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When a patient moves between physical locations for the purpose of receiving healthcare, or their
care provider changes, we call this a transition of caaevell-known risk factor for medication

related harm! As part oftheir global patient safety challenge, Medication Without Hathg World
Health Organization (WH®jave identified transitions of care as a key action area to reduce harm

The WHO have identifiedve key priorities for improving medication safety at transitions of care,
which we have adapted for the hospital discharge transitiomd have used tanform the suggested
areas for improvement within this guide

> Implementing formabktructured processes for medicines reconciliation when patients are being
discharged from hospital

Partnering between patients, caregivers and healthcare professionals at hospital discharge
Prioritising patients at highisk of medicatiorrelated harm @aound hospital discharge
Implementing collaborative medicines optimisation at hospital discharge

Improving the quality and availability of medicatioslated information at hospital discharge

V V V V

The Royal College of Physicians (RCP) has previously puldesimétg resourcearound the topic

of medication safety and hospital dischatgad the aim of this guide is to further raise awareness
andto help organisations implemeémmprovementprojects, with input from patients, carers and
colleagues from across health and social care secitwes guide is aimed primarily at project team
leaders but will be a useful resource for the rest of the team.

2 KIFd Rz2Sa UKAa 3IdzA RS R2K
Thisguide has beegreatedfrom a combination of expert opinion, review of“the literature and the

I dzil K2 NR& | yR 02y i NMangRiHSINEtsIse@aknbwl&igehdshidolSrye&&ia ¢

to be involved in theilot phase, where they tested and provided feedback on this resource.

It explores thequality improvement QI) journey, usinghe Model for Improvemeritg a Qlapproach
commonly used in healthcar@here are manyther QI approacheavailable however,and this

guide carbe usedalongside whicheveyou andyour organisatiormprefer. This guide has been

structured in a Igical order to supporthe delivery ofyour project and we have hargicked the QI
tools we think will be most helpf.2 S KI @S Ay Of dZRSR 1jd2(iSa FTNRY GKS
Networkthat highlight issues relating to medication safety at hospital discharge.

It is importantto fully understand the discharge medicinggstem diagnoseany problems and
identify theimpact of potential improvements before trying to make any changleis guide takes
youthrough this journeyfrom beginning to endBy the end of this guide, you and your project team
should be able to describe your local discharge mediggeem, havedefined some keylocal

issues and have a plan to implement improvements and monitor their effects.

The guide focuses on the hospital elemeunitshe discharge process but itkeythat

representativedrom other health and social care sect@i® includel inyour project,to ensurethe

whole processs understoocandthat these stakeholders can dzLJLI2 NIi | YR W24y Q (KS
successful interventions.

T
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Start by reading through the headings included in sectiaist@ orientateyourself with the guide.
Then return to the beginning to start working through the guide, page by page.

Figure 1: How to use this guide

Create a project team, assign a project lead and arrange project meetings

Section 1: Introduction
Decide your QI approach

Gain an understanding of your local discharge medicines system, potential issues

Section 2: Identifying the problems
you can
focus on and who you should involve in the project

Understand why measuring for improvement is important and find out what poten

Section 3: Measuring medication safety at hospital discharge
tial
measures you can use

5STAYS (KS a021LIJS 2F @2dz2NJ LINp2SOG FyR GKS Aaa

improvement interventions to make

Section 5: Implementing your improvements
Understand PDSA cycles and how to sustain and spread your project in the long term

{ Section 4: Defining the project %

S Tip:How to use this guid@-igurel) is represented linearly but you may find that you
- visit sections in a different order and return to them at different points. This is norr
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Who is this guide for?

This guide is for anyone looking to imprawnedication safetyvhen patientsleavehospital.lt is
aimed at the project team leadt and their team andéhtended to be useds a tabletop exercise
with the wholeproject team Theteam memberswill likely havevarying levels oflexperienceand
anyone new toQlor needing a refresher may find the resourceg)geful resources helpful, before
using the rest of the guide.

Create a project teanand assign a project lead
L¥ &2dz KI Sy Qi FfNBFReéxX 3IFGKSNI F F¢
team. Prior improvement experience is not compulsdmyt they must have the
_ drive to make changes to the discharge medicinetesn and have time to do the
Exercise work for this project. Throughout the project you can discuss who else you'd |l
1 involve (se€The tean).

Agree who will be your project lead, although you will ultimately work as a tear
ensure success of the project. For professionals in training, educational super
should support project leaders throughout the project (sd¢sothe RCR) a
Supervising quality improvement projects: A guide for supertjsors

Why shouldyou use it?

Medicationrelated harms are among the most common adverse events after discharge from
hospital® Theprocesses involved wittlischarge medicationan be complex and errgarone and
targeting thigransition to improve medication safety has been a subject of interest for at least a
decade'%!* However medication errors and adverse drug events following hospital dischstiitje
frequently occurt? It is estimated that 50% of adult patients are affected by medication errors and
almost 20% experience an adverse drug event-pospital dischargé?

Improving medication safety atansitions of care iakey priority in the2 | h QGlabal PatienGafety
ChallengeMedication Without Harmand we have adapted theifive key strategies for improving
medication safety ataretransitions for hospital dischargéTable 1).

Table 1Key grategies for improving medication safety at hospital discharge

Implementing formal structured processes for medicines reconciliation when patients ard
being discharged from hospital

Partnering between patients, caregiverad healthcare professionals at hospital discharge

Prioritising patients at highisk of medicatiorrelated harm around hospital discharge

Implementing collaborative medicines optimisation at hospital discharge

Improving the quality andvailability of medicatiomelated information at hospital discharge




This guide wilhelp you to identify and implememhedication safetymprovement projectghat
supportthese key strategiesyou and your team may already have your own ideas but it is

important that you go through the process of diagnosing the problems, defining your measurements
and interventions and ensurirthe sustainability and spread of your project to achieve a suéakss
outcome.

Usinga QI methodology

Ql is a systematic process to improve quality, involving identifying areas for improvement,
understanding the problem, testing solutions and measuring and evaluating any cHalgss
commonlyused in healthcargvhen looking to make improvementdccording tahe levels of QI
experiencen your teamyou may find it helpful to schedule in a QI education session towards the
beginning of your project or signpost the teamitdormation sourcegses Useful resources)l

Useful resources 1

ABC ofjuality improvement irhealthcarée?
RCPQI: RCP quality improvement resour&ssyal College of Physicidhs
Improving improvementtoolkit) ¢ University of Cambridde
Quality improvement made simpieThe Health Foundatidh
How to get started in quality improvemefatrticle)!’
Institute for Healthcare Improveme(iH|)®
> If you are a clinician in trainingou can register for IHl Open Schdol
> Theimprovementhub ¢ NHS Englarii

V V.V V V V

There are many QI approaches available and we have highlightedcommonly used ones below

Model for Improvement

The Model for Improvements based orhree questions’

> What are we trying t@ccomplish?

> How will we know that a change is an improvement?

> What change can we make that will result in improvement?
It also utilises PlagDocStudycAct (PDSAgycles as a way of testing and adapting changes on a small
scale to understand their effegtbefore introducing changes on a larger scale @asion5).

Lean

This approaclHiocuses on caiinuous and systematic elimination of anything that does not add value

to the patient or processvhere+ £ dzS A ad 20 aSNIBSR T NPcan kel toLJ G A Sy (Q
improvements in patient satisfaction and experience, as well as eliminating unnecessary work and
improving the flow of healthcare processedtimately resulting in improvements in safety

Experience based edesign (BCD)

Thisapproachuses patient and staff stories about their experiences talesign solutions to
identified ssues’ You can use this approach alongside other QI methods to gain qualitative data,
which provides rich insights infmatientsCexperiences of the discharge procgésgor furtherdetails
seeEBCD: Experienbased cedesign toolkit? by The Point of Care Foundatitfree registration
required to access).



Exercise
2

Decide which QI approach you will use

L 2dzNJ 2NHBIFyAalFdA2y YIF@ dzaS | NI yamsble :
for your projectby asking your QI team or educational supervisbfake sure
everyone in the team is familiar withand find out iflocal trainingis available.

How longwill the project take?

