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Learning Objectives

A Describe national priorities for medication
safety including measures, standards and
practices

A Discuss critical lessons to develop a focus
on the leadership journey

A Describe implementation options and
programs designed to meet NQF Safe
Practice 18- Pharmacist Leadership
Structures and Systems



Reasons for Pharmacy to be
Quality Focused

The PATIENTI quality for the sake of protecting
human life

Growing number of standards and measures focused
on medication use = $$

Data transparency: Organizational Branding,
Competition, Consumer/Purchaser
empowerment

Recognition of the importance of the quality role of the
pharmacist



Measures, Standards and
Practices Relating to
Medication Use

Why Should YOU Care?



Quality Data Initiatives and Requirements Confronting Health Systems
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Standards and Measures Relating to Medication Use

NQF Endorsed Measures http://www.qualityforum.org/Home.aspx
. http://www.qualityforum.org/Projects/Safe_Practic
34 Safe Practices es. 2010.aspx
28 Serious Reportable Events http://www.qualityforum.org/projects/hacs_and_sr
. . es.aspx
Medication Management Measures P
IOM 20 P”O”ty AreaS, Preventlng http://mwww.iom.edu/?id=19752
Medication Errors and Overuse of
Antibiotics
AH RQ 32 Quality Indicators E:tp://Www.qualityindicators.ahrq.gov/iqi_overview.
- - m
27 Patient Safety Indicators http://www.qualityindicators.ahrg.gov/psi_overview
.htm
CMS Core Measures http://www.qualitynet.org
http://mww.hcahpsonline.org
27 H(?AHPS _ o https://www.cms.gov/HospitalAcqCond/06_Hospit
Hospital Acquired Conditions al-Acquired_Conditions.asp
The Joint National Patient Safety Goals http://www.jointcommission.org/PatientSafety/Nati
.. ) ) onalPatientSafetyGoals/09 _hap_npsgs.htm
Commission Medication Management Standards http://www.jointcommission.org/Standards/
Leapfrog Leaps Survey’ CPOE Simulator http://www.leapfroggroup.org/
NPP National Priorities partnership http://www.nationalprioritiespartnership.org
http://www.ashp.org/qii/npp
IHI |mpr0vement Map http://mwww.ihi.org/imap/tool/




Mission
Improve the quality of American healthcare by
setting national priorities and goals for
performance improvement, endorsing national
consensus standards for measuring and
publicly reporting on performance, and
promoting the attainment of national goals
through education and outreach programs.

www.qualityforum.org



NQF Safe Practices Specifically Related to Medication Process or Use

Safe Practice 12

Patient Care Information

Safe Practice 13

Order Read-Back and Abbreviations

Safe Practice 15

Discharge Systems

Safe Practice 16

Safe Adoption of Computerized Prescriber Order Entry

Safe Practice 17

Medication Reconciliation

Safe Practice 18

Pharmacist Leadership Structures /Systems (includes SPs 1-4 framework)

Safe Practice 20

Influenza Prevention

Safe Practice 22

Surgical-Site Infection Prevention

Safe Practice 23

Care of the Ventilated Patient

Safe Practice 24

Multidrug-Resistant Organism Prevention

Safe Practice 28

Venous Thromboembolism (VTE) Prevention

Safe Practice 29

Anticoagulation Therapy

Safe Practice 30

Contrast Media-Induced Renal Failure Prevention

Safe Practice 32

Glycemic Control

Safe Practice 33

Falls Prevention

http://www.qualityforum.ora/Projects/Safe Practices 2010.aspx




Serious Reportable Events in Healthcare' http://www.qualityforum.org/projects/hacs_and_sres.aspx

1. SURGICAL EVENTS
A. Surgery performed on the wrong body part
B. Surgery performed on the wrong patient
C. Wrong surgical procedure performed on a patient
D. Unintended retention of a foreign object in a patient after surgery or other procedure
E. Intraoperative or immediately postoperative death in an ASA Class | patient

2. PRODUCT OR DEVICE EVENTS

A. Patient death or serious disability associated with the use of contaminated drugs, devices, or biologics provi

B. Patient death or serious disability associated with the use or function of a device in patient care in which th
than as intended

