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Executive Summary
Medication reconciliation (MR) is becoming more important every patient visit. With the increasing number of patient medications on the patient medication regimen more medication errors are occurring. During transfer in the hospital one in six patients can have a major medication discrepancy (MD), (Duguid, 2012). This came to light when The Joint Commission (TJC) made a visit to the BHHCS and identified multiple write ups involving MR. The importance of a new MR process pathway is imminent at the Black Hills Health Care System (BHHCS) as no formal MR process is in place prior to the UMary Project Team initiating the project. The implementation plan for this UMary Project Team consists of developing a MR pathway, identifying key stakeholder champions, BHHCS organizational staff education, implementing pilot and data collection, and evaluating this data by the UMary Project Team. Three main project recommendations were used for the implementation plan for the project. Identifying MD, developing a new MR pathway process for home health (HH), and resolving MD within a three-day period. After evaluating the results from the pilot, out of the 10 home health plans of care that met criteria for our trial project, six of them demonstrated a medication discrepancy and initiated the home health med rec proposed pathway process. The company facet will not be addressed in this business plan. The organization that was involved in the project is a federal organization and has no specific company facet to address. 
	The new MR pathway will create increased patient safety, decrease staff MR charting time, decrease readmission to the hospital from medication errors, and decrease overall cost to direct inpatient care through efficient use of the MR pathway.



Advancing Medication Management in the VA Home Health Care Setting
Through Interdisciplinary Medication Reconciliation: An Evidence Based Practice Project
Medication management (MM) is an onerous component within transitions of health care such as patient’s return to home following hospitalizations requiring management of complex medication regimens in the home. Medication reconciliation (MR) is a critical element of effective MM and is a formal process that creates the most complete and accurate list possible of the medications a patient is taking and compares that list to the patient’s record or medication orders (North Dakota Legislative Council, 2008). The purpose of MR is to help healthcare providers avoid errors that include transcriptions, drug interactions, duplications, omissions, and dosing errors (North Dakota Legislative Council, 2008). Discrepancies in MM can contribute to medication errors, leading to adverse effects on patient safety and overall health care. Medication discrepancies (MD) can be decreased through the development and implementation of an effective MR process. An effective process requires collaboration across home health care (HHC) settings, patient and caregiver engagement, and continued evaluation. The HHC setting is a unique mode of health care delivery as it takes place within the patient’s home and involves the patient, caregiver, family members and home health (HH) staff with medications and plans of care provided by a number of other healthcare clinicians across numerous healthcare setting. 
Community HHC clinician inquiries with Black Hills Health Care System (BHHCS) and write ups on a recent Joint Commission (JC) inspection conducted at BHHCS both regarding MR were key components in identifying MM and MR within HHC services as an area where process improvements were warranted. Such components prompted this University of Mary student service project team (hereafter referred to as UMary Project Team), and BHHCS clinicians to collaborate on this evidence-based practice (EBP) project topic. Specifically, this EBP project consists of a thorough and comprehensive literature review, review of internal and external evidence and development of a PICOT question as well as a proposed implementation plan for the advancement of MM through interdisciplinary MR in the HH setting. The overall anticipated outcome of this graduate level EBP project is the implementation of a standardized, interdisciplinary, process into the HHC setting for VA HH patients at BHHCS. This advanced MM process may reduce MDs for these patients and prevent readmission to the hospital as well as increase patient safety.
Problem Statement: Scope of Clinical Problem from a Global Perspective
As patients continue to age and live longer with chronic diseases, treatment plans are becoming more complex, including complicated medication regimens for patients and caregivers to manage in the home (Kollerup, Curtis & Schantz, 2018). Accurate MR in the home can alleviate adverse reactions, Emergency Room (ER) visits and hospital admissions (Fuji & Abbott, 2014). According to Kollerup et al. (2018), within the patient population discharging from an inpatient hospitalization stay and transitioning to home, an astonishing 94% of this population demonstrated a MD identified by nursing through MM. Kollerup et al. (2018) also referred to a Danish study identifying 66% of adverse effects noted were directly related to mismanagement of MM within the HHC setting. Kollerup et al. (2018) indicates patients with identified MDs following discharge from a recent hospital stay demonstrated “...significantly higher rehospitalization (sic) rates…” (p. 3). Such rehospitalizations due to MDs are a financial and patient safety concern for both the health care systems and patients and their family members. These high percentages of discrepancies and mismanagement demonstrate the expansive scope and impact on healthcare as well as the global reach of these concerns. This highlights the importance of prioritizing and addressing the MM and MR issues now for patient safety and healthcare system’s fiscal responsibilities.   
Significance of Clinical Problem at the Organizational Level
As evidenced by data obtained from an internal needs assessment, inconsistencies were noted within and across the BHHCS organization in addressing MR and MDs with the community HHC clinicians providing in-home health care. Also, during a recent JC inspection, multiple discrepancies in MR were identified in HHC and resulted in a subsequent write up reflecting the significance of the problem from the organizational perspective. JC’s write ups identified low and moderate patterns pertaining to the National Patient Safety Goals (NPSG) 03.06.0104 and 03.06.0103 reconciling medications which both were not fully met by the BHHCS organization. The JC write up indicated “Medication reconciliation was not completed” and “observed the nurse failed to compare the medication information the patient is currently taking with the medications ordered for the patient in order to identify and resolve discrepancies. multiple medication omitted from the medication profile.” (BHHCS JC Report, 2019). The JC provides national standards via NPSG which home health agencies must adhere to ensuring JC accreditation (The JC, 2019).      
The JC defines MR as “…the process of comparing a patient’s medication orders to all of the medications that the patient has been taking” (Fuji & Abbott, 2014, p. 3). The purpose of this action is to alleviate any MDs, errors in dosing, duplication, omission of clinically ordered medications and avoidance of drug interactions (Fuji & Abbott, 2014). MR is a key action carried out by HHC clinicians and a major component of regulatory requirements of HHC (Fuji & Abbott, 2014). HHC clinicians are a critical component of a patient’s ability to remain in a safe, healthy environment in the home and aid in enhancing patient self-management of health issues and self-care reducing patient ER visits and subsequent hospital admissions (Fuji & Abbott, 2014). HHC clinicians aide a patient in traversing care across the continuum from inpatient to outpatient to the home setting, engaging with a multitude of clinicians from hospitalists and specialists to primary care and HHC providers (Fuji & Abbott, 2014). This framework is crucial in the production of safe health outcomes which are optimal for the patient (Fuji & Abbott, 2014). “Medication reconciliation is a key part of the 2014 Home Care NPSG, contained within NPSG 3, and is a National Quality Forum National Voluntary Consensus Standard for Medication Management” (Fuji & Abbott, 2014, p. 3). For fiscal year 2018, BHHCS provided in HH services to 1,245 veterans (Veteran Health Administration [VHA] Support Service Center Capital Assets [VSSC] Database, 2018).
	The UMary Project Team intends to implement a new standardized process for MR in the HH setting with VA patients. This EBP project has the opportunity to advance the current process and make it standardized for all parties involved through an interdisciplinary approach. Patient safety is a priority and reducing MDs of the patient ensures such safety.
PICOT question
A PICOT question is used to look at a specific evidence-based clinical question (Melnyk & Fineout-Overholt, 2015).  This question is one of the first steps in the EBP process and a well-structured question helps identify whether the research is relevant to the question (Melnyk & Fineout-Overholt, 2015).  According to Melnyk and Fineout-Overholt (2015) the components of a PICOT question include:
· Population is what the ‘P’ stands for and that is the population of interest;
· Intervention is what ‘I’ stands for and that is the intervention or issue of interest;
·  Comparison is what ‘C’ stands for and that is the comparison of interest;
·  Outcome is what ‘O’ stands for and that is the outcome expected;
· Time is what ‘T’ stands for and that is the time expected to achieve the outcome.
The PICOT question developed by this UMary Project Team states:
For VA home health patients within BHHCS how does addressing MR through an interdisciplinary, standardized, MR process compared to the current MR process advance MM among HH agencies and Patient Aligned Care Teams (PACT)s, within a three-month period?
· Population: VA HH patients within BHHCS.
· Intervention: MR through an interdisciplinary, standardized, and MR process.
· Comparison: Current MR process at BHHCS.
· Outcome: Advance MM among HHC agencies and PACTs. 
· Time: Over a period of three months.
Purpose Statement
The purpose of this graduate level EBP project is to assist the BHHCS organization in advancing MM through literature review, development and implementation of an EBP standardized process for MR and addressing MDs as identified by community HHC agencies through an interdisciplinary approach. 
Review of Literature
Literature Search
	A literature search was performed by the UMary Project Team and the majority of the peer-reviewed literature identified was within the past five years. The databases utilized in this literature search included: CINAHL, MEDLINE, and COCHRANE. CINAHL produced the most pertinent material of the three databases. Most material from search phrases were taken from the components of the UMary Project Team’s developed PICOT question and included: MR, HH, Post-Discharge, Transition of Care, and MM (see Table 1: External Data Search Results).
Table 1
External Data Search Results
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The search phrase HH produced the largest volume and the most relevant literature of all the searched phrases. The main themes discovered in this literature review included: education of MM, follow-up of MR, possible interventions, standardized process, and electronic information.  The literature review also yielded evidence-based support for project recommendations such as identifying MD, developing an MR note template pathway, and follow-up on the MR pathway within three days. A Matrix Grid was developed by the UMary Project Team including the relevant literature influential to this project team’s EBP recommendations and implementation plan. Also identified in the Matrix Grid, is the level of evidence scored according to Joanna Briggs of a quality rating of high, moderate or low quality (see Appendix A: Literature Matrix Grid).
Synthesis of Current Literature
	Education of medication management. The literature reviewed for this graduate level EBP project provides many compelling findings. One simple problem found among many of the articles is that providers are not specific enough with each medication that patients are to be administered. As Creuer, Lazzer, Mcdonald, and Welsh (2014) explain, providers must communicate with other staff, the patient, and the patient’s family to ensure proper understanding of the MR process. Communication is the key to all of this, and every party needs to be involved with MR. One way to help ensure a better MR process is using advanced practice nurses to do the MR for discharged patients moving from the hospital to the home setting (Lufei, Young, Barnason, Hays, & Van Do, 2015). A time-out process during discharge has also been effective. When the health care professional performed a time-out during the discharge process while going over medication it had shown a decrease in MDs among patients transitioning from the hospital to the HH setting (Ruggicro, Smith, Copeland, & Boxer, 2015). This is another way to ensure the patient is receiving proper education from the health care professional.  
Follow-up medication reconciliation. Once the patient is home, continuing MR needs to be performed to provide patient safety and prevent medication errors. Patient’s change medications and dosing of medications frequently. This can be confusing and potentially compromise the patient. One study performed by Zillich, Snyder, Frail, Lewis, Deshotels, Dunham, and Sutherland, 2014), explains how they used a 60-day telephonic plan to continue to follow up with patients. This is one way to improve a patient’s understanding of safe medication administration through follow up. The goal is to have an effective MR process to prevent MDs for patients in the home setting. This process starts with the discharge at the hospital and continues in the home setting once the patient makes the transition. Using a multidisciplinary team approach for MR can reduce patient MDs from occurring as well.  
Possible interventions. Schnipper and Labonville (2016) highlight the importance of the development of best practices and references the Multi-Center Medication Reconciliation Quality Improvement Study (MARQUIS) which recommended the utilization of at least two sources of information pertaining to the patient’s medications with one from the patient and one from a health care source. According to Schnipper and Labonville (2016), if discrepancies were identified, the clinician must obtain additional sources of medication information via primary care and/or pharmacy services to address said discrepancies. Schnipper and Labonville (2016) recommend utilization of a “…comprehensive toolkit of interventions…” (p. 1813) as well as engaging with the patient and the patient’s caregivers for success in MR. A suggested mechanism to bridge the gap of accuracy in MR is the action of a patient bringing an updated printed list of medications to all medical appointments across all settings of health care. Another recommended concept is the implementation of the Systems Engineering Initiative in Patient Safety (SEIPS) model (see Figure 1: SEIPS model) to aide in working towards patient safety (Carayon, Hundt, Karsh, Gurses, Alvardao, Smith & Brennan, 2006). 