Qlis about continuous improvememindthere are no set timescale®/e have put together a
suggested meeting plan below (s@&ble J but € S NBE  sicBedute@ill be different ast
depends ormanyfactors, such ateam member availability, resources apubject complexity

Table 2: Suggested meeting plan

Meeting 1
Meeting 2
Meeting 3

Meeting 4

Meeting 5

Meeting 6

Team introductions, identify QI methodology and stakeholde Page$to 11

Understand the system Pagesl2to 14
Define the neasurements Pages &to 17
Outlinethe scope of your project Pages &to 21

Define improvement initiatives Pages 2to 26

Agree mplementation, spread and sustainability Pages 2to 29

Exercise
3

Arrange project meetings

Start by arrangingsixinitial meetings(seeTable 29 at least afew weeksapart. You
may need longer between some meetings to collect information and the meeti
length will depend on whether you choose to complete activities within or
between meetings.

You willlikelyneed moremeetingsthan thisbut getting thesdnitial ones in the
diary now should give you and the team the momentum to continue with regul.
meetings.

End of section checklist

By now, you should know:

> whyimproving medication safety at the hospital discharge transiisimportant
> how this guide can help yoan yourjourney to improve medication safety

> which QI methodology you will use

> the dates of your first team meetings
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Hospital discharge

Hospital discharge involves transferring tpetient from hospital to their next destinatioand care
provider.Throughout this projecttiis important to ensure that medicines are not considered in
isolation but as part of the whole discharge process

There are four maintages when ptientsare dscharged fromhospital:

> Preparingthe patient,their medicines and informatioabout their previous
and ongoing caréor discharge

\Y

Communicatingdischarge plant patients, carers, families and other health
and social care staff

> Transferringthe patient,their medicines andheir information

> Receivingof information by the next care providerandarrival ofthe patient
and their medicinesit the next destination

The team

A collaborative approach betweaveryoneinvolved in hospital discharge is key to
improving medication safety. It provides an excellent opportunity for teamworkin . o
not just within the hospital but also between healthcare sectargd forincluding °
patients, carers and families at every stéfaving a knowledge and appreciation of
20KSNARQ NRf S& Ay systknds aRifnpodaitistBiHNSmMpro@ndé Psteyn Sid
place.

Stakeholdes

A stakeholder is anyone who will be impacted by, important to or interestgdumwork. These
peope will have different roles within your project, depending on their influence and inteaesk
you willengage withthem in different waysin this section, w will ask you tadentify alist of
stakeholders, analyse tiveole in your projecand createanengagement planStakeholders to
consider involving in your project are showrHgure 2 but you will be able to come up with more.

C



Figure2: Potential stakeholders

> Service users, patients, carers and families

> Patient experience teams

> Pharmacy staff

> Medical staff

> Nursing staff

> Medication safety officer

> Medication safety or patient safety committee

> Discharge coordinator

> Social care representatives

> Allied healthprofessionals

> Residential home staff

> Hospital porter

> Hospital ward clerk

> Community pharmacy staff

> Ceneral pratice staff

> Integrated care teams (or equivalent)

> Quality improvement teams (or equivalent)

> People who can help with data and measurements ¢
informatics teams, quality improvement experts, dat:
analysts

> Managers and executive staff

Stakeholder analysis

This toolhelpsidentify those who need to be involved avell aghose who will be affected by your
project, allowing you to assess how much time and resource to givedach of thenr® The
stakeholder analysisée example ifrigure3) is populated with youstakeholders, allocating them
to the sectiorsthat most represents their level of influence and interest in the project.

Useful resource®
> Stakeholder analysis template
> Stakeholder analysisNHS Education for Scotlafid

Figure3: Example stakeholder analysis

Engage and address needs and Key playesto involve in the project[1]

concerng2] This isyour core project teamandothers
eghospital executives, playing a big role in your projeagstaff
commissioners, clinical directors, | YR &42YS LI GASyGa

heads of nursing, chief pharmacist | making improvements

Keep informed4] Keep engaged and involve where
egmembers of the public, other needed[3]
hospital staff egpatients, carerandcolleagues from

other areasot in your project team
such asstaff from different wardsGP,
community pharmay, district nursng
andsocialcare

Influenceof stakeholders ——»

Interest of stakeholders

v


https://www.rcplondon.ac.uk/file/33416/download

Complete a stakeholder analysis
Listyour stakeholdersusing pen and paper orcmmputer. Think about who is
involved in or affected by discharge medicines, including those inside and out:

Exercise the organisation (se&igure? for ideas.

4

Next,place these stakeholders in the most appropriate category in thieetiolder
analysigseeFigure3) and add them to your owrusing thetemplate. Complete
this with your project team ancevisitit as your project develop@ve will remind
you to do this later in the guides your stakeholders and their roles may chang:

Figure 4:Project stakeholders
This diagram shows how tltifferent groupsfrom the stakeholder analysis relate to each other

Those to keep informed [4]

Others to involve in the
project

PAELRE]

Core
team/key
players [1]

The core project team

Your core project team are those who are invested in this project and will work as a team to ensure
the project is a success (sBeercise ). You want to involve people with a range of perspectives and
experiences and as amiinumto include those who are integréd or have technical expertise in the
processthis is likely to include doctor, a member of pharmacy stadf nursing colleaguand a

patient or patient representativépatient involvement is vital to improving rdecation safety at care
transitiong® and so patients are essential members of your project team

RI) Tip: At this point, ask yourselveshave we included everyone that we need?
‘@’ Reuvisit this question at various points throughout your improvement journe

(seeExercisd), N5 Y S Y 6 S NA PRo incldde fieopleiin®h& project aftel
82dz2Q@S. ail NI SR

10
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Sakeholder needs statements

Completing stakeholder needs statememtsl help youto understandthe discharge medicines

system fronthe perspective othose involvedSpeak to your stakeholders and ask each of them to

complete this statement, thinking about what they need from the discharge medisystem(you

lyR GKS GSIFY OFy R2 (KA&a (GKS2NBGAOFfte& AT @&2dzQNE
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To ensure understanding of the whole transition, make sureagkstakeholders from outside the
hospital and include the needs of patients and carers once they leave hoBp#taliss the answers
within yourteam.

Useful resource8

> Improving improvemengtoolkit)*®
(Seeresources > service usersrvicestakeholderskerviceimproversfor more information
on creating stakeholder needs statements for your different stakeho)ders

Engaging with stakeholders

To engage your stakeholders, ywill need to communicate effectively with them throughogdur

project’® Different stakeholders will need differentpesof communicationso spend timethinking

about howe 2 dzZQNB 3 2 Awhawillida itaithowiihis Avidl fit in with your projecto help

ensure a successful and sustainable projpletn how to embed your work within your

2NBI YAAlI GA2YyQa LINA2NAGASE& D Ly J2dadsand dtidedgNlich&BRA Ol G A
local audit teamsto identify the best way to do thiand align to national or local initiatives where

possible.

Create a stakeholder engagement plan
Exercise Think about the four different grougfisom your stakeholder analysis Exercisel, and
5 decideK 2 § @& 2 dzQf £ O2 Y Y egfase@HaiteSnedtings, Email, K S Y
newsletters) who willcommunicatewith them and how oftern?® Write this downin a
plan thateveryone in the team can access.

Roles and responsibilities matrix

Thinking about who does whaiill help you to gain a greater understandingyolr discharge
medicinessystem This tool liststie key steps of thegrocessallowing you to matclthem tothe
individuals who are currently responsibMou can allocate more than one individual to a role,
although think about why multiple people are doing the satmeg and whether this imecessary or
a duplication of work.

Complete a roles ad responsibilities matrix
Exercise Use thisemplate, which has been prpopulated with key steps and individuals in th
6 discharge medicines system, for you to adapt and complete with your teamlvénas
many people as you can and use it as a learning opportunity, allowing everyone t
understand the roles that others play in the current process.

Mid-section checklist

By now, you should know:

> who your stakeholders are and what their roles are within the project

> K2g @2dzQff Sy3ar3asS gAGK @2d2NJ RATFFSNByG a
> the main roles and responsibilities involved in your discharge medicines system.

11
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' VRSNA @IKBREEAGSY
Defining and understandirigow your discharge medicigsystemcurrently worksis an important

initial step in yourQljourney.One way to do this is using a technique called process mapping (also
known as a flow chart).

Process mapping

This involves drawing out (or mapping) the processes and steps thatupake discharge

medicines system, enabling you and the team to create a visual picture of how it currently works and
how it interacts with other elements of the wider hospital discharge systefigure5 gives an

example of a process map.

