Outstanding Issues In
Medication Reconciliation

Margaret Colquhoun, B.Sc.Phm., FCSHP
Project Lead, ISMP Canada
http://www.ismp-canada.org/medrec/

CSHP PPC Satellite Symposia
Sponsored by Hospira Healthcare Corporation

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



Complimentary Online
Continuing Education Module

Home | My Profile | Professional Development Log | Frangais | Logout

w>
wew X BriefCase.com Medication Reconciliation: Doing It Because It Is The Right Thing To Do 9

Main Introduction C: s‘}

Fre-Course Survey

Meet Your Patient

Bob's wife, Judy started taking antidepressant medication in Februans 2007 to treat
spmptams her doctor diagnosed as anxiety and depression related to the sudden
dizgnosis of & braln turmour.

Judy was admitted to the hospital in mid-August 2008 following 2 selzure In & restaurant.
Villthin 12 hours, # was clear that something was vens wrong. Judy was extremely upset
and becarme Increasingly agitated and iritable. She refused to eat and was unable to tell
her family and caregivers what was bothering her. An MR! showed no change ' the brain
turmar since g recent surgen; et Judys health progressively deteriarated and she was
moved to hospice care and continued to refuse to eat.

Owerviewy of MedRec
Revisit Our Patient

How is MedRec Performed? . . .
Alrmost four weelks Into the hospital stay, Judy's doctor casually mentioned that ke had

started her on an anti-depressant medication. Bob was honified to learn that the
anti-depressant Judy had been taking for the past 18 manths was mistakenly
discontinued on adrmission to the hospital

Step 1 — Create a Best Possible
Medication History (BFMH)

Step 2 —Reconcile Medications This resulted in a relapse of her depression and Judy lost her will to ive. Although the

farmily knew that Judy's prognosis was poar fram the weny beginning, natwithstanding her
previous excellent health, this medication reconciliation failure reswited in neediess
sUffering for Judy and her family

Step 3 - Documenting and
Cammunicating

MedRec at Transfer
This program provides pharmacists with practical information to understand medication
reconciliation (MedRec) in the acute care setting and the role of patients and other

LEEIRES els SISl healthcare providers in the process.

Patients, like Judy, are at significant risk because their admission orders are not an
accurate reflection ofthe medications they were actually taking prior to admission. The
lack of admission MedRec, in Judy's case, led to a devastating adverse drug event.
MedRec is designed to reduce the potential for these adverse drug events.

The “alue of MedRec for
Community Pharmacy

Patient Case

Who should be Involved in the
MedRec FProcess and what are

Their Roles? CCCEP Accredited

MedRec, Medication Review and

L Available until August 22, 2014

Barriers and Facilitators
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Rx Briefcase 2013
1425 participants

Specialist, General

0.93% Practitioner, General Practitioner — 2.9%
2.97%

Pharmacist 83%

Other 12.9%

_ LPN
Physiotherapy 1% Nurse

1% Practitioner

Physician
Assistant
3% Other



Thanks also to.........

e Canadian Patient Safety Institute
e 2005 — 2014 MedRec Intervention

-~

CpsSi“IcSp

safer healthcare

fow:.

Canadian Institut

Patient canadien
Safety pour la sécurité
Institute des patients
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MedRec 2007

e Unknown - did
not know what
we did not know

e Systems not in
place

e Measures not in
place

e Studies not
driving practice
change




National Collaboration Now in its Ninth Year

safer healthcare

now:

MedRec education sessions begin —

Safer Healthcare Now! (SHN)
launched ——

MedRec enroliment highestin SHN — 2006

A -
Smpee

MedRec Long-Term Care GSK ——
2007

National MedRec monthly calls begin ——

e e 2008

High

oS

World Health Organization chooses
Canada to lead MedRec in the High 5s

a

High 5s Assuring Medication Accuracy
at Transitions of Care: Standard ——
Operating Protocol

“ Canadian inter-professional joint

statement endorsed by 13
associations

2009

Virtual series on implementing MedRec
in Home Care attracts national teams

2010

2011
B MedRec Acute Care GSKV.3 —

National MedRec Strategy -H'
Year End Report el

MyMedRec iPhone app (portable
up-to-date health record) available ——
on the App Store

