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Quality Improvement Initiative Evaluation
What is quality improvement in healthcare and how can it be evaluated? This question seems difficult to answer, but if healthcare is viewed as a product, it may be possible to adopt some of the systems and processes used to evaluate products and use them in the healthcare system. For example, if a patient had a need, a painful back, the product and service would include analgesia, physical therapy, and possibly surgery. The patient has received a benefit, product or service that can be measured as outcomes; reduced pain and improved mobility. Using this type of language, quality improvement initiatives can be used, measured and evaluated (Batalden, 2018).
The Joint Commission creates the National Patient Safety Goals each year and these goals focus on issues in health care safety and how to improve them. For 2020, one of the goals for hospitals is to use medicines safely, which include labeling medications that are not labeled, giving extra care to patients that are on blood thinning medications, and recording and passing along the correct information about a patient’s medications (The Joint Commission, 2020).  The following analysis will assess the last part of the goal by looking into the Medication Reconciliation quality initiative at Saint Joseph Medical Center and will investigate whether the quality indicators point to improved patient safety, quality of care, cost and efficacy goals and other desired metrics.  
Analysis of the Medication Reconciliation Initiative
Despite all of the advances in healthcare, hospitals are still a source of harm for patients rather than a place of healing. Medication administration error is a major concern surrounding patient safety and has been reported to have led to preventable costs up to $26 billion in the United States alone. Medication errors include, but are not limited to wrong dose, omission, wrong time, and protocol deviations. There are many factors that go into addressing the safe use of medications; patient acuity, bed occupancy, staffing levels, unit type, and medications administration route, and staff interruption (Blignaut, Coetzee, Klopper, & Ellis, 2017). 
Saint Joseph Medical Center’s mission is to deliver compassionate, quality care to patient and better healthcare to communities with a promise to provide clinical excellence to all patients. When data had been collected during audits, patient feedback, incident reports and HCHAPS (Hospital Consumer Assessment of Healthcare Providers and Systems) scores, it was found that medications were a source of concern. This led to several strategic sessions with upper management and frontline nursing staff to develop guidelines and quality improvement initiatives regarding medication safety. 
The quality initiative that will be analyzed is medication reconciliation upon admission to the hospital. During the strategic sessions it was found that some patients were not getting their appropriate home medications upon admission to the hospital, leaving patients at risk for complications and creating longer lengths of stay.  Medication reconciliation (MedRec) begins in the Emergency Room and continues through the patient’s discharge and then on to the follow up at the primary care physician’s office (Stockton, Wickham, & Lai, 2017). SJMC has an electronic system that was developed to capture all of the medications a patient is currently on or previously had been prescribed, but this was not being used accurately or consistently; thus, leaving room for adverse events related to medication error. It was found that there were knowledge gaps surrounding this process to include who was responsible for entering and verifying the information, how and when the information was supposed to be entered, and what to do about medications that were not loaded into the system. Once this information was identified, a committee was formed to create guidelines on how to use the electronic system and who would be responsible for entering and updating the medications. It was determined that for the patients that came through the emergency department, the MedRec would begin in the ED, by the triage nurse and then on to the nurse assigned to the patient, at the unit level. This would be just the beginning of verification, as patients are not always able to state their complete medication list. Sometimes they have a written list, sometimes they have the previous hospital stay discharge paperwork, which is helpful, but at times they are unable to communicate their medications at all. The process then continues as the patient is transferred to the floor. Once inpatient, the admitting nurse is responsible for entering the home medications into the computer. These are then verified by the admitting physician and reviewed by a pharmacist. If this scenario was perfectly executed every time, there would be minimal medication discrepancies, but due to many variables, as previously explained, this is often not the case. 
Educating the staff with this new process is the best way to achieve compliance. Practice alerts were sent via email and hung in the break rooms. Information was discussed at unit-based meetings and the intervention for MedRec was added to the admission check list completed by nursing staff. An updated electronic medication list was pushed out by Information Services, which decreased the amount of free hand entries the nurse would had make, again limiting errors. The pharmacist does review home meds, but this is not done on all patients as there is not enough pharmacists on duty to achieve this. Access to data collected by SJMC regarding specific metrics was unavailable, but according to a study done in 2016, there was an estimate 63% reduction in patient with medication discrepancies and no potentially fatal errors were identified in hospitals that used an electronic medication reconciliation intervention (Mekonnen, Abebe, McLachlan, & Brien, 2016).