The best way to do this is by observingystemh y LINF OGAOS o6dzi AT @€2dz R2yQ
usethe knowledge and experience of those who know hibworksto complete the mapMake
sure you thinkaboutthe systemt & A G OdzNNBy (if & A & Atthi§8tdge. K26 @& 2 dzZQR |

\\"’/, CAL) {LISIF] G2 O02fftSk3adzSa Ay (GKS CEthgl
(“ , will be aware ohow thesystemworks will have come acrogsoblemspreviouslyand
be able to offer valuable advice, or even get involved in your project

Process maps need a defined start and end p@eeFigure5). Even thouglyouarelooking to

make improvements arounkospital discharge, it iselpfulto start the process magt the point of
admissionFocus on medicines use but also inauwather relevant parts, such as making referrals
and booking transportasthis allowsa greater appreciation of all elements involved in the discharge
system.

In Figureb, we endthe process mawhere the patient is baciki their own home and their
medicines have been reconciled by their healthcare providers in primary care. You can tthisinge
depending orwhat you want tofocuson, which may be a particular destinationoutcome.

Usefulresources4

> Improvement tools: flowchax University of Cambridgé

> Flowcharts (part 1) Institute for Healthcaremprovement® (free registration required to
access some content)

-

s ¢AL) 2dz Oy ONBIGS GKA& 2y LI LISNI 2N

- 5

some platforms allow multiple people to use an interactive whiteboard at the same
time, which could be useful when producing yacess map

\

«|||(?j

Create a process map
Exercise Get input from a wide range of individualad resourceso fully understand your
7 discharge medicinessyst@n , 2dz R2y Qi ySSR (2 32
stage(seeFigure5) but having an appreciatioof the whole process will beseful
when it comes to identifying areas to focus on.

12



Figure5: Process map example for hospital dischamedicines system

Patient admitted to hospital

¥

Drug history taken

Do they need medicines prescribing?

Yes No
v

0 Inpatient medications prescribed

¥

Admission medicines reconciliation completed

Are there unintentional discrepancies between drug history and inpatient chart?

Patient at home, GP and community pharmacist have reconciled medicines

Yes No
Unintentional discrepancies resolved, intentional discrepancies noted
Changes made to medicines during inpatient stay and reasons are documented and patient counselled
¥
Patient transfers between wards and/or prescribing and administration systems
Discharge medicines to be finalised
a2

@ Discharge summary written Is the patient taking any medicines on discharge?

Yes

b \l'

Discharge summary authorised Discharge medication list written
N ¢
Patient and carer & Discharge medication list checked
counselled on medicines ¢
Medication dispensed in pharmacy
Medication sent to ward
Discharge summary checked by nursing staff, including medicines
¥
@ Medication given to patient, along with discharge paperwork
s 2
Patient goes to next destination
L 2
Discharge summary sent to GP
¥
Discharge medication list sent to community pharmacy (where applicable)

¥+

13



Tip: When creating your process map, think alibatfollowing

> Are there any otheparts of the discharge process, that may not be directly rela
R to medicinesthat are also relevant hereg making referrals and booking
‘@’ transporf)?

\_4 > Are there any other relevant decisions being made? Where do these happen?

- Where is lhe patient at each step in the journey?

> Where are the gaps in your knowledge and who do you need to ask to comple

part of the process?

\

What else can helpyou to understandthe systen®

Many of thetools and resourcegou already havean helpyou to understand youdischarge

medicinessystem and information from these sources can be added to your process fagse

might include

> audits and QI projectg find outif any recent audits have been undertaken and review th
findings

> narrative frompatient and staff storiesgomplaints compliments andncident reports

> previous incident investigations

> routinely collected dataask your informatics and patient experience teams (or equivalent)
about hospital discharge data this already capturedsuch as medicatiorelated readmissions,
medicationrelated discharge delayadelectronic prescribing data.

W\, Tip:By completing a process mapz2 daldidentify some points of interest or risko

‘G)’ understand these points in greater detaibuymay want togatheryour own data by
\ 4 undertaking audits or uisg other measureg ask your local audit and QI teams for
-~ help.

SeeSection For more information on measures. You may find that the data you use to understand
the system will be the same data you use to measure improvement.

End of section checklist

By now you should have:

> created a process magndhave anunderstandng ofyour overalldischarge medicinesystem
> exploredthe use ofdatato inform your process map

> dtarted to identify some areagor improvement(and possibljhaveagreead an area of focus

14
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improvement®Measuementis an important part of ay Ql projectandwill enable youo see
whether any changes yaunake are resulting in improvementser time

Once you know thgeneralLINR 6 £ SY @& 2 dzQ N&art to MiEkayaait whag youscart @S
measure to show whethethere is anyimprovement.There will be people in your organisation who
can help with thig find out whether you have local audit teams, QI teams, data analysts or others
who can support you at this stage.

There are three types of measures that you will need for your QI project:

Outcome measureseflect the impact on the patient and shave resultof your improvement work
Process measureseflect the way your systems and processes work to deliveirttemdedoutcome®
Balancingmeasuresreflect what may be happening elsewhere in the systmnause ofthe changé®

You shouldusea few different measures, from range of quantitative and qualitative dasaurces
for youroutcome, process anblalancing measure’s Yourmeasuresshouldreflect what you are
trying to achievé® (ie your aim statement; seeSection 4 but will alsodepend on the resources
available toyou toaccess and analyse tldata.

Youwill also need tahink aboutmeasuingthings other than safety, such as use of resouregs
costsandstaff time, and overall patient and staff experience

To minimise worldad, embed measurement into routine processéasere possiblesuch ashrough
regularaudits and utililng existing data sets; speak to colleagues in your informatasd patient
experience departmentér equivalent}o find out what dataare already available

\\‘ ! l».  Tip:During the project, keep a note of any events such as major incidents, ward
W closures, staffing changes and other improvement projectsirringat the same time,
= including the dates they happeas these may influence your measures

Useful resource®
> ABC ofjualityimprovement irhealthcare® ¢ see @apter 9: Measurement
> Making data count NHS Improvemerit

15



Table 3: Examples of ways to measure medication safety at hospital discharge

SeeAppendixl for more information on each of the measures listaglow. Find out which of these

are available in your organisati@amd how the data is collecte@®epending on your project aim,

GKSaS YSIFada2NBa YlIeé 06S LINRPOSaas 2 difedzofupdvid ol f Iy C
your own measures too.

Quantitative measures

> Percentage of patients receiving medicines reconciliation at admission or distfarge

> Percentage of patients with at least opatstanding unintentional discrepancy on the
discharge medication list

> Proportion of discharge summaries with complete medication information fields

Mean time taken to process discharge medication lists

> Mean time betweerthe individual being ready for discharge and authorisation of dischargg
medication

> Proportion of discharge medication lists sent to pharmacy for screening and/or dispensir|
after a certain time

> Proportion of patients with at least one error in the discharge mediciaes

\

Hospitalwide measures

> Proportion of medicatiorrelated readmissions after X days of dischatge

> Proportion ofemergencydepartment (ED) visits or hospital admissions for medicateated
problems?

> Length of patient stay

> Number of discharge delays and reasons

Measures requiring data from other organisations

> Proportion of patients attending followp appointments relating to medicines, eg heart
failure clinic for medication neew

> Timeliness of first dose administration after hospital dischirge

> Number of eligible patients successfully referred to or attending a community discharge
medicines review (seBischarganedicinecommunityreviews

> The proportion of patients on medicines discharged from a care setting who have a reco
list of their medicines within 1 week of the GP practice receiving the informétio

> Accuracy and promptness of actioning medication changes suggested by the Rbspital

> Proportion of patients experiencing adverse drug events after hospital discharge

Qualitative measures

Qualitative measures cannot be usedeasure prevalence or incidence of medication errors
medicationrelated harm' but they are useful in giving narrative to your findings and will
O2YLX SYSy il | dzt y i A (dudgasedomy &anpldzhBydalitative Satabes
below, although you may find some can also provide quantitative data:

> Patientand/or staffsatisfactionsurveys®

NHS Patient Surveifs

Medication incident reports

Morbidity and mortality reviews

Patient or family complaints

/ 2 NRPYSNRAa NBLR NI a

Informal feedback channelegfrom clinicians in other sectors, patients and families

V V.V V V V
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Scope out potentiameasures

G GKAA LRAYGZ @2dz YI @& v 2hutydpubasiart bcoping
out potential measured ¥ &2dz {y26 GKS 3ISYSNIt | NI
in. Thinking about measures noean also help to inform your process m@ee
Exercis€’) and identify potential interventions.

