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MEDICATION SAFETY EDUCATION THROUGH A VIRTUAL 
AND MULTIDISCIPLINARY COLLABORATIVE APPROACH

David King1, David Nguyen1

1Safer Care Victoria, Vic

EMAIL david.nguyen@outlook.com

Background: In 2021, a state-wide improvement program to 
establish quality and safety structures for medicines management 
was introduced in Victoria. An educational series targeting 
healthcare clinicians was identified as an opportunity to elevate 
medication safety as a key issue in health services.

Objective(s): To increase awareness and highlight approaches to 
identify and address medication safety issues relating to high-risk 
medicines and high-risk settings.

Action (Method): An interactive webinar series was developed 
in collaboration with an independent organisation focused on 
medication safety, to highlight local and international approaches. 
Seven webinars were delivered virtually and included panel 
discussions comprised of local subject matter experts from 
pharmacy, medical and nursing disciplines.

A sector-led committee consisting of medication safety specialists 
selected topics which included analgesic stewardship, consumer 
engagement, multi-incident analysis, immunosuppressants, 
paediatrics, infusion pumps, residential aged care and transitions 
of care.

Evaluation: The webinars received 1,665 registrations and 1,314 
views (843 live views and 499 recording views). The analgesic 
stewardship and combined residential aged care and transitions of 
care webinars were the most viewed (25.2% and 21.5% of views).

From 180 participant surveys, there was an 8.6/10 mean score for 
satisfaction. 95.5% of participants indicated they would consider 
implementing changes at their health services and 72.3% agreed 
further engagement on the topics would be beneficial.

The majority of participants consisted of pharmacists (51%). 
Participants also included nurses (21%), quality and risk managers 
(14%), doctors (5%) and other/unspecified (9%).

Discussion: Attendance and feedback indicated significant interest 
in medication safety issues from the sector, particularly around 
high-risk medicines like opioid analgesics or high-risk settings 
including at transitions of care. The webinars have provided 
a platform for the development of a state-level learning network 
to bring together clinicians and consumers to provide medication 
safety guidance to improve patient outcomes.

A REVIEW OF CLINICAL INCIDENTS ATTRIBUTED TO THE 
PRESENCE OF PATIENT’S OWN MEDICATIONS IN HOSPITALS

Sam Maleki1, Mazdak Zamani1, Saly Rashed1

1Eastern Health, Melbourne, Vic

EMAIL sam.maleki@easternhealth.org.au

Background: Historically, patients have been asked to bring their 
home medications to hospital when they are admitted. Whilst 
Patient’s Own Medications (PO) can be useful for completing 
medication histories and timely access to medications for 
administration, they are also implicated in medication-related 
clinical incidents.

Aim: To evaluate the patterns and frequency of medication-related 
clinical incidents attributable to PO.

Methods: A retrospective review of all medication-related 
incidents reported in the hospital incident management system 
between September 2020 and September 2021 was conducted 
across a metropolitan hospital network. Incidents were 
independently assessed by two pharmacy students to ascertain 
if they were related to PO. PO-related incidents were stratified 
according to hospital site, clinical unit, and Incident Severity Rating 
(ISR). Incidents were further analysed using inductive content 
analysis to identify common themes.

Results: A total of 2863 medication-related incidents were 
reviewed of which 160 (6%) were associated with a POM. Of 
these, 105 (66%) were ISR4 (no harm) and 52 (33%) were ISR3 
(mild harm). Few incidents did not have an ISR rating. Five main 
themes emerged from the content analysis including: incorrect/
unsupervised self-administration by patients or family (n=81), 
inappropriate storage or possession (n=31), misplaced or left 
behind (n=15), error on discharge or transfer (e.g. PO returned 
to wrong patient) (n=14), and PO containing errors (e.g. ceased 
or expired medicines amongst PO) (n=10).

Discussion: Analysis of medication-related incidents indicated 
that PO were implicated in a number of incidents including some 
resulting in patient harm. Provided that the evidence related to the 
value of PO predates the widespread implementation of electronic 
systems such as My Health Record, we recommend that future 
research could explore the contemporary value of PO as a source 
of information for completing medication histories and for timely 
medication administration.
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C1

EVALUATING A POINTS-BASED SCORE SYSTEM TO 
IMPROVE WORKLOAD ALLOCATIONS FOR COMPOUNDED 
STERILE PRODUCTS

Kayin Chan1, Elfie Leung1

1Eastern Health, Melbourne, Vic

EMAIL kayin.chan@easternhealth.org.au

Background: Two metropolitan hospitals, within the same 
healthcare network, provided aseptic compounding services and 
were included in this study. Historically, in order to minimise the 
risk of health and safety incidents, compounding was restricted 
to a single 2-hour session per day, however inefficiencies were 
identified with this setup.

