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1 Summary of Recommendations

Recommendation 1
The project team recommends the adoption of the PDMR in a well co-ordinated and planned,
staged rollout to other wards in the LGH and to the other major hospitals in Tasmania.

Recommendation 2

Should a rollout of the PDMR occur the project team recommends that the rollout project revisit
the practices in the two pilot wards before moving on to other wards in the hospital. This will
assist the pilot wards in bedding down the process in a permanent manner, as well as providing a
centre for reference for future wards and implementation.

Recommendation 3

It is strongly recommended that in the event of a rollout of the PDMR, the DHHS require the
software vendor to provide a project manager and work to a structured project management
methodology.

Recommendation 4

Due to delays in the application development and the increased workload of the pharmacists in

the pilot,ithas not been possible to send PDMR medicat i
pharmacy, to produce patient counselling sheets using the application, or to provide a patient

with a copy of the discharge summary before leaving hospital. It is recommended that planning

for any further implementation of PDMR include the relevant application enhancements, and a

project officer who can work with pharmacists to implement these processes.

Recommendation 5

Del ays in sending the PDpM®itiobheo(GR) tvikknotgnaptoveeimessd s gene
junior medical officers receive more education about the importance of timeliness in

communicating with GPs. It is common for discharge summaries to be sent only when workload

allows. It is recommended that senior medical staff, with encouragement from hospital CEOs,

provide direction and support to junior staff, and emphasise the importance of completing a

guality discharge summary in a timely fashion.

Recommendation 6

During the pilot the participation of allied health professionals was limited to the physiotherapy
department. It is recommended that other disciplines be trained and supported in using the
PDMR in any further implementation. The increase in participation will increase the quality and
breadth of the information being sent to the GP and provide patient benefits in the long term.

Recommendation 7

It is strongly recommended that before the PDMR is implemented in Oncology and Paediatrics
units that a clinical project officer (DHHS), be provided to work closely with pharmacists to ensure
the robustness of the PDMR decision support mechanism for these specialty areas.
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Recommendation 8

Although the project team managed the final evaluation requirements, this model is unlikely be
suitable for the evaluation of any planned future rollout to the remainder of wards at the LGH or
rollout to the NWRH and RHH. It is recommended that a more formal approach be adopted for

the evaluation phase.
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2 Executive Summary

Improving the quality and timeliness of communication between the acute care sector and
general practitioners is a recognised way of improving continuity of care for patients following
discharge from hospital. Despite significant innovations in medicine and a marked increase in
demands on clinician time and skills, the process for discharging a patient has not changed
significantly over many decades.

The vision of HealthConnecti s t o fAéi mprove safety and quality |
maintaining a range of standardised electronic healthin f or mati on products and
part of the realisation of that vision in Tasmania, HealthConnect has provided funding,

governance and oversight, and support for the PDMR pilot. Delivery of the project would not have

been possible without that strong level of support.

The Patient Discharge Medication Record (PDMR) is an electronic discharge summary that has
been implemented through a pilot at the Launceston General Hospital (LGH). The pilot and proof
of concept was limited to two wards, a rehabilitation ward, and a surgical ward dealing mainly
with patients undergoing orthopaedic and general surgical procedures.

The broad aim of the pilot was to investigate and demonstrate the viability of an electronic
discharge summary for use in Tasmanian Hospitals. There was also a need to determine the
effectiveness and efficiency of several new processes in writing discharge summaries. These
included:
e giving the hospital pharmacist a greater and more significant role in the creation of patient
discharges;
e establishing a process to support a multi disciplinary approach to the creation of patient
discharge summaries;
e creating electronic discharge summaries in Or
e examining the benefits of sending a patient medication profile tothe pate nt 6 s c ommun i
pharmacist to improve the level and type of information available to the community
pharmacist.
The majority of these new processes have now become standard activities for staff in the pilot
wards; in most cases the PDMR is being sent out to GPs promptly with minimal intervention from
project staff. This indicates that the PDMR to be sustainable in the long term. The predominantly
positive response from the GP community reinforces that even in its early stages the PDMR
provides a level of communication that is practical and useful to the GPs and supports ongoing
patient care after discharge from hospital.

The PDMR has been in place at the first nominated pilot ward at the LGH since February 8,
2007. The pilot commenced in the second nominated ward on March 15, 2007, once some initial
go-live issues had been resolved.
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The electronic discharge summary has been well received by LGH hospital staff and while the
implementation has not been without delays and challenges, staff have been positive and pro-

active in their adoption and acceptance of the changes to their usual work practices. The greater

majority of hospital staff who used the PDMR agree that the information sent to the GP in the

PDMR is of a high standard, and that the quality ofinf or mat i on sent to the pat
improved.

