter Submigsions
= Education and Marketing (Posted on Janusry 18, 2010 by Alice Watt)

Long Term Care

Best Possible Medication History (BPMH) Interview Guide
(Posted on November 3, 2008 by Brends Carthy)

= Measurement

= Med Rec Toels and Forms

= Success Stories Meed a Little Help 7
= Acute Care (Posted on August 24, 2009 by Alice Watl)
Documents

Be part of the action’ High 55
= Calls (Posted on July 24, 2008 by Anne MacLaurin)

= Community Documents

Calendar & Events -

June 17, 2010

Lists Medication Reconciliation Summer School
= Announcements Recent Document Updates =
o Calendar October 21, 2010
) Knowledge is the best medicine brochure Halifax 10: The Canadian Heakthcare Symposium
= Links (Modified on May 31, 2010 by Alics Watt)
» Medication Reconciliation Articles Folder: Community Documents/Forms and Tools/Acute Care Forms and Toole/Discharge

Forms/Patient_Medication_Record. pdf

= MedRec - F.A.QL

Quick Links M

Measurement Worksheets Top 10 Practical Tips - How to Obtain an Efficient, Comprehensive and Accurate Best Possible Medication History (BPMH}

POSTER
Related Links (Modifisd on May 20, 2010 by DS505\a/1.2/icins) * Community Members
Feedback Folder: Community Documents/Posters/English/Top 10 Tips for Interviewing Patients.pdf
[ Recycle Bin Ingtructions to complete the preadmission medication list - physician order form Submit your data

(Modifisd on May 18, 2010 by Brendz Carthy) Soumettez vos données

Folder: Community Decuments/Acute Care/Policies and Procedures/Medication Reconciliation Pretocel - Instructions to

a e E e complete the preadmizsion medication list - physician order form.pdf

letter #5

Improving our Medication Reconciliation Process: N
(Modified on May 18, 2010 by Brends Carthy)

Done [0 T 8 @ mntemet (Hmwe -

safer healthcare
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Critical Success Factors

e Get Baseline data

e Share the data ‘
e Use teaching moments =

e Create your own stories
e Requires resident/family participation

e Use different health disciplines
appropriately

*— e heal[hcare,7_
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Most Current Medication List
and
Transfer/Discharge Orders

Jeanette Cameron RN, BScN ( Director Resident
Care))

Debbie Le Lievre RN, BScN (Unit Manags,
ER/OR/DEC/SPD/Oncology)
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Who We Are

* Inverary Manor is a 60 bed Long Term Care facility. We
are located in a rural area of Cape Breton, N.S., directly
behind the hospital.

* Inverness Consolidated Memorial Hospital is a 39 bed
hospital and a busy Emergency/Ambulatory Care
Department, with 16,236 (10,052 ER & 6184 Amb Care) VISItS
per year. (2008-2009 Stats)

19



safer healthcare

Who we are

* The two facilities will soon be connected by a
link which will include a new 71 bed LTC faclility
and renovations to the hospital so this is very
exciting for everyone.

20
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Purpose

To develop a tool to facilitate more efficient
and safer transfer of residents from one
facility to another. More specifically,
transfers from Inverary Manor to Inverness
Consolidated Memorial Hospital.

21
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Brief Hlstory

Inverary Manor was introduced to
medication reconciliation for admissions in
May, 2008. This has extremely successful
and we now needed help with transfers.

ICMH Initiated Medication Reconciliation
for Admissions, Transfers and Discharge
In February of 2008 as a Required
Organizational Practice (ROP) for patient
safety, but we needed to expand with LTC,,
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Brief Hlstory

Inverary Manor was introduced to
medication reconciliation for admissions in
May, 2008. This has extremely successful
and we now needed help with transfers.

ICMH Initiated Medication Reconciliation
for Admissions, Transfers and Discharge
In February of 2008 as a Required
Organizational Practice (ROP) for patient
safety, but we needed to expand with LTC



To improve communication and
documentation between facilities

To decrease the potential for medication
misinterpretation and errors

To provide the safest delivery of care to
residents

24
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How we got Started

* A workshop was held in May, 2009,
facilitated by Safer Healthcare Now
Advisor, Dannie Currie.

e This was a collaboration between staff
from both facilities which included RN’s,

LPN’s, nurse managers and the hospital
pharmacist.

25
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Needsldennﬂed

* Hospital staff expressed the need for a
clear and concise medication list upon
receiving resident.

e Up to this time, Inverary Manor would
photocopy MAR sheets to send with
resident. Although these were clear to
Manor staff, they were confusing to ICMH.