Figure 1
SEIPS Model
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Figure 1: SEIPS Model that aides in working towards patient safety. Reprinted from “Work System Design for Patient Safety,” by P. Carayon, A. Hundt, B. Karsh, A. Gurses, C. Alvardao, M. Smith, and Brennan, 2006, Quality and Safety in Health Care, 15(1), p. 51. Copyright 2006 by the British Medical Journal. 
	Standardized process.  Kollerup et al. (2018) describes the challenges faced by visiting home health nurses due to the fact individuals are living longer with chronic conditions, widespread expansion of healthcare treatment options, and complex regimens of medications for geriatric population which all lead to an increased incidence of discrepancies of MM in the home. Wright (2014) supports a standardized process to ensure patient safety. A study conducted by Kollerup et al. (2018), identified 12 stages of MM conducted by HH nurses and discussed the importance of the HH nurse’s MM and establishing an order able to work with the nurse and patient dynamic. The knowledge level of the patient is very important to ascertain by the HH nurse. Having a standard procedure and rules of MM in the home in which both the HH nurse and patient agree upon is crucial to the success of MM in the home. This MM establishes an order in how the medications will be reconciled, sorted, set up, and managed with a goal of optimizing safe MM in the home environment (Kollerup et al., 2018). This study highlights the importance of the development of a relationship between the patient and nurse and well as integrating nursing standards of practice in developing a fundamental care framework (Kollerup et al., 2018).   
Electronic information. Mekonnen, Abebe, McLachan, and Brien (2016) identifies MR as a critical component and intervention in minimizing discrepancies of MM of an unintentional nature and highlights the use of electronic information technological advances in decreasing the incidence of MDs. Another interesting find in the literature review is the use of an electronic pharmaceutical record (ePR). Jurado, Calmels, Lobinet, Divol, Hanaire, Metsu, and Sallerin (2018) explains by using both the MedRec and ePR it can reduce MDs for patients. Walsh et al., (2018) explains, using the electronic medical record (EMR) for MR has shown positive reviews in patient safety concerning the patient’s home medications. Lehnbom, Raban, Walter, Richardon, and Westbrook (2014) explains how using electronic discharge summaries rather than paper discharge summaries, provides a better understanding of MM and why each medication is taken. Physicians can explain specifically why the medication is being prescribed and educate the patient effectively during the process (Lehnbom, et al., 2014). 
Summary of literature review. Based on this synthesis of current literature, this UMary Project Team recommends the identification of MR through the engagement of an organizational project charter, development of a comprehensive, interdisciplinary HH MR pathway to create standardization with a result of MDs addressed and documented in the BHHCS electronic health record (EHR) within a three day time frame. Interdisciplinary key stakeholder champions will be identified, and educational seminars will be provided to organizational staff on the HH MR pathway. This HH MR pathway will be piloted with select PACTs and community HH agencies and efficacy measured by the UMary Project Team.
Project Problem Identification
As previously noted, discrepancies in the reconciliation of medications of VA HH patients were identified in a recent JC inspection at BHHCS. This JC inspection brought to light a fragmented, inefficient process potentially risking BHHCS patient safety. Such discrepancies by JC does not align with the mission of BHHCS: “Honor America’s veterans by providing exceptional health care that improves their health and well-being” (Black Hills Health Care, 2019). Consequently, the JC inspection prompted BHHCS to evaluate the current processes of MM and specifically MR within the VA HH patient population.  
Reviewing models for improvement, the UMary Project Team focused on the Plan-Do-Study-Act (PDSA) format as a model to apply for the foundation of this EBP project. According to Roussel, Thomas and Harris (2016), the PDSA model can be utilized as a key tool in process improvements as it provides a systematic approach creating quantifiable data and producing actionable interventions leading to improved process and patient outcomes.  
Through engagement with the BHHCS System Redesign Program Coordinator, the UMary Project Team collaborated with BHHCS to begin the PDSA model with the initiation and development of an organizational Lean-Six Sigma Project Charter (hereafter referred to as Project Charter). This Project charter assisted the UMary Project Team and the BHHCS organization in collaboratively identifying specific gaps within the organization and established a problem statement, goal statement and strategic alignment which fits into the “Do” of the PDSA model (see Appendix B: Project Charter). Therefore, through collaboration with the BHHCS organizational team and the UMary Project Team, advancing the MR process with VA home health patients was identified as the focus of this EBP problem.   
Internal Evidence
        Veterans Health Administration (VHA) operates one of the nation’s largest systems of health care via VA medical centers (VAMCs) across the nation within Veterans Integrated Service Networks (VISNs) separated via geographic regions across the nation, providing accessible and efficient health care to enrolled veterans (United States [U.S.] Department of VA, 2016). VHA currently makes use of a web-based application for data collection, tracking and analysis via a Support Service Center Capital Assets (VSSC) database (VHA VSSC, 2018). This VSSC database provides BHHCS the ability to measure the quantity and quality of community-based care via metrics pertinent to Non-Institutional Care (NIC), which includes home health services (VHA VSSC, 2018). VHA utilizes a format to count each veteran as a separate entity within each division of care the veteran is receiving and VHA refers to this as a Unique patient count within divisions of care (VHA VSSC, 2018). The NIC Uniques is a measure that is an aggregate to include all veterans receiving care via home and community-based services (HCBS) and includes the utilization of HH skilled nursing services. (VHA VSSC, 2018).  
 	The Quality Indicator (QI) for NIC Uniques Trended is a measure of the unduplicated unique, quantitated value of BHHCS veterans who receive HCBS (VHA VSSC, 2018). The total quantitative value for the end of year (EOY) fiscal year (FY) 2018 was 1,245 with the FY18 Target Goal of 1,231 which equates to BHHCS demonstrating a current percentage of 101% meeting this quality metric (VHA VSSC, 2018). The interpretation of this quality metric indicates BHHCS utilizes HCBS for the appropriate veteran population at BHHCS. The QI for Percent NIC Market Penetration (MP) is a measure of the BHHCS veteran population equal to or greater than 75 years of age utilizing VA Care and/or care provided outside of the VA as well as utilization of NIC services (VHA VSSC, 2018).The Percent NIC MP demonstrated a change of (-)2% from EOY FY2017 to EOY FY2018 (VHA VSSC, 2018). This decrease indicates a 2% decrease in the BHHCS veteran population equal to or greater than 75 years of age utilizing VA Care and/or care outside of the VA and NIC over the FY2018 as compared to the data for FY2017.
Internal data was collected by the UMary Project Team through interviews and surveys conducted with the BHHCS organizational staff to include: Clinical Applications Coordinators (CACs), pharmacists and Primary Care PACT team members of providers, nurses, care managers, and medical support assistants. The pre-implementation survey requested BHHCS staff to describe the current method of identifying and addressing MDs. The results received were varied and highlighted inconsistencies in current methods within the BHHCS organization in addressing MDs for VA HH patients. This survey also asked staff to provide a quantitative rating of the current process at BHHCS identifying MDs and the steps involved in MR for VA HH patients with 1 not effective and 5 highly effective. The median score was a 2, slightly effective, indicating this current process is minimally effective (see Appendix C: Pre-implementation Survey).     
A random sampling of 10% of the BHHCS patient population receiving VA HH services was conducted by the BHHCS Community Health Department in collaboration with the UMary Project Team. This random sampling identified discrepancies in medication lists in 100% of the sample in the BHHCS medication list within the VA EHR system, as compared to the Community HH agency care plan medication list of what the veteran is taking in the home. This random sampling confirms the inconsistency and disjointed nature of the current MR process at BHHCS within the VA HH patient population. 
Through collaboration with the Project Charter and the UMary Project Team, it was identified that BHHCS does not currently utilize a standard process to manage MR or MDs identified by community HH agencies. BHHCS does not have any standard form of documentation or note templates to document such clinical concerns within EHR either. This was evidenced by an internal data collection survey conducted with 16 PACT staff members inquiring about the current process addressing MR with HH and a rating of the efficacy of the current process.  Furthermore, through surveying BHHCS staff, this accentuated the lack of a standardized process addressing MDs identified by the community HH clinicians. With no standardized MR process in place and inconsistency in current MR processes within BHHCS for VA HH patients, there is no prevention for unintentional discrepancies and/or undocumented intentional discrepancies placing an undesirable risk to patient safety.  
Following the literature review and review of the internal data collected, specific data needs were identified by the UMary Project Team (see Table 2: Internal Data).






