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Examples of Improvements — the edited highlights!

Addition of macros to Basic Consult to enable GPs to press a button
saying: “medicines reconciliation” or “changes to meds discussed with
patient” rather than having to type the information in individually.

Enhance communication between surgery and local pharmacies. Local
pharmacist came along to PLT to discuss their role. This was extremely
helpful for all staff and for pharmacist too and has certainly improved

communication both ways.

Our IT Manager designed and produced a “Discharge Coding Guideline”
for VISION. All clinical and admin staff now confident that correct codes
being recorded correctly by everyone. Has facilitated better data for
supported discharge work.
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Successes and Challenges

Compliance consistently high — above 80% since June 2014

Evidence that processes are reliable and embedded within everyday practice
Difficult to identify how to improve compliance further

IDL issues exist out with the influence of General Practice

Primary / Secondary Care Interface Group in development
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Failure Modes and Effects Analysis
(FMEA) and improvement tools in

medicines management
NHS Lothian

Carolyn Swift
Service Improvement Manager
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I’'ve been asked to discuss...

e \What is FMEA
e How we did it
e \What we did with it
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First Steps

TEAM
Executive Lead
Consultant
ST5

Pharmacist
Medical Nurse Practitioner
Patient Services Manager

FYs x 5 as placement allowed
Clinical Governance
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What is FMEA?

A structured approach to:

e I|dentify the ways in which a process can fail

e Estimate risk associated with specific causes

e Prioritise the actions that should be taken to reduce risk
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dentify the ways in which a

rgoesﬁ\ fail \

5 Failure Mode: Each patient’s medicines at the point of
/ discharge are not complete and accurate on the IDL Occ [Det [Sev |RPN
Risks associated with TRAK \
2.1 1. EDDs and DDs inaccurate 2. Not able to say who prescribed 3. \
Drop down meds lists increase risk of errors \ 7|l 7] 8| 392
2/2 Doctors not fully and accurately transcribing to the IDL from the Kard \ 4 5] 6] 120
! 3 Doctors not providing explanations for medicines changes during \

i admission 5[ 6] 5] 150
2.4 Doctors not knowing how to fill in form, or its importance 6] 6] 6] 216
2\5 Doctors not knowing what information GPs require and / or don't

' provide it 4] 5] 6] 120
2\ Diagnosis is often not written in the notes so unable to put on the /

: IDI . notes aenerallv vaaue A 71 7] 7] 343
5 7\ Unclear on what is necessary on IDL e.g. how much detail re /

: : AsEt 4] 5| 6] 120

investigations
2.8 Patients do not review the Kardex prior to transcription to thyé 7| 4 5| 140
2.9 ischarge drugs late because they have to wait for result;/ 3] 3 7 63
Total™. P 1664
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Estimate risk associated with
specific causes 7\

5 Failure Mode: Each patient’s medicines at the point of / \{R
discharge are not complete and accurate on the IDL /Occ Det [Sev RPN
Risks associated with TRAK [
2.1 1. EDDs and DDs inaccurate 2. Not able to say who prescribed 3.
Drop down meds lists increase risk of errors 7] 7] 8] 1392
2.2 Doctors not fully and accurately transcribing to the IDL from the Kard 4 5 6] 1120
2.3 Doctors not providing explanations for medicines changes during
i admission 5[ 6] 5] @50
2.4 Doctors not knowing how to fill in form, or its importance 6] 6] 6] R16
2.5 Doctors not knowing what information GPs require and / or don't
: provide it 4] 5] 6] J120
2.6 Diagnosis is often not written in the notes so unable to put on the \ l
i IDI . notes aenerallv vaaue 71 71 7] [343
Unclear on what is necessary on IDL e.g. how much detail re
27 investiaations \ 4] 5] 6 / 120
2.8 : : : N \ [
: Patients do not review the Kardex prior to transcription to the IDL \ 7| 4 # 140
2.9 Discharge drugs late because they have to wait for results \ 3| 3] /7| 63
Total \v/ 1664
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A Risk Priority Number (RPN)
was calculated:
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Likelihood Likelihood of Severity of
of event detection harm
occurring
1 = not likely 1 = likely to detect 1 = not severe
10 = very likely 10 = not likely to detect 10 = very severe

The higher the RPN the higher the risk
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Prioritise the actions that should be
taken to reduce risk /\