2012

Knowledge is the Best Medicine
website

¥ Medication Reconciliation in ——
Canada: Raising the Bar

i
-i"'” ’
< N

2013
-

High 5s Medication
Reconciliation Map

L

National MedRec monthly calls attract 400 teams

MedRec Acute Care Getting Started

Kit (GSK)

Canadian BPMH language appears internationally

Online MedRec community for
sharing averages 1800 hits per
month

et

—— MedRec Acute Care GSK V.2

R a'l’_’iui = ws BPMH Interview Guide

e

MedRec in Home Care Pilot Project finds
approximately 2.3 discrepancies/client

.~ | MedRec Home Care GSK

MedRec National Summit of over g
— 70 healthcare leaders identified 9

themes required to move MedRec |

forward in Canada

Virtual series on MedRec at

—w Discharge attracts national

teams

__ Canadian survey identified practice
leaders, barriers and facilitators

Cross Country MedRec Check-Up
W . Map highlighting Canadian

m T success

~—— MedRec Long Term Care GSK V.2

=

R Snapshot of MedRec in Canada
Lv
5

MedRec Quality Audit Tool to
assess the quality of the MedRec
process

T — ——

——— Over 500 SHN teams are enrolled in MedRec



Objectives

To highlight:
e Current state
 Recent data
e (Getting to where we want to be
e Leadership
e Measurement and Monitoring Quality
e Role of technology
e Role of pharmacy staff
e Updated Accreditation Canada ROPs
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Tonight’s Audience

e MedRec Implementation ?
e Inpatient — Admission, Transfer, Discharge
e Ambulatory

e Model of MedRec

e \Who collects BPMH — Pharmacy Staff, Nursing,
Physicians?

e Use of Technology

e Using technology for MedRec process?

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



Current State
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Objective
) I L

CoHP

argeting Excellence

in Pharmacy Practice

In 100% of hospitals® and related healthcare settings,
pharmacists will ensure that medication reconciliation” occurs
during transitions across the continuum of care (admission,
transfer and discharge).

PROGRESS British . i -

BASELIMNE (2011/12) | Columbia Prairies+ | Ontario | Quebec | Atlantic@
Admission i X

69% é '@ {5 é
(2009/10) 85% 28% 97% 98% 77% 83%
Transfer 4

41% @ 1@ @ _ @ 1@
(2009/10) 47% 42% 38% 73% 39% 22%
Discharge

36% @ @ @ @ @ @
(2009/10) A44% 19% 50% 54% 43% 44%

6 Within 15% of target or surpassed .X_I Within 16 to 30% of target .t. More than 30% from target



CROSS COUNTRY

| ,"_“"’&
National Medication Reconciliation Strategy  j,mp
Medﬂec

CO-LED BY ISMP CANADA AND CPsI

CHECK-UP

Available from
www.ismp-canada.org/medrec

0,
Port Coquitlam

Forensic Psychiatric Hospital (Provincial Health Services
Authority) (Acute Care =100 beds)

[E Research & IT [§ Provincial <> National

<% All Stars

Relatively few self-identified “MedRec All-Stars” who have MedRec in place
across admission, transfer and discharge
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Health Council of Canada Report
2014

momon S o

More than one quarter of Canadians said that, in the

@
past year, a doctor or pharmacist had not explained
2 the side-effects of the drugs they were prescribed, had
7 not given them a written list of their
E o prescriptions, and/or had not reviewed all their
z medications with them. E
@ G
i TN
€ 4 S ® B ®§E E B B=
)

ON NE N3 ac

UK WLO MI A S US A0 ©H DE MND FRH

Ref: Health Council of Canada, “Where you live matters, Canadian Views on Health Care Quality”, 2014
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Canada)




Recent Data
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Got Med Wreck?
Targeted Repairs from the Multi-
Center Medication Reconciliation

Quality Improvement Study
(MARQUIS)