(. Patient death or serious disability associated with intravascular air embolism that occurs while being cared

3. PATIENT PROTECTION EVENTS
A. Infant discharged to the wrong person — ~ —_—

B. Patient death or serious disability assodated with patient elopement (disappearance) N NF
(. Patient suicide, or attempted suicide, resulting in serious disability while being cared for in a healthcare fa ATIONAL QuaLITY FoRuM

4, CARE MANAGEMENT EVENTS

A. Patient death or serious disability associated with a medication error (e.g., emrors involving the wrong drug,
time, wrong rate, wrong preparation, or wrong route of administration)

B. Patient death or serious disability associated with a hemolytic reaction due to the administration of ABO/HY| seﬁous,
blood products

(. Maternal death or serious disability associated with labor or delivery in a low-risk pregnancy while being cz :

D. Patient death or serious disability associated with hypoglycemia, the onset of which occurs while the patier, Reponable Events
healthcare facility .

E. Death or serious disability (kemicterus) associated with failure to identify and treat hyperbilirubinemiain n in Healthcare

F. Stage 3 or 4 pressure ulcers acquired after admission to a healthcre facility

G. Patient death or serious disability due to spinal manipulative therapy 2006 Update

H. Artificial insemination with the wrong donor sperm or wrong egq

5. ENVIRONMENTAL EVENTS
A. Patient death or serious disability associated with an electric shock while being cared for in a healthcare fac
B. Any incident in which a line designated for oxygen or other gas to be delivered to a patient contains the wr A
by toxic substances CONSENSUS
(. Patient death or serious disability associated with a burn incurred from any source while being cared for in REPORT
D. Patient death or serious disability associated with a fall while being cared for in a healthcare facility
E. Patient death or serious disability assodated with the use of restraints or bedrails while being cred for in af

6. CRIMINAL EVENTS

A. Any instance of care ordered by or provided by someone impersonating a physician, nurse, pharmacist, or other licensed healthcare provider
B Ahdiurtinn of 3 natiant of any ana

-

N@)




SRE: Medication Error

EVENT ADDITIONAL SPECIFICATIONS | IMPLEMENTATION GUIDANCE

A. PﬂtlEﬂt dE'ath EII" Excludes reasonable differences This event is intended to capture:
serious dlsah_lllt]r in dlinical judgment involving drug m The most Serious medin:atiuq efrors, ingluding occurences inII.'.rhil:h
associated with a selection and dose. a patient known to have serious allergies to specific medications/
medication error o agents receives those medications/agents, resulting in serious harm
(e.q., errors involving Indludes administration of a or death. These events may occur s a result of failure to collect
the wrong drug medication to which a patient has allergy information; failure to review available allergy information;
wrong dose, wn;ng a known allergy and drug-drug failure to assure the availability of allergy information and
patient, wrong time, interactions for which there is known prominently display it; or through other system failures that are
Wrong rate, wrong potential for death or serious disability. determined by investigation to be the cause of the adverse event.

® (ccurrences in which a patient dies or suffers serious disability as
a result of failure to administer a prescribed medication.

® (Occurrences in which a patient dies or suffers serious disability as
a result of the wrong administration technique.

preparation, or
wrong route of
administration)

This event is not intended to capture;

® Patient death or serious disability associated with allergies that
could not reasonably have been known or discerned in advance of
the event.

m Al situations in which two or more medications are administered
for which there are drug-drug interactions with known potential
for death or serious disability—only those that result in death or
serious disability.




A NQF Endorsed Medication
Management Measures (19)

A Adherence
A General
A CAD
A Diabetes
A Schizophrenia
A Asthma
A COPD
A Antipsychotics
A INR monitoring
A Medication review

http://www.qualityforum.org/Projects/i-
m/Medication_Management/Medication_Management_Measures.aspx



Measure Number and Title Prescribing | Dispensing | Monitoring | Outcomes

Adherence Measures- General

MM-001-08: Proportion of Days Covered (PDC): 5 Rates by Therapeutic X X
Category

MM-003-08: Adherence to Chronic Medications X X

Adherence Measures- Coronary Artery Disease
MM-004-08: Coronary Artery Disease and Medication Possession Ratio for X X
Statin Therapy