Table 2
Internal Data
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External Evidence
Centers for Medicare & Medicaid Services (CMS), (2019) requires HH agencies perform MRs at different intervals throughout the duration of HH services to include: initiation of HH services, every 60 days via nursing re-certifications, and at resumptions of care. CMS measured this resumption of care by determining how many patients would end up being readmitted back to the hospital, a meeting the standard discharge home, or fatality of the patient (CMS, 2019). Another CMS quality measure is the need for emergent care of a patient due to improper medication administration (CMS, 2019). This quality measure looks at how many times emergency medical treatment was needed because of improper medication administration of the patient in the home over a given time period (CMS, 2019). The goal of this is to reduce adverse effects of medications or MDs.
	MM is a problem with elderly age groups and one-third of the population has a potential MD (Ellenbecker, Samia, Cushman, & Alster, 2008). In order to correct this, Ellenbecker et al. (2008) discuss how interventions were drawn up to be used as benchmarks to reduce medication errors. Those interventions are telephone communication with patients, educating the patients on current medications, and using a multidisciplinary approach of many healthcare providers with an end result of decreased MDs following implementation of said interventions (Ellenbecker, et al., 2008).
The Australian Commission on Safety and Quality in Healthcare and Medrec: Matching Medicines at Transition of Care have teamed up to deliver a program called MATCH UP Medicines, a National Medication Management Plan with support materials (Duguid, 2012).  The UMary Project Team created a Medication Management Plan form based off of the research and information shared by the Australian Commission on Safety and Quality. This Medication Management Plan form was shared with the BHHCS as a recommendation to incorporate into their HER (see Appendix D: UMary Project Team’s Medication Management Plan form).
Additional recommendations proposed by Duguid (2012) were also shared with BHHCS to aid them in creating their new EHR template and ensure an effective MR process would be implemented. These additional recommendations included:
· Build an appropriate process of care;
·  Integrate steps accordingly to the existing process of the patient’s transition phase and the current MM system;
· Conduct the MR process in an environment of shared accountability;
· Develop a formal and systematic approach to reconciling patient’s medication;
· Outline each team member’s role and tasks in the process;
· Primary Physician
· Home Health Nurse
· Pharmacist
· Patient
· Make sure a specific team member is given the responsibility to resolve identified MDs;
· Adopt a standardized form for the collection of medication lists that is easily accessible to all team members;
· Establish specific time frames to do the MR and follow-up;
· Provide home health clinicians easy access to;
· Primary Care Physician
· Drug Information
· Pharmacist Consult
· Medication Lists
·       Provide ongoing training to staff and patient/caregivers;
·         Monitor performance and provide feedback (Duguid, 2012). 
Project Recommendation
As health care treatments improve, more complex medication regimens are prescribed increasing the potential incidence of MDs in the homes of the geriatric population (Kollerup et al., 2018). Therefore, developing and establishing a standardized process for MR supports   optimization of safe MM in the home environment, ensuring patient safety (Kollerup et al., 2018; Schnipper & Labonville,2016; and Wright, 2014). The JC (2019) NPSG indicates the purpose of MR is to identify and resolve any MDs which can be conducted via an interdisciplinary team and this should be carried out within a three-day period for outpatient care. Through collaboration with BHHCS, a literature review of best practices and analysis of BHHCS internal data, the UMary Project Team focused on the formulation of three main project recommendations: identification of MDs, development of a HH MR pathway and resolution of MD within three days.
	Based on the preceding literature review and internal/external data analysis, this UMary Project Team recommends implementation of evidence-based MR protocols with updates to processes utilizing nursing working to the top of his/her scope through collaboration of an interdisciplinary approach to address MR. This suggested MR will include the utilization of HH nurses, nurse care managers, PACT providers and additional clinical staff as indicated in early identification of MDs and address such discrepancies through the utilization of a HH MR pathway. Completion of the Home Health Medication Reconciliation Note in the EHR within three days of the initial notification of the identified discrepancy, will provide a closure of the gaps previously identified.   
Project Implementation Plan
	The problem is a lack of standardized process currently at BHHCS addressing VA HH MDs identified by community HH clinicians. The purpose of this EBP project is standardization of identification of MDs, development of a new HH MR pathway and resolution of MDs within a three-day time frame. 
Change Theory
Kotter & Cohen’s Model of Change helps implement successful change in an organization (Melnyk & Fineout-Overholt, 2015). By using Kotter’s 8 Step Change Model, the process of change will have a clear description and provides guidance for implementation (Juneja, 2015). The UMary Project Team chose this model due to the large emphasis on the involvement of the stakeholders and organization’s leaders with preparing, building, and implementing the changes.
Figure 2
Kotter’s 8 Step Change Model
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Figure 2. Kotter’s 8 Step Change Model to implement successful changes within an organization. From “The 8-Step Process for Leading Change,” by J. Kotter, 2019, Kotter. Copyright by Kotter International.
Step 1: Create Urgency
· The JC has identified an issue with HH MR that must be addressed.
Step 2: Team Selection / Build
· Individuals have been chosen within BHHCS that will help motivate, guide, and lead others (HH staff, nurses, providers, pharmacists, etc…).
Step 3: Vision & Strategy
· Implementation of strategies to accomplish the vision and goals of improving the current MR process.
Step 4: Communicate the Vision / Enlist
· Discussion and meetings with stakeholders to identify areas for process improvement to decrease the possibility of MDs.
Step 5: Empowerment
· Provide HH staff with the tools and resources to create the MR process and remove any identified barriers such as (lack of patient’s medication knowledge, incomplete medication lists, complications with outpatient clinical care workflow, etc…).
Step 6: Generate Interim Successes
· Create short-term wins with the stakeholders and BHHSC.
Step 7: Sustain Acceleration
· Empower and encourage gradual changes over a set time frame by not pushing too much too fast.
Step 8: Nourishment & Institute
· Engage frequently with stakeholders and BHHCS to help encourage and guide the goals and planned changes (Kotter, 2019; Melnyk & Fineout-Overholt, 2015).
Key Stakeholders
        	Key stakeholders within this project’s proposed plan include BHHCS PACT specifically the nurse care managers, pharmacists and providers as they will be most intimately engaged with the process changes. Also, additional key stakeholders are the CACs in the pathway and template development and implementation and the community HH agencies, veterans and caregivers.  
Barriers and Facilitators/Drives and Resistors to Change
Fuji and Abbott (2014) highlight barriers to effective MM that may include: lack of effective transfer of information across healthcare settings, patient engagement and knowledge level lacking, and patient behaviors relevant to the importance of reconciliation of medications.  Barriers also may include, incomplete medication lists in patient’s home and outpatient clinical workflow lacking comprehensive medication inventory (Fuji & Abbott, 2014). 
The readiness of BHHCS as an organization is mixed at this time due to the lack of knowledge and evidence-based support for such processes. Additionally, members of BHHCS are resistant to change and this can be overcome through in-services and education regarding the research and evidence-based support for this process improvement project. 
Business Impact
        	The UMary Project Team hopes that this project will have a positive impact on the organization as well as the key stakeholders. As evidenced in the pre-implementation survey staff responses, the organization does not currently have a standardized process in place and staff noted an interest in achieving standardization for improved daily workflow and increased staff satisfaction with standardization of this MR process. Also, this project may impact the veterans and their caregivers by leading to improved patient safety via higher levels of medication adherence and/or the potential of decreased hospitalizations which would save of costs to the organization, as well as the veterans. Current annual costs, as of fiscal year 2019, shows direct care cost per patient in the ER is $464.80, the Medical/Surgical Unit, with an average length of stay of three days, was $1,705, and in Nursing Home/Rehabilitation was $689 (Veteran Healthcare Administration Support Service Center Capital Assets Database, 2018).
Implementation of the new MR pathway (see Appendix E: Home Health Medication Reconciliation Pathway) will provide standardization in the MM of VA HH patients. This graduate level EBP project could potentially have a positive financial impact through reduced costs of direct inpatient care at BHHCS through the establishment of efficiency in MR in the VA HH patient population. 
Organization planning process
 	According to the U.S. Department of VA (2016), The VA’s mission is “...to serve America’s Veterans and their families with dignity and compassion and to be their principal advocate in ensuring that they receive medical care, benefits, social support, and lasting memorials promoting the health, welfare, and dignity of all Veterans in recognition of their service to this Nation” (p. 2).  
        BHHCS organization’s mission is “Honor America’s veteran by providing exceptional health care that improves their health and well-being” (BHHCS About Us, 2019, p. 1).   
BHHCS organization’s vision is to be “patient centered, integrated health care organization for veterans providing excellent health care, research and education: an organization where people choose to work: an active community partner and a back-up for National emergencies” (BHHCS About Us, 2019, p. 1).
Implementation Plan
The implementation plan for this UMary Project Team consists of development of a MR pathway, identification of key stakeholder champions, BHHCS organizational staff education, implementation of pilot and data collection and evaluation by the UMary Project Team. Specific steps in this UMary Project Team’s implementation plan are based on the three main project recommendations and include:
Identification of medication discrepancies. BHHCS should implement an interdisciplinary process to identify MDs for VA HH patients within the BHHCS organization project charter. 
· Development of a Project Charter.
· Implementing a process to identify and address discrepancies in medication lists via the implementation and utilization of a MR standard form.
· Improved patient medication safety in the home.
Development of a home health medication reconciliation pathway. BHHCS should develop a HH MR pathway and provide education to clinicians involved in process to provide standardization of MM of VA HH patients.
· Creation of a comprehensive, interdisciplinary HH MR pathway. 
· Establishing a standard process for MR.
· Developing a formal documentation process via a standardized MR template.
· Review of the EHR capabilities and submit necessary optimization requests via the CAC and development and creation of a HH MR note template in CPRS.
· Development of standard operating procedure with step by step instructions.
· Identification of interdisciplinary HH champions.
· Provide education to organizational staff on the home health MR pathway via an educational seminar.