5 Failure Mode: Each patient’s medicines at the point of y
discharge are not complete and accurate on the IDL Occ [Det [Sev |RPN
Risks associated with TRAK
2.1 1. EDDs and DDs inaccurate 2. Not able to say who prescribed 3.
Drop down meds lists increase risk of errors 70 7 ( 392)
2.2 Doctors not fully and accurately transcribing to the IDL from the Kard 4 5 120
Doctors not providing explanations for medicines changes during
2.3 o .
admission 5] 6 5| 150
2.4 Doctors not knowing how to fill in form, or its importance 6] 6 | 216
2.5 Doctors not knowing what information GPs require and / or don't
i provide it 4] 5 5| 120
Diagnosis is often not written in the notes so unable to put on the
2.6 ¥
IDI _notes aenerallv vaaue 7 7 343
Unclear on what is necessary on IDL e.g. how much detail re
2.7 ) L
investigations & 5 € 120
2.8 Patients do not review the Kardex prior to transcription to the IDL 7| 4 5 140
2.9 Discharge drugs late because they have to wait for results 3] 3 7}\ 63
Total 1664/
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Total Risk Priority Number (RPN)
as per Failure Modes and Effects Analysis (FMEA)

shows a 77% reduction in the risk that medicines will not be reconciled safely

Risk Priority Number (RPN)

4000

3500

3000

2500

2000

1500

1000

500

0

Meetings with patients from

THE
STORY

Structured Ward Round

Patients' Forum with sticker template

Min.imum datasets gnd Comments re changes Links to NHS Lothian's
requirements determined written on Kardex Medication Matters
with West Lothian Interface campaign to ensure

Group 2 sources and prompt on DL gt sustainablity
- Med Rec Form and posters common conartions
Role of FY's defined in doctors' roofn templates devised, and
used
TRAK team / clinicians )
SLWG incorporating TRAK Gold standard defined / Feedback to various groups
changes by other ward process map and meetings
based teams (RIE
improvements) o o o o 0
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kardex
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Results on Admission

Compliance with accurate reconciliation of medicines

on admission to one medical ward (Aug 2010 - Oct 2012)

Definition
1) Accuarte list (incl'
dose, frequency,
allergy)
2) 2 sources
documented
3) Comments re
changes
documented
4) Kardex matches
lists and what
patient is taking

o

O O O O
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Percent reconciled

Compliance with accurate reconciliation of medicines
on discharge from one medical ward (Oct 2010 - Oct 2012)

100 - A
%0 - Definition N\

80 - 1) Accurate list on \\O/U S}
IDL (incl' dose, .
New median
70 - frequency)
= 87%
50 2) Changes
| documented on IDL
50 - 3) IDL matches
admission meds
40 - and Kardex Baseline median
(extended)
= = 20%

20 - /)_O\n ____________________________

10 -
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To ensure
that
medicines
are
reconciled
safely and
accurately
on
admission
ta, and
discharge
from,
hospital,
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The Driver Diagram

MEDICINES RECONCILIATION IN NHS LOTHIAN

* Examples

PRIMARY DRIVERS

Patient involvemeant

1

Local communication

Accurate list of
medications on admission
with details from GP

Timely and accurate
information re meds,
diagnosis and
investigations to GF with
readily available
information on changes
during admission o
inform the IDL

Staff Education

available on intranet

SECONDARY DRIVERS

Involve patients to ensure processes are in linewith patient requirements
Consider information given to patients — Patient Information Leaflets

Patient / carer must be one source of information (and documented as referred ta)
Use of 'Green Bag' system for Patients Chwn Drugs to be encouraged

Develop methods of communication across the multidisciplinary team

E.g. Murses on Structured Ward Rounds

Patient at a Glance Boards displayed

Ensure communication at handover — between shifts including HAM

Ready access to infarmation on prescribing, dose adjustments, "how-to guides' e.g.
'Golden Rules of Prescribing, ¥Warfarin dose adjustments, Insulin documentation %

Define the role of the FY. D in relation to meds ¥

Use standardised NHS Lothian Medicines Reconciliation Form %

Define 'Gold Standard’ Operating procedure f Process Map on admission %

Ensure that 2 sources are used

Ensure thatthe ECS is printed and held with the Kardex — changes on admission can
be written on the ECS rather than transcribing to the Med' Rec' Form %