A total of 31 GPs have responded to a satisfaction survey sent out to them with their first PDMR.
Most were positive in their comments about the quality of content of the discharge summary and
the timeliness of receipt. Where comments are negative the discharge summary has not been
received in reasonable time. In order to improve this there needs to be an educational component
to reinforce for all medical officers, and in particular junior medical officers, the importance of
completing the discharge summary at the time of patient discharge rather than waiting days or
weeks to complete it.

Hospital Pharmacists have obtained benefits in addition to the improved quality of communication
being sent to the GP. These are:
. Improved quality of data collection for clinical pharmacists. While the initial patient
interview can be time consuming, the long term benefits are seen to be significant
particularly when a patient is readmitted and the medication history is already on the
patientdés previous episode of care on the PDM
assessment of the patient by providing a consistent, accurate and well documented
medication history that can be referred to and used for subsequent admissions without
the need for repetitive note taking. Future additions to the PDMR, such as a direct
embedded link to data from the hospital pharmacy system, will further increases the
guality of information available to the pharmacist and the usefulness of the information
available to them currently and for future patient admissions.
o Increased compliance with Australian Pharmaceutical Guidelines. The level of information
captured and stored in the patient admission interview enables the clinical pharmacist to
comply with the Australian Pharmaceutical Council Guidelines 2005, for example Guiding
Principle 4 AAccurate medication history.o
o A greater involvement with the patient throughout their admission. This enables the
pharmacist to more effectively reconcile medications, and to reduce the risk of adverse
drug reactions. Evidence gathered in these interactions may also contribute towards the
hospital ds i nvol vemenitSavwgstines Préjeet. Saf er Syst ems
. Improved efficiencies in communication. The introduction of tablet PCs (hand-held
devices) connected to the hospital és wireless
communication between pharmacists. This is particularly evident where two pharmacists
share the clinical role for a specific ward: relevant information can now be handed over
quickly and accurately.

Conclusion:

The PDMR has met all of the objectives stated at the outset of the project and has been accepted
and adopted by the hospital staff in the two pilot wards, and in the hospital pharmacy. All project
outputs have been delivered and are in place at the time of this report. If the project
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recommendations are adopted and incorporated permanently by the hospital administration, the
PDMR will continue to deliver ongoing benefits which are sustainable in the long term.

Areas identified for evaluation at the start of the project have been assessed positively; for
example, improved data quality. Although the PDMR took longer to complete for most staff, the
improvement in the quality of information being sent to the GP was acknowledged by all staff.
The information received by the GPs is legible and the GPs state the information they are
receiving about the patientsdéd medication is
scale).

There is reluctance on the part of some medical staff to use the PDMR; this raises issues of long-
term sustainability. This reluctance most likely results from a gap in understanding on the part of
some medical staff as to the importance and significance of discharge summaries to improving
guality of patient care, rather than problems with the implementation of the PDMR application.
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3 HealthConnect Tasmania

The PDMR is the second phase of a point to point clinical communication project developed to

support the implementation of the HealthConnect national agenda. The first phase - Electronic

Notifications of Hospital Events (ENHE) - was initiated in 2005 by HealthConnect Tasmania and
DHHSO0s Acute Health Services under a Siethevi ce Lev
PDMR T was initiated in mid 2006 when HealthConnect Tasmania funded a modification to the
vendorodos system to allow the entry of clinical n
professionals, and the creation of an electronic discharge summary using the NEHTA standard

format. The application is web based and contains medication decision support software.

The delivery of integrated electronic health information as facilitated by HealthConnect Tasmania
is guided by the HealthConnect Implementation Strategy (Version 2.1, July 2005). This strategy
outlines a national vision for HealthConnect:
iAn overarching national change management st

health care by establishing and maintaining a range of standardised electronic health
information products and services for health

This vision is supported by a set of key driving principles that underpin the successful delivery of
the Strategy, as well as the deliverables and outcomes (short to medium-term and long-term)
against which all jurisdictions have agreed to evaluate their activities. The PDMR project aligns
with a number of aspects of the Strategy:

Guiding Principles
¢ Improved safety and quality in health care;
e Stakeholder engagement;
e Partnerships between the Australian and State and Territory Governments;
¢ National consistency and interoperability ;
e Continuous improvement of HealthConnect products and services;
¢ Investment; and
e Evaluation.