Resolution of medication discrepancies within three days. BHHCS should resolve MDs via a newly created MR EHR note template and addendum note for interdisciplinary collaboration with completion of EHR documentation within three days.
· EHR Note completion within three days of initiation.
· Pilot home health MR pathway with community HH agencies.
· Collect outcome measures for project evaluation.
· Re-evaluate HH MR pathway.
[bookmark: _Hlk37883528]This UMary Project Team’s implementation plan based on the three main project recommendations as indicated above is demonstrated via the organization’s Medication Management VA Home Health Care Action Plan (see Appendix F: Medication Management VA Home Health Care Action Plan).
[bookmark: _Hlk27305254]As part of the Project Charter and BHHCS organizational policies, the organization requires approval via the relevant council or committee prior to implementation of any new nursing processes or new documentation within the EHR. The UMary Project Team requested approval from the Nursing Practice Council regarding the changes to the nursing practice via the MR Pathway and Home Health Medication Reconciliation Note via the Nursing Practice Council Inquiry Form (see Appendix G: Nursing Practice Council Inquiry Form). The UMary Project Team requested approval from the Medical Records Review Committee regarding the Home Health Medication Reconciliation Note (see Appendix H: Home Medication Reconciliation Note) and the Home Health Provider Response Addendum (see Appendix I: Home Health Provider Response Addendum) in the EHR via the Medical Record Review Committee Template Request Form (see Appendix J: Medical Record Review Committee Template Request Form).
Both the Nursing Practice Council and the Medical Records Review Committee will be convening the week of December 16th, at which time, the Inquiry and Request forms will be reviewed by BHHCS organization. The review’s intent is for approval to move forward with this UMary Project Team’s EBP project in collaboration with BHHCS.
Based off of the Medication Management Plan form and the additional recommendations per the literature review, the UMary Project Team created a new note template to propose to BHHCS to implement into the current EHR system for standardization in the identification, documentation, and reconciliation of MDs. Two separate note templates were created to delineate the purpose and action required per each note. The initial note that is generated in the EHR serves a purpose of transferring the information from the Medication Management Plan form that is completed by the HH clinicians. This is then entered into the EHR via the Home Health Medication Reconciliation Note template by PACT team members. The second note template serves the purpose of allowing the VA PACT provider the opportunity to document the proposed action plan to address the MD as well as the means to carry this action out. 
 The UMary Project Team will provide an education seminar to the key stakeholders, to include PACT nurses and providers who were identified as Charter Champions on the HH MR pathway as well as the use of a standard operating procedure (SOP) (see Appendix K: Standard Operating Procedure) created by the UMary Project Team. The Charter Champions will then provide education seminars to HH care staff and PACT team members on the HH MR pathway and (SOP). Staff education will begin January 2020 in the form of educational seminars, emails and handouts to be provided by the UMary Project Team and Charter Champions. A pilot of this implementation plan will begin January 2020 and data will be collected for a three-month period and then evaluated by this UMary Project Team. This pilot will consist of one VA PACT team currently managing the healthcare of over 1,000 patients of which 46 are receiving VA HH services. The oversight and management of these HH services is the responsibility of this PACT provider and the PACT team. Numerous MRs will be performed for these 46 patients throughout the three-month monitor period, with full support from the BHHCS to facilitate the new MR process pathway. Resolution of the MD within a three-day timeframe is within the national standards for HH and meets the NPSG as outlined by JC.
Project Measurement Plan
        	The measurement of the changes implemented is critical to the project process and gives the team the ability to see if the changes made are leading to improvement (Institute for Healthcare Improvement, 2019). There are two types of measurements that the UMary Project Team will be focusing on, which are the outcome and process measures. Does this implemented change positively impact the health, safety, and wellbeing of the patients as well as the organization as a whole?
The intended project measurement plan will include the frequency of use of the newly developed and implemented HH MR note. This template note will include the completion of the primary care provider’s follow-up documentation within the set timeframe of three days. Pre- and post-implementation surveys will be conducted with staff as well as any verbal comments that were made by the veterans/caregivers regarding the MR process. The post-implementation survey will provide a quantitative, measurable outcome to evaluate the efficacy of the UMary Project Team’s pilot (see Appendix L: Post-Implementation Survey). Such surveys will serve as a measurement of the staff and veteran/caregiver satisfaction of the process pre and post project implementation. 
The measurement plan, pre-implementation survey questions, encompassed what issues are involved with the current methods in place that is being used at BHHCS. The UMary Project Team developed the following questions that will be answered after the completion of the pilot project and the gathering of data through collaboration with the BHHCS CACs. These questions include:
· How many HH MR note templates were utilized??
· How many MDs were identified per patient?
· How many HH Provider Response Addendum Notes were completed within the three-day time frame when warranted?
After the completion of the pilot project, a post-implementation survey will be sent to the BHHCS organizational staff that had previously completed the pre-implementation survey. This will allow the UMary Project Team and BHHCS to review the project outcome and efficacy of the UMary Project Team’s new MR process and pathway in correlation to the prior methods in place. The post-implementation survey will reflect the BHHCS organizational staff incite on the effectiveness of the implementation of the new MR process.
Human Subject Protection Statement
This UMary Project Team submitted an Institutional Review Board (IRB) application to the University of Mary IRB Chair ensuring professional and ethical standards are met in conjunction with this proposal (see Appendix N: IRB Application). The IRB application status and this UMary Project received exempt status on December 19, 2019 (see Appendix O: IRB Exempt Letter).