Discuss potential measures at your next team meetingraoedrd a neasurement plan
(you can do this on a computer or on papengcluding?®

> name of measure

type ofmeasure (process, outcome, balancing)

definition

why@ 2 dzZONBE Y St adz2NRy3 A

how often datawill be collected

the calculationg 2 dzQ NXEnundesatoryd@nominator)

how datawill be collectedincluding sourcg

who will becollecingthe data

Exercise
8

vV V.V V V V V

Recordingyour measures

Whengd 2dz 1y26 6KI 0 @2 dzQNBeedtdcbligcHandpresenttfddatadzNBE = & 2 dzQf €

> Startcollecting datebefore youimplementyourinterventions (this is known as baseline data). It

R28ay Qi YIGGdSNI AT (i KA &ounded igtd lie feioSeenetd G N2 & LIS O {
improvements are being madey OS &2 dzQ@S AYLI SYSY(iUSR &2dzNJ Ay G S

> Use continuous datérather than pstrecording datebefore and afterias this willmake it easier
for changedo be detected™ Presenting data like thisill also help to keepour stakeholders
engaged as they can clearly see any changes over time.

> Two common wag ofpresentingcontinuous dataarea run chart ora statistical process control
(SPC) chatf Refer toUseful resources for more information.

> Automate data collectionwhere possit®. This makes #asier to continually monitor
improvement and therefore develop your improvement project and inform the direction of
future improvement initiatives

End of section checklist

By now you should have:

> knowledge of the differenes between outcome, process and balancing measures, alongsi
guantitative and qualitative data and why you shourdludethem all

> ageneral idea of the measures you will use in your project
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the scope of your project, think about:

> Thefive key strategieg these arekey areas ofocusfor improvements in medication safety at
hospital discharge
> The clinical areg are you focusing on a particular physical location, conditiomedicatior?
> The qart of the discharge ndicinessystem you have decided to focus @@ 2 dzZQ@S | £ NBI R@
looked at the whole process but which part of the process is your problem mosttiikiedy
originating from? Starby deciding if it is withipreparing, communicating, transferring or
receiving

Generating ideas

Theseoolscanhelp you and the team come upith ideas foran area of focudor your projectand
start identifying potential improvementsRead through all the tools below and use those that you
think will be helpful.You may find that you come up with ideas for potential interventions at the
same time so make sure you keep a note of these, to come back to later in the guide.

Selfassessmat tool
A specificselfassessmenfor medication safety at hospital discharge leeen designed to help
project teams identify areas for potential improvement

Swimlane diagram

Aswimlane diagram is a more detailed process map, allowing you to focus on a specifictpart o
discharge medicines systeand understandhe roles of individualdJse youroles and
responsibilities matri{seeExercisé) to help youwith this tool.By working to nderstanding parts
of the discharge medicines system in more dethilscanhighlight potential areas for improvement.

Useful resource$
> Institute for Healthcare Improvemeéfit- Swimlane diagram
> Improving improvementtoolkit) ¢ University of Cambridge> Swimlane diagram

Other ways to generate ideas

> Use information from other QI tools in this guidgprocess mapinterviews (if usindkeBCR
> Brainstormg one resource is availabfeom East London NHS Foundation Trist

> Look at what your measures are telling you (Seetion 3.

> Create ariver diagram(seeExercisel0).

\\('jl, Tip: You may find that you are coming up with improvement ideas as you iden
W,

potential issues. This is greatake sure you keep a note of them as a team, to
NBEJAaAl wmddbty staét glataidigdpour improvement initiatives

-
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https://www.rcplondon.ac.uk/file/33411/download
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/AudioandVideo/Whiteboard12.aspx
http://www.iitoolkit.com/resources/tools.html#Swimlane_Diagram

Causeand-effect diagram &lso known as dishbone diagram)

2 KSy

82dz 1y26

g KA OK

LIN,Bhis to& Will el yr@tdlBvesiigd® the/ 3

reasons whyhe problem might be happeninig more detai] which can leado identifying potential

solutionsL F

@2dz KIS ARSYUGATASR YdzZ GALX S

causeand-effect diagram for each probleiend discuss these with your team

LINPOf SYa

Figure6: Example causand-effect diagramg potential reasons why warfarin may be commonly
omitted from discharge medication lists in an inpatient medical ward

Person(s) (eg people’s experience with a task,
wellbeing)

> Warfarin prescribing is not included in new
staff inductions

> Prescribers are often busy and stressed
when writing discharge prescriptions as
there isn’t much time allocated for them,
leading to increased likelihood of omitting

Organisation (eg local

organisational culture, workforce issues)

L

> The anticoagulation discharge
hasn’t been updated in 15 years, so no one
readsit

> Teamsdon't always communicate
prescribing recommendations with one
another (note: explore to find out why)

Tools & technology (eg availability, usability)

>  Anticoagulation charts are on paper and
separate from the main electronic drug
chart

> Raised INRs aren’t obvious on the
computer so can’t act as a reminder

> Discharge medicines are prescribed on a
different system, meaning warfarin could
be missed when transcribing

warfarin

\

A\

).

/

)

Why is warfarin
commonly omitted
from discharge
prescriptions?

Tasks (eg complexity, familiarity)

> It's easy to accidentally remove a warfarin
prescription from the electronic system

> Thereis no standard procedure for how
warfarin should be prescribed on discharge

> Prescribers have to wait for the INR result
for day of discharge before prescribing
warfarin, making it more likely warfarin
will be forgotten

Internal environment (eg lighting, workspace
design, noise)

> No defined location for anticoagulation
charts, which can make them hard to find

> Computers are located off the ward, so
anticoagulation charts aren’t available
when writing discharge medication lists

External environment (eg regional/
national/international issues, societal
expectations)

> COVID-19—wearing PPE can affect
fatigue and stress, resulting in increased

likelihood of eg forgetting to prescribe
warfarin

communication and increase likelihood of

The headings used Figure6 are taken from theSystems Engineering Initiative for Patient Safety

(SEIPR.0framework* Figure 6 portrays the problem in a simplified verssorit can be easily

visualisedo dzii

AlQa

AYLR NIy

G2 NBYSYOoSN]

K G

andtechnology, task, internal environmeandexternal environment) are interlinked.

Useful resources

> Cause and effectiagram(fishbone); resource from East London NHS Foundation Trust
> Cause and effect diagratemplate

Plan on a page

Now is the time to collatgour ideas andll (i K S

62 NJ

your project First you should definghe aim of your project.

Aim statement

& 2 dafdd&unieita/pfan far2

Your aim statements a specific statement abouthat you want the project to achiede L (G Q&

important thatyoumake it SMART (Specific, Measurable, Attainable, Realistic;ffeimed).*? Think
about what you want the outcome of your project to be and the processadved, ensuring these
& 2 dz@aeSectibnd}f S

FNBE GKAy3a

Useful resources

G2

Y S| &dzNB

> RCP Quality Improvement Htib Quality Improvement Tools > Setting a SMART question
Royal College d?hysicias
> Aimstatementsc NHS Lothiati
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https://www.rcplondon.ac.uk/file/33396/download

Define your aim statement

Exercise Define the scope of your projeby bringing together your ideas, previous QI too
9 andall theotherA Y T2 NXY' I G A 2y @& 2 dmG@datirg lydiuiraiéiNS R
statement

Driver diagram

Once you have an aim statement, you can start populating a driver diagtastdiagramwill be a
useful summary ofour whole project @lan on a pag® andwill also help when generating ideas for
potential interventions

tAa + gte& 2F @QAradadtte RSAONAROAY3I gKIG GKS GSFY @
project aim by looking at the relationship between the aim, the primary drivers (the thivags

directly contribute to achieving the aim), the secondary drivers (relevant components of the primary

drivers) and the specific improvement ideas for each secondary dfiver

Figure 7: Example driver diagram

Primary drivers Secondary drivers Interventions
Time required to " Automate referrals for
complete referrals eligible patients
Workforce
Defined roles and
responsibilities Ensure everyone has access
ta referral system, via
Aim electronic prescribing system

Manual vs. automatic

Increase eligible

patient referrals to
the Discharge A— Techneology
Medicines Service
{DMS) by 50%
within 6 menths

referral process

Add a checklist for DMS to
the medicines reconciliation

Record keeping section on the electrenic

drue chart

Give information leaflets to
all patients on admission

Advertising new service

to patients and staff
Education
& training

Hold education sessions for
=taff and patients

Staff training

=

Useful resource9
> QI toolkit: driver diagramg West of England Academic Health Science Netfvork
> Driver diagramg East London NHS Foundation Tfust
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Create your driver diagram

Qreate your own drivediagram usingFigure7 as an exampleYou can do this on the
computer or on a piece of paper but make sure you complete it as a téammay
find you can only fill in some parts at this point but you can add to the driveradiag
as your project develop&evisityour driverdiagram at the end afection4, to
populate your interventions.