And

MM-016-08: Coronary Artery Disease and Lipid-Lowering Therapy
MM-017-08: Treatment of Coronary Artery Disease (CAD): Ace Inhibitor / X X
Angiotensin Receptor Blocker use

Adherence Measures- Diabetes
MM-010-08: Lipid-Lowering drugs for Diabetic Beneficiaries X X

MM-006-08: Diabetes Mellitus and Medication Possession Ratio (MPR) for X X
Chronic Medications
MM-008-08: Diabetes Suboptimal Treatment Regimen (SUB) X X
MM-014-08: Chronic Kidney Disease, Diabetes Mellitus, Hypertension and X X
ACEI/ ARB Therapy

Adherence Measures- Schizophrenia
MM-005-08: Schizophrenia: Adherence to Antipsychotics X X
And

MM-021-08: Schizophrenia: Treatment with Antipsychotics
Asthma Control

MM-011-08: Suboptimal Asthma Control (SAC)
MM-012-08: Absence of Controller Therapy (ACT) X X X
COPD Management
MM-013-08: Pharmacotherapy Management of COPD Exacerbation (PCE): X X
Two rates are reported.

b
k1
b




Management of Antipsychotic Medication Use

MM-022-08: HBIP5S4 Patients Discharged on Multiple Antipsychotic
Medications

MM-023-08: HBIPS-5 Patients Discharged on Multiple Antipsychotic
Medications with Appropriate Justification

MM-034-08: HBIP5-6 Post Discharge Continuing Care Plan Created

MM-035-08: HBIP5-7 Post Discharge Continuing Care Plan Transmitted to
Next Level of Care Provider upon Discharge

INR Monitoring

MM-030-08: Monthly INR Monitoring for Beneficiaries on Warfarin

MM-031-08: INR for Beneficiaries Taking Warfarin and Interacting Anti-
Infective Medications

Medication Management- General

MM-026-08: Care for Older Adults - Medication Review (COA)

#MM-028-08
Title: Medication Reconciliation Post-Discharge (MRT) (NCQA)




Healthcare Reform is accelerating the
CMS path to Pay for Performance

__EAT5/ Centers for Medicare & Medicaid Services

CMS has stated its goal of transforming
Medicare froma pPassSIve payer  toan

active purchaser of high quality,
efficient health care

Source : Presentation by Thomas B. Valuck, MBasd®, PacCMsSadsPnggoedsndoda
2008; CMS FY09 IPPS Final Ruling, August 1, 2008.



CMS Quality Measure Category

Medication-Related

Indicator
Acute Myocardial Infarction (AMI) 7 of 12
Heart Failure (HF) 20f4
Pneumonia (PNE) ol
Surgical Care Improvement Project (SCIP)
A SCIP& Infection 25 of 28
A SCIP& Cardiac 10f1
ASCIP8 VTE 2 of 2
Pregnancy and Related Conditions (PRC) Oof 3
Childrendéds Ast hma Car 90f9
Venous Thromboembolism (VTE) 50f6
Stroke (STK) 6 of 8
Emergency Department (ED) Oof 7
Hospital Outpatient Measures (HOP): AMI, CP, Surgical, Imaging 4 of 11

CMS Outcome Measures (Claims-Based)