Jeffrey L. Schnipper, MD, MPH, FHM
Director of Clinical Research, BWH Hospitalist Service
Associate Physician, Division of General Medicine,
Brigham and Women’s Hospital
Associate Professor, Harvard Medical School
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- _ gMARQUIS
Review of 26 Studies

STUDY DESIGN
e 10 RCT
e 3 Non-RCT
e 13 Pre-Post

INTERVENTIONS OUALITY SCORE
e 15 Pharmacist (Based on USPSTF Criteria)

- 6 IT-related 6 “Good” Quality

_ e 5 “Fair” Qualit

e 5 “Other” = staff education, 1 zzo:glg:aﬁt
use of standardized med Y
reconciliation tool

16
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Conclusions

 Most robust literature Is for pharmacy-
related interventions:

e 15/26 studies included
e 4/6 good quality studies

e Examined clinical outcomes (ADE, utilization)

e Successful interventions included:

e Intensive pharmacy staff involvement

e Focus on high risk subset of patients

17
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Dr. Schnipper National Call

_isten to the recording of this great call:

Dr. Schnipper call
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s}m ROI from Readmission Prevention

‘Additional ROl based on Readmission Reduction due to Counseling at Discharge

Table 1: ROI ASSUMPTIONS TABLE

The following assumptions are made about the “model” hospital. These assumptions drive all cost figures in the ROl analysis table below.
Each hospital must provide its own information into this assumptions table to derive institution-specific estimates for the ROl analysis.

Updating the assumptions table will automatically revise figures in the ROI table.

Number of inpatient admissions per year 35,000
% of patients that are high-nsk using MARQUIS criteria 25%
Number of patients that would need pharmacist discharge counseling 8750
Proportion of 30-day readmissions due to adverse drug events(A) 7%
Proportion of 30-day readmissions due to ADEs considered

‘preventable or ameliorable(B) 65%
Expected proportion of 30-day readmissions due to ADEs that can be prevented by MARQUIS discharge counseling 22%
Number of 30-day readmissions that can be prevented per year 135
Cost of a readmission (e.g., under bundled payments and

capitated contracts, not including VBP plus reduced risk of

Medicare and MassHealth penalties) $9,600
Annual savings to hospital as a result of avoided harmful medication errors $1,293,600
Time (in minutes) required per admission for pharmacist to complete high-intensity pharmacist counseling (C ) 39
Pharmacist hours required per year to perform medication reconciliation 5.688
Pharmacist FTE required per year to perform medication reconciliation - |
Pharmacist FTE needed to add to budget to staff FTEs (benefit time, etc) 36
Pharmacist salary 100,000
Pharmacist fringe benefit rate 35%
Total labor cost per pharmacist FTE $135.000
Total labor cost for all additional pharmacist medication reconciliation FTEs $479 883

“Slide Courtesy of Dr.Jeff Schnipper
Safer Healthcare Now! Webinar Jan, 2014
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Pennsylvania Patient Safety
Advisory -2013

e 501 reports involving MedRec breakdowns
In 1 year

 69% at admission
e Events most often at prescribing (40%o)

e Drug omission most frequent (26.7%)

REF: Breakdowns in the Medication Reconciliation Process, Pa Patient Saf Advis 2013 Dec;10(4):125-36.
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Figure. Medication-Reconciliation-Related Events That Occurred from November 1,
2011, through Movember 31, 2012, by Node, as Reported to the Pennsylvania
Patient Safety Authority (N = 501)

. Prescribing
. Transcribing

Dizpensing

Administering

M513581

Table. Top Five Event Types Associated with Medication-Reconciliotion-Related Events That Occurred from Movember 1, 2011, through
MNovember 31, 2012, as Reported to the Pennsylvania Paofient Safefy Authority

