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. = Functions & processes (Who does what)
: = Integrators (Brings people together)

e Resources (mostly staff)

e Monitor and evaluate (KPls, surveys)
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Functions & processes (Who does what)

= Who Is the most effective?

| = \Who needs the least training?

e Which professional most suits the task?
e Legislation?

e Hospital characteristics?

. = Preferences and work-arounds




' Successful integrators

| Ié

- TEDS (Dr and Pharm)
"j,: ", e Ward round attendance (Dr/Pharm/Nurse)
| | = Patient white board (Nurse/Pharm)
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Discharge Medications
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TEDS outputs
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e SHPA stds - bed:pharmacist ratio based on ward type.
. Eg. medical ward is category 4 = 30 beds/FTE
= Only a guideline, no std or allowance for;

- ED (RPH:10-15 med. history interviews & confirmations/day)
- Pre-admission clinics?

- Short stay medical wards?
- PBS Reform.

- Admission/discharge rate.
- Mixed staffing models



| Mixed pharmacy model

Duty . Clinical Junior Pharmacy
\/* - Maln dUty Pharm. Pharm. Tech.
Validation/docum. of pat. med. hx \ V*
Assist in obtaining pat. Med. hx info. \*
Reconciliation of medications on adm. \* o
| LI -
Entry of patient medications into TEDS v V*
Co-ordination of medication supply «/
Ward round (collaborative action plan) \*
Clinical review \*
Reconciliation of medications on DC V* vV
EC. T LT
Generate DC prescription from TEDS | \*
Organise PBS and/or RPH outpat. Rx \ V*
Liaison with community care providers \* \
Assist in discharge process \*
Provide pat. med. list & advice on DC \* \




 Monitoring and evaluation

‘ e Main aim is to track progress whilst making changes.
i

i | = KPIs to measure effectiveness of changes/system

| | Medication reconciliation is the best stand-alone KPI




The 4 stages of
reconciliation KPI
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Medication Reconciliation Program on SSMU - Satisfaction Survey

1. Are you aware of the Medication Reconciliation Program on SSMU? YES / NO

- -
For the statements below please select the response you believe to be true for the pharmacy service
provided over the last 3 months.

2. The pharmacist has been useful in confirming accuracy (validating) of the medication
history for most patients admitted to SSMU.

Su rvey | strongly agree | Agree | Unsure | Disagree | strongly disagree |

- 3. ltis helpful and efficient when the pharmacist inputs validated drug information into
q u eSt I O n S TEDS on admission and prior to discharge.

| Strongly agree |  Agree | Unsure | Disagree | Strongly disagree |

4. The accuracy of drug information in TEDS has improved since the introduction of
increased pharmacist resources to support the doctor.

[ strongly agree | Agree | Unsure | Disagree | strongly disagree |

5. The attendance of the clinical pharmacist on the morning ward round is helpful in
clarifying medication matters and facilitating efficient discharge.

| Strongly agree | Agree | Unsure | Disagree |  Strongly disagree |

6. Having the pharmacist more accessible (rather than by pager) has increased my
likelihood to ask them questions.

| Strongly agree |  Agree Unsure | Disagree | strongly disagree |

7. Having the pharmacist involved in coordinating medications prior to patient discharge
has improved the quality of discharge processes.

8. | believe the support provided by pharmacy to improve medication
management and the processes that surround admission and discharge
should be continued.

Strongly

agree Agree Unsure Disagree Strongly disagres

Any other comments:

Position Title Date
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Conclusion

e “Invaluable” Registrar
e “Excellent service; improves patient outcomes” Registrar
e “Huge improvements. Best thing since sliced bread!!!” RN
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