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Disclosure COI

None

Teaching Goals

• To describe the generic structure and focus of accreditation 

standards.

• To make aware of the need for a quality and safety culture in 

healthcare.

• To identify the most important issues, main pitfalls and quick 

wins.

Questions

• Medication errors are the third important cause of 

patient harm in the hospital environment: Y/N

• Accreditation is impossible if you do not have an 

electronic patient record and electronic prescription 

module Y/N

• Knowledge-based errors are the most common 

cause of medication administration errors Y/N
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Patient

Needs
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Michael E. Porter Thomas H. Lee

Demand and Supply–Based Operating Modes

– Operating modes
• 5 classificatory variables

urgency, severity, clarity, continuity, risk

• 7 operating modes based on demand and supply

The Milbank Quarterly, Vol. 88, No. 4, 2010 (pp. 595–

615)

Paul Lillrank

https://hbr.org/resources/images/article_assets/hbr/1310/R1310B_A_LG.gif
https://hbr.org/resources/images/article_assets/hbr/1310/R1310B_A_LG.gif
https://hbr.org/archive-toc/BR1310?cm_sp=Article-_-Links-_-Magazine Issue
https://hbr.org/archive-toc/BR1310?cm_sp=Article-_-Links-_-Magazine Issue
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• Population Health Management: Improving the 

Community to Heal the Patient 

• Health-System Operations: New Frontiers in 

Practice Change 

• Health Information Technology: Integration, 

Patient Empowerment, and Security 

• Therapeutics: Changing Practices to Meet New 

Demands 

• Managing Medication Costs: Focusing on Value 

• Regulatory Requirements: Proliferation of 

Complex Demands 

• Pharmacy Work Force: Shifts in Roles, 

Responsibilities, and Training 

• Presidential Election: Republican Donald J. 

Trump Is the Surprising Victor 

AM J HEALTH-SYST PHARM | VOLUME 74 | NUMBER 2 | JANUARY 15, 2017 

Societal Framework

Added Value = Quality/Cost
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New Model Design

• Alternative sites of care or caregivers

• New care processes

• Enabling technologies

Improvements in quality and/or cost

NEJM 368: 1468 18 April 2013

Success depends on

• Effective care teams

• Management of local operations    

 Clinical microsystems

 Influenced by clinicians/care providers

Clinical Leadership

NEJM 368: 1468 18 April 2013
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Need for Leadership

• Deep in the organisation

• Without formal title, authority or 

leadership job description

• Focus on

– Shared goal

– Dependence on others’ action to succeed

– Lack of direct control over others

NEJM 368: 1468 18 April 2013

Challenges

• Clinicians schooled as individualists

• Don’t view the goal as shared

• More accountable to professional 

bodies than local authorities

NEJM 368: 1468 18 April 2013
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4 Key Tasks

• Establish the group’s purpose

• Ensure that clinical microsystems

can execute to achieve these goals

• Monitoring system performance

• Improving performance

NEJM 368: 1468 18 April 2013

Establish the group’s purpose

• Goal is shared

• Action is collective

“Many clinicians presume their organisation’s

purpose is to provide patients with services , and 

them with clinical resources.”

• Move from transactional performance 

measures to outcome measures

which put a premium on teamwork.

NEJM 368: 1468 18 April 2013
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Ensure that clinical microsystems can

execute to achieve these goals

Address 2 tensions

– between evidence-based medicine and 

patient-centered care, which requires the 

flexibility to deliver standard care where the 

evidence is strong and customized care 

where it isn’t, or when standard care 

conflicts with the patient’s preferences

– Between medical and human needs, by 

ensuring caring and compassion as well as 

clinical precision.

NEJM 368: 1468 18 April 2013

Monitoring system performance

• Complex systems demand day-to

day control to ensure that 

– Inappropriate variation is minimized,

– Quality and efficiency remain high

– Improvement opportunities are 

identified and seized

– Microsystems meet patients’ needs

NEJM 368: 1468 18 April 2013
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Improving performance

• Neither financial pressure nor the push of new 

technology will abate soon.

• Productivity enhancement required to meet future 

demands with existing resources necessitates

innovation and improvement in the execution of 

health care. 

• Clinical leaders must model the combination of 
– humility, 

– self-doubt, 

– restless curiosity

– courage 

to explore beyond accepted boundaries that drives 

organizations to relentless improvement despite

colleagues’ preferences for stability and familiarity.
NEJM 368: 1468 18 April 2013

How can a leader lead?