Implementation and Measurement
Implementation
	The UMary Project Team’s MD project pilot was launched January 12, 2020, with the development of an implementation packet compiled with all of the pertinent materials to include: Home Health Medication Management Plan (see Appendix D: Medication Management Plan Form), Standard Operating Procedure (SOP) (see Appendix K), Home Health Medication Reconciliation Pathway (see Appendix L), Home Health Med Rec Note Template (see Appendix H), Home Health Provider Response (see Appendix I), and an instruction sheet to allow clinicians to import and save note templates to personal folders for ease of use (see Appendix M: Importing Template Instructions). The first step of the MD Project Trial consisted of educating all collaborating clinicians of the veteran’s care. The UMary Project Team Organization Lead provided a hands-on educational seminar utilizing the implementation packet materials, as noted above, to the community home health agency staff on January 13, 2020 to include: home health agency owner, business manager, director of nursing and six home health nurses. The UMary Project Team Organization Lead then provided a training in-service to the Organizational Charter Champions, identified as Belt 1 and Belt 2 on Organizational Charter (see Appendix B) on January 14, 2020 to education on the implementation plan. 
	The Charter Champions carried out a hands-on educational seminar utilizing the aforementioned implementation packet materials as noted above to the BHHCS staff employees on 1/21/2020 including: the nursing staff from the pilot PACT team of RN and LPN, physician, pharmacist, Connected Health Coordinator, and Medical Support Assistant. Each discipline’s specific role within the process was highlighted during the educational seminars. Through the implementation of these educational seminars throughout the month of January 2020, community home health agency staff and BHHCS staff transitioned into key stakeholders and became this pilot project’s change agents.
A strategic focus of the educational seminars revolved around the creation of a standardized process and note template for identifying and addressing MDs within the VA home health patient population. As this demonstrated a major opportunity for process improvements, a smaller scale pilot was decided upon by the UMary Project Team to allow for a thorough review of data and evaluation of efficiency and assurance of patient safety once the pilot trial period ended.
Initially, the UMary Project Team was to implement this pilot with the BHHCS Bravo PACT team due to the fact the primary care provider was a nurse practitioner with previous home health nursing experience. But following organizational presentation of the UMary Project Team’s pilot by the UMary Project Team Organizational Lead to the BHHCS Nurse Practice Council seeking council approval of the proposed project note template, it was recommended to pilot this project with BHHCS PACT team Alpha. This change did increase the volume of veterans receiving home health services by the community home health agency from 39 to 99. Further evaluating this data revealed 25 veterans receiving home health services provided by the community home health agency participating in this pilot and 13 eligible for a MR following the national standards within the pilot timeframe. This change did increase the pilot potential and increase the number of veterans requiring a MR during the pilot timeframe. Unfortunately, one veteran passed away and two veterans were discharged from home health services as the home health care goals were met prior to initiation of pilot.
The implementation of this UMary Project Team’s pilot suffered a number of delays. The initial pilot launch suffered a one-week delay of initiation by the community home health agency due to a global concern regarding a newly identified virus, Coronavirus Disease 2019 (COVID-19), and a necessity for the community home health agency to modify agency emergency preparedness preparations. As the concern of COVID-19 continued to heighten, it rapidly evolved into a global pandemic and affected every member of this UMary Project Team as well as the community home health agency and BHHCS VA staff and the ability to focus on the pilot. Real-world events took priority and increased medical and clinical needs within all UMary Project Team member’s medical organizations. Several government and healthcare safety measures and precautions were put in place and local leaders touted social distancing and shelter in place recommendations. Such actions resulted in increased clinician workload for UMary Project Team members as well as BHHCS staff and community home health agency staff as deemed essential employees and services.
Another barrier for this pilot involved a nationally mandated VA Regional transition of Third-Party Administrator (TPA) for BHHCS and community partners. This transition changed both the internal and the external processes for home health referrals from VA to community home health agencies. This transition took place on 3/17/2020 and caused additional delays in implementation of the pilot.
In response to the barriers mentioned above causing delays in the UMary Project Team’s project progress, in conjunction with BHHCS organization and the community home health agency, the UMary Project Team extended the pilot for an additional week through March 27, 2020  to allow for additional MR processes to take place and to afford the BHHCS PACT teams an ample opportunity to evaluate, respond and document clinical responses. This pilot extension resulted in a delay in the data collection, comparison and project outcome measurement by a week as well. 
In addition to the previously mentioned barriers, the community home health agency nursing staff identified an item on the MM plan form in which clarification was sought regarding the home medication review referral checklist section of the form statement on form and the statement pertaining to a patient’s ability to manage drug related therapeutic devices. The UMary Project Team provided clarification to the community home health agency nursing staff with this statement pertaining to a patient’s ability to manage a pain pump, insulin pump or in-home IV Infusion therapeutic device. It was suggested by the community home health agency to include additional training and review of this section of the MM plan form during the educational seminar and this was added to the hand-off plan.  
Project Measurement
Three main project recommendations were identified by The UMary Project Team as integral to the EBP project's success to include: identification of MDs, development of a HH MR pathway and resolution of MDs within three days. A standardized identification process was implemented and step by step instructions provided via the HH MR pathway. Through assistance from BHHCS CACs, a report was generated from the BHHCS organizational EHR capturing data relevant to the note templates initiated and the dates of initiation as well as completion of the provider addendum documentation. The UMary Project Team organizational lead performed the EHR chart reviews for consistency in data interpretation. 
There were many strengths and limitations identified within the outcome measurements. Strengths identified included:
· The BHHCS organization fully supported the implementation of the UMary project on medication reconciliation.
· Key stakeholders were all in agreement of the need for improvement in the area of MR with HH.
· Strong collaboration between the student lead, the organization lead, administration, pharmacy, providers, HH and VA staff members.
Weaknesses identified included:
· Small same size, due to limited patients requiring medication reconciliation. The CMS Medicare guidelines requires MR for each patient every 60 days or after they have been discharged out of the hospital settings. Due to these guidelines only ten patients were identified for a MR to be performed.
· COVID-19 worldwide pandemic and the response efforts, caused delay in our implementation process by one full week.
Even though our sample size was lower than anticipated, the data was reliable. There were no identified unanswered questions after obtaining the project’s outcome measurements, however we did identify a few new questions to bring forward to BHHCS to consider for their future MR process. Our questions included:
· “Is every 60 days frequent enough to perform MR with VA home health patients? 
· Should patients inform their BHHCS provider when they are placed on a new medication from a different doctor?
The project outcome measurements allowed the UMary Project Team to obtain multiple
key data points. Out of the ten patients that a MR was performed, six of those ten patients had a MD identified and out of those six patients, there was a total of 22 MDs combined, resulting in a 3.7% rate (see Table 3: Discrepancies Per Patient).
Table 3
Discrepancies Per Patient
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	The UMary project team then analyzed the 22 identified MDs and divided them into two categories, to include:
· Missing or Additional Medication on a List: meaning there was a discrepancy found between the hospital discharge medication list and the HH medication list “or” there was a discrepancy found between the HH medication list and the patient’s hospital discharge or personal medication list.
· Different Dosage or Administration Route Listed: meaning there was an identified discrepancy found with the medication’s recorded dose “or” the recorded administration route.
Majority of the MDs identified were due to missing or additional medications recorded on at least one of the medication lists reviewed by the VA HH staff (see Table 4: Type of Medication Discrepancy Identified).
Table 4
Type of Medication Discrepancy Identified
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	The UMary Project Team wanted to dig in further to the identified MDs and chose to divide the medications involved into categories (see Table 5: Type of Medications Found with Discrepancies). The medication categories and the percent they represent within the 22 total MDs include the following:
· Blood Pressure Medications – 27%
· Anticoagulant Medications – 5%
· Heart Medications – 14%
· Muscle Relaxer Medications – 4%
· Diabetic Medication – 14%
· Prostate Medication – 9%
· Supplement Medications – 18%
· Over the Counter Medications – 9%
Table 5
Type of Medications Found with Discrepancies
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Majority of the medications identified that were involved in the MDs were life sustaining medications and could have resulted in a critical adverse drug event or could have led to a hospitalization and/or death. The UMary Project Team felt that this information is extremely beneficial for BHHCS to analyze and utilize for future educational and training efforts.
	In addition to the data that was displayed above, the UMary Project Team also found the following data to answer the pre-implementation measurement questions that were asked. This data included:
· The average age of the ten patients involved in the MR process was 75.5 years old.
· All ten patients were male.
· Ten out ten patients that were identified to need a MR did.
· Staff identified six out of the ten patients to have a MD and all six MD were recorded in a HH MR note template.
· The medical provider completed six out of six HH Provider Response Addendum Note within the three-day set time frame, if fact, the provider completed all six notes within two days.
The UMary Project Team was satisfied with the results of the pre-implementation measurement questions that verified the benefit of the implementation of a MR process throughout the VA HH agencies. This was further justified with the BHHCS organizational staff’s post-implementation survey results.
BHHCS organizational staff that had previously completed the pre-implementation survey. This allowed the UMary Project Team and BHHCS to review the project outcome and efficacy of the UMary Project Team’s new MR process and pathway in correlation to the organization’s prior methods in place. The post-implementation survey reflected the BHHCS organizational staff’s insight on the effectiveness of the implementation of the new MR process (See Appendix L: Post-Implementation Survey). 
Resolution of the MD within a three-day timeframe is within the national standards for HH and meets the NPSG as outlined by TJC and this pilot did demonstrate BHHCS organizational capabilities and efficiencies in meeting this national standard through implementation of the UMary Project Team’s new MR process and pathway.
Hand-off Plan
The UMary Project Team members, organizational charter members and Charter Champions met virtually, due to COVID-19 safety precautions limiting large face to face gatherings within BHHCS organization, early April 2020 to discuss the pilot of the home health MR pathway project.
Meeting Purpose:
1) Evaluate pilot/discuss data collected from pilot
2)  	Review home health MR pathway for any additions/modifications
3)  	Review MM form and EHR home health med rec note template and provider addendum for any additions/modifications
4)  	Discuss if feasible to expand home health MR pathway implementation to all PACT teams within BHHCS
5)  	Discuss if feasible to expand MM form to all other community home health agencies.
Following the review of the data compiled from the pilot, the organizational charter members and Charter Champions recommend:
1) Expansion of the home health MR pathway to all PACT teams within BHHCS.
2) Expansion of the MM form to all other community home health agencies to include additional training and review of the therapeutic devices section of the MM plan form during the educational seminar.
The UMary Project Team Organizational Lead and the Charter Champions will provide educational seminars to the community home health agencies and remaining PACT teams as recommended by the organizational charter members and serve as point of contact liaisons to ensure an effective hand-off takes place within the organization. This implementation will begin May 2020 during the PACT team’s weekly team meetings. Lessons learned during this pilot include the ability to have flexibility both in the academic realm and in the healthcare setting. An added benefit for this pilot would include the capability of additional time to carry out the pilot to allow more data to be compiled and analyzed.   
Conclusion
Significantly elevated incidences of MDs identified through literature review as well as an internal organizational survey highlighting a lack of standard processes facilitated the UMary Project Team’s EBP collaboration with BHHCS on advancing MM. An additional internal review highlighted an organizational write up following a TJC survey pertaining to non-adherence to the National Patient Safety Goals (NPSG) regarding MM and MR and provided additional insight into the organizational problem.
The UMary Project Team completed a thorough literature review, and in collaboration with the BHHCS organization, developed and implemented an EBP standardized process for MR by addressing MDs as identified by community HHC agencies through an interdisciplinary approach. The purpose of this graduate level EBP project is to assist in advancing MM.
A pilot was launched on January 21, 2020 with one BHHCS PACT Team and one community home health agency. The UMary Project Team did face a major barrier during this pilot which presented itself in the form of a global pandemic related to an outbreak of COVID-19.  This global pandemic did affect every member of the UMary Project Team as well as the community home health agency and BHHCS VA staff which did hamper the focus of the pilot. 
Data was collected and analyzed on March 27, 2020 and identified 60% of the pilot veteran population experienced a MD by the community home health agency. All of these MDs were documented and addressed by the BHHCS PACT team within 48 hours, thus meeting the national standard.
In conclusion, this UMary Project Team is confident this service project will aid BHHCS in advancing MM in the VA HHC setting through the implementation of an interdisciplinary MR process for the organization. The intended outcome of this EBP project, to standardize the MM process through a MR pathway and to uphold the safety, health, and lives of the VA BHHC patients was achieved.
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Appendix B
Project Charter
Lean-Six Sigma Project Charter

