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Use of medicines 
• In excess of $700 million dollars spent on medicines 

each year in NSW hospitals 

> 220 
public 

facilities 
in NSW 

Approximately 28,000 
medication incidents 

reported 2016/17 

2016/17:  
99 resulted in 

serious/major harm 
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Three basic error types 

Skill-based 
slips and lapses 

Rule-based 
mistakes 

Knowledge-based 
mistakes 

Errors 



Errors happen when… 

• You know what you’re doing, but the actions 
don’t go as planned (slips, lapses)  

• You think you know what you’re doing, but fail 
to notice something which should warn you of 
a potential problem (rule based error)  

• You’re not really sure what you’re doing 
(knowledge error)  



Some examples 

• Nurse draws up 5 milligrams instead of 0.5 
milligrams (a slip/lapse).  

• Doctor prescribes correct dose (follows rule) 
but doesn’t recognise this is dangerous in a 
patient with kidney failure (rule based error).  

• Nurse does not recognise symptoms of 
bleeding and continues to administer 
anticoagulant (knowledge). 



 



Medication Safety and 
Quality 
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Key Priorities 

• Support the safe and quality use of 
medicines 

• Identify and respond to Medication 
Safety Risks 

• Support facilities to improve local 
medicine-use systems 

• Medication Safety Self-Assessment 
• Continuity of Medication 

Management 
• High-Risk Medicines 
• Venous Thromboembolism (VTE) 

Prevention 
• Quality Use of Antimicrobials 

 
 

Purpose 

 
Governance and assurance: 

Secretariat to MSEAC 
Co-ordinate MSAM team 

Link to ACSQHC 
 

Advisory role: 
Ministry of Health 

eHealth NSW 
LHDs 



Medication Safety Expert 
Advisory Committee (MSEAC) 

Peak state-wide committee that provides expert 
medication safety advice to the Clinical 
Excellence Commission and NSW Health 

Functions include: 

• supporting medication safety in the NSW health system 

• identifying opportunities for state-wide system 
improvements relating to medication safety 

• reviewing, developing and endorsing paper-based and 
electronic materials that will improve the safety of 
medicines use 
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MSEAC actions… 

• Review of NSW Health Policies, protocols, 
guidelines containing medicines. 

• Endorsement of  specialised state-wide paper 
medication charts. 

• Review of Safety Alerts/Notices/Information. 

• Advice on coronial recommendations. 

• Advice to the Therapeutic Goods 
Administration, ACSQHC, other organisations. 



Medication Safety Self 
Assessment (MSSA) – updated 
2015 
• Diagnostic tool 

• A structured framework for assessing 
medication management systems and 
practices allowing systematic identification 
of specific areas of weakness 

• Heightens awareness of characteristics of 
safe medication management systems 

• Baseline data provides the foundation for a 
multidisciplinary effort to design and 
implement system improvements 

 



How MSSA facilitates system improvements:  
 Rank Order of Error Reduction Strategies 

Forcing functions and constraints  

 

Automation and computerisation  

  

Standardisation and protocols  
  

Checklists and double check systems  

  

Rules and policies  

  

Education / Information 

 



Three repeat assessments of 
56 hospitals 
 Average percentage score of 10 key MSSA characteristics of the most  

recent 3 assessments between May 2007 to May 2017  



Continuity of Medication 
Management (CMM) Program 

• Prevent unintentional changes in patients' 
medicines, and the harm that can result from 
these changes, by improving medication 
management when patients transfer between 
and within health care settings 
 

• Focus 2017/18 
• Patient Friendly Medicine Lists 

• Supporting nursing and midwifery staff – 
Medication Reconciliation 

• Supporting LHDs/Specialty networks NSQHS 
standards 



Medication Reconciliation 
• Improves communication of 

medicines information at 
transfers of care  

• An internationally 
recognised strategy 

• 4 steps 
• Medication reconciliation 

processes are part of the 
NSQHS Standards (4.6, 4.8 & 
4.12) 

 



  Tools 

http://www.cec.health.nsw.gov.au/patient-
safety-programs/medication-safety/continuity-
of-medication-management/education 

• Best Possible Medication History 

• Medication Reconciliation 

• HETI Online Courses 

• ACSQHC Training Video 
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Safe management of High-Risk 
Medicines  

• High-Risk Medicines are those 
that have a high risk of 
causing injury or harm if they 
are misused or used in error. 
 