• Without formal authority, the only tool that clinical 

leaders have is their behavior: 
– what they say, 

– how they say it, and 

– how they model good practice. 

• The choice of language
– expressing the team’s purpose in terms of creating value, curing

disease, preventing harm, and caring for patients

– and even tone of voice are essential leadership tools.

• Above all, leading peers in the four key tasks 

requires asking questions: 
– “What are we trying to achieve?” 

– “What is the best way to achieve it?” 

– “Are we getting the desired results?” 

– “What can we do to get even better results?”

– “Are our systems keeping patients safe?” NEJM 368: 1468 18 April 2013
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Framing the organizational purpose

as value creation

• Giving local leaders the authority to make 

microsystem changes, 

• Tolerating the failure of some new delivery ideas

• Creating professional pathways for clinicians who 

want to make leadership a career option.

• But data remain the single most important 

motivator and tool for a clinical leader. 
– High-quality, comparative, unit-level and individual-level clinical and 

financial data can both create the need for clinician leadership and be 

the starting point for the four tasks.

– Other critical resources include protected time, training and 

mentorship

– clear organizational expectations of clinician performance.

NEJM 368: 1468 18 April 2013

Revision of the International Pharmaceutical 

Federation’s Basel Statements on the future of 

hospital pharmacy: From Basel to Bangkok 

Am J Health-Syst Pharm. 2016; 73:1077-86 
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• Overarching statements 

– The overarching goal of hospital pharmacists is to optimize patient outcomes through the judicious, safe, efficacious, appropriate, and cost effective use of 

medicines. 

– The “five rights” (the right patient, right medicine, right dose, right route, and right time) should be fulfilled in all medicines-related activities in the hospital. 

– Health authorities should ensure that each hospital pharmacy is supervised by pharmacists who have completed specialized training in hospital pharmacy. 

– The chief pharmacist/director of pharmacy should be the senior professional responsible for coordinating the judicious, safe, eff icacious, appropriate, and 

cost effective use of medicines in the hospital

– Hospital pharmacists’ authority over the medicine-use process should include authority over the selection and use of medicine-related devices such as 

administration devices, giving sets, infusion pumps and computer-controlled dispensing cabinets. 

– Hospital pharmacists should take responsibility for all medicines logistics in hospita

– All prescriptions should be reviewed, interpreted, and validated by a hospital pharmacist prior to the medicine being dispensed and administered. 

• Medicines procurement

– Procurement should be guided by the principle of procuring for safety

• Influences on prescribing

– Hospital pharmacists should be an integral part of all patient rounds to assist with therapeutic decision-making and advise on clinical pharmacy and patient 

safety issues. 

• Preparation and delivery of medicines 

– Hospital pharmacists should decrease the risk of medication errors by implementing evidence-based systems or technologies, such as automated 

prescription-filling, unit dose distribution, and bar coding systems. 

• Administration of medicines

– Hospital pharmacists should ensure that allergies are accurately recorded in a standard location in patient record and evaluated prior to medicines 

administration

– Vinca alkaloids should be diluted, ideally in a minibag and/or large syringe (for pediatric patients), and dispensed with special labeling precautions in order to 

prevent inadvertent intrathecal administration

– Medicines not commercially available for neonatal and pediatric patients should be prepared by the hospital pharmacy. 

– Hospital pharmacists should be responsible for determining which medicines are included in ward stock and for standardizing the storage and handling of 

ward medicines. 

Am J Health-Syst Pharm. 2016; 73:1077-86 

Value = Outcome / Cost



6-4-2017

14



6-4-2017

15



6-4-2017

16

Drug Saf (2013) 36:1045–1067

Drug Saf (2013) 36:1045–1067
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Can J Hosp Pharm. 2014;67(2):138-48

Decentralized Automated Dispensing Devices: Systematic 

Review of Clinical and Economic Impacts in Hospitals
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Decentralized Automated Dispensing Devices: Systematic 

Review of Clinical and Economic Impacts in Hospitals

Can J Hosp Pharm. 2014;67(2):138-48

Am J Health-Syst Pharm. 2015; 72:1119-37
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Am J Health-Syst Pharm. 2015; 72:1119-37

Effectiveness of safety alerts in electronic patient 

medication record systems

BMC Medical Informatics and Decision Making 2013, 13:69
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Clinical Interventions in Aging 2016:11 1343–

1350

Impact of pharmacist interventions in older patients 

Clinical Interventions in Aging 2016:11 1343–

1350
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Clinical Interventions in Aging 2016:11 1343–

1350

Impact of pharmacist interventions in older patients 

Clinical Interventions in Aging 2016:11 1343–

1350
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Hospital Readmissions Reduction Program: 

Implications for pharmacy
• Reconciliation. Compare a patient’s prescriptions at 

arrival and departure, verify dosages, and check for 

missing or duplicative items.