Exercise
10

Mid-section checklist
By now, you should have:
> an agreed area of focusithin the discharge medicines system

> defined SMART project aim(s)
> dtarted to populate a driver diagram for your projegtith primary and secondary drivers
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Your interventions are the changes you will introducéryoto make improvementsTo get you

aldl NI SRX ¢ GeasBehwiitiitiiedziR KeR strategies for improving medication safety at
hospital dischargeé | f (i K 2 dzanfany ik alz@ldépta feW &f jiéde key strategi@eeAppendix

2 for further ideas and case studies.

You may already have ide for interventionsbut aim to usea few different onesn your project

The number of interventions you have will depend on your project aim and the resources available
to you butmake sure yoplan a few different interventions, even if they changeyaar project
progresses.

1. Implementing formal structured processes for medicines
reconciliation when patients are discharged from hospital

Medicines reconciliation (MR, also known as medication reconciliation) is the process of creating the
Y2aid | OOdzNY GS tAad LRaaAroftsS 2F || LISNE2YyQa YSRAOA
prescribed, with the aim of providing correct medies to patients at all transition poinf§MRcan

identify discrepancies anahitigate the risk of harm occurringp

DA aOKI NBHS aw Ay@2f@Sa dzaAy3a (GKS LI (A Sastakimy RNHzA K
before admission) and inpatient drug chart to creatiisaof medicines the patient should be taking

when they leave hospitati{scharge medication listThis includegnsuring any intentional

discrepancies are accounted for and any unintentional ones resolved, listing any new medicines,

ensuring appropriateness and safety and communicating this information effectively to patients and

OF NBNAB | YR (KSpradtet(sySy i Qa ySEG Ol NB

W written note, in language the patient and carer can understarabout diagnosis and
medication is vital both at discharge and for subsequent care; not everyone can access an
electronic version especially in an engemcy, egambulance crewx; RCP Patient and Carer
Networkmember

Discharge medication lists rely @tcurateMR processest allstagesof the hospital stayso
interventions to improveMR at any transition can improvmedication safety at the hospital
discharge transition.

Quccessful MR interventionsill typically®#°

> involve nultidisciplinary collaboration, includirigtensive pharmacy staff involvement

> target interventons to patients at highisk of medicatiorrelated harm

> involvethe patient andaddresscommunication between healthcare professionals and patients
> address communicatiobetween healthcare providersncluding the use of technology

Useful resourced0

> |deas and case studiesAppendix2

> Improving the quality of medicines reconciliatidrbest practice resource and toofKit
> WHO high 5s projeet medication reconciliatiott
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2. Partnering between patientand caregivers and healthcare
professionals at hospital discharge

Partnering between patients, families, ces@and healthcare professionalsessentialfor improving
medication safetyenabling agreemenbn medicationtreatment plansand ensuing medicines can
be managed safelgnd patients havaccuratemedication liss.!

Uf the patientrequires,is there someone who can monitor and help with medicatiih
¢ RCP Patient and Candetworkmember

Changes to medicines in hospital can lead to patients experiencing disruption to knowledge, routine
and capability, which can affect halvey manage theimedicines®? Not everyone igprovided with

the necessary information about their medicines when leaving hospital, including what the medicine
is for, how to take it an@xplanations of the side effegtéand acommon request aftedischarge

from hospitalis for medicationeducation or informatior*

Useful resourced 1
> |deas and case studiesAppendix2
> Using patient experiender improvemen{toolkit) ¢ Point of Care Foundatiéh

3. Prioritising patients at highrisk of medicationrrelated harm
around the hospital discharge transition

It isimportant thatwhere necessaryou prioritise those at highisk of medicatiorrelated harm for
medicines reconciliation or enhanced support, such as-fisstharge caré Qinical judgement is
required when identifyinguch patientsdut local aganisations can helfior exampleby developing
referral criteria forservicessuch as the NHS Discharge Medicines Sefs@A\ppendix?), taking
into account the needs of thiecal populatiors.>®

Thoseconsidered most vulnerable during transitions from hospital to primary care are older and frail
patients and patients with mujpie conditionsandon multiple medicines’ Medicine classes most
commonly reported with adverse drug ews posthospital discharge are cardiovascular, analgesic,
antibiotic and antidiabetic mediciné$ Do you know which medicines are associated with the most
harm when @tientsare discharged from your organisatiotihot, finding o could help you

understand your discharge medicines system better {8t else can help you to understand the

system?.

Also onsider dhers who would benefit from greater suppast changesd the way things are
usually done, such akose with hearing or visu&hpairments thosewho have trouble
remembering lots of informatioyor those who experienca language barrier

Evidence shows thatseful interventions to promote successful carartsitionsfor older people

typically.

> bridge the care transitioffie start during hospital admission arate continued postdischarge)
as they are more likely to support successful transitions and reduce adverse outcomes, including
reducing hospital readmissiots

> havemultiple components, as they are significantly more effective than single components, with
sustaned effects®

> useselfmanagement coaching or educatiéh
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Useful resourced 2

> Ideas and case studiesAppendix2

> NHS Discharge Medicines Serviamlkit for pharmacy staff inocnmunity, primary and
secondary caré’

4. Implementing collaborative medicines optimisation at hospital
discharge

Medicinesoptimisation is a persogentred approach to safe and effective medicines use, to ensure
patientsobtain the best possible outcomes from their medicinesedicinesoptimisationrequires
input from many members of the teamso inteprofessional collaboration is essentiahdA (i Q &

AYLRNIFYy(G GKFG SOSNR2ySQa OASsa YR LISNRLISOGAD

Pharmacy professionals are experts in using medicines and should be inmitv/dte discharge
medicinessystemdepends omrmany moreindividualswith diverse roles (se€he tean).

Useful resourced 3

> |deas and case studiesAppendix2

> Roles and responsibilities mattemplate

> Modern ward roundg good practice for multidisciplinary inpatient reviéw
> ASHPAPhA medication management in caransitions best practicés

W is important to raise questions about medicines with the patient before discharge, such as
where they will store their medicines and if they have a list of current medication that is updated
and keptto hand at all time? | find these sorts of more personal questions are also great at
uncovering wider issues for their understanding of medicines, including how and when they should
take themx; RCP Patient and Carer Netwonkmber

5. Improving the qualityand availability of medicatioarelated
information at hospital discharge

Improving the quality and availability of informationfaispital dischargés another key aspect of
improving medication safetyAn Englanevide audit, looking at the quality of information provided
on discharge summaries, found that od§% of newly started medicing39% of dose changesd
57% of stopped medicines hospitalhad a reason documente

Where is nothing worse than exiting a hospital with a bulging bag of medicines, each with their
own mini label of instructions, but no overall guide RCP Patient and Carer Netwankmber

Improvingthe quality ofdischarge summagscanreducemedication erroréandyoushould be able

to sharecomplete and accurate information about mediciregtweenpatients, carers and
healthcareproviders allowingthemto receive, document and act upon the informatigrExamples

of ways to do this include use of patielméld medication records, information technology systems to
facilitate reconciliation processes and electronic health recérds

While the move to electronic records is in maways an improvement, the lack of records
available for family members and patients created extra stress for us. There were times when my
Dad took the odd extra tablet because of tiisRCP Patient and Carer Netwonkmber.

Many hospitals use papdrased systems for prescribing and recording medicines administration
but, even as many hospitals are moving towards electreptems]ocal processes should be robust
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https://www.rcplondon.ac.uk/file/33406/download

enough to ensure quality information is always provided atpitas discharge, even when electronic
systems are unavailable.