• Error rates with these 
medications are not 
necessarily higher than with 
any other medicines, but 
when problems occur, the 
consequences can be more 
significant. 
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Focus 2017/18 

• Anticoagulant medicines 
• Guidelines on perioperative management of 

anticoagulant and antiplatelet agents  

• Intravenous heparin protocol 

• Working with HETI on Educational resources 
• Principles safe use high-risk medicines  

• HYDROmorphone 

• Anticoagulants 

• Opioids and sedatives 

• Insulin 
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Types of incidents involving 
anticoagulants: 

• Inadvertent duplication of anticoagulant 
therapy 

• Mismanagement during the perioperative 
period 

• Misinterpretation  of monitoring tests 

• Inadvertent omitted doses 

• Misinterpretation of complex protocols 

• Medications not recognised as anticoagulants 

 

19 



20 

Examples of NOAC/DOAC resources 

For clinicians 

For patients 



Patient  
Safety Watch 
 
 
 
Recognising 
bleeding in patients 
treated with 
intravenous heparin 



Venous Thromboembolism  
(DVT & PE) Prevention 

• Hospital Acquired Complication 

• Majority (70%) preventable 

• Complex clotting vs bleeding risk 

• Risk assessment and appropriate prophylaxis 

• Focus 2017/18 
• Patients discharged from ED with lower limb 

injuries 

• Electronic VTE Risk Assessment Tool and prompts 
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Patient- 
targeted 

Clinician- 
targeted 

http://www.cec.health.nsw.gov.au/patient-safety-programs/adult-patient-safety/vte-prevention 
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Quality Use of Antimicrobials in 
Healthcare Program  

Purpose: to support NSW local health districts and 
networks in implementing and sustaining effective 
locally-owned AMS programs 

• Focus 2017/18 
• Developing/identifying resources to support improved 

surgical antibiotic prophylaxis 

• Sharing resources to encourage timelier IV to oral 
antibiotic switch in children 

• Educational webinars to promote and support 
Antibiotic Awareness Week in NSW LHD/SHNs 

• Promoting use of quality improvement methodology to 
facilitate AMS projects in NSW hospitals 

 



Medicine shortages 
• Increase in: 

• Number of drugs affected by shortages 
• Number of antimicrobial shortages 
• Number of shortages involving parenteral formulations 
• Duration of shortages 
• Resources and cost to manage shortages 

 

• Impact to patients:  
• Care may be compromised, delayed or completely 

prevented 
• Suboptimal and delayed therapy for serious infectious 

diseases can compromise patient safety and result in 
poorer outcomes, including death 

• Possible harm due to unexpected or unmanageable 
side effects of alternative 

• Increased risk of harm from medication errors due to 
use of unfamiliar alternative 

 



Reason for shortage = complex 

• Increased global reliance on single 
manufacturers for active ingredients 

• Manufacturing issues 

• Discontinuation of a medicine 

• Increased demand 

• Regulatory issues  

• Recalls 

• Economic decision remove from market 

 



Managing shortages 
• National  

• Therapeutic Goods Administration 
• Medicine Shortages Information Initiative  
• Regulation of Special Access Scheme and Section 19A 

• National Medication Shortage Working Party 

• State 
• Model for Multi-Agency Management of Medication 

Shortages in NSW 
• Business Procurement Service (contract items) 

• Local 
• Sponsors (manufacturers) 
• Wholesalers 
• Pharmacies   

 

 