26
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Needs Identified
Inverary Manor staff expressed the need
for clear discharge medication orders.

e Up to this time , there would be
discrepancies from the original med list
and it wasn’t always clear if changes were
Intended or not intended.

* For emergencies, no time to write out a
med list, so MARS sent.

27



WJ?
' 1} "“:'?F m

qafer healthcare ,

 There was wonderful discussion, sharing
of ideas and understanding of each others
point of view which lead to the
development of this new tool.

e Little did we know It was so new and
Innovative!!

28
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Out with the old. In with the new

e The following two slides will show the old
format that Manor would photocopy the
MAR sheets and send with resident. Some
residents would have 5-6 sheets which
would be very confusing.

e The third slide is the form the hospital
would send back to Manor with resident.
Very difficult to read the orders!

29



Old Format

For Period: 01-Jun-2009 to 30-Jun-2009 1

Medication

Rx: 7455296 28-Mar-2008
ML Magnolax
Magnesium/Mineral Oil

30ML AS NEEDED

‘ Fize 2
|Medication Times |1]21]3
Rx: 7455297 28-Mar-2008
TAB Senokot-S [0BO0 |
Standard Sennosides/Docusate Sodium 1tab
1 TABLET AS NEEDED

Medication Times |1}2

Eﬁ?ésglgasce Ca ulés8 'i‘&'é.zﬁ“ 0800
Docusate Sodium 1&1;; 9 0800 |,y |

2 CAPSULES AS NEEDED =

Medication Times |12
21 fhanmx ﬁﬁm;
on ¥y da»,(
oy ﬁ-a"ﬂ.’“'rj'wfd/@i_ﬂ{d;
Medication
I
| TR [t
Medication mimes [1]23]4[s]6]7]8 9@111’313 14 15[;§;17§3119§6121Fﬁ23 34]25126127]28 29130
7 —
= ]
‘ <l Ll = B & d e J =
Medication Times [1]2]3[4]5]6]7 8]0 [10]11]12[13[14[15[16]17]18]19/20]21|22[23 24]25|26|27[28]29{30)
& T
|E e
=
= :
| : |

Nurse's Signat: Init., Nugg's.'jgna;.ure = Init. mmm Init. a -ﬁ%ﬁg‘l’l’ 3 O
QB e R - REFUSED
| b B
L

| - LEAVE
| Q - HOSPITAL




[Medication Times | 1[213 4[5 [6]7 8]0 [10]11]12[13[14]15]i6[17[18]10[20]21[22]23]24]25[2627[28]29[30]

Rx: 7514025 25-Jan-2009 .
CAP Spiriva 18mcg 0710 % & £
Tiotropium For Inhalation 18mcg = - 7 - -
INHALE THE CONTENTS OF ; A L o LA S G
1 CAPSULE ONCE DAILY | 1A 1 Nl L AENFEEY
USING THE HANDIHALER ] ERER S 74 I T
DEVICE p/¢e Qunellod | 7 3 = ! A [T il ks Bl ]
Medication [ Times [112]3 [4[s 67 8]0 [10[11113/13]14]15[16]17]18]10[20[21]22|23]24[25 26 27]28]29[30
BeTIE OB Mer 008 > 2L
naoz-i 'as! n ul'llg
Lovastatin 20mg ﬂw- —i
1 TABLET DAILY " ]
Medication | Times [1[2]3]4{5]6]7!8]9]10]11 3
Rx: 7527306 25-%-2009
CAP Novo-Gabapentin 300mg ¥ ] 7 : (A
Gabapentin 300mg E% £ [ gk 2 L/
TAKE 1 CAPSULE WITH ‘ S - -~ —
SUPPER | O e
Medication [Times | 1]21314]5]6]7 8 9 01112 3]
Rx: 7529981 11-May-2009 &
TAB K-Lyte 25 meq - 0800 K g]z 273
Potassium Chioride 25 meq S : : 3 M
TAKE AS DIRECTED o ajl e .. I
Medication Times 1023 |45 6] 789101112 13/14]15]16/17]18]15[20/21[22]23 2a]25]28/27 28]29]30]
Rx: 7531727 2009 p , & e g
TAB Novo-Semide 40mg 0800 : i w7 KNS e [
Furosemide 40mg — - - = —
TAKE 1 TABLET TWICE A & "MW. . 3240 |8, s hadul o |
DAY ‘ e ; ¥ =l : = Il ;
Mediaation Times [ 112[3]4a]s[s]7[8]9 iﬂgjuius 18]15]20,21/22]2324 25(26]27 28/29[30
12-May-2009 N
TAB Aocnlate 20mg 0800 [ SR
Zafirlukast 20mg 1630 5 44y /azs
1 TABLET TWICE A DAY 4@ ! ci:
EEER W - sl NN
Medic.atim Times |1,2)3|4]56|7]|8]9 [10/11}12]131: 19§20|21/22|23{2425/26(27}28|29 30|
TAB Apo-Prednisone 5mg = f 4 Ng
rednisone 5m 7 g T 5
Predmsogeo;mg L —gﬁh . e L S E o %QF&% i :
2 TABLETS (10MG) DAILY : e e e S e B e
| Nurse's Signature Init. Nurse's Signature Init. Nurse's Signature Init. ﬁ-ﬁ%SL%NT
NG R - REFLSED
B dGNSUPERVISED
DAY PR
L - LEAVE
Q - HOSPITAL