Medication changes should always be explicitly stated on the discharge summary. Equally if no
changes are made, it is good practice to state this, to avoid confusion and help identify any
unintended changes. You may fitfds is a good opportunity to review the content and layout of
your discharge summaries.

Useful resourced 4

> |deas and case studiesAppendix2

> Improving discharge summarigsearningresource; Royal College of Physicians

> Keeping patients safe when they transfer between care providgesting the medicines right
¢ Royal Pharmaceutical Sociéty

> EDisbarge summary standard v2¢IProfessionaRecord Standards Body

Gatherpotential interventions

As a team, scussall potential interventionsand add these to your driver diagran
'aS GKS (22t a ¢SQ0dS briogteg&heRiess idydur T I NJ
discussion.

Exercise
11

Impact matrix

This isa tool to help you decide which interventions to focus on, by comparing the effort required to
implementthe intervention with the predicted impact of the interventiGhEach potential

intervention is plotted on a matrix, comparing effort required and predicted impacti@®eelate),
helpingyou andthe team to decide which interventions to implement.

Complete an impact matrix

Plot all your potential interventionson an impact matriXuse ourtemplate here). If
it gets quite crowded, gu mayfind it easierto assign each intervention a number
which youcanplot on the gridinstead.

Exercig
12

When decidéhg which interventions to implement first, focus on just two or three to begin with. You
can add more later but having too many at any one time might make the project too complex and
make it harder to identify which ones are leading to improvements.

Exercig Decideinterventions
13 l'a | GSIYZ RSOARS gKAOK AYyUSNIBSyl(A:
matrix and your drivediagram to help

Forcefield analysis

b2¢g @2dz (Y26 OKAOK AYUGSNBSylGA2ya @2dzQNB 3F2Ay 3 (2
successful as possible. Using a forcefield analysis can help you to do this by ideatitgirsgthat

will work for (driving forces) and against (restraining forcagroposed chang®

By identifying these forcegpucan look to reinforce driving forces and reduce restraining fot¢es
which will help you to understand how to make your interventions more successful.
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Useful resourced 5
> Forcefield analysisg West of England Academic Health Science Netf#ork

Reviewi KS LINRP 2SO0 &2 7Tl NX

> b2¢g &2dz (Y26 &2dz2NJ AYGSNBSyGAz2yas &:
measure to show improvemenReturnto your measurement plan froraxercise §
making sure your measures agentinuous, able to be measured and relevamt

Exercise your aim
14

This is also a good opportunity teview and adapt your

> driver diagramg do your interventions addressK S LIN2 o f SY & 2 dz

> stakeholders; do you have the right people involved?

> methodsusedto engage stakeholdersare you sharing the right information in
the best way?

End of section checklist

By now you should:

> know which interventiongou are going tamplement

> have reviewed and optimised your driver diagram, project stakeholders akelsolder
engagement plan

> have @mpleted versios of all QI tools from this guide that are relevant to your project

> have a completed measurement plan
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PDSA cycles

PlargDocStudycAct (PDSA) cyclese a usefulmethod for testing and adaptingour interventions
They enable you tetart on a small scalesedngif the interventionswork andif any changeare
neededbefore implementing on a larger scalgure8 showshow they fit into the Model for
Improvement but PDSA cycles can be used with many other QI approaches

> Plan What will happen iffoutest doing something different? Think about what you predict will
KFELIISY>S K2¢g &2dzQff (Sad GKS RYyGSNBSyGAz2y FyR K

> Do Try out the intervention. Document any problems and observations and collecttata

> Study. Did what happened fit whatou expected? Analysgourdata and summarise what
@2dzQ@SB £ S Ny i

> ActBasedonwhayouQ @S f S Ny G2 6KIG O02YS&a ogwhaideKds®KAY | | ¢
be changed? & youready to test on a broader scafg?

Figure 8: Model fotmprovement and PDSA cyckés

a2RSf F2NJ LY

Testing interventions on a larger scale

As you learn morabout your interventions, you will develop new PDSA cyarhelest your
interventions on larger scal€Bigure9). Make sure to keep a record of what hapge each stage
of the cycle, including what you learnt and why changese made.
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Figure 9: PDSA cycle evolution for one interventitn

Changes that  egnumber of patients being discharged
result in without diluents and flushes is reduced
dh improvement by 75% over 6 months

Cycle 4: Expand to all prescribers on all wandsea

Cycle 3: Test with all prescribers on three war

Cycle 2: Make slight changes based on learning and test out with ten do

Hunches qv

Theories

Ideas Cycle 1: Test out with two doctors on the acute medical u

egcreate a new electronic process for prescribing intravenous antimicrobials on discharge, to avoid
omission ofessential diluents and flushes

Figure9 shows an example of how PDSA cycles can evmlvevith your multiple interventions

@2dQf f S@Syiddza ffe SyR dzL) FEourélR Make urs yoKidgyeRyour K | . f 2 2
interventions, rather than starting them all at once, otherwise it will be hard to identifich ones

are responsible for changes in your measurements.

Figurel0: PDSA cycle evolution for multiple interventioffs

Intervention 1 Intervention 2 Intervention 3 Intervention 4

Usefulresourcesl6
> Plan, Do, Study, Act (PDSA) cycles and the model for improvenNiis England and NHS
Improvement®

This may look daunting at first but remember, you are in control of the timeline of your project,
including when tantroduce new PDSA cycles. Start with one PDSA cycle and subsequent cycles will
naturally follow, depending on what you discover along the way.

Start PDSA cycles
Exercise Draw out a PDSA cycle for your first intervention and populate the Plan
15 section. Fill in the Dd&tudyand Act sections as your project progresses.

Repeat this for each intervention and remember to keep a note of what yo
learn from each PDSA cycle and your decisions.
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this being maintainedby planning how the intervention will be sustained in the ldagn.

Qustaining improvement

Sustainability is when a change becomes normal praéti8eme points to consider when planning
your project, b help ensure sustainability

Whatisthe hook? Consider why this project is importanhat it addsand whoit helps.

Highlight the positives anfhcus on benefits to patients and staff

Publicise your work, making sure people know the important points and how they can help
Align the project to organisational (or national) priorities where possible

Automate data collection where possible and sh#re results

Continually seek feedback frostakeholderd Y R NBE BA S g K2 ¢ &edzQNBE Sy 3l I A
As your project grows, you may need more or different peoplesure you have the right people
on boardby @ntinually reviewing who is involved your project

Recruit people to champion the interventions in local araad at senior management level
Make the interventions as simple as possible for those involved and try to ethbetdinto
routine practice

> ldentify and manage barriers to implemexion and sustainability

V V.V V V VYV

vV VvV

. 2dzQf £ |t #&e2m pjas Brvheh yotirReyvénhtionsare ready to become normal practice.
Consider the following when discussing this with your team:

What will the next phase of the project look like?

Will someone elstake over the project and develop new interventions?

What measures are you going to use for continuous tracking of your interventions?
Who will be responsible for collecting and analysing data?

Where will the data from these measures be reported?

Howwill any issues be escalateghd to whq when needed?

V V.V V VYV

Useful resourced7

> Ensuring success and sustainability of a quality improvement p(jmecabal article®®

> Thespread andsustainability of QI imealthcarec East London NHS Foundation TtUst

> ABC ofjuality improvement in @althcaré®¢d SS OKIF LJGSNJ 2y WO9YOSF
az2zfdzixzyQ

Continue to have regular project team meetings, reviewing datasafagpting your project where
needed and enjoy making a difference in your local areas, for your colleagues and for your patients.

2 NAOGAY 3 dzLd €2 dzNJ LINR 2SO

Find out how your organisation prefers to write @bprojects and ensure the project team are

familiaNJ 6 A G K ¢ KI 61Q& NBIdZANBR Ay GKS SIFNie adlr3sSa 27
parts you may have missed. An example of a useful temfdai®l projectsis theRevised Standards

for Quality Improvement Reporting Excellence (SQUIRE®2.0)

End of section checklist

By now you should:

> know howyou are going tamplement your interventions

> know how to use PDSA cycles to test and adapt your interventions
> have plans in place to ensure sustainability of yioysrovement project
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Jennifer Flatman, RCP medicines safety clinical fellow led on this guide with support from the project
task and finish grouppilot sites and other contributors

Special thanks to Dr John Dean, Dr Andrew GibsdrLynda Robinson for theixpertise and

guidance Thanks o to members of the Medicine Safety Joint Working Group and the RCP Patient
and Carer Network who have supported this work from the beginrdloggside the many others

who have offered advice and comments on early drafts.