Regular medications review (e.g. with Structured Ward Round) must be in place

Write the reasons for all changes to medicines during admission an the Kardex %
Structured Ward Rounds - ward round template (sticker) as checklist of points to he
considered each day for senior medic review — document changes accordingly %
E.g. Write "Yours sincerely" and type name of last Dr to sign off the DL, in the main
hody of letter text as TRAK does nat have this function

Reliable and timely printing, delivering, faxing ar emailing of IDLs f FOLs

Define 'Gold Standard’ Operating procedure f Process Map on discharge W

Feed Datix reports (or assign as principal investigator) back to Consultants and at
Medical Meetings

Gather audit data and provide real-time feedback to clinical teams :are t
Develop local (and short) learning f teaching experience for medics on aspects of €mernx
prescribing L

Develop (or adapt pre-existing NHS Scotland) on-line e-learning package for
medicines reconciliation
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MEDICINES RECOMNCILIATION on Admission: to ensure that all medications are reconciled accurately from an
initial list of primary care medications, reflecting changes, to the in-patient Kardex

Picture available

Emergency Care Summary (ECS)
access is via TRAK for ECS on
intranet if TRAK is down)

ECS should be * ECS may not include recently prescribed
printed for all meds, analgesia etc
admissions * ECS may include meds no longer taken

* Verbal patient consent is essential

ECS printed (preferable)

!

Seek another source e.g. PODs /
Green Bag, patient, GP letter, rpt
Px, ASE document
Document sources used, or note
in ECS Med Rec Form boxes

Document sources used on ECS
and, for all meds, annotate

whether continued, withheld \

Patient, relative or
Carer must be asked \

05 ONe SOUrCe, as X
ECS not printed

appropriate

d }

Seek another TWO sources e.g.
PODs, patient, GP letter, rpt Px,
A&E document
Document sources used

Use UPR to transcribe initial list

from sources obtained and add
comments as to what has

/ changed from admission meds

of stopped

l.e. document changes

Match the initial lists from the

sources and transcribe on to _,,H”f

the Kardex

L

Date and sign the ECS ‘

Add meds as reguired e.g.

File completed ECS

Dalteparin (including risk Start all essential

assessment) and analgesia madications as
‘ soon as possible, a
complete list must

behind the kardex (not in
the notes)

Re-check that all meds have st tmddawtthli
been reconciled
24 hours

¥ Pl

1) By Pharmacist or Senior Doctor on post-take ward round
2) ©Oneachward round

Kardex must be reviewed:

v

= Ward round stickers ensure compliance and

= Ward round sticker must be completed
to demonstrate that this has been done,
with any comments re changes being
documented

® When FY writes the IDL he/she can
guarantee that a senior member of staff
has reviewed the meds

documentation of various activities

& They should be completed on post-take rounds, plus at
least once a week, and always on Fridays

* The best outcomes are delivered by starting the sticker
in the pre-round discussion with Consultants writing
alongside them

# Prior to starting a ward round the FY and Reg’ decide

responsibilities

Basic process
mapping for
med rec on

admission

s Healthcare
Q Improvement
w v Scotland
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Basic process mapping for med

Take the in- Select
patient ‘Order” on
Kardex (and TRAK to
all previous start to
Kardexes) to create IDL
inform the

oL

Refer to UPR,
case notes, and
admission
document e.g.
original sources

H-q_,__/

If medicines required more

be written after DL printed

¥

Some automatic text
changes e.g. mg changes 1o
milligrams, mane changes
to in the moming

Meds are added to IDL- go
through each med on the
Kardex and check off with

other documentation,
including Ward Round
stickers and specialist
reviews throughout
admission

Obvious meds not to put on
DL e.g. Dalteparin, some
prn drugs

urgently (EDD<24hrs) letter can ¢

If patient reguires follow-up
appointment give a copy of the
IDL to Consultant’s secretary

One IDL printed and

placed in ‘black box'

at nurses’ station —

INFORM pharmacist
or nurse

(.