s

Nﬂmﬁlm Form D
Departmentof Health Hospital Medical Report for Local "
rment o Heat Re-approval and Re-admission to Homes for Special Care

INSTRUCTIONS: Hospital completes Sactions 2 and 3 of this farm i the foilowing concitions are applicable:
) the applicant has nol been in the hospital for more than 30 days, and
b) the applicant has not had a majar change in hisMar coneition, igvel of functioning, and behaviour,
itating a reclassification, and
¢} the applicant is relurming to the same Home far Eoecial Care from which he/she was hospitalized.
If these conditions do nol apply, then & Form A Megical must 58 complated and submitted ta the local Placement Worcer. If there are any disputes
regarcing this patient, then the local Classification Officer must be contac ed.

SECTION 1— To be campleted by the Home and to Accompany the resident to hospital

:\‘g'-",;eﬁ] ‘s...
Date of Birt _Mumber | | |
Health Card Number | |
Type of Ca —_—

SECTION 2 — To be campleted by the Hospital al the end of treatment and Sent to the Nursing Home with a copy retainsg by the hospital in order
1o camplete Section 3 AFTER the patient has been re-admitted,

Tala ¥ ¥ VM
’_Nameafhnsnltal __LCEIJ'Zf'_.._,_____ - M'rl:;w' Mi

Describe person's present condition _ —_——

-_— —_— e
Describe treatment person raceived in hospital_ _.é‘_-/ _‘f_@@

WWhat further traatman, if any, should narson receiva? L

Phensbachiy dachort ST prp Y,

o 3 [/ =05, 2 0 gt e (5
L ol ¥,
Medications Required /. it 2 e =22 O
o D > A DD ),
COMPLETE IF AND WHEREVER APPLICABLE: ~ B i< oy | Porboha jer 4 514 )
YV o¥ ovm mlc o Typof Surgery _— Y — 7
Date of Surgery TR i A Type of Dressing ant
¥ ¥ Y f.m om0, nuwcltentnnu:I1anued___,_.______._.__,._______
Date Sutures 1o be Removed |, *) ;" "] ]
Is/Intake adequate? FLUID 10 ves  TINg CALDRIC [ :35 ) T] Ciho
I‘ Y ¥ Y MM2D '
R Sy s 7o S G by A el Sk en s

SECTION 3 — To be compieted by the Hospital Stalf making the re-admission drrangemants and sent immedialaly (with n 3 working days) to the
appropriate Classifications and Assassment Saction.

Movemant Cae | 1,3 ! Rttt oms 210 L‘Y.ﬂﬂ_ulib_{_nle

Based o the Information provided on this: larm, the Home has agread {o re-a: mit the above-mentioned perso

!

ignarure of Hosp a8 S1al malong 1e re-admission pemens
SINCE THIS IS A COMBINED APPROVAL AND RE-ADMISSION FORM NO FURTH:R RE-ADMISSION INFORMATION IS TD BE SUBMITTED BY THE HOME.
PINK - Classfeatior;  BLUE - Placernent Worker

COPY DISTRIBUTION:  WHITE - Murzing HomaiHoama bor the Age;
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What nurses looked like before!
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Implementing Form

* Once form was printed, it was circulated to

all managers, nursing staff, physicians and
nharmacists along with a cover letter on
now It came about and how to use it
oroperly.

34
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How list IS complled

e List of medications iIs taken from the
medication sheets and include time of last
dose. These are the medications that
resident takes dally.