Task and finish group

Rebecca Harrison, RCP Patient and Carer Network member

Professor Ray Jones, R&Rient and Carer Network member

David Preeceseniorpharmacist(medicines information)

Cuthbert Regan, RCP Patient and Carer Network member

Dr Andrew Scourfielatonsultant inclinical pharmacology and general internagdicine,
University College London Hospital

Dr Rachel Ann Spengessociateprofessor,Unit of Academic Primary Care, Warwick Medical
SchoolUniversity of Warwick

Gemma Wareinghief pharmaceuticab¥ ¥ A @irSchllieliow 19/21

Dr Katharine Weetmangsearchfellow, University of Warwick

Pilot sites

Glan Clwyd HospitaBetsi Cadwaladr University Health Board

Gloucestershire Hospitals NHS Foundation Trust

Great Ormond Street Hospital for Children

Ddz2Qa IyR {0 ¢K2YIFaQ bl { C2dzyRI GA2Yy ¢ NXzA{
Leeds Teaching Hospitals NHS Trust

SheffieldTeaching Hospitals NHS Foundation Trust

University College London Hospitals NHS Foundation Trust

Other contributors
Focus group attendees
Thames Valley Higher Specialty Training Trainee Physician Committee
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Quantitative measures

~
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Summary

Percentagef
patientsreceiving
medicines
reconciliation (MR)
ata care
transition"3?

Percentage of
patients with at
least one
outstanding
unintentional

discrepancy on the

discharge
medication list

Proportionof
discharge
summaries with
complete
medication
information fields

Mean time taken
to process
discharge
medication lists

Mean time
between being
readyfor discharge
and authorisation
of discharge
medication

How to measure

Number of eligible patients
receiving MR

Number of eligible patients
admitted

x100

Number ofpatients in sample
with at least one outstanding
unintentional discrepancy

Number of patients in sample

x100

Number of discharge summarie
with appropriately completed
medication information fields

Total number of discharge
summaries

x100

Time taken (in hours) for all
discharge medication lists

Total rumber of discharge
medication lists

Total time taken for all patients

Number of patients

\Y

Useful information

Measure atany careransition g€gadmission,
dischargé as heycanall provide insight into
how wdl prepared you arefor discharge
Higibility for MR depends on local guidelines
This data may already be availat#gfrom
quality indicatorghat focus onMR at
admission taan acute care setting and at the
GP surgery after hospital dischatge

Unintentional discrepanciesanincludeerrors
of omission, commission and descripttén
DSTAYS (K2a$S K,€legomie (
medicines or instructions, wrong dose, wrong
drug

A random sample of at least 30 patients is
suggested

May require extensiveresources to measure

Approfriate completionshould becompared

to Professional Record Standards Body
standard§'oré 2 dzZNJ 2 NHI yAal
standards

Requires an independent review and may be
resource intensive

You caradapt this measure faother types of
informationand it can be used as a process ¢
a balancing measure

Specify the start and end points of the proces
& 2 dzQNB Ye§from dmiéling @ leaving
the pharmacy dispensary

Many pharmacies willlreadycollect this data,
either electronically or through audits

Define ime assessed asadyfor dischargeg
this couldbe the time verbal consensus was
obtained on the ward round alocumentedin
the medical noteg but your approach must be
consistent

Many electronic systems will record the time
that discharge medicationslis and summaries
are authorised and either can be used as yot
end point
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Summary How to measure
Proportion of Number of discharge medicatior >
discharge listsdispensed in pharmacy aftel
medication lists a certain time

sent to pharmacy
for screening
and/or dispensing

Total number of discharge
medication listgdispensed in
pharmacyat any time of the day

after a certain time >
in the day

x100
Proportion of Number of patients with at least >
patients with at one error in discharge medicine:
least one error in bag

the discharge

medicines bag Number of patientsncluded

x100

Hospitalwide measures

Useful information

When a large proportion of discharge
medication lists are processed in pharmacy
later in the daygegafter 4pm,when there are
usually less staff available, tidanlead to
increased pressure on pharmacy serviaed
knockzy SFFSOdGa 2y LI G,
Use pharmacy tracking system détehere
available)

Youwill need to compile a list of the errors to
include in data collectioregwrong drug,
wrong/no instructions, wrong quantity, wrong
patient

These measures may be most useful as balancing measures and you will need helyaining this

data. Speak to yaunformatics teams to work out the best measures for your project.

Useful information

Summary How to measure
Proportion of Number of readmissions for >
medicationrelated medicationrelated reasons
readmissions after Number of all admissions

X days of 100 >
dischargé’® X

Proportion of Number of visits to ED/hospital >
emergeng admissions for medication
department (ED) related reasons

visits or hospital
admissions for
medicationrelated
problems? x100

Number of all visits to
ED/hosjital admissions

Length of patient  This data will already be routinel’ >
stay collected byyour organisation.
Speak to your informatics team
(or equivalent)

Number of This datawill already be routinely >
discharge delays collected by your organisation.
and reasons Speak to your informatics team

(or equivalent)

Use specific IGIDO codegdiscuss with clinical
coders)to identify those admitted for
medicationrelated reasons

L 2dQff ySSR G2 adlyRr
readmissiorbut a commordefinition is 30
days since previous admissfén

There are specific codesgICD10 or
Emergency Care Data Sgaliscuss with clinical
coders) to identify those attending for
medicationrelated reasons

Any changes to the discharge process may
influence the amount of time patients spend i
hospital so you may find this useful as
balancing measure

Any changes to the discharge process may
influence the time taken for patients to be
discharged sogu may find this useful to
include as a balancing measure
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Qualitative data

Data source Comments

Patient and/or Find out which surveys are routinely undertaken in your organisation and whett
staff satisfaction theyinclude any medicationelated questions

surveys$®

NHS Patient ¢CKS DblaA2yFf LYyLIGASY(dH {dzNBSe AyOf dz
Survey¥’ medicationrelated question results for your Trust. Results published annually bt

questions may change between years so may not be comparable

Medication Most organisations have incident reporting systems which can be used to revie'

incident reports medication incidents that have been reported. Speak to your loealication safety
officer or patient safety team. Focus on recurring themes or potentially harmful
incidents, rather than numbers of reports, as reporting rates will vary

Morbidity and These can be accessed through your local governance or patient safety teams
mortality reviews!

c2 NPy SNDa

Patient or family =~ These can be accessed through your local governance or patient safety teams
complaints

Other feedback Your organisation mayave informal channels of gathering information from

mechanisms primary care colleaguegdfeedback from GRY pharmacists and care home staff)
on medication issues on discharge. Speak to colleagues to see if this informatic
available
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OF&aS &aiddzRASa
1. Implementing formal structured processes for medicines

reconciliation when patients are discharged from hospital

Medicines reconciliation reminder3

Discharge Gastrointestinal surgery ward intaachinghospital in Scotland
location

Aim To improve the quality and safety of discharge communications produced by
junior doctors

Changes Introduction of a green sticker on thmedicines recondation section d the

made paper drug chartrequiringcompleton by a junior doctor at point of discharg®

confirm that the junior doctor has

> NBOASHSR (GKS LI GASyGQa fAad 2F I|F
reconcile the contents of the discharge prescription

> f SINIT & O02YYdzyAOFGSR ye OKIy3aSa
GP in the discharge document

> discussed the coents of the discharge prescription with the patient

Results Discharge prescription accuracy increased from 45% to 96% on pilot ward

Multi -intervention strategy to improve medicines reconciliatioh

Discharge Acuteteaching hospital in England
location

Aim To improve theprovision of information and documentation of medication lists

MIEYERIONEY >  Interprofessional training sessions on medicines reconciliation, including
junior doctor champions to help deliver training

> Changinglectronic prescribing systenolours to distinguish between
reconciled and unreconciled medication lists

> Introduction oftemplates for medicationrelated information on discharge
summaries, calesigned with patient representatives, includinddétion of a
specificthformation for patientsection, to include relevant counselling
points specific to their medicinemd sgnpasting to hospital medicines
information helpline

Adecrease in unreconciled mediesandan increase ipharmacist involvement
in dischargemedicinegeconciliationwas seen, alongside improvements in the
number of medicines prescribed in error @mitted from the discharge
prescription
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2. Partnering between patients, caregivers and healthcare
professionals at hospital discharge

Promoting patient and carer involvement
Enabing patients to play a proactive role in creating safer medicines optimisation and come up with
their own strategiess important wherredudngthe risk of medication errors occurririg

Postdischarge support

> Arrange telephone followp appointments for certain patient groups®®

> Organise medication reviews pedischarget’*"®

> Ensure patients are supported withsks (eg picking up medication) by utilising local voluntary
organisations’®

> Signpost to the hospitanedicines information helpline on the discharge sumniary

Supporting patients discharged from acuteental health settings

The transition from mental health inpatient settings to community care is a particularly
vulnerable time for patients and involves multiple professionals and agencies. The SAFEF
intervention is a modified version of the NHS layement SAFER patient flow bundle, adapt
for mental health settings. Developed by researchers within the NIHR Greater Mancheste
Patient Safety Translational Research Ceritigurell summarises the SAFERPIus discharge
pathway.