Model for multi-agency management of 
medication shortages in NSW 

Interagency communication 

Information gathering 

Risk assessment 

Risk mitigation strategies 

Broad communication 



Agencies involved 

Members of the Medicines Shortage Assessment and 
Management Team: 

• The Office of the Chief Health Officer 

• Chief Pharmacist Unit 

• Business Procurement Services HealthShare 

• Clinical Excellence Commission 

 

Information gathering and communication: 

• Expert Clinicians in the relevant field 

• Clinical Networks, Agency of Clinical Innovation 

• NSW Therapeutic Advisory Group and members 

• Chief Executives and Directors of Clinical Governance 

 

 



Notification of 
shortage 

Information 
gathering 

Risk assessment 

Distribution 

High Risk Medium Risk 

No communiqué 
 

Managed locally 

Low Risk 

Medication shortage 
risk category allocated 

Escalate to NSW 
Minister for 

Health 

MSAM team 
provide advice 

on risk 
mitigation 

High Level Flow Detailed Level Flow 

Develop 
Communiqué 

(Memo or 
communication 

sheet) 

Distribute 
through CEs and 
DCGs to relevant 

clinicians. 
Distribute via 
NSW TAG to 

DTCs and 
Pharmacy. 

Communiqué 
 development 

Extreme 

Obtain expert 
advice on 

alternatives 

Obtain expert 
advice on 

alternatives 

Develop 
Communiqué 

(Safety Notice) 

Distribute 
through Safety 

Alert 
Broadcasting 

System 

Develop 
Communiqué 
(Safety Alert) 

Action to ration 
supplies and 

plan for service 
disruption 

Distribute 
through Safety 

Alert 
Broadcasting 

System 

High Risk Medium Risk 

No formal 
communiqué 

 
Managed locally 

Low Risk 

Medication shortage 
risk category allocated 

Escalate to NSW 
Minister for 

Health 

MSAM team 
provide advice 

on risk 
mitigation 

Develop 
communiqué 

(memo and/or 
communication 

sheet) 

• Distribute 
through CEs 
and DCGs to 
relevant 
clinicians 

• Distribute via 
NSW TAG to 
DTCs and 
Pharmacy 

Extreme 

Obtain expert 
advice on 

alternatives 

Obtain expert 
advice on 

alternatives 

Develop 
communiqué 

(Safety Notice) 

Distribute 
through Safety 

Alert 
Broadcasting 

System 

Develop 
communiqué 
(Safety Alert) 

Distribute 
through Safety 

Alert 
Broadcasting 

System 



Shortage Communication 2017 
January    Azithromycin 
January    Tigecycline 
January    Dexmedetomidine 
February    Glyceryl trinitrate 
March    Metronidazole 
March    Etoposide 
April    Dantrolene 
May    Piperacillin-tazobactam 
June    Dilaudid oral liquid 
June     Fentanyl 
July    Piperacillin-tazobactam 
October   Piperacillin-tazobactam 
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Safety Alerts require 
immediate attention and 
action 

 

IV vancomycin:  

 Released Safety Alert 

 Gathered information 
on stock levels in NSW 
LHDs/SHNs 

 Liaised with 
distributors about 
hospitals in urgent 
need of stock 

 Updated Alert to 
include information on 
S19A approved 
substitute 



Other activities 
 • Review and analyse medication incidents 

• Develop Safety Alerts/Notices 

• Advice at State and National Level 

• Supporting national initiatives 
• ACSQHC NSQHS standards 
• User-applied labelling 
• NIMC revisions 

• MSQ Connect Newsletter 
• Available on-line 
• Via mailing-list 

 

 



New Areas 
• Community Pharmacy Palliative Care Initiative 

• Support palliative care patients in the community 
• Improve access to palliative care medicines 
• Involvement of community pharmacists in palliative 

care teams 

• Electronic Medication Management 
• Hybrid systems 
• Workflow/eMM integration 
• System/Design issue 
• Human factors 
• Hardware 
• Failure to perform task 

 
 
 

 



The team 



Questions? 
 