• Education. Meet with patients in their rooms before 

discharge. Review each medication, and provide 

pictures of each medication and instructions for use.

• Access. Send patients home with medications, even 

if it requires sending the medications and billing the 

patients later or pursuing insurance claim issues.

• Counseling. Make a follow-up phone call within three 

days and again at the end of one month.

• Healthy patient at home. Doing all of the above 

leads to a healthy patient at home.

Am J Health-Syst Pharm. 2015; 72:237-44

Identifying the Optimal Role for Pharmacists in Care 

Transitions: A Systematic Review

J Manag Care Spec Pharm. 2015;21(8):614-38
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Identifying the Optimal Role for Pharmacists in Care 

Transitions: A Systematic Review

J Manag Care Spec Pharm. 2015;21(8):614-38

Quality improvements in decreasing medication 

administration errors made by nursing staff in an 

academic medical center hospital: a trend analysis 

during the journey to Joint Commission International 

accreditation and in the post-accreditation era

Hua-fen Wang1, Jing-fen Jin1, Xiu-qin Feng1, Xin Huang1, Ling-ling Zhu2, Xiao-ying Zhao3, Quan

Zhou4

1 Division of Nursing, 2 Geriatric VIP Ward, Division of Nursing, 3 Office of Quality Administration, 4 

Department of Pharmacy, the Second Affiliated Hospital of Zhejiang University, School of Medicine, Zhejiang 

University, Hangzhou, Zhejiang Province, People’s Republic of China

Therapeutics and Clinical Risk Management 2015:11 

393–406
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Therapeutics and Clinical Risk Management 2015:11 

393–406

Therapeutics and Clinical Risk Management 2015:11 

393–406

MAEs made by nursing staff 
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Therapeutics and Clinical Risk Management 2015:11 

393–406

Number of MAEs according to error severity rating

Therapeutics and Clinical Risk Management 2015:11 

393–406

MAEs associated with four categories of high-alert medications 
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Tips How to Be Prepared?

Accreditation surveys are undoubtedly challenging to prepare for and can be a major source of consternation for pharmacy 

staff. Preparing for a survey is now a continuous process in health care organizations. Preparation for a future survey can 

be time-consuming and resource intensive, but an organized approach is the best way of being prepared. Here are some 
strategies you can employ to help the department get ready—and stay ready.

1. Start Early

Efforts should begin well in advance of the upcoming survey. One way to start is to perform an overall self-assessment of 
how both the department and hospital policies and procedures align with each of the accrediting organization’s standards. 

A detailed action plan can be developed from this information to help identify gaps, resulting in quality assurance initiatives 

and audit planning. Having started early, you can have time to correct deficiencies and educate staff. It is also important to 

stay knowledgeable about the standards, interpretations, and standards changes to ensure continuous compliance. An 
organization is never really finished—it takes due diligence at all times because expectations are always changing.

2. Get Involved!
Conduct compliance “readiness rounds” with hospital leadership to all pharmacy areas. The purpose of the rounds is to 

ensure overall compliance and correct non-compliance issues, as well as provide additional staff education. These rounds 

will allow staff members the opportunity to ask critical questions and obtain valuable responses from leadership. Rounding 

frequency should increase as the date of the survey approaches. Also, there has been increased interest by accrediting 

organizations on areas outside of the pharmacy department which are utilizing and preparing medications, such as 

outpatient ambulatory areas or physician practices. These areas should also be part of the unannounced rounds to ensure 

compliance with medication standards since the pharmacy department is ultimately responsible for medication use in the 

organization. Also, educational handouts can be very helpful to increase staff awareness. This could be through the 

creation of pocket guide resource books on accreditation standards and pharmacy procedures, posting of Joint 

Commission National Patient Safety Goal fliers throughout the department, departmental policy review and updates, 

attendance at staff meetings for question and answer sessions, creation of checklists to assist staff in preparing their area

for survey, and frequent departmental newsletter updates.