I

On TRAK, following the check of
discharge meds with patient,
nurses “AUTHORISE™ the IDL

(sends IDL to GP electronically)

Check investigations
carried out & results

All hospital tests must
be checked by hospital
staff, not GPs

rec on discharge

MEDICINES RECONCILIATION on Discharge: to ensure that all medications and the reasons for changes made as an in-patient, diagnosis and investigations
are accurately communicated to GPs and primary care teams

Check that the
number of meds on
> Kardex is same as
IDL, accounting for
differences

S

As applicable, check fior:

# End of Life - see Palliative Care
Guidelines for anticipatory care
medications

* Antibiotic courses with
indication, start and stop dates

» IF on thrombo-prophylaxis
document indication, duration
of therapy and monitoring

J plans

Enter main diagnosis and other
significant diagnoses

Type in the text:
"Yours sincerely, your name
(last Dr to sign off the IDL)

In the field “Should you need
further information...” type the
Consultant’s name and ward

Go to the new EPR and select
New Clinical Note

4

Type of template selected e.g.
Emergency Care Note = E (may be
used in PAA); Inpatient Discharge

Summary (used here) = In

Click Tab

|

Letter can be written if meds
not required that day/next day
(EDD=24hrs)

® A Final Discharge Letter will
be written by Consultant or
Reg — this is an initial
summary, taken to GP by
patient / relative / Carer.

® Accurate meds are essential
at this point

® [t is likely to be read by the

patient
4

Enter changes to
meds in the ‘Changes

documentation and

Use “\IDL"space™”

Field" if any are found (e Uss the F§ Shartcut

in case note key for top 10 most

frequent diagnoses
add ALLERGIES

templates 'i_l\\f'
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and



SCOTTISH
PATIENT
SAFETY

Timeline of activity and delays

MeDICINES  in IDLs being

& PROGRAMME
¥« .
“ written, checked, to pharmac
V4 ) p y
and back to patients
Stage 1=timetowrite DL Stage 2 =|DL Pharmacy checks Stage 3 =time in pharmacy | Stage 4 =time meds onward I Numbersinea:hstage=hnur5am:|minutesI
Dayl Day 2
TIME
# 9.00 (10.00]11.00]12.00|13.00|14.00|15.00(16.00(17.00]18.00| 19.00| 20.00|21.00|22.00(23.00(24.00) 1.00 | 2.00 | 3.00 | 400 | 5.00 | 6.00 | 7.00 | 8.00 | 9.00 |10.00|11.00(12.00(13.00|14.00] 15.00| 16.00| 17.00| 128.00
< Sam| | or day before morning pre-booked transport
IDEAL
| Discharge Lounge |
1 | 1hos | [o] | 4.54
FY - Very difficult to match up ECS with palliative team plan and kardex; Overnight due to discharge being delayed by a day. Time of meds on ward not recorded.
. [z= Tao] noe]
MNo |DL changes needed but pharmacy had to open late to complete. Time of meds on ward not recorded.
R | 2z |as] | 1n2g |
I1DL too late in day to be done the same day [pm ambulance). Discharge Lounge
. [ 1nas [zs| | 1nas |
Required amendments to Px including controlled drug regulations and restarting meds =o took longer; |DL too |ate in day be done in Pharmacy; Discharge Lounge
- B 17ha5 [ ] 2he1
Errors on first Px sorted next day when Dr.available; Discharge Lounge
. [2s] [ag] Sh22 [ 1
Pharmacy evening porter
. [ 1has | [35] [1n1e]
! Interruption towriting |DL for medical team meeting; Pharmacist not contacted for 1h45. Time of meds on ward not recorded.
5 |so] [aofz3] | |
Pharmacist not contacted - was attending ward anyway. Pharmacy then stayed open |late and pharmacy evening porter delivered.
IECH I [
# Started 16.00 Friday, checked and completed in pharmacy Saturday.
1o L35[1s[ | 1h [8]
Already completed the day before [but unaware at the time) and dispensed over weekend. - it needed minor changes and stopped 2 meds - redispensed for changes to formulations [Fx meds instead of liquid for FEG)
| a5 | [ 2h32 [ [
1 Too |ate in day for pharmacy to complete so done next day and checked in pharmacy.
12 | 1h35 [20]
FY¥ - Interrupted by lunchtime handover / update. Nil meds supplied - all meds at home
13 2h35 | 35| [1nos] [ ]
FY - Stopped for tea bresk. Confusing ECS > delayed by analysing kardex | reconcile with ECS; First printed IDL not signed by Dr. 1 med incorrect and changes to meds incomplete. d/w Dr. for amendments.
" EEEER
FY - interruptions. Pharmacy stayed open |ate.
15 [ n1s Jo| a2 [ | |
Mo changes needed
" ] [ T=1 1]