NO. OF EVENTS (%) BY CARE TRANSITION

EVENT TYPE Qverall Admissien Transfer Discharge Unknewn
(N = 501) (N = 347) (N = 43) (N = 50) (N = &1)
Drug omission 134 (26.7) 90 (25.9) 11 (25.6) 12 (24.0) 14 (23.0)
Wrong dose 102 (20.4) 75 (21.8) 2 (4.7) 11 (22.0) 14 (23.0)
Additienal drug or dose 20 (18.0) 55 (15.9) 14 (32.6) 9 (18.0) 12 19.7)
Unknown 61 (12.2) 31 (8.9) 13 (30.2) 8 (15.0) 9 (14.8)
Wrong drug 40 (8.0) 31 (8.9) 1{2.3) 4 (8.0) 4 (6.6)
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Pilot Study

na rimary Care & Community Health
4. wol 5(1) 1418

Impact of an Outpatient Pharmmacist %‘]Th'emthoﬂs; o13

1 of P
]
2
- - - - - nts and permissions:
Intervention on Medication D |.s.c r'e?an ?| B e
and Health Care Resource Utilization in b s

Posthospitalization Care T ransitions

Emily M. Hawes'2, YW hitney D. Maxwell®, Sarah F. White?, Jesica Mangun['z, and
Feng-Chang Lin'

e Prospective, randomized pilot study

e Effects of phmy clinic visit focused on MedRec
after discharge on readmsissions and ED visits

e Of 61 pts 54% had discrepancies at discharge;
50% resolved in Phm. arm of study vs 9.5% in
usual care arm

e Significantly lower rates of 30 day readmits and
ED visits
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Objectives

To review:
e “Current state” in Canada
e Recent data
e Getting to where we want to be
e Leadership
e Measurement and Monitoring Quality
e Role of technology
e Role of pharmacy staff
e Updated Accreditation Canada ROPs

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



LEADERSHIP ACCOUNTABILITY

“Senior leadership commitment is critical to ensuring
MedRec is implemented successfully across an
organization.

Accountability must rest with the CEO with clear
reporting expectations at the board level.”

REF: Optimizing Medication Safety at Care Transitions: A National Challenge, 2011
http://www.ismp-canada.org/download/MedRec/MedRec National summitreport Feb 2011 EN.pdf

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



INFORMATION SYSTEMS AND
TECHNOLOGY

McGill — MoxXI Project
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‘AssessmentScales

Chart Completion

| Clinical Measures
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Document Viewer
Evacuation Code

Infection Control Management
MCH Resus

Problem List

Clinical notes editor (0-Word)

7

Medication Reconciliation (RightRx)

Pharmacology Profile - SQIM

WAN-C
WAN-C
WAN-C

RightRx uses this “real-time” linkage to the Quebec health insurance agency (Régie de

I'assurance maladie du Québec: RAMQ) to retrieve information on community
medications and medical services.
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RESEARCH ARTICLE Open Access

Medication reconciliation at admission and
discharge: a time and motion study

23

Ari N Meguerditchian**", Stanimira Krotneva', Kristen Reidel’, Allen Huang® and Robyn Tamblyn'>*

Table 3 Time to complete medication reconciliation tasks at Mper hospital unit

Medication reconciliation tasks Geriatrics Internal medicine
Time (minutes) Time (minutes)
N (%0) Mean (SD) Min Max N (%) Mean (SD) Min Max
Overall 21 022 (443) 481 2025 20 462 (21,1} 225 944

Table 4 Time to complete medication reconciliation tasks at @er hospital unit

Medication reconciliation tasks Geriatrics Internal medicine General surgery
Time (minutes) Time (minutes) Time (minutes)
N (%) Mean (SD) Min Max N (%) Mean (SD) Min Max N (%) Mean (SD) Min Max
Preparing the discharge prescription 21 290(238) 52 9AN7 21 194 (11.7) 12 440 20 99(182) 19 840

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



Time and Motion Study McGill

e \Workflow inefficiencies

e Lack of coordination, specialized training,
agreement on roles, possible variablility In
guality and time required

e Standardization and use of electronic tools
could improve efficiency

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



REQUIRED

ORGANIZATIONAL

PRACTICES COMMUNICATION
Improes e =ffedivensss and coordiration of communicasion icare and
service providers and with the recipienis of care and senaoe acroes the: contireaum

MEDICATION RECONCILIATION AS A STRATEGIC PRIORITY

HOTE: Accreditation Canada will move iowards full mplem entation of medication reconciliation in two phases.
» For anrsite surveys betaeen 2004 and 3017, mediaton reconciliasion shouwld be implemented in OMNE serdce

{or program ) that us=s & Cmenhem stendard containing the Medication Reconciliasion at Care Transitions ROP.
kedication recondliafion should be implemenied as. per the tests for complance for esch BOP.