A SAFERPIus approach would include:
> aprocess in which pharmacy is notified 48 hours before expected discrargeing¥ d 2
take-2 dzii Q in€sSdRoEp@paredandhelping to prevent discharge delays

> Patient written discharge plans are completedtwa healthcare professional of the
LI GASYy (G Qa OK?2 A Ofentie@apgradetitdalistharge plandting. X1 ylén
should contain information about mental health and rovental health medication whicis
written in plain EnglishegW¥ hy am | taking this medicatiorifow much must | take? How
do | take this medication?

> Discharge summaries sent to primary care contain appropriate detail in plain landgaage
example whether amonitored dosingsystem is filled by patient, family or phraacy, and
where further supplies of medication may be obtained hospital pharmacy, for
clozapine, depot clinig rather than the G

Source: NIHR Greater Manchester Patient Safety Translational Research Centre. Further
information on this project cabe found at
www.patientsafety.manchester.ac.uk/research/themes/satare/
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Figure 11: SAFERus discharge pathway infographic

Safer plus

>Discharge criteria >Discharge criteria >Multi-agency >Appropriate housing ~ >High quality primary
agreed reviewed discharge team confirmed care discharge summary
>Patient written >Patient written meets >Pharmacists prepare sent to distribution list
discharge plan discharge plan >Senior review medication to-take- >Patient written discharge
>Social information >Discharge day set home plan taken home
capture >MDT meets (to discuss
any patient on ward
for 7 days +)

m

Source: NIHR Greater Manchester Patient Safety Translational Research Centre. Further information
can be found atvww.patientsafety.manchester.ac.uk/research/themes/satare/

Utilising medicationrelated tools

> Produce checklists for patients and/or carers to help ensure they Havecgaired medication
related information before leaving hospital

> Encourage patients and carers to prepare their own lists of questions to obtain answers that
would support their medicines use practices after leaving hospital

Medicines, side effects and reporting a Yellow Card

On discharge, it is good practice to discuss what medicines the patient needs to take, why
how they need to take them, as well as discussing potential side effects or interactions. Y
should encourag your patients to read the patient information leaflet to better familiarise
themselves with their medication, as well as pointing out that they can alsoegift any
suspected side effects they experience to the Yellow Card scheme.

Yellow Card repds of suspected side effects received from patients and healthcare
professionals helps the Medicines and Healthcare products Regulatory Agency (MHRA) n
the safe use of medicines to protect public health and lead to improvements in medicatior
safety.Every report is important and can help prevent future harm to others. Yellow Cards
used to identify new side effects or problems and gain more information about known side
effects from medicines in clinical practice, such as warnings given to peépig ta giving
them or changing how a medicine can be used.

Reporting suspected side effects is easy usingrélow Card websitéor the free Yellow Card
app, available in theApple App Storer Google Play Store

Parents and carers are also able to report side effects on behalf of someone they are cari
For anyone who does not have online access to report a suspected side effect to the Yell
Card scheme, they can call 0800 731 6789w, Monday to Friday between 9am and 5pm.
You can leave a message outside of these hours and one of the MHRA team will get bacl
you.

Source: Medicines and Healthcare products Regulatory Agency (MHRA)
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3. Prioritising patients at highrisk of medicationrelated harm

around the hospital discharge transition

Specific patient or medication groups

When defining the scope of your project, you may want to focus on specific patient, condition or
medication groups. For example Improving the Safetgnd Continuity Of Medicines
management at Transitions of care (ISCOMAdYyramme focuses on improving medicines use at
the interface between hospital and community for patients with heart failtfre

Discharge medicineommunity reviews

Community pharmacy is becoming increasingly involved ingigsharge medicines support for
patients, enabling them to helsolvemedicationrelated problems* Whenpatients are
discharged from hospital, they ©de referred to their community pharmacy for a medicines
review. In Wales this is called the Discharge Medicines RE\aew in England, the NHS
Discharge Medicines ServiteAs part oNHS O 2 i f I y R&véry Fah, f simil& hospital
discharge and medicines reconciliation service will be establihed

The NHS Discharge Medicines Seffigas launched in Febary 2021 across England. It is an
essential community pharmacy service and all patients referred into it will be offered a medir
reconciliation, review and consultation with a community pharmacist.

> NHS Discharge Medicines Service Toblkit

Your organisation may already have processes in place to refer patients to these dewvites
not, you could consider thighen planning your interventions.

4. Implementing collaborative medicines optimisation at hospital

discharge

Optimising multidisciplinary roles

> Create roles to enable staff to focus on single wéfds

> Include pharmacy staff in the multidisciplinary team carrying outlistharge community
assessments to improve medication use in the comity./®

> Creat multidisciplinary clinics where patients are seen soon after discharge for review, including
medication. This enablegheteam to identify medicatiofrelated errors postlischarge and see
a reduction in 3alay readmis®n rates®!

Educationand training

> Set up mterprofessional training to improve medicines optimisation at discharge. Topics can
include assembling discharge medicines, writing discharge prescriptions, interviewing patients
about medicationrelated support required at homeetc.

> Qeate decklists for discharge medicine taskgassembling discharge meities®?

Utilising discharge lounges

If you have a discharge lounge, can you optintise becomean integral part of thedischarge
process, including providing pharmacy resources,fanilitatingsmoother transition between
healthcare providers
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5. Improving the quality and availability of medicationelated

information at hospitaldischarge

Improving discharge summaries and medication lists

> Providing education and feedback to improve the quality of discharge documentation
> UsingQlto review and improve how clinical letters are writt&h

> Involving patients in discharge communicatitn

Standardising information through letter template’§

Discharge Emergency department in an NHS hospital trust
location

Aim Develop effectivdhandover communication between a frailty team and primary
care colleagues, where patients are assessed and discharged from the emer.
department

MICIYENRISY Creation of a letter template for primary care, focusing on the key themes in ¢
geriatrics asessmentincluding medicationWhen patients were seen by a frailt
doctor, a letter was created according to the template and sent to the GP, alo
with a copy of the questionnaire

Measures Dt 4aQ aldAa¥FlrOiAz2y o6AdK ( kdBackwasireéc&vid
via questionnaire and verbal discussion

Patient portals
I LI GASYGd LENIFE AydSaINI G§SR 6 A dngpateds e@ranlai G 1 £ Q&
access to their healthcare informaticdh

Discharge medication tools

Tools such as checklists and forms are useful for improving transitions gffoaexample:
> templatesegto standardse content of discharge summaries

> checkliststo help ensure all parts of a task are completegdischarge summarsections

Care home residents

When residents are transferred between care homes and hospital, the Red Bag scheme can help

provide safe anefficient transfer of caré’ A dedicated red bag will include information necessary

F2N) OKS LI G0ASYy(dQa K2 zatdiisgionimediciRedndaviieh they are rkady(d dzR A y 3
be discharged from hospital, usefidcumentssuch as the discharge summary are put into the red

bag so they can be found easily

> Red Bag guidange

Patient-held information

Message in a bottle a scheme which encourages people to keep attasgate list of their
medicines in an easy to find locatide {he fridge) when they are at home, in case needed in an
emergency®
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