	 Project Title
	Advancing Medication Management in the Home Health Setting through Medication
Reconciliation: An Evidence Based Practice Project

	Facility
	Black Hills Health Care System



	Tollgate Reviews Date
	Expected Date
	Actual Date

	DEFINE (pre-work, charter)
	11/10/2019
	

	MEASURE / ANALYZE (map and measure)
	3/1/2020
	

	IMPROVE (change, pilot, PDSAs)
	1/1/2020
	

	CONTROL (standard work, sustain, spread)
	3/1/2020
	



	
	Name
	Job Title or Belt Status

	Project Champion
	Beth Hunt
	Community Health Nurse Coordinator,
RN

	Process Owner
	Beth Hunt
	Community Health Nurse Coordinator,
RN

	Belt 1
	Jerity Krambeck
	Belt Status

	Belt 2
	Pete Linde
	Belt Status

	Process Improvement Mentor
	Robert Libberton
	Belt Status

	Core Team
	Danelle Conitz
	CAC

	
	NP Mardi Hulm
	PACT Provider

	
	Cynthia Heaton
	HIMS

	
	Mark Meersman
	Compliance Officer

	
	Anna Delzer
	Pharmacy

	
	Dr. Peter Hasby
	BHHCS Physician

	
	
	

	
	
	

	Extended Team and SME
	Pam Maser
	PACT RN

	
	
	

	
	
	

	
	
	



	Problem Statement
	Inconsistency of 100% of a 10% random sampling of home health plans of care over a 30 day time period within and across the BHHCS organization as well as Joint Commission write ups
regarding discrepancies in medication reconciliation in the home health setting.

	Goal Statement
	Achieve 60% of advanced medication management in the home health care setting through implementation of a standardized process for BHHCS medication reconciliation through
evidence-based practice aligned with the national average by 3/1/2020.

	Strategic Alignment
	To meet the national benchmark standard metrics for addressing medication discrepancies in
the home health setting.

	Key Y Metrics
	Primary
	% compliance use of the med rec template

	
	Balance
	% home health agencies utilizing med rec template

	Scope
	In-Scope
	Current medication reconciliation process between home health care
agencies in the community and BHHCS PACT.

	
	Out-of-Scope
	any action in the home health process outside of PACT provider/RN steps taken to reconcile medication discrepancies for actionable medication orders
on BHHCS home health patients.

	Start & Stop
	Process Start
	11/2019

	
	Process Stop
	3/2020
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Appendix D
UMary Project Team’s Medication Management Plan Form
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Appendix E
Home Health Medication Reconciliation Pathway
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Appendix F
Medication Management VA Home Health Care Action Plan
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Appendix G
Nursing Practice Council Inquiry Form
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Appendix H
Home Health Medication Reconciliation Note
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Appendix I
Home Health Provider Response Addendum
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Medical Record Review Committee
Template Request Form


Name of Template*: ____Home Health Medication Reconciliation________________________


New: _____	Edit: __X___	Other: _______________________________________________


Justification for need of template: ___________________________________ Inconsistencies and lack of standardization in current process identified via recent Joint Commission as moderate and low patient safety write ups.  Development of a standardized process will improve current practice and improve patient safety and develop standard work practice at BHHCS.      ____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________


Requestor (in case of questions): _____Beth Hunt, RN, BSN____________________________


Contact information: _605-347-2511 ext. 1-7738 or beth.hunt@va.gov____________________


Committee Approvals and Dates: _________________________________________________


____________________________________________________________________________
Service Chief or Supervisor, Committee/Council Chair or Designee Signature
* Nationally mandated templates or changes will be sent out as “FYI – for your information” and will be tracked by this committee.
Appendix K
Standard Operating Procedure
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Appendix L
Post-Implementation Survey
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Appendix M
Importing Template Instructions
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	[bookmark: _gjdgxs]The purpose of this graduate level evidence-based practice (EBP) project is to assist the Black Hills Health Care System (BHHCS) organization in advancing healthcare through development and implementation of an EBP standardized process for medication reconciliation (MR).  The EBP project will be addressing medication discrepancies (MDs) as identified by community home health care agencies, utilizing an interdisciplinary approach. The UMary Project Team, with the assistance of BHHCS staff, will develop a new MR process note template to be used for MR which may be easier to follow up on patient medication management (MM) in the home setting. The organization is willing to partner with UMary Project Team to establish a standardized MR process for home health patients.  Patient safety is a top priority for all parties involved.  Main barriers to this project include incomplete medication lists of patients, organization staff resistance to change, patient medication regimen knowledge, and delays with the organization. In a recent survey conducted by The Joint Commission, at the BHHCS organization, patient safety goals were not met considering MR. This in turn is why the UMary Project team is working on this EBP project.  The organization is fully supporting the project as no current standardized MR pathway is established at the organization.
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	The main participants of this EBP project are the Home Health nursing staff of the BHHCS. In addition, primary care providers, pharmacists, the compliance officer, health information management systems’ representative, and leadership are also a part of the core team in the implementation process of the EBP project. Some organizational staff may not benefit individually from participation in this project, however they may realize after the implementation of the new process that they participated in a project that may have improved their patient’s care and safety. This EBP project may result in a reduction of MDs, improvement in patient safety, and a reduction in patient hospital admissions or need to seek emergency care. There also may be a reduction in overall cost to the organization, allowing the use of those resources elsewhere in the organization. 

Patients may experience improved knowledge of his/her medication regimen.  With the increased knowledge, patient safety may increase and reduce MDs.  Patient safety is always a top priority and increasing that is a win for all. Patients may also experience better coordination of medication management and follow-up of identified MDs by the providers at the healthcare organization. The new standardized MR process will also allow multiple disciplines to utilize the updated MR process.  This may make it simpler to change medication orders. 
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	The UMary Project Team members signed a confidentiality agreement with the healthcare facility that indicates all information provided will be kept confidential and only shared for educational purposes in the UMary NUR 696 Seminar and Service Project. Participants in the project are as follows: BHHCS organization staff and contracted Home Health Agencies engaged with the organization.  Pre and post-implementation surveys utilized to evaluate the staff’s perception of effectiveness of the MR process will be destroyed through BHHCS internal services to ensure confidentiality of the participants at the conclusion of this EBP project and submission of the NUR 698 assignment.  