» For on-site surveys in 2018 and beyond, medication recondliafion should be implememied in ALL servoes. {or
prosgrams) that use Gmentum standards containing the Medication Reconciliation at Care Transitions ROP.
dedication reconciliasion should be implemenied as per the t=sés for compliance for esch ROP.

The organization has a strategy to partner with clients o collect accurate and complete information
about client medications and utilize this information during transitions of care.

GUIDELINES

Medication reconciliation is widely recognized as an important safety nitiatiee. In Canada, Safer Heakhcare Mow! dentifies
medication neconciliston as & patient safety priority. The World Health Organizasion (WHO) has also developed & Standsnd
Opemting Prosocaol for medication reconciliation as one of its intsreentions designed o ephance patent safety. Properhy
conducted medication reconcilrtion redeces the possiility that medications. will be inadvert=ngly omitted, duplcaied, or
incomectly ardered 2t transitions of care. Medication reconciliation can be & cost-effective way o reduce medication =prors. and
can reduce the re-work that can be associsted with managing cli=nt medicasions.

Safer Healthcare Now! offers & "Geting 3tmned Kit” for vanous sectors. (including soute care, long-t=rm care, and home-care)
at www. saferheakhcarenow.co

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



Objectives

To review:
e “Current state” in Canada
e Recent data
e (Getting to where we want to be
e Leadership
e Measurement and Monitoring Quality
e Role of technology
e Role of pharmacy staff
e Updated Accreditation Canada ROPs
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MEASUREMENT

e Effective January 2014 Accreditation Canada’s MedRec
Required Organizational Practices (ROP) includes a test
for compliance in which organizations are
required to monitor compliance with their
medication reconciliation process, and make
necessary improvements.

The audit tool is a user friendly method for meeting
this ROP.

(More info at:
http://www.accreditation.ca/uploadedFiles/News and Publications/Publications/ROP

Handbook/SupplementROP-06-2013 en.pdf

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)
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Literature suggests.....

Review CMAJ, 2005 http://www.cmaj.ca/content/173/5/510.full.pdf+html

Synthese

Frequency, type and clinical importance
of medication history errors at admission to hospital:
a systematic review

Vincent C. Tam, Sandra R. Knowles, Patricia L. Cornish, Nowell Fine, Romina Marchesano,
Edward E. Etchells

e A review of published articles found that 10-67%%6 of

patients had at least 1 prescription medication history
error

e when non-prescription medications were included the
frequency of errors was 25-83%0

e Authors suggest: “should be a comprehensive medication
history that includes an interview, inspection of medication
vials or lists, or both and contact with community
pharmacies, or family physicians.”

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)
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C. ‘BPMH -greater than one source’

C. BPMH based on >1 source
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Literature suggests...

e 66% of Canadians have sometimes used non-prescription
medication in the past six months.

e 57% sometimes took vitamins and minerals, while 34% sometimes
took herbal and natural products.

2004 Survey of Canadians’ Use of OTC Medications http://www.bemedwise.ca/english/usagesurvey.html

e Adherence- “the extent to which a person’s behavior [in] taking
medication...corresponds with agreed recommendations from a
health care pI‘OVideI’" (World Health Organization, 2003).

e 12% of patients don't fill their prescription at all.

e 12% of patients don’t take medication at all after they fill the
prescription.

e 22% of patients take less of the medication than is prescribed on
the label.

Adult Meducation http://www.adultmeducation.com/OverviewofMedicationAdherence 2.html
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D.‘Med Use Verified by Pt/Caregiver’

D. Actual medication use verified by pt./caregiverinterview

N=2,044

ACUTE LTC

1007 100%

al% b

Bl gt

TO% TO%

63% 218
B 80N -5y, % 60%
Q@ T
= —
L
M o Q) B0
o
- o
] Y—
L 0% Qo
=
0% 0%
381
20% 24 20%
5
10% 0% 27
45
o 7 _— 05
Mo Rezponss Ma Unabie to Unclear ez o Unakble to perform Unclzar Wes

perfarm

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



Literature suggests....