A 30-day Mortality for AMI, HF, PN; 30-day Readmission AMI, HF, PN

Immeasurable

http://www.qualitynet.org/dcs

15




The CMS Roadmap to P4P

Up

t o

8 %

of

CMS payment

N

FY09 FY10

FY11

FY12 FY13

FY14

FY15 FY16 FY17

Value-Based ACMS implemented

AHHS Secretary

AHHS requiredto  A1% VBP reduction in

A1.25% reduction

A1.5% reduction in  A1.75% reduction A2% reduction in

Purchasing its Value -Based required to deliver submit report on CMS payment on in CMS payment CMS payment in CMS payment CMS payment
(VBP) Purchasing (VBP) national strategy and  expanding HACs ALL MS-DRGs based based on VBP based on VBP based on VBP based on VBP
program in FY09 priorities to improve beyond hospitals on failure to attain quality measures quality measures quality measures quality measures
(10/1/08) * health care quality by  to other providers or improve hospital and incentives 2 and incentives 2 and incentives 2 and incentives 2
1/1/20112 by 1/1/2012 2 performance 2
Hospital A1% reduction in A2% reduction in A3% reduction in
P CMS payment on CMS payment on CMS payment on
Reagnusaon ALL MS-DRGs for ALLJEgDRGsfm ALL MS-DRGs for
ates readmission rates readmission rate readmission rates
on AMI, CHF, & PN on AMI, CHF & on AMI, CHF, PN, &
above expected 2 PN above COPD, CABG, PTCA
expected 2 and other vascular 2
Hosp_|ta|- ACMS selected 10 ANo HACs added A1% reduction in
Acquired categories of HACs to IPPS in FY10 CMS payment for
Conditions to no longer receive ALL MS-DRGs for >
(HACs) higher incremental hospitals with HAC
reimbursement if incidence rates in
not present on top quartile 2
admission (POA) 1
Reporting  A2% P4R reduction 1 A10 new RHQDAPU A3 new RHQDAPU AHHS to add AHHS to publicly -
Hospital in CMS annual measures, measures, including efficiency report HAC rates
Quality Data pa}yment update for including catheter CLABSI, SSl and measures, incl. for aIIl hospitals on
for Annual failure to report on = related BSI, UTI one AMI -related risk - adjusted Hospital Compare
RHQDAPU hospital and 6 other HAC - Medicare website 2
Payment quality measures: related measures 2 AHHS to provide spending per
Update - Outcome confidential HAC beneficiary 2 AFuture measures
(RHQDAPU) - Process of care reports to hospitals under consideration
- Structure in the top quartile for RHQDAPU
- Patient satisfaction on HAC rates ? include VAP, MDRO
and CDAD
TOTAL CMS
Payment at 2% 2% 2% 2% 4% 5.25% 7.5% 7.75% 8%
Risk*

1 Deficit Reduction Act (DRA) of 2005, Section 5001(a) raised pay

CMS to implement a Medicare value
conditions (HACs) for FY09 implementation.

2 Patient Protection and Affordable Care Act (PPACA) of 2010, Sections 3001, 3008 and 3011; CMS IPPS FY11 Proposed Rule, April
penalized

* NOTE: Hospitals

for

fail

-for -reporting penalty from 0.4% to 2% of CMS annual payment upd
-based purchasing (VBP) program beginning in FY09; Section 5001(c) required CMS to select at le

ur e to report

reimbursement due to incremental cost to treat HACs not present on admission (POA).

under

RHQDAPU

ate, Section 5001(b) authorized
ast two hospital -acquired

19, 2010.
fi pag Risk tloes not ineudepimpiadt of lgsd

ar



CMS: Hospital Consumer
Assessment of Healthcare
Providers and Systems (HCAHPS)

APatientsdé perspectives on

A Eight key topics: communication with doctors,
communication with nurses, responsiveness of hospital

staff,
cleanliness of the hospital

environment, and quietness of the hospital environment

http://www.hcahpsonline.org

Jha AK, Orav EJ, Zheng J, et al.
2008 Oct;339(18):1921-31.

Pati entNEKIIMpercept



CMS: Hospital Consumer Assessment
of Healthcare Providers and Systems
(HCAHPS)

A How often was your pain well controlled?

A How often did the hospital staff do everything they
could to help you with your pain?

A How often did the hospital staff tell you what your
medication was for?

A How often did the hospital staff describe possible side
effects in a way you could understand?

A Did you receive information in writing about what
symptoms or health problems to look out for?



CMS: Hospital-Acquired
Conditions

- Foreign object retained after surgery

- Air embolism

- Blood incompatibility

- Stage lll and IV pressure ulcers

- Falls and trauma

- Manifestations of poor glycemic control

- Catheter-associated urinary tract infection

- Vascular catheter-associated infection

- Surgical site infection

- Deep vein thrombosis/pulmonary embolism

https://www.cms.gov/HospitalAcqCond/06_Hospital-Acquired _Conditions.asp



08.000 deaths + HAI deaths

3'd leading cause of death in
the US