Minimal risks to the staff participants are emotional, reputational, or fiscal risks.  Since the organizational leadership has determined that this EBP project is necessary, staff members must comply with the initiative or risk entering the disciplinary process.  If staff does not comply additional training will be conducted for the individual. New initiatives can cause stress on staff making them become more resistant.  
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	USE OF DATA
BHHCS shared organizational aggregate data with the UMary Project Team for purposes of this EBP project.  The data collected and evaluated by the UMary Project Team is data routinely collected by BHHCS organization to include volume of BHHCS patients receiving home health services and average daily cost of organizational care.  Also, the survey data collected by the UMary Project Team including pre and post-implementation surveys evaluating the staff’s perception of effectiveness of the MR process will be de-identified to remove personal information.  This data is confidential and is stored in an electronic format and is password protected and de-identified.  Legal and ethical access to the organizational data will be made available to the UMary Project Team through the BHHCS Compliance Officer.  At the conclusion of this EBP project and upon submission of the NUR 697 assignment, this data will be destroyed through BHHCS internal services.  
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 Employees who will be affected by the recommendations and implementation of this project are expected to participate because this is an organizational initiative led by leadership; therefore, informed consent cannot be obtained.
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Employees who will be affected by the recommendations and implementation of this project are expected to participate because this is an organizational initiative led by leadership; therefore, informed consent cannot be obtained.
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Medication Reconciliation Business Plan
Executive Summary
	Medication reconciliation (MR) is becoming more important every patient visit. With the increasing number of patient medications on the patient medication regimen more medication errors are occurring. During transfer in the hospital 1 in 6 patients can have a major medication discrepancy (MD), (Duguid, 2012). This came to light when The Joint Commission (TJC) made a visit to the BHHCS and identified multiple write ups involving MR. The importance of a new MR process pathway is imminent at the Black Hills Health Care System (BHHCS) as no formal MR process is in place prior to the UMary Project Team initiating the project. The implementation plan for this UMary Project Team consists of developing a MR pathway, identifying key stakeholder champions, BHHCS organizational staff education, implementing pilot and data collection, and evaluating this data by the UMary Project Team. Three main project recommendations were used for the implementation plan for the project. Identifying MD, developing a new MR pathway process for home health (HH), and resolving MD within a three-day period.  After evaluating the results from the pilot, out of the 10 home health plans of care that met criteria for our trial project, 6 of them demonstrated a medication discrepancy and initiated the home health med rec proposed pathway process. The company facet will not be addressed in this business plan. The organization that was involved in the project is a federal organization and has no specific company facet to address. 
	The new MR pathway will create increased patient safety, decrease staff MR charting time, decrease readmission to the hospital from medication errors, and decrease overall cost to direct inpatient care through efficient use of the MR pathway.

Market Facet
The patient care population served in this pilot trial were BHHCS home health veterans. The pilot trial agency started with 13 veterans then ended with 10 veterans by the conclusion of the pilot. Two veterans had met home health plans of care goals and discharged from home health services and one veteran passed away prior to implementation of pilot. The goal was to achieve a 60% completion rate of the MR pathway for home health veterans. That goal was accomplished with 6 out of 10 veterans having MDs and then providers following the appropriate steps correcting these discrepancies within a 3-day period. Many barriers played a role in the diminished numbers but mainly the Coronavirus (COVID-19) outbreak played the biggest role. The home health agency that worked on the project had to prioritize certain aspects of care to protect the business from COVID-19. Another barrier was time and needing more time for the pilot to develop further. In the future this would be more beneficial for future projects to have an increased amount of time for pilot trial periods as well as to collect data in the market. 
	Medication errors currently cause readmission to the hospital, discontinuation of medications, inappropriate medication therapy, and adverse reactions. According to a national survey from the Office of Disease Prevention and Health Promotion (2019), in ambulatory older adults taking 5 or more prescriptions, 50% of this population had potential drug-drug interactions identified, and 88% had a greater risk of experiencing an adverse drug reaction (ADR). Adverse drug events (ADEs) account for over 3.5 million health care provider visits, approximately 1 million emergency department visits, and approximately 125,000 admissions annually (ODPHP, 2019). This data gives perspective of how serious medication discrepancies can be for an organization financially. Correcting these MDs before they become an ADE is key to the safety of the patient and decreases cost for the organization.
Organizational Facet
	The mission of the BHHCS: “Honor America’s veterans by providing exceptional health care that improves their health and well-being” (Black Hills Health Care, 2019). BHHCS organization’s vision is to be “...patient centered, integrated health care organization for veterans providing excellent health care, research and education: an organization where people choose to work: an active community partner and a back-up for National emergencies” (Black Hills Health Care, 2019). The MR pathway’s intent is to provide increased patient safety, better patient outcomes, and more efficient workflows for staff. This is all encompassed in the BHHCS mission and vision. 
BHHCS serves 19,000 veterans.  Medical Doctors provide care to 660 veterans receiving home health services and mid-level Nurse Practitioner/Physician Assistants provide care to 510 veterans receiving home health services bringing a total 1,170 veterans receiving home health services (Black Hills Health Care, 2019). BHHCS strategic vision has two priorities: organizational health and improving performance plan. 
Organizational health:
1. Improving customer service for veterans in the community and BHHCS staff;
1. Leaders continuing development of LEAD participants and Six Sigma Lean Process Improvement Project;
1. Utilizing the Whole Health concept incorporating the veteran/community home health agency/PACT interdisciplinary team;
	Developing new performance plans:
1. Identify performance plans,
1. Developing the HH MR Pathway and making it a standard process;
1. Veteran support options available for every department at BHHCS;
1. Maintaining (TJC) standards, decreasing budget cost, and uses streamlined processes to improve veteran care (Black Hills Health Care, 2019).
Financial Facet / Budget
The current annual costs, as of fiscal year 2019, shows direct care cost per patient in the ER is $464.80, the Medical/Surgical Unit, with an average length of stay of three days, was $1,705, and in Nursing Home/Rehabilitation was $689 (Veteran Healthcare Administration Support Service Center Capital Assets Database, 2018). These costs for the fiscal year 2019 represent the most accurate figure for a budget at the BHHCS. The VA is a national organization and no specific budget can be identified for the BHHCS. The overall budget for the VA is in the trillions of dollars and would not be an accurate depiction of the BHHCS budget. The Primary Care Team RN wage $36.00/hour multiplied by 600 hours (total hours of the three team members) equals $21,600 of cost saved by the organization by having students perform this project. According to the Veteran Healthcare Administration Support Service Center Capital Assets Database (2019), between April 2016 to October 2019, 53,898 unique veterans impacted by medication discrepancy, 116,117 unique de-prescribed medications were identified and corrected this in turn resulted in $4,124,507 in annualized cost avoidance. This graduate level EBP project results showed out of the ten home health plans of care that met criteria for our trial project, six of them demonstrated a medication discrepancy and initiated the home health med rec proposed pathway process. This demonstrates a positive financial impact through reduced costs of direct inpatient care at BHHCS through the establishment of efficiency in MR in the VA HH patient population. The discrepancy was identified and reconciled preventing an unwanted outcome for the patient. This saves a trip to the emergency department or a potential admission to the hospital because of the medication discrepancy. This MR pathway can be used for veterans for years to come. The long-term financial impact can reduce cost to the VA and prevent unnecessary clinic/hospital visits. 
The example below from Hanna & Robinson (2018) gives an estimation on how much of a financial cost can be for a hospital visit related to a medication discrepancy causing an adverse drug event.
Financial Justification Example
1. Choose an outcome that can be evaluated from financial perspective
1. For example, medication discrepancies may cause adverse drug events (ADEs)
1. Cost estimate for an ADE vary from $4,800 to as high as $10,375
1. Calculate the costs of ADEs per year that could be prevented by medication reconciliation
1. Calculate the costs of performing the medication reconciliation
1. This allows calculation of the annual net savings
The adverse outcomes associated with medication discrepancies can be costly and reduction of these costs can offset the costs of medication reconciliation procedures. Please review the following figures that display examples of financial justifications that can be considered for utilization by hospitals, home health agencies, and long-term care agencies.






	Financial Justification Example

	 

	Number of discrepancies per patient

	X   number of patients per year that one person can reconcile

	X   number of patients with discrepancies that would result in an ADE

	X   percent of effectiveness of process

	X   cost of an average ADE

	 =   annual gross savings

	 -    salary of employee

	 =   Annual Net Savings


Figure 1: Financial Justification example describing details for equation. Created from “Care Transition Network,” by Hanna, L. & Robinson, D. (2018). Medication reconciliation. Care Transitions Network. Retrieved from https://www.thenationalcouncil.org/wp-content/uploads/2018/05/medication-reeconciliation-slides.pdf.