ORIGINAL INVESTIGATION

Unintended Medication Discrepancies
at the Time of Hospital Admission

Patricia L. Cornish, BScPhm; Sandra R. Knowles, BScPhm; Romina Marchesano, BSc(Hon); Vincent Tam, BSc(Hon);
Steven Shadowitz, MD, FRCPC; David N. Juurlink, MD, FRCPC; Edward E. Etchells, MD, FRCPC
(REPRINTED) ARCH INTERN MEIVVOL 165, FEB 28, 2005 WWW.ARCHINTERNMED.COM

e Medication discrepancy was defined as a difference between the
medication use history (BPMH) and the admission medication
orders.

e In the sample of patients admitted to general medicine unit:

e 54906 of patients had at least one unintentional discrepancy
iIdentified (most common type was omission of a regularly used
medication)

e 38%0 of these discrepancies were judged to have the potential
to cause moderate to severe discomfort or clinical deterioration
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F.‘Meds on BPMH+Admin Order’

F. Every medication in the BPMH is accounted for in the Admission Orders
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October 2013 was
National MedRec Quality Audit Month

2340 e 1906 Acute Care

| e 329 Long Term
patients

Care
103 2990 - Met all 5 quality
Organizations (acute care) criteria

5590 -« Metalls guality
(Long Term Care) criteria
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Results Summary Comments

e Need to critically evaluate admission processes to
ensure quality of MedRec processes at other
transitions

e However, audit tool results demonstrate need for
ongoing and specific improvements

e Many people believe they are doing MedRec but
they may not be doing it well

e The foundation of the process — the BPMH
needs work
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Objectives

To review:
e “Current state” in Canada
e Recent data
e (Getting to where we want to be
e Leadership
e Measurement and Monitoring Quality
e Role of technology
e Role of pharmacy staff
e Updated Accreditation Canada ROPs
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Paper to Electronic Project Online Survey*

eMedRec is fully

Don't know :
whether or not implemented on
eMedRec is \ / all units, at all
Implemented . interfaces of care
3% (e.g. admission,

transfer and
discharge)
8%

A\

eMedRec is not eMedRec is
implemented at partially
all T~ implemented on
49% some units, at
some interfaces
of care
40%

"

*Response rate = 212
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“If you don’t use the right paper to
electronic system you will increase
medication errors”

Dr. Jeffrey Schnipper, MD, MPH, FHM

“Got Med Wreck? Targeted Repairs from the Multi-Center Medication Reconciliation
Quality Improvement Study (MARQUIS)”

January 14, 2014



Motivation for Moving to eMedRec

e Integrates electronic data from multiple sources
( electronic and non-electronic)

e Provides electronic tools and user interfaces for
comparing medication lists

e Facilitate discharge MedRec with multiple
sources of information
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Recommendations

Understand current workflow before
implementing
Understand how eMedRec can integrate with

existing and planned health information system
iInfrastructure

Obtain management and financial support
(including ongoing for sustainability)

Need to carefully stage eMedRec implementation

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



Tools/Checklists
Organizational Readiness

Steps to support the safe transition to
eMedRec

|deal features of eMedRec.

Ideal Features of an eMedRec Tool Checklist
1. Dascribe the cumrent IT Landscape within your organization:

= |_i Use of Computerized Provider Order Entry (CPOE)
Evaluation of eMedRec e

|_l Use of an elecironic Medication Administration Record (eMAR)

D Uze of an eMedRec tool

D Are there plans to change the current ary of the health information systems in the next 1-2
years?

TIP —If your organization does not currently have CPOE implemented but is
planning to implement it soon = it may be prudent to deploy the CPOE system
and the eMedRec system in conjunction

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



Objectives

To review:
e “Current state” in Canada
 Recent data
e (Getting to where we want to be
e Leadership
e Measurement and Monitoring Quality
e Role of technology
e Role of pharmacy staff
e Updated Accreditation Canada ROPs
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I NTER-PROFEISSJ_QNAL_ENQAGEMENT

OFFICIAL PUBLICATIONS

Medication Communication Failures Impact EVERYONE!