Deliverables
e Enhanced clinical communication through standardised electronic clinical messages.

Outcomes
e Enabling health care providers to have access to a broader range of information through
standardised secure electronic communication; and
e Providing health care providers with products and services that allow them to work more
efficiently.
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4 Background

4.1 Electronic Notifications of Hospital Events (ENHE) - Phase 1

The ENHE project implemented administrative notifications (patient admission and discharge)
from acute public hospitals to general practitioners. The ENHE notifications commenced in
November 2005 and approximately 40,000 administrative notifications are now sent each year
from the major public hospitals in Tasmani a

A notification is sent romibhaedh@Pprodded theyatienbgivesa ¢ h

consent , and arrives at the GP&ds computer ter mi

admission to, or discharge from the hospital. Secure messaging is used for e-mail transmission.

4.2 Patient Discharge Medication Record (PDMR) i Phase 2

The project was originally planned as an implementation of a limited range of functionality from
within a larger hospital information system. Live use of the system was scheduled for October
2005. Unfortunately the vendor was not able to limit the scope of their implementation to the
modest aims of the project, and that approach was abandoned. A revised project plan as
developed, using an enhanced version of a clinical pharmacy application.

The PDMR is an electronic discharge summary and the pilot and proof of concept commenced in
two wards at the LGH in February 2007. The PDMR was implemented initially in the rehabilitation
ward, 3R on February 8, 2007, and in a surgical ward, 5B, on March 15, 2007.

The PDMR is a multi disciplinary discharge summary and is started by a hospital pharmacist
during a patient admission interview, rather than by the medical officer towards the end of the
patient stay, which has hitherto been the more common approach.

4.3 Baseline Audit of Discharge Summaries

In order to provide a preliminary assessment of the current state of discharge summary
completion, the project team completed an audit of completed paper summaries in both wards
between February and May 2006. The summaries had been completed by various admitting units
including rehabilitation, orthopaedics, urology and surgery. Summaries from 5B (n = 100) and
from 3R (n = 40) were analysed according to the time taken to be sent to GP, documentation of
follow-up information and the inclusion of medication details.

A summary of the results follows:
e 62.1% of discharge summarieswer e sent to the GP within
discharge from hospital;
e 20% of discharge summaries were sent to the GP between 3 days and 2 weeks;
e 6.4% of discharge summaries were sent at the GP between 2 weeks and 5 weeks;

e 6.4% of discharge summaries were sent to GPs over 5 weeks; and
o 5% of episodes of care did not have a discharge summary completed.
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There was a distinct difference in the documentatonof medi cati ons i n patient
summaries between the two wards. I'n 3R, 94% of t
the summaries, as well as the strength and frequency of these. In 5B, however, only 18% of

summaries documented all medications and 48% of the summaries from 5B contained no

medication information at all.

For the purpose of this audit, documented follow-up information was also evaluated. This

included references to specialist appointments, directions to the GP, further radiology or

pathology examinations, and physiotherapy. In 3R, 100% of discharge summaries made

reference to at least one follow-up appointment/treatment; and of these a further 70% made

reference to at least two follow-up treatments; helping to contribute to a comprehensive

di scharge summary. |In 5B, 77% of discharge summa
attend a follow-up specialist appointment; while 28% of summaries included additional follow-up

care such as information for the GP, or follow-up physiotherapy.

4.4 Planning and Project Scope

In the initial planning phase the following components were identified as defining the scope of the
pilot.
¢ Implementation - The pilot and proof of concept was limited to two Pilot wards at LGH -
3R (rehabilitation ward) and 5B (a surgical ward).

0 The rehabilitation ward (3R) was the first to implement the PDMR. This ward has a
lower turn over of patients, with those patients having a greater number of co-
morbidities and complex care needs. The patients discharged from 3R are
commonly taking five or more medications.