	Financial Justification Example for a hospital 

	 

	1.5 (discrepancies per patient admitted to hospital) 

	X    6000 patients (average of 20 minutes/patient to complete medication reconciliation)

	X    0.01 (1% of discrepancies would result in an ADE)

	X    0.85 (85% of discrepancies avoided through medication reconciliation process)

	X    $2,500 (conservative cost of an ADE)

	=    $191,250 annual gross savings

	-     $45,000 (salary and benefits of an incremental pharm tech) 

	=    $146,250 annual net savings (325% return on investment in a new staff member)


Figure 2: Financial Justification example for hospitals with identified data numbers. Created from “Care Transition Network,” by Hanna, L. & Robinson, D. (2018). Medication reconciliation. Care Transitions Network. Retrieved from
https://www.thenationalcouncil.org/wp-content/uploads/2018/05/medication-reeconciliation-slides.pdf.
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process. The goal is
to prevent the patient
from being readmitted
to the hospital, by
having an effective
medication
reconciliation process
to prevent medication
discrepancies.

for medication
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Evidence Based Practice Pre-Implementation Survey (16 surveys sent out)

How would you rate the current medication reconciliation process?
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0 - (No Response) Participant did not respond

1 - (Not Effective) Process is not effective at all

2 - (Slightly Effective) Process minimally effective
3 - (Neutral) Process effectiveness is not bad but is not good
4 - (Effective) Process effectiveness work
5 - (Highly) Process is highly effective without fails/flaws
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MEDICATION MANAGEMENT PLAN

IDENTIFIED MEDICATION DISCREPANCIES
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Proposed Action Plan
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<
»

e

Lives alone

Can read / comprehend labels

Uses dose administration device

Can open bottles

Uses administration aide

Can measure liquids

Swallowing issues

Recent Home Medication Review

Hearing impaired

Suspected non-adherence

Vision impaired

Do you have difficulty taking your meds?

Other

OOOCEOc
OOOCEcc—

Do you sometimes miss taking your meds?

OOOCEc—

O 5

HOME MEDICATION REVIEW REFERRAL CHECKLIST

Consider additional Home Medication Review because:

Patient has difficulty managing medications.

Patient is suspected of being non-compliant.

Patient is unable to manage drug related therapeutic devices.

Patient is taking more than 5 medications.

Patient is taking more than 12 doses per day.

Patient has significant changes to medication regimen.

Patient requires their medication to be monitored.

Other

(N o |

COMMENTS (Please date, time, and intital entries below)
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GOAL statement OR RECOMMENDATION
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\ \ A\ Black Hills VA Health Care System

Nursing Practice Council- Inquiry Form

|

Date: 1172672019
From- Name: Beth Hunt, RN, BSN

Email: _beth hunt@va.gov

Phone: 605-347-2511 ext. 17738
Practice
Inquiry: [Jinfoonly  [XNesds Practice Council Approval [ ] Education ] Other:
To: Chairs & Facilitator, Nursing Practice Council

Advancing Medication Management in the Home Health Setting Through Interdisciplinary Medication
Reconciliation: An Evidence Based Practice Project

Topi

What problem are we trying to solve? (safety concern, new evidence, variability in practice, patient
outcomes, community standard, new equipment, continuous improvement surveys):
Variability in current practice leading to potential safety concerns regarding medication management for veterans
receiving home health services and inconsistency with community vendors re: Community standard.
How will this improve current practice? (include policy, procedures, templates, etc.)
Development of a standardized process will improve current practice and inconsistencies as noted above through
adjustments/modifications of current med rec template and development of a standard operating procedure (SOP).
What does the evidence say to support this request (please provide references):
The Joint Commission's National Patient Safety Goals 03.06.01 focuses on maintaining and communicating
accurate medication information through accurate medication reconciliation.
What leadership & management processes would need to be in place to support this new change?
Newly created SOP would require leadership and management support for training and implementation.
Are there any other entities to collaborate with (community or VA)?

VA Primary Care and Care in the Community service lines collaborating with Community Home Health Vendors.
What education is needed to ensure staff competency/awareness prior to implementation?

Educational seminar to provide training on standardized process and implementation and according to SOP.

Who does this practice inquiry affect?
[Hinpatient [ outpatient [ cBoc [A other (dentify Area):
Specific Locations:
Care in the Community

Are there other departments that might be affected by this implementation (SPS, Dietary, MSA,
Providers, RT, etc)? Have they been included in your discussions?
Primary Care, Pharmacy and Care in the Community service lines may be affected and have been involved in
this Lean Six Sigma Project Charter.
Are there any contraindications for this practice recommendation?
No contraindications noted.

Other Comments:

Supervisor Signature:,
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Discussion from committee:

Practice Approval Process: A quorum consists of a simple majority of the members present.
NPC: [approved  [] Not Approved [Jrollow-Up Needed

Date:

Management Council: [ JApproved [ JNot Approved [JFollow-Up Needed [_IN/A
Date:

P&T: [Oapproved [INot Approved [ JFollow-Up Needed On/a
Date:

Medical Records: [ JApproved [ Not Approved [ JFollow-Up Needed [JN/A

Date:

ArGE: [Japproved [JNot Approved [JFollow-Up Needed [IN/A

Date:

coc: [Japproved [ JNot Approved [Jrollow-Up Needed [ IN/A

Date:

Procedure/Policy Revisions Required:

[Cl¥es Name of Procedure/Policy:

Ono
Education plan:

[Cimplementation Date(s)

Follow-Up Items/Timeline of Events:
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[ Medication Risk Identification
Lives Alone: () Yes [ No

Uses Dose

administration device: () Yes [ No

Uses administration aide: () Yes ] No
Swallowing issues: (] Yes [ No
Hearing impaired: {7 Yes () No

Vision impaired: {7 Yes ] No

[V Patient Assessment
Can read/comprenend labels: (7 Yes [ No
Can open bottles: [ Yes '/ No
Can measure liquids: {7 Yes () No

4

Recent home medication review: {7 Yes (7] No

Suspected

non-adherence: [ Yes | No

Difficulty taking your meds: (] Yes £ No
Sometimes miss taking your meds: [ Yes () No

|Home medication review referral checklist (check all that apply):

[ veteran
[ veteran
[T Veteran
[T Veteran
[T Veteran
[T veteran
[T veteran
[ other:

has difficulty managing medications

non-adherent to current medication regimen
unable to manage drug related therapeutic devices
is taking more than 5 medications

is taking more than 12 doses a day

has significant changes to medication regimen
requires their medications to be monitored
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Sources of Medication List in the home:
0 pacient

€ Hospital

O primary VA Provider

[ Community Provider

€ ocher

Active Outpatient Medications (including Supplies):

Active Non-VA Medications Scatus

1) Non-VA A & D OINT SMALL AMOUNT TOPICALLY ACTIVE

2)  Non-VA DOCUSATE NA 100MG CAP 100MG BY MOUTH ONCE ACTIVE
EVERY DAY

3) Non-VA PREDNISOLONE ACETATE 1t OPH SUSP 1 DROP BOTH  ACTIVE
EYES FOUR TIMES A DAY
4) Non-VA TRAMADOL HCL SOMG TAB SOMG BY MOUTH ONCE EVERY ACTIVE

DAY
3
Active Outpatient Medications (including Supplies):
Active Non-VA Medications Scatus
1) Non-VA A & D OINT SMALL AMOUNT TOPICALLY ACTIVE
2)  Non-VA DOCUSATE NA 100MG CAP 100MG BY MOUTH ONCE ACTIVE
EVERY DAY

3) Non-VA PREDNISOLONE ACETATE 1% OPH SUSP 1 DROP BOTH  ACTIVE
EYES FOUR TIMES A DAY

4)  Non-VA TRAMADOL HCL SOMG TAB SOMG BY MOUTH ONCE EVERY ACTIVE
DAY

IDENTIFIED MEDICAITON DISCREPANCIES: *C) Yes [ No

Identified Issue or Discrepancy:

Date of Reconciliation @
Perforned By:

*Indicates a Required Field Preview | [ ok ][ cancel
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Proposed Action Plan:

Person Responsible:

Result of Action:

[l Fax orders to Home Health
] orders given verbally to home health
€ other:
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VA BLACK HILLS HEALTH CARE SYSTEM December 2019
SOP -Home Health Medication Reconciliation

1. Purpose: Establish standardization of medication management and reconciliation of community home
health medication discrepancies.

2. General: The following process is to be used when receipt of Home Health Medication Management
Plan from community home health agencies within PACT Primary Care.

3. PACT Interdisciplinary Team

A Receipt of Home Health Medication Management Plan from community home health
agencies:

1) Initiate Home Health Medication Reconciliation Note in CPRS

2) Transfer information from Home Health Medication Management Plan to Home
Health Medication Reconciliation note

3) Verify medication risks, patient assessment, home medication review, and
identified medication discrepancies listed in note per Home Health Medication
Management Plan

4) Co-Sign PACT Primary Care provider

4. PACT Primary Care Provider:

A Review and address Home Health Medication Reconciliation Note
1) Import Home Health Provider Response Template in CPRS note
2) VA Medication Order changes warranted
a. Complete via Medication Order Tab in CPRS
3) No VA Medication Order changes warranted
a. No changes made to Medication Order Tab in CPRS
4) Complete note via documentation of Proposed Action Plan, Person Responsible,
Result of Action and directions.

5) Add PACT team member as additional signer
5. PACT Interdisciplinary team
A Review PACT Primary Care Provider note
1) Complete actions as identified by PACT Primary Care Provider
2) Document response/actions via free text in CPRS note
3) Sign CPRS note
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Evidence Based Practice Post-Implementation Survey (16 surveys sent out)

How would you rate the pilot medication reconciliation process?
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Effective
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0- (No Response) Participant did not respond
1- (Not Effective) Process is not effective at all

2- (slightly Effective) Process minimally effective

3~ (Neutral) Process effectiveness is not bad but is not good
4- (Effective) Process effectiveness work
5- (Highly) Process is highly effective without fails/flaws
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