Objective: To evaluate the safety and efficiency of a points-based 
scoring system to allocate compounding workload.

Action: A points-based scoring system was developed where each 
compounded sterile product (CSP) was allocated a score based 
on the product complexity. CSPs requiring a larger number of 
manipulations were assigned a higher score. Each compounder was 
allocated up to 40 points per day and each compounding session 
was capped at 20 points. Between January 2021 to December 
2021, the scoring system at site A was evaluated against site B 
which maintained the historic fixed-time sessions (control).

Evaluation: Evaluation of the scoring system, utilising computer 
generated dispensing records, identified that Site A compounded 
more products per day, per compounder (mean: 11.4 vs 7.9). 
No significant changes in the rates of health and safety incidents 
occurred at either site. The scoring system was further evaluated 
using staff surveys. Of the seven staff who responded 71% reported 
that the scoring system was effective for allocating workload.

Other benefits of the scoring system observed included: 
(A) structured algorithm for workload allocation based on 
complexity of CSPs, (B) more equitable allocation of workload 
leading to improved compounder satisfaction, (C) improved 
capacity planning with a matrix to measure activity and (D) 
expanded capacity of service to produce products without 
increasing staffing.

Discussion: Based on the successful findings at Site A, Site B 
will transition to the points-based scoring system, standardising 
practice across the healthcare network as well as increasing safety 
and equity of workload allocation for all staff.

AN IMPLEMENTATION SCIENCE APPROACH TO ESTABLISHING 
A MEDICATION SAFETY QUALITY IMPROVEMENT FRAMEWORK

Margie Butnoris1

1Surgical Treatment and Rehabilitation Services Hospital, 
Brisbane, Qld

EMAIL margie.butnoris@health.qld.gov.au

Background: A medication safety quality improvement framework 
(QuIF) provides a mechanism to facilitating a contemporary 
approach to quality activities. An Implementation Science (IS) 
approach was used to improve uptake of evidence-based practice 
into routine care, seek and understand influences which may 
impact implementation of the proposed initiative, and to improve 
clinician capability in undertaking quality improvement (QI).

Aim/Objective: The aim of this project was to improve clinician 
capability in undertaking QI, and utilise an IS approach in 
establishing and evaluating a medication safety QuIF.

Methods: This is a three-phase project which utilised an action 
research framework. In phase one, a context assessment was 
undertaken to identify the individual, team and organisational 
factors that influence implementation, and to identify the skills 
and determinants to be addressed by the implementation plan. 
Phase two consisted of implementation mapping to confirm 
the individual, team and organisation needs assessment and to 
create a change objective matrix. Evaluation for phase three, and 
describes the impact on clinician capability in undertaking QI.

Evaluation: Existing data sets were reviewed as part of the context 
assessment and indicated that the needs of the individual, team 
and organisation differed in terms of priority. Needs analysis key 
themes included further skill development in leadership, change 
management, clinical governance, data analysis and interpretation 
and consumer engagement. Requisite knowledge and skills were 
mapped to professional development activities required to support 
medication safety QI.

Discussion: By merging QI practice with improvement science, 
a tailored approach to establishing a medication safety QuIF was 
achieved, and clinician capability strengthened. This research is 
significant as it identifies the knowledge and skills required to 
support QI. These skills and competence objectives are applicable 
to medication safety program nation wide. Utilisation of an IS 
approach for medication safety initiatives has large-scale relevance 
and ensures that projects are impactful.
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C1

IMPACT OF PHARMACIST-PENDED DISCHARGE 
PRESCRIPTIONS ON PATIENT FLOW AND SAFETY 
IN GENERAL MEDICAL PATIENTS

Brett Anderson1, Johnny Nguyen1,2, Kerryn Griffett1, Michelle 
Nalder1, Rachel Low1, Jane Stephens1, Annabelle Hargreaves1, 
Alex Edwards1

1Royal Melbourne Hospital, Melbourne, Vic, 2Alfred Health, 
Melbourne, Vic

EMAIL brett.anderson4@mh.org.au

Background: Pharmacists historically conduct reactive patient 
safety measures such as clinically reviewing printed prescriptions. 
If an error is identified, consultation with the prescriber occurs to 
amend the prescription, thereby delaying patient flow.