PATIENT & FAMILY HEALTHCARE SYSTEM SOCIETY

Al@s 1§ 59 3
L de

= "-. m '

» prolonged recavery time
= increased cost and staff time due
ta rework

» avoidable readmissions and
Emergency department visits

® loss of life

« prolonged disability
» temporary harm

» complicated recovery

» loss of productivity
» workplace absenteeism
« increased cost

» loss of public confidence in the
healthcare system

Medication Reconciliation:
Statement on the Role of

» loss of income
» confusion about treatment plan

» reduced access to health services

the Pharmacist (2009)

Medication Safety: We all have a role to play.

Safe patient care depends on accurate information. Patients benefit when clinicians work with patients, families, and their colleagues to collect
and share current and comprehensive medication information. Medication reconcillation is a formal process to do this at care transitions, such
as when patients enter the hospital, are transferred or go home, We all have a rele to play.

, the Canadian Medical Asseciation, the Canadian Pharmacists Association, the Canadian

ians Canada, the Royal College of Physi vd Surgeons of Canada, Canadian Patient

tices Canada actively support strategies to improve medication safety and call on all

healthcare professionals to contribute to effective communication about medications at all transitions of care to improve the quality
and safety of our Canadian healthcare system.

THE CANADIAN SOCIETY OF HOSPITAL PHARMACISTS AND THE INSTITUTE FOR SAFE MEDICATION PRACTICES
CANADA SUPPORT THE LEADERSHIP ROLE OF PHARMACISTS IN ENSURING COMPREHENSIVE AND TIMELY

¥ e UEE =k =e==_ o MEDICATION RECONCILIATION. PHARMACISTS ARE UNIQUELY QUALIFIED TO LEAD THE DEVELOPMENT,
s « omcouss  wmerrmueme  IMPLEMENTATION, EVALUATION, AND IMPROVEMENT OF MEDICATION RECONCILIATION PROCESSES.
B, e lemp J Friswr Smpsee

[& Canadian Society of Hospital Pharmacists
Société canadienne des pharmaciens d’hopitaux
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Evidence-Derived Clinical Pharmacy Key
Performance Indicator Critical Activity Areas
(Doucette 8)

Best Possible Medication History
Admission Medication Reconciliation
Patient Care Rounds

Pharmaceutical Care

Disease or Drug-Specific Quality Indicators

Patient Education/Discharge Counseling

Discharge Medication Reconciliation

Post-Discharge Follow-Up

©2014 Institute for Safe Medication Practices Canada (ISMP Canada)



Medication Management

Patient-centred care to optimize safe, effective and appropriate drug therapy. Care
is provided through collaboration with patients and their health care teams’

Clinical Medication Review

Addresses issues relating to the patient’s use of medication in the
context of their clinical condition in order to improve health outcomes?

Medication Reconciliation
A formal process in which healthcare providers work together with
patients to ensure accurate and comprehensive medication
information is communicated consistently across transitions of care?

Best Possible Medication History

A complete and accurate list of all the medications a
patient is taking created using at least 2 sources of
information including a client and/or family interview*

-

. Developed collaboratively by the Canadian
Pharmacists Association, Canadian Society of
Hospital Pharmacists, Institute for Safe
Medication Practices Canada, and University
of Toronto Faculty of Pharmacy, 2012

2. www.health.gov.bc.ca/pharmacare

3. 1SMP Canada. Medication Reconciliation in

Acute Care: Getting Started Kit. 2011
4. 1SMP Canada. Medication Reconciliation in
Acute Care: Getting Started Kit. 2011

Adapted from
Fraser Health, Providence Health Care,
Provincial Health Services Authority,
Vancouver Coastal Health
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Dan Med J 60/4 April 2013 DANISH MEDICAL JOURNAL 1

Medication reconciliation is a prerequisite
for obtaining a valid medication review

Mette Bjeldbak-Olesen?, Anja Gadsbelle Danielsen?, Dorthe Vilstrup Tomsen! & Tomas Joen Jakobsen?