* We are confident this list is current as they
are checked monthly when they arrive
from pharmacy and any new orders or
changes are double checked nightly

35
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How it Works

Completed
by Sending
Facility

Inverary Manor

Most Current Medication List and
Transfer/Discharge Orders

File this fomn vith the Physicn Orders at Manor
Copytorecedving faddityfile

Addressograph

Yeight;

Allergies:

Adverse Reactions:

Completed by
Receiving
Facility

Ilost Current Medication List

Physician Orders:

/

To complete upon discharge firom Hospital

Time
of
Last
Dose

Medication:

Inchading topicals, treatments,
itrthalations, patches, OTC,
drops, injections, herbals,
aleohol

DoseFreguency
Route

Time of Last Dose
Continue

MNew Order
Ineluche curation

Reason

N Dot/
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List complied by Updated by:

Date: Time: Date: Time:
List reviewed by: Prescribing Physician:

Date: Time: %te: Time:

Horwy the form might weark:

1. &t the home a monthly update of current medication will be compiled by & nurze on the nightzhitt. The list may be generated and by a
pharmacy and confirmed by the nurse.

2. Prior to dizcharge the nurse at the home will copy the list, complete the last dose column and send it to the hospital and signed the 'list
reviesved by'

3. When the resident iz ready to return to the home the nurse will update the list to indicating if the meds are to continueldiscontinue and ary

ather changes including nes arders and sign the 'updated by

The phyysician wll revieswy the updated list and prescribe the medication as indicated by signing the form in the 'prescribing physician' ssction.

The completed form (nawy plysician arders) il be returnedto the nursing home.

A newy 'most current’ list will be generated using the infarmation on the form.

o ih
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Esaﬁﬂ* healthc:ar, ' E - 7 Al .. ,. |
Challenges

What were some barriers?

 There were no real barriers, everyone
worked in collaboration and education was
provided.

 The form was well received and all
comments have been positive, from all
Health Care providers.
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After the form, a happy nurse!
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E , safer hf:aithcarf: _ - &
Thlngs we Iearned

* One oversight was the prescription of
narcotics cannot be filled without duplicate
copy so still need seperate Rx for those.
(Doesn’t occur often)

 This tool has simplified transfers for
nurses and physicians but the greatest
feeling is working together to provide the
best , safest care possible for our
residents.
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We leave you with a photo of
Inverness Beach.
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ﬁ safer healthcare , : E - : | . |
Contact Information

Names :Jeanette Cameron RN, BScN
Director Resident Care, Inverary Manor
[cameron@inverarymanor.com
902-258-2842

Debbie LeLievre RN,BScN

Unit Manager, ER/OR/DEC/SPD/Oncology- ICMH
lelievred@cbdha.nshealth.ca

(902) 258-1934 ext 1133 or (902)258-7616 (cell)
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Jo-Anne Thompson RN
Patient Safety Officer
South Eastman Health
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South Eastman Health
Santé Sud-Est

Parinering with you
En partenariat avec vous



There are 11

WH O ARE WE') regional health authorities

in Manitoba.
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Nor-Man

Assiniboine

Brandon Winnipeg
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SOUTH EASTMAN'S MED. REC. STEERING COMMITTEE

Jo-Anne Thompson (Chair) - Patient Safety Officer
“Jan Gunness (Executive Sponsor) - Manager of Quality & Corporate Planning
Cecile Dumesnil- Regional Director of Pharmacy

Lothar Dueck — Pharmacist

Dr. S, Migally — Physician

Brenda Barkman — Clinical Resource Nurse (CRN) Rehab Unit
Donna Bella— Home Care Case Coordinator

Charleen Barkman — Staff Development Coordinator-LTC

Shirley Bezditny — Staff Development Coordinator- Acute Care
Tannis Nickel-Director of Nursing (DON) Rest Haven Nursing Home
Public Health, Mental Health (Reps needed)



WHAT ARE WE TRYING TO ACCOMPLISH?

Develop and implement a regional Medication

Reconciliation process throughout the continuum of care,
which will help prevent medication errors from occurring
and reduce the potential for harm to patients.

It has started in Acute Care (Phase I) and will continue to
spread to all other areas of service i.e.) Long Term Care,
Home Care, Community etc..

Phase [l commenced Spring 2009.
Pilot site: Rest Haven Nursing Home.



HOW WILL WE DO THIS?