0 Ward 5B is a busy surgical ward with a high turnover of patients generally with
less complex care needs. There is a larger contingent of ward staff with several
surgical units operating out of the one ward. These units include: orthopaedics,
general surgery, vascular, colorectal, upper Gl, endocrine, ENT, breast,
gynaecology, plastics and urology.

e Participants included pilot ward staff (medical, nursing, allied health (physiotherapists)) as
well as pharmacy staff, and in particular, two clinical pharmacists.

e Funding for the pilot project was limited to June 30™ 2007.

e Messaging - The PDMR messages are managed via the DHHS messaging and
integration infrastructure, e-gate.

e Hardware Server procurement - One server has been purchased to support the
implementation of the PDMR. A second server has been ordered to support reliable
separation of the testing and live environments.
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e Software (test/train/production environments) i The vendor 6 s sy sahcedn wo ul
to allow creation of NEHTA standard discharge summaries using data entered by doctors,
nurses and allied health professionals. The m
messaging system.

e Training by the project team of all ward staff, pharmacists and physiotherapists using the
PDMR.

e Wireless connectivity - Installation of wireless infrastructure in the pharmacy department,
ward 5B and ward 3R. The remainder of the LGH was also mapped for potential future
wireless infrastructure. This project has also installed wireless access points in
Department of Emergency Medicine (DEM) at the LGH to support the rollout of the
Electronic Patient Care Record (ePCR) project later in 2007.

e Evaluation, whilst fairly complex, did not involve large numbers of stakeholders and was
therefore to be conducted by the project team.

¢ Community pharmacists - The system has the capacity to send a medication profile to
community pharmacists at the point of patient discharge, although this was not activated
in the pilot.

Stakeholders
The PDMR Communication Plan 2006 identified the following key stakeholders:
e LGH executive; including CEO, Director of Clinical Services, Director of Nursing;
¢ LGH Senior Clinical Staff; including Medical Staff, Allied Health, Nursing and Pharmacy
groups;
e LGH pilot ward staff (medical, nursing and allied health);
¢ LGH Pharmacy Department;
e LGH PIMS Manager;
e LGH Data Entry Feedback/Quality Improvement Group;

e GP6s (through Gener al Practice Tasmani a) ;
e DHHS, Secretary and Deputy Secretaries (Shared Services and Acute Health Services
Groups);

e HealthConnect Tasmania Steering Committee and Advisory Group;
e Director, HealthConnect Tasmania;

e CASE Manager;

e DHHS Manager Application Support;

e DHHS Director Information Services; and

e NeHTA.

The project team continued to build on relationships established at the LGH during the ENHE
implementation. Once the pilot wards were selected, demonstrations of the system were provided
to the hospital executive, to the senior rehabilitation physicians and to the LGH Director of
Surgery.
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Business Process Mapping
The PDMR Project team mapped the following business processes at LGH:
e The process of discharging a patient from each of the two pilot wards (5B and 3R)
e The pharmacy processes around managing patient medications on admission, during the
patient stay and at the point of discharge.

The purpose of the mapping exercise was to answer the questions of who does what, when do
they do it, how they do it and why they do it. Collation of this information and graphical
representation in data flow diagrams assists in identifying duplications of processes, bottlenecks,
and assists in identifying timeframes for each task. This information is critical in designing new
business systems and processes which are aimed at reducing the inefficiencies of the old.

Copies of the business process maps were signed off by the business owners and copies
provided to them for their use and information.

The PDMR application introduces new pathways for discharging the patient and re-engineers the
process: additional health professionals are inv
is at different stages. The PDMR has been designed for use in a multi disciplinary setting and as

such creates new processes and steps that have not previously been used in patient discharge at

the LGH.

4.5 Project Outputs and Outcomes

Project outputs are created by the project activities and are used by the business owners to
create or achieve the project outcomes. Examining and evaluating the success of the project
outcomes is one way of identifying the success and utility of what the project was intended to
provide at the outset. It is expected that the outputs of the PDMR Project will be utilised by staff in
the LGH pilot wards to create the outcomes listed below, such as, improved communication with
GPs.

45.1 Outputs

1. A patient discharge medication record that:

e s sent electronically at the time of discharge to GPs via the DHHS messaging and
integration infrastructure.;

e includes pharmacy input and review of patient medication as early as possible in the
patient episode of care;

e  supports the multi disciplinary entry of medical, pharmacy, allied health and nursing
notes; and

o reflects compliance with the NeHTA discharge summary where possible and
practicable.

2. Installation of wireless infrastructure in the Pilot areas at LGH, namely pharmacy department,
wards 3R and 5B and additionally DEM.
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3. New equipment and supporting infrastructure for the two pilot wards; this included three new
P/Cs for ward 5B and two for ward 3R.

4, Training manual s, user ©O6cheat sheetsd®6 and on |

5. A documented review and evaluation of the application and the project implementation.

45.2 Outcomes

1. Improved quality of communication between acute and primary/community health sectors,
including GPs and community pharmacies. Quality includes measures such as content and
legibility of discharge summary.