Px |eft in notes, no notification from ward staff. IDL found ~14.30 when checking other Px
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Cause and Effect

Cause and Effect Diagram — Main Themes Relating to the Administration of Medicines by the Ward Multidisciplinary Group
This diagram summarizes the Failure Modes and Effects Analysis undertaken by & wards — details from each area, associated risk and action plans are available

Human Factors ! General Discharge Process

»  Forgetting to sign for meds given

e Murses undertake many varied and complex tasks in relation to discharge meds e.g.
checking IDL, counting tabs, checks with patients, matching PODs, writing labels,
add/change TRAK re what is given, dispensing, rechecking with patient etc (separate
process map using observation of real-time practice covering Mon — Fri as well as
evenings and weekends)

e Murses of varying skills and experience undertake med
rounds (usually junior)

e Poor communication amongst all members of staff e.g. STAT
doses, transfer info', changes
¢ |ssues in the use of pre-packs e.q. checking against IDL, not knowing when to use IPS

s Foor documentation of decisions, changes and additions in
notes and/or kardex
e FPODs — left in locker or not sent back due to volume of paperwork

» Double-checking is often ineffective and / or increases the risk A
required by pharmacy

of errors

e Discharge policy not adhered to or stated soon after admission — lack of

Distractions on drug rounds, discharges and administering - !
(despite tabards), in paricular when nurse has to frequently clarity of policy

return to drug cupboards

e Pharmacy checks are retrospective so that there is no Clinical Professional check

o Time issues — staffing levels, patient acuity, patient activity until after the patient has been discharged and the error has occurred

e Patients may not be involved in decisions about changes to

their meds and cannot assist staff to prevent errors Errarsin the

administration
s Meds are not reviewed on Ward Rounds of medicines

s Staff are unaware of importance of never omitting certain meds

« Meds requiring pre-prescribed (insulin, warfarir

e Unavailable meds are not followed up nat prescribed in time
. e Medicines are inaccurately or incompletely reconciled on admission,
» Meds not available from pharmacy discharge and transfer. This includes an accurate 100 with any changes
cammunicated
o Incomplete list of meds on adrission » Daose calculations, including changing rautes e.g. fram
aral, NG | I or M
e Kardex prescriptions not completed as per policy ~are

rement
1d

o Similar named meds are written wrongly

Omitted Medicines Prescription errors
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FMEAs for 10 ward areas
FMEA Ward 54 WGH November 17th 2011 (updated 12th o=c 2011, 16th Jan, 13th Feb, 5th Mar 2012)
Failure Mode | Cause/Effect | Occ | Det | Sev | RPN | Actions | Notes and Outcomes
1 General :
PDSA(1.1)A: Tabards (variable success so far). ¥ i
1.1 Forgetting to sign that meds have been double-dosing / 125 PDSA(1.1)B: Supervised med rounds for all ch’) BE gt“D;)tE( ir:Popall?iee;(tT?naethJi[s
" |administered (and distractions) omitted meds new starts and if an error has been made - (CS to bring) g
SC/N or DC/N sign-off 9
PDSA(1.2)A: Time wasted topping up POD By Feb 2012 PDSA(1.1)A not
Errors can be made when there have been Errors in readin Lockers during round - responsibilities defined [100% success - next test
1.2 |increases in patient activity, acuity and time kardex g 28 |as for last person to do round - highlighted at  |PDSA(1.1)B: Night shift to
constraints Safety Briefing (SBrf), ward meeting, induction |undertake top-up, and continue
(back up by technician) with SBrf
Oxygen may not be prescribed (note: Nurse PDSA (1.3)A: Local training by physios to FUPEIES (MEELE) (9 Ee i use
S . . . . before and after (DM checking).
13 Guidelines in Emergency patients) and may|Over / under 504 medics and nurses to introduce new policy (Mar FY/Req 1o come to next meetin
™ Inot be administered properly (devices and |dosing 12); PDSA(1.3)B: Example kardex to be Dates gvailable for ward-base dg.
concentration) displayed in Drs room and induction folder i

Ward work led to a whole programme of
improvements, including mind mapping and pocket cards
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