PDSA ( Plan-Do-Study-Act) Improvement Model

PLAN:  Creating forms that work within South Eastman
Health

DO: Testing the forms on the pilot sites
- Rest Haven Nursing Home (LTC)

STUDY: Evaluating and modifying the forms.

ACT.: Implementing changes on the forms and planning
for the next cycle.



HOW WILL WE KNOW WE ARE MAKING A DIFFERENCE ?

The team is currently performing baseline chart audits
In order to measure our SUCCESSES.

Discrepancies between the home medications and the
admission orders are measured.

The goal of the Med.Rec. project is to reduce these
discrepancies over time. Ongoing testing will occur at
various points of the project to assess the impact of the
Med.Rec. process.



WHAT ARE WE MEASURING?

No discrepancies

Intentional discrepancies — Physician has made an intentional
choice to add, change or discontinue a medication and is clearly
documented.

Undocumented Intentional Discrepancy — Physician has made
an intentional choice to add, change or discontinue a medication
but this choice is not clearly documented. i.e) Nitro-patch put on
hold or discontinued but no reason given. * This captures the
accuracy in documentation*

Unintentional Discrepancy — Physician unintentionally changed,
added or omitted a medication the patient was taking prior to
admission. * This reflects the ‘errors’ that inadvertently occur when
writing orders.

The primary goal is to eliminate the undocumented intentional and
unintentional discrepancies through the medication reconciliation
process.



GOAL

The area of focus will be to decrease the mean # of
undocumented intentional discrepancies on patients admitted
to the hospital & LTC facilities by 75%, as well as the
unintentional discrepancies by 75%.



SO HOW DO WE KNOW THAT WE ARE SUCCEEDING?

To know that we are succeeding in LTC the undocumented &
unintentional discrepancies will need to meet the set goal line
over 6 consecutive months to master this process.

LTC is tracking the percentage of residents reconciled at
admission which coincides with Accreditation Canada
standards which is 100%.
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Medication Reconciliation Baseline Audit

February 2008
Vita & St.Pierre Bethesda & Ste.Annes

MedRec Process Implemented MedRec Process NOT Implemented

Med process not used, no nursing Hx and

& M.D. orders?

a Med process used but no reconciliation done.
No discharge process completed.

5

Med Rec not completed, patient transferred

® out.
- Patient not on meds.

1

1

3
No admission Hx (ER triage list) M.D. orders
done on ward, missing 5/14 meds.

1

Patient not on meds. No meds documented at all.

Reported on Hx, no meds.

Med Rec not done.




POSITIVE GAINS WITH THE PROCESS
Earlier identification of issues with patient home medications

Developed a Medication Risk Assessment Tool used on
admission that engages Pharmacists by referral

Increased documentation of allergies

Decreased duplication in recording medication histories
(Both for Physician & Nurse)

Improved communication of medication histories to all
disciplines

Improved communication to next healthcare provider for
changing or not ordering home medications



CHALLENGES

As we progress in spread challenges may present it
self. The steering committee team will work on
resolving issues on a ongoing basis.

Continuous Education for all new employee’s hired



SOUTH EASTMAN HEALTH

Team work involves the Patient/Client/Families, Nurses,
Physicians and Pharmacists

Working as a team in South Eastman Health we can make a
difference by improving patient safety and reducing potential
adverse outcomes of care related to medications



REFERENCES

Canadian Patient Safety Institute
Manitoba Institute for Patient Safety

Safer Healthcare NOW!
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South Eastman Health
Santé Sud-Est

Partnering with you
En partenariat avec vous

www.sehealth.mb.ca
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Renée Claire Fox, B.A., M.Sc. Inf.
Sept 14 2010




e Health and Soclal Services
G Centre Jeanne-Mance
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Objective

= Sharing our journey of medication
reconciliation implementation in long-term
care




Centre
Jeanne

_—— Leadership commitment

de santé et de service
-Mance

Centre affilié universitaire

" Central clinical planning committee:
= Associate Director General long-term care

" Associate Director General community
services, public health, teaching and research

= Director of Nursing

" Director Professional services, Quality and
RISk Management

" Medical Director




Centre de santé et de services sociaux
Jeanne-Mance

- Centre affilié universitaire

Fundamental question

Planning and - W
implementation in more |
than 1 sector

—— = - —

el
Tkl
.
iy

Planning and
Implementation in 1
sector only



S Med Rec
= Steering Committee

Nurse clinician

Representatives long-term care:

= Nurse

= Manager

= Physician

= Pharmacist

Representatives home care services:
= Nurse

= Manager

= Physician

= Pharmacist from community

Quality and risk management coordinator

Representatives of specialty areas
= |ink with partners, communication, archives, IT

C
O
N
S
e
N
S
U
S




management

measure &
evaluation

Medication
Reconciliation

Systemic Approach

Communication
Infrastructure

Transversal Approach

Intra / inter site

Partners and community

transition
points




Challenges

= |t's not just about a new form, it’s about
changing the way we do things around here.