Evaluating the Benchmarks
	The Leapfrog Group is a national nonprofit organization that is dedicated to quality and safety of American health care. They empower the public to find the highest-value care and give these consumers information needed to make informed decisions regarding where they will receive their healthcare. The Leapfrog Hospital Safety Grade assigns letter grades to hospitals based on their record of patient safety. One of the criteria that is evaluated is medication safety, specifically medication reconciliation. The measurements are focused on the quality and accuracy of the hospital’s medication reconciliation process and are done on a yearly basis. Hospitals are required to conduct a random sample of patients to collect the total number of unintentional medication discrepancies identified between the patient’s medication history and the admission and discharge orders. A “gold standard medication history” must be created by a pharmacist by interviewing the patient. The patient’s gold standard medication history is compared to the patient’s admission orders and the discharge medications orders to identify any discrepancies (Medication Reconciliation, 2019). Saint Joseph Medical Center received an “A” grade from The Leapfrog Group in 2019. 
Interprofessional Perspectives
Implementation of any quality improvement initiative requires interprofessional collaboration. Gaining insight from members of the care management team is crucial to understanding what the barriers may be and what education might be needed (Vachon, Desorcy, Gaboury, Camirand, Rodrigue, Quesnel, & Grimshaw, 2015). The key players involved in the implementation of the Medication Reconciliation initiative include ER nurses, bedside nurses, physicians, pharmacists, risk management, nurse managers, information services and senior leadership. Starting with senior leadership, it is important to have their buy in and support when initiating a new process that will affect multiple departments. They will need to understand the reasons why this new process is important and what will be the overall benefit. Questions asked by leadership included what is the cost of the software needed, what are the expected outcomes, and how will this benefit the hospital? The nurses are the key players in this particular initiative because they will have a direct impact on the outcomes. The nurses were excited but had concerns. They wanted it to be known that medicine reconciliation is very time consuming at times, some patients are on as many as 20 different medications. They may not know the dosage or even the name of the drug, just why they take it, for example, “I take a water pill to help my blood pressure”. This information is vague and requires more investigation and time on the part of the nurse. Also, this type of information cannot be entered into the system, leaving gaps in acquiring accurate information. Nurses also expressed concerns with the amount of new admits they took in one day and the amount of staff working on that shift. Getting an accurate medication reconciliation can take up a lot of time from the admitting nurse. If the floor is working short and the nurses are taking patients above their normal ratio, accuracy will be difficult to achieve. On the flip side, the nurses were happy to see that this safety issue was being addressed. Patients come to the hospital and it is important to know what medications they are taking at home and the nurses do their best to get these medications ordered by the physician while they are in the hospital. Abrupt discontinuation of certain medications can cause negative effects, which increases risks and leads to complicated hospital stays. Nurse managers will be the middleman between leadership and the bedside nurse. They will be responsible for providing both positive and negative feedback to the nurses and to senior leadership regarding the initiative. Risk management will need to provide input related to benchmark data and what is required to maintain status with the governing boards. Information technology services will need to be included in the planning and implementation so they can provide the appropriate changes to the software. Lastly, pharmacy and the pharmacists will be part of the team as well. They will be responsible for looking at all the data entered and reviewing it with the patient. Concerns they had included the timeliness of the completed medication reconciliation by the nursing staff, accuracy of the medication reconciliation, and access to the patients for review.  It is important to understand how all of these roles need to come together in order to create change in culture and process. Delivering quality and safe care requires teamwork and dedication of all those involved. 
Additional Indicators and Protocols
	Nineteen studies done in 2016 which involved a total of 15,525 adult patients showed that overall, pharmacy-led medication reconciliation interventions revealed a trend towards a reduction of medication discrepancies. When this intervention was completed by a pharmacist at transition of care, either at admission or discharge, there was a significant reduction of 66% in patient medication discrepancies. These studies have shown that pharmacy-led medication reconciliation interventions were found to be a highly effective strategy to reduce medication discrepancies (Mekonnen, et al., 2016).  It would be interesting to conduct a study that would compare medication reconciliation completed by the bedside nurse and those completed and reviewed by a pharmacist. With medications being the specialty of the pharmacists, there could be a more detailed investigation into the medication history of the patient; thus, allowing for prevention of poly pharmacy, abrupt discontinuation of certain medications, and overuse of opioids. 
	It would be necessary to hire more pharmacists in order to allow for a very detailed investigation of medication reconciliation. With the state of healthcare today, it is usual to do more work with less help; therefore, the process will continue to be on the nurses shoulders and they along with their peers will strive for excellence as best as they can. 
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