3. Be Creative

A variety of approaches should be used for staff education. One example we used at our institution was to place red 

balloons near fire extinguishers and pull stations to highlight fire safety, as well as perform fire drills. This was well received 

by staff and it made employees remember what to do in the event of a fire emergency.
There is a way to prepare so the survey journey becomes a familiar path. The best preparation is to follow your hospital’s 

policies in everyday work, because they should be based on practices that promote quality of care and patient safety, and 

meet regulatory standards. Continuous readiness should become a part of departmental culture, and embedding standard 

compliance into daily operations is the key to a successful survey. With thorough preparation, you can start your next 

accreditation survey with confidence and be prepared to demonstrate compliance.
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Question 1

• Medication errors are the third important cause of 

patient harm in the hospital environment: Y/N

NO, they are cause 1 or 2

Question 2

• Accreditation is impossible if you do not have an 

electronic patient record and electronic prescription 

module: Y/N

NO: it is possible to be accredited without an 

electronic patient record and electronic prescription 

module
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Question 3

• Knowledge-based errors are the most common 

cause of medication administration errors: Y/N

NO: they are the second most common reason; most 

common is “slip of mind”

Take Home Messages

• Start from the Patients Needs

• Think as a Team and work Decentralized

• Plug the Holes in the Swiss Cheese

• Use your Imagination
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CHANGE HAPPENS – whether we’re 

ready for it or not!! Be a Leader!

Backup slides for discussion
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ASHP national survey of pharmacy practice in hospital settings: 

Dispensing and administration—2014

Am J Health-Syst Pharm. 2015; 72:1119-37

Check of 
appropriateness (COA)
Sabrina De Winter
Tine Van Nieuwenhuyse
Isabel Spriet
Thomas De Rijdt
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INHOUD

COA …achtergrond

COA… wat?

COA… hoe?

COA…enkele voorbeelden uit de praktijk 

COA…toekomst?

Background 

 Last decennium:
 Clinical Pharmacy

 Fully electronic EPD with prescription module (‘interaction 
modules’)

 Accreditation expects ‘check of appropriateness’ for each 
new prescription 

 Goal clinical pharmacy and prescription support: 
 Improve quality of medication therapy

 Improve patient safety

 Belgian situation
 Organization clinical pharmacy cfr USA requires many 

FTE’s
 In Belgian context financially not feasible
 Prescription support too general and not fully 

elaborated: requires more fine-tuning

De Rijdt et al CjHP 2016, Hecq JD Pharmacy 2016, To Err is 
human 1999, Kaboli Arch Int Med 2006, Bates DW BMJ 2000 
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Measurable Elements of MMU 5.1

1. The hospital defines the patient specific information required for an effective review 
process, and the source or availability of this information is available at all times when
the pharmacy is open or closed

2. Each prescription or order is evaluated for appropriateness

3. There is a process to contact the individual who prescribed or orderd the medication
when questions arise

4. Individuals permitted to review orders or prescriptions are judged competent to do so
and are provided resources to support the review process

5. Review is facilitated by a record for all patients receiving medications, and this record 
is available at all times when the pharmacy is open or closed

6. Computer software is current and updated according to the program manufacturer’s
recommendations

Intent of MMU 5.1
Good medication managment includes two reviews of each prescription or order:

• The appropriateness of the medication for the patient and his or her clinical needs

performed at the time the medication is prescribed or ordered

• The verification at the time of administration that the medication is exactly as 

orderd or prescribed (see MMU 6.1)

COA… what?

• Interaction-modules
• only on EMV, not on PDMS
• updates slow
• not volledig (ie not for oral

chemo)

Bedside clinical
pharmacy services

Check of medication 
appropriateness

Clinical decision
support

• Traumatology
• Geriatrics
• Pediatrics
• Abdominal surgery
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COA… what?

Daily* central evaluation of new presriptions

# new prescriptions/day/hour in klinisch werkstation (KWS) UZ Leuven

*on working days PM
Dag 1 = Sunday

COA… how?