= Engagement of an Interdisciplinary team

= Participation of community pharmacists
= Information Transfers from acute care

= Information technology

= Organisational context




Centre de santé et de services sociaux
Jeanne-Mance

e Considerations for Planning
Volume of admissions/ transfers
Nurse/resident ratio
Time needed to complete BPMH
Roles : nurse , physician and pharmacist
Admission /transfer processes in use before Med Rec
Present functioning of pharmacies (3)
Getting doctors on board
Tools : no duplication, less transcribing
Types of discrepancies

Medication profiles from private pharmacies in
community and from acute care facilities

Communication plan
Link to risk management




Centre de santé et de services sociaux
Jeanne-Mance

_—  Team members

? ? 9 _
? W pharmacist

Pharm.
?  technician

?

client

physician




entre de santé et de services sociaux
Jeanne-Ma

Med Rec Model

C
nce
Centre affilié universitaire

All admissions

II Proactive process Long-term

care

Transfers/discharge
*to home care
to other long-term care facility
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/—- Med Rec Processes

Long-term care

1

Role: phys Role: pharm

Long-term care

| | |

admission transfers Data collection




CLINIBASE
% Med Rec long-term

care at admission and
transfer/discharge

ot

Data for Board members
and management



entre de santé et de services
Jeanne-Ma

And the discrepancies?

C
nce
Centre affilié universitaire

= Analyse data
= Make recommendations




Measure and evaluation

= Audit tools for :
= BPMH
= Reconciliation




Centre de santé et de services soci

Management and spread

= Plan for management to oversee/support Med
Rec in each long-term care faclility

= Global management plan to spread Med Rec to
all long-term cares facilities within Centre
Jeanne-Mance




Centre de santé et de services sociaux
Jeanne-Mance

= Tool for Admission Med Rec
= Tool for clinical iInformation
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BILAN COMPARATIF DES MEDICAMENTS A L'ADMISSION

Dl e nalcsmne

O Faubourgs Papinesau O Plateau ont-Foyal Cette ordonnance est une ordonnance

O Faubourgs m O Sa_alnt-LDws-du-Parc ariginale, elle ne 5 adresse quau

O Faubourgs Sanguinet O Hébergemert phamacien iderdifié. L' ofginal ne sera pas
O Faubourgs Yistation réutilizé et=zera consigne au dossier

O Avtre site
Sources d'information NN

. INFO DU REZIDENT #. LIZTE FX ANTERIEURES . PHAERM. COMMUNBUTAIRE N
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. DDSETTE b AUTE . MEDEZIN HOR TEL:

MEILLEURE HISTQIRE MEDICAMENTEUSE POSSIELE (MHMP) ORDONNANCES DU MEDECIN & L'ADMISS IO B
Divergences

TEL:

<l Medication prescrite ou envente libre
et produits naturels

4
%) precisez dose, voie, frequence

Ordonnances
précisez dose, voie, frégquence

continuer

Repeter
M.l résaus
|.H.D. ré=salue
Intermogations
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Medication cessee Mote complementaire

f ! -
Signature del'infimigre mois  jour ; / F‘?a ma c:lren
Signature du medecin matricule an mois  jour “heure an  meiz jeur

Site: Eruipe
M. B. Borire lisiblement, Utilisez les symbaoles ot abrévistions d'usage courant recommandés par |SMP Carads
O Le client consent & 'échange d'information entre le pharmacien communautaire et les intervenants du 353 Jeanne-hance

BILAM COMPARATIF DES MEDICAMERTS & L' ADRMISSI0RN

Homiwe de pages

Fhsage dn senice des aiehlves
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Diagrostics principao:
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Compliznge:

Préciser les &carts entre 'ordennance
et |3 prise réelle de [a médication et les
raisons &voquées par le client

Effets secondaires indésirables:

Nlergies :

Particularitas :

Médecin traitant au C555:

Particulartés & I'administration:  Donner avec de 'eau m] Bzraser médication a
Danner avec du jus m] BEpais=ir liquides [m]
Danner avec confiurs m] Donner wia gastrostomia. O
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Questions?
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