Retrospective review of 75 patient charts found:

e 198 medication discrepancies e 129 drug-related problems

were identified (mean 2.6 per were identified by medication
patient) review (mean 1.7 per
patient)

e 159% of the discrepancies
were deemed potentially
serious or fatal

e 35% were potentially
serious or fatal
e 29% were potentially

* 62% were potentially significant
significant e 36% were potentially
* 23% were potentially non- non-significant

significant
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Role of the pharmacy technician
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EDUCATION AND TRAINING
EMARQUIS Case studies - views from the frontline

Multi-Center Medication Reconciliatio
U) Quality Improvement Study

50% could benefit from refresher classes on medication reconciliation

50-70% never received training in how to take a BPMH

80% never received feedback on the quality of pre-admission medication
histories

60% not given sufficient time to take a BPMH
60-75% not given sufficient time to do med rec well in high-risk patients

70% feel hospital doesn’t have enough staff allocated for med rec in high-risk
patients

50% never been trained in ‘teach-back’ or use it as part of DC education

50% never received training in communicating with low health literacy
patients

Slide Courtesy of Dr.Jeff Schnipper
Safer Healthcare Now! Webinar Jan, 2014
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aplace of mind

Teaching Medication Reconciliation Through Simulation: A Patient
Safety Initiative for Second Year Medical Students

Lee A. Lindquist, MD MPH'?, Kristine M. Gleason, RPH?, Molly R. McDaniel, PharmD?,
Allan Doeksen, BA', and David Liss, BA'

'Northwestem Center for Patient Safety, Institute for Health Care Studies, Northwestem University Feinberg School of Medicine, Chicago,
IL. USA; ?Northwestern Memorial Hospital, Chicago, IL. USA; *Division of Geratrics, Northwestern University Feinberg School of Medicine,
Chicago, IL. USA.

Medication-Reconciliation Interprofess;onal Event

January 13, 2014 -
. i . Undergraduate Healthcare Practitioner
Nursing students are invited to join more than 400 Pharmacy third year and

Medicine fourth year students in an innovative Medication-Reconciliation i
Interprofessional Event to be held at UBC on Monday, January 13, 2014. Ed uc atl on

Groups of eight multidisciplinary learners will participate in an engaging and
collaborative problem-solving session related to a patient's medication use
across transitions of care. Situated in a hospital patient discharge planning
meeting setting, students will assess the patient’s records for unintentional
medication discrepancies and the risk of adverse drug events.
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Objectives

To review:
e “Current state” in Canada
 Recent data
e (Getting to where we want to be
e Leadership
e Measurement and Monitoring Quality
e Role of technology
e Role of pharmacy staff
e Updated Accreditation Canada ROPs
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Accreditation Canada ROP
Changes for 2014

For services that use standards that contain
an applicable MedRec ROP:

e For on-site surveys between 2014-2017,
MedRec must be implemented across
admission, transfer and discharge in ONE

service
e For surveys 2018 onwards, MedRec must be

Implemented across admission, transfer and
discharge in ALL services

http://www.accreditation.ca/sites/default/files/rop-handbook-2014-en.pdf
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Accreditation Canada ROPs
Changes in 2015

Inclusion of MedRec in Emergency Department for NON-ADMITTED patients

REVISED for on-site surveys starting January 2015

MEDICATION RECONCILIATION AT CARE TRANSITIONS

Emergency Department
For the Emergency Department Standards

With the involvement of the client, family, or caregiver (as appropriate), the team generates a
Best Possible Medication History (BPMH) and uses it to reconcile client medications for clients
with a decision to admit and at visits where the client is at risk of potential adverse drug events.*
Organizational policy determines which types of visits require medication reconciliation.

*Clients are at risk of potential adverse drug events when their care is highly dependent on medication
management AND client factors or the medications typically used are known (based on available literature and
internal data) to be associated with potential adverse drug events.
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To Review: Objectives

“Current state” in Canada

Recent data

Getting to where we want to be

e |Leadership

e Measurement and Monitoring Quality
 Role of technology

 Role of pharmacy staff
Updated Accreditation Canada ROPs
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