 75 decision trees to allow standardized evaluation

 By trained hospital pharmacists

 Uniform notifications in follow-up notes

 0,5 FTE hospital pharmacist

Evaluation of overrules
interaction modules

Evaluation use of drugs 
with restricted indication or 

specific side effects

Evaluation when abnormal
lab results and other

parameters

IV-PO switch

Attestation ‘patiënt has no 
indication for

reimbursement’
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COA…enkele 
voorbeelden 
uit de praktijk 

Stimuleren correct gebruik van meropenem bij 
neutropene koorts

Een voorbeeld: 

• 3 x 270 mg = 810 mg
• 8,1 kg
 100 mg/kg/dag

COA…enkele 
voorbeelden 
uit de praktijk 
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COA…enkele 
voorbeelden 
uit de praktijk 

COA… een  
voorbeeldje uit 
de praktijk 

Inname QTc verlengende medicatie bij een patiënt 
met een verlengd QTc interval. 

Een voorbeeld: 

• Man – 50 jaar
• Voorgeschiedenis: 

• Pulmonaire infectie Mycobacterium xenopi R/ azithromycine
(Zitromax) en moxifloxacine (Avelox)

• Verdere investigatie immunodeficiëntie is lopende
• Reden van opname:

• Acuut opgekomen vertigo met nausea en braken en wankele 
gang

• R/ alizapride en ondansetron
• Deze patiënt verschijnt in de COA query owv.

• start voorschrift ondansetron en azithromycine (= beide 
geneesmiddelen staan op de definite list van de Credible
Meds) 

• laatste ECG toont een verlengd QTc van 498 msec
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Inname QTc verlengende medicatie bij een patiënt 
met een verlengd QTc interval. 

Een voorbeeld: 

Inname QTc verlengende medicatie bij een patiënt 
met een verlengd QTc interval. 

Een voorbeeld: 
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COA…een 
voorbeelden 
uit de praktijk 

• Geen ICD
• Geen pacemaker
• Geen QRS > 120 ms

COA…een 
voorbeelden 
uit de praktijk 
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COA…enkele 
voorbeelden uit 
de praktijk 

Colistineb via foute toedieningsweg

Greenberg S Ann Intern Med 1993 
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COA…enkele 
voorbeelden 
uit de praktijk 

Overrule zeer ernstige interactie

COA…enkele 
voorbeelden 
uit de praktijk 

Overrule zeer ernstige interactie
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COA…enkele 
voorbeelden 
uit de praktijk 

Overrule zeer ernstige interactie

Fall
2015

Jan-
feb 

2016

Mar 
2016

May 
2016

Oct

2016

future
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Some results

 First evaluation
 IV-PO switch 7469 follow-up notes sent (march-september 2016)

 ATTESTATIONS: 1055 controls, 13 x follow-up notes (1,23%), 8x call (0,76%)

 DUMP: 1405 controls, 59 x follow-up notes (4,2%), 7x call (0,50%)

numbers

COA-controle aantal controles aantal opvolgnota's %opvolgnota's
aantal telefonische 
contacten

% telefonische 
contacten

restrictieve medicatie 1277 120 9 44 3

interacties overrules 4944 239 5 60 1

labogerel
ateerde

eGFR 2815 96 3 17 1

INR 157 5 3 3 2

QTc 1765 338 19 88 5

hyperK+ 287 10 3 1 0

hypoK+ 12 1 8 1 8

eindtotaal 11257 809 7% 214 2%

Fig. cijfers COA maart-september 2016

• Hospital wide service

• Dynamic principle, can be adapted in case 

of serious incident

• Bridge between electronic prescription 

support and bed-side clinical pharmacy

• Positively received by physicians

• Increase specificity – system performance 

 allows for time for other interventions

• Dependent on ‘interaction modules’ which 

are not all up to date 

• Automatisation of queries in KWS needed

• Expansion to extra actions

• No weekend service

• No evaluation in PDMS (ICU)

evaluation
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Therapeutics and Clinical Risk Management 2015:11 

393–406

Therapeutics and Clinical Risk Management 2015:11 

393–406

MAEs made by nursing staff 



6-4-2017

46

Therapeutics and Clinical Risk Management 2015:11 

393–406

Therapeutics and Clinical Risk Management 2015:11 

393–406

Administration route and MAEs
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Therapeutics and Clinical Risk Management 2015:11 
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Number of MAEs according to error severity rating

Therapeutics and Clinical Risk Management 2015:11 

393–406

MAEs associated with high-alert medications 
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Therapeutics and Clinical Risk Management 2015:11 

393–406

MAEs associated with four categories of high-alert medications 

Therapeutics and Clinical Risk Management 2015:11 

393–406

Nurse qualification and MAEs