2 Improved timeliness in the dispatch of the discharge referral from the point of patient
discharge to its receipt at the GP office.

3 Reduction in the number of letters sent to the GP as a result of a multi-disciplinary discharge
summary that can be sent to the GP electronically.

Once the project implementation phase is completed along with the post implementation support
phase, the outcomes become the responsibility of the business owner to realise and maintain.
For the PDMR, the LGH Executive, and by delegation the LGH Senior Clinical staff, are the
accountable business owners.
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5 Evaluation

Evaluation was conducted by the project team. Delays to the go-live in ward 5B meant that the
period available for evaluation was less than originally planned. Other known processes that
impacted on the time available for evaluation included: the loss of the PDMR trained doctors from
the wards through the hospital training rotation, and nursing staff shift allocated rostering.

51 Framework

Evaluation of the PDMR focused on five areas. These were:

1. Data quality
e Completeness of information, including:
0 accuracy;
o timeliness;
0 medication details;
o legibility; and
e Relevance, usefulness and usability.

2. Operational efficiency
e User uptake, user accuracy, operational issues;
e Time taken to complete and send the discharge referral; and
¢ Impact of change on business processes and its effect on efficiency.

3. Stakeholder satisfaction
e Application functionality, reliability, ease of use, for pharmacists, medical officers,
physiotherapists and nurses;
e GP satisfaction; and
e Satisfaction with the training and support process.

4, Conformance with NEHTA standards
¢ Availability of relevant standards;
e Source system readiness and issues; and
e Future requirements.

Links to the national eHealth Evaluation Framework are detailed in Appendix A.

5.2 Who Provided Input into the Evaluation

Evaluation activities were conducted and/or managed by a number of parties. Areas of
responsibility for each party are outlined in Table 1.

Table 1. Evaluation participants

Responsible party Area of evaluation

Project Team e Operational efficiency

e Data quality

e Ongoing quality improvement

e Conformance with NEHTA standards

Pilot ward staff/pharmacists/surgeons e Satisfaction surveys, feedback comments, focus
groups
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Responsible party Area of evaluation

TasGP and Divisions of General Practice e GP satisfaction
(through the GP Support Scheme and

. . e Data qualit
agreements with HealthConnect Tasmania) g y

e Ongoing quality improvement

NeHTA e Compliance with relevant standards
e Ease of standards implementation

Satisfaction surveys were developed as tools to evaluate implementation of the pilot PDMR.
These included:
o Hospital staff satisfaction surveys to be completed by the Pharmacists, Medical Officers,
Allied Health staff (Physiotherapists) and Nursing staff.
e GP satisfaction surveys.
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6 Training

The project team received initial training sessions from the software vendor; this included an
overview of the various functions of the application and some of the business flow. Hospital staff
requiring PDMR training were identified through discussion with the ward Clinical Nurse
Consultants, self nomination and staff information sessions. The project team then put together a
series of training sessions for initial key users (those whose use of the system was critical) and
super users (those who would support other users), particularly in the first ward, 3R.

Training manuals were written by the project team with some assistance from the software

vendor. As the PDMR was a modified application the training instructions needed to be

comprehensive and had to be written once the design and build of the modifications had taken

place. A version of the training manual was prepared for each clinical discipline. Staff were

provided with a copy of the training manual relevant to their clinical discipline and additionally, a

manual was placed alongside the PCsineachward. 6 Cheat sheetsd containi.
process steps were also placed on the wall or the desk adjacent to the PCs to support staff in

their everyday use of the application.

Staff were not limited to only one training session. A follow up or recap was provided to staff

when they were given their live log on details. A member of the project team was available to
assist staff to complete their first PDMRs in real time and available on site to provide ongoing
support and assistance.

The delay to implementation on Ward 5B meant that medical and nursing staff had to be

retrained, as they would be unable to recall sufficient details from the original training session
conducted with 0] us ttraining wds a significant extea loadifonthe.projech e r e
team as it involved over 40 nurses and approximately 20 medical staff.

All staff were provided with evaluation sheets, and asked to record their assessment of the
quality and usefulness of the training provided to them.

At the time of report 60 feedback forms were returned (as at 20 April 2007). A summary of the
feedback is presented in Table 2 and the numbers of participating staff in Table 3:

PDMR Pilot Evaluation Report Pagel8of 46
Version 1.0