Aim/objective(s): To compare the incidence of prescribing errors 
between pharmacist-pended and doctor-generated discharge 
prescriptions in general medicine patients and the impact on 
patient flow.

Methods: This unblinded prospective non-randomised controlled 
study compared the impact of pharmacist-pended discharge 
prescriptions to doctor-generated prescriptions in two medical 
units in a tertiary/quaternary metropolitan teaching hospital. 
The intervention unit had an additional pharmacist who attended 
daily consultant ward rounds and pended discharge medication 
orders within the electronic medical record. A doctor reviewed 
the pharmacist-pended orders before printing and signing. 
In the comparison unit, doctors prepared their own discharge 
prescriptions. Independent pharmacists performed a clinical 
screen of the printed prescriptions in both ar.

Results: In total, 111 and 95 prescriptions were written in the 
intervention and control units, respectively. Patient demographics 
and prescription length were well matched. At least one prescribing 
error occurred in 6.3% vs 48.4% (p<0.001) of intervention and 
control unit prescriptions, respectively. Length of stay was reduced 
in the intervention arm, 125 hours compared to 146 hours (p=0.26) 
however the proportion of patients discharged before 10am was 
higher in the control arm; 10.1% vs 5.9% (p=0.27). Median time 
past 10am that patients discharged was 4:20pm and 3:41pm in 
intervention and control arms, respectively (p=0.14).

Discussion: Pharmacist-prepared discharge prescriptions were 
significantly less likely to contain errors than doctor-prepared 
prescriptions. Fewer patients were discharged before 10am; 
however, length of stay was reduced in the intervention arm 
suggesting patients discharged late in the afternoon rather than 
remain overnight as a planned pre 10am discharge. Investment in 
a proactive, collaborative pharmacist/doctor prescribing model can 
improve patient safety and patient flow in general medicine units.

COLLABORATING WITH CONSUMERS TO IMPLEMENT 
THE NATIONAL STANDARDS RECOMMENDATION FOR 
EYE DROP LABELLING

Margaret Got1, Ivy Tan1

1The Royal Victorian Eye And Ear Hospital, Melbourne, Vic

EMAIL Margaret.Got@eyeandear.org.au

Background: Most medication packaging allows dispensing labels 
to neatly attach, enabling patients to easily read and understand 
information. This can be difficult for medicines in smaller 
containers such as eye drop bottles. The ‘National Standard for 
Labelling Dispensed Medicines’ published in 2021 recommends 
using a transparent flag label adhered to standard size dispensing 
labels. However, a survey conducted by our hospital in 2011 found 
that labels horizontally cut in half then flagged was preferred due 
to ease of use and reduce possible eye injury with the transparent 
flag attachment.

Objective: To find the most suitable way of labelling eye drops 
by determining whether transparent flag labels improve patient 
readability and understanding of dispensing labels, and identify 
any potential hazards.

Method: A survey developed with consumers was administered 
to consented patients/carers over 4 weeks. The survey captured 
label readability and user friendliness of using a transparent flag 
to attach the dispensing label to the eye drop.

Evaluation: Eighty-one responses were collected over the 4-week 
period representing 15% of patients/carers dispensed with eye 
drops. Participation was limited due to the survey being offered 
only to patients/carers counselled by pharmacists, and not by 
other healthcare professionals. Seventy-four participants (91%) 
indicated they could read and understand the instructions on 
a transparent flag label. Those who couldn’t (9%) specified the 
reason of visual impairment, with no correlation to labelling. 
The survey identified it was easier to read instructions on 
the transparent flag, however received feedback that it was 
cumbersome to use.

Discussion: The survey validates the importance of using 
transparent flag labels for eye drops. It is larger and readable for 
all patients except visually impaired patients. Improvement could 
be made during counselling by including advice on technique to 
holding the bottle while administering drops to prevent possible 
eye injury with the transparent flag attached.
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C1

TRANSFORMING THE PHARMACY WORKFORCE BY 
EMBEDDING CULTURAL SAFETY IN PHARMACIST 
EDUCATION AND TRAINING

Prof Faