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Project Aim

O

To Increase compliance with best practice warfarin

therapy guidelines:

o Comprehensively audit warfarin therapy against current best
practice;

o Benchmarking our current practices with comparable
organizations;

o ldentify and priorities areas for practice improvement;

o Implement improvement strategies and measure practice
change.




In the top 20 most prescribed drugs in Australia

Difficult drug to use because of its narrow therapeutic window
Optimal dose varies and depends on many risk factors

Risk of life-threatening bleeding v risk deadly blood clots

Third most common drug reported in inpatient medication

Incidents-after morphine and paracetamol

Second most common drug reported in ED ADE presentations-

after insulin



Background

O

Evidence of failure to translate research findings into

clinical practice:

o 30 - 40% of patients do not get treatments of proven

effectiveness

o 20 - 25% of patients get care that is not needed or potentially

harmful

Grol, 2001
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Evidence-Based Practice
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Evidence-Based Practice (EBP) \
involves incorporating best available |
evidence, based on scientific research, GUIDELINES
into the clinical decision making
process using tools such as EVIDENCE-BASED
clinical practice guidelines, peer PRACTICE
reviewed clinical research and
direct clinical measurement.
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Quality Improvement
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Clinical Practice Improvement (CPI),

P

CLINICAL PRACTICE uses the management of clinical
IMPROVEMENT practice, including tools such as
INTERVENTIONS clinical pathwf:{ysl, nutcnmg qnd
performance indicators, clinical
* measurement and review and

consumer pathways, in a continuous
EREA RN improvement cycle supported by
& MEASUREMENT appropriate information systems.
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Clinical Practice Improvement
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A Quality Use of Medicines Project

O

» QUM in hospitals is an important contributor to overall

health system performance

» Improvements in QUM have the potential to reduce
morbidity and mortality as well as improve the overall

health of consumers




Multidisciplinary Team

O




Indicators will measure
Structures
(what is needed)
Process
(what is done)
Outcome

(what is achieved )

Indicators can be used
Benchmarking
Measuring improvement
Ongoing surveillance

Improvement
Intervention (audit &
feedback)



Clinical Indicators

O

Overall health status and health outcomes

Determinants of health® Health system performance™
*  Environmental factors
+  Sociceconomic factors Outcomes of health care delivery «<—  ACHS Indicators
*  Community capacity
*  Health behaviours NSW TAG Indicators for
Processes of health care delivery <— Quality Use of Medicines
© e related factors inAustralian Hospitals
*These factors contribute
to health outcomes Structures underpinning < MSSA and MSSA-AT
but may not be under healthcare delivery
the control of hospital
A **Hospital practitioners contribute
to health system performance.
QUM in hospitals is only one
component of health system
performance.




Structures Indicators

O

1. Patient information

2. Drug information fetitha
3. Communication of drug orders and other Medication Safety
drug information 2%1’:‘2253%%%:

in Australian Hospitals

4. Drug storage, stock, standardisation and

distribution

5. Medication device acquisition, use and

monitoring
6. Competency and staff education

7. Patient education

8. Quality processes and risk management




| PATIENT INFORMATION continued

Mo activity to implement

Considered, but not implemented

Partially implemented in some or all areas

Fully implemented in some areas

m | g|Mn | @ | >

Fully implemented for all

SELF ASSESSMENT ITEMS A | B | C|D|E

1.16 Antithrombotic orders cannot be entered into the pharmacy
computer system until the patient’s weight and height have
been entered. (Weight and height are required fields).

1.17 Prior to initiating antithrombeotic therapy, healthcare
PRACTITIONERS screen patients for co-existing diseases

or conditions (eg., hepatic impairment, hypothyroidism,
hyperthyroidism, congestive heart failure, renal failure,
hypoalbuminaemia, high vitamin K intake) that could affect

the dose requirements for antithrombotic therapy; and, if
encountered, these conditions are documented on the medical
record and clearly visible to healthcare providers who prescribe,
dispense, or administer antithrombotic therapy.

1.18 Prior to initiating antithrombeotic therapy, healthcare
PRACTITIONERS question patients about recent trauma,
surgery, or bleeding problems experienced while receiving any
previous antithrombotic therapy; and, if encountered, these
conditions are documented on the medical record and clearly
visible to healthcare providers who prescribe, dispense, or
administer antithrombotic therapy.




' New South Wales

5 ' Therapeutic
| Advisory

CLIMICAL Group Inc.

EXCELLENCE

COMMISSION

Medication Safety Self-Assessment” for
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Patients prescribed hospital initiated
warfarin whose loading doses are
consistent with approved protocol

Patients with an INR >4 whose dosage
has been adjusted or reviewed prior to
the next warfarin dose

Patients with atrial fibrillation that are
discharged on warfarin

Patients discharged on warfarin that
receive written information regarding
warfarin management prior to discharge

Indicators for
Quality Use of Medicines
in Australian Hospitals

Advisory EXCELLENCE




Benchmarking

O

% Compliance

Process Indicator Benchmark

100

Patients with INR > 4 Patients with AF that are Patients on warfarin that Patients initiated on

whose dosage has been
reviewed prior to next
dose*

discharged on receive written info warfarin whose loading
warfarin*** regarding management dose is consistant with
prior to discharge**** approved protocol**

B SVPH Average B Benchmark




Measuring Improvement

O

Patients on warfarin that receive written
information regarding management prior to
discharge
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Improvement Intervention

Patients initiated on warfarin whose loading
dose is consistant with approved protocol
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Outcomes Indicators

O

Patients receiving warfarin as an
inpatient who experience abnormal
bleeding

Patients receiving warfarin as an
inpatient who experience a cerebral
hemorrhage

Patients receiving warfarin as an
inpatient with an INR reading > 5

Patients receiving warfarin as an
inpatient who die as a result of an
adverse reaction

Hospltai-Wide Clinica! Indicators Version 10

HOSPITAL-WIDE CLINICAL INDICATORS

CLINICAL INDICATOR USERS' MANUAL
VERSION 10 FOR USE IN 2007

The data collected with this Users’ Manual are to be reported using the
ACHS Per Indicator Reporting Tool (PIRT)

Outcomes Ssrvica

ACHS Clinical Indicator Usars” Manual 2007




Benchmarking

O

Outcome Indicator Benchmark
3.5
3
8
=
£
o
@)
> 1.04
0 o 012 0 0 0
|
Number of patients Number of patients Number of patients Number of patients
receiving warfarin who  receiving warfarin who  receiving warfarin with  recieving warfarin who
experience abnormal  experience a cerebral an INR >5* die as a result of an
bleeding* haemorrhage* adverse reaction*
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Outcome Measures
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Patients recieving warfarin with an INR >5
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abnormal bleeding

Result (%)
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Qualitative Data

Unelear of process for educatinn

Mo hospital protocol

Lgzuring patient educated

Little tirne

Unawrare if patient is being initiated or
recornrrenced

Pushed for tirae

Lzsurmed pharmacy educating patients

Unelear of process

Poor documentation in notes

Lack of consensus arnong medical staff

Hurverons guidelines

Poor distribution of gnidelines

Ho local hospital policy

Short length of stay

Day of surgery admission

Early discharge

Creerwrhelroed with infonmation




Evidence —Based Interventions

O

. . Dissemination Didactic
Educational Audit and ) )
of education educational
outreach feedback . .
material sessions

Local opinion

Reminders
leaders

Multifaceted
Interventions

Grimshaw (2004)




Survelllance

Patients recieving warfarin with an INR >5 Patients initiated on warfarin whose loading
dose is consistant with approved protocol
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St Vincent’s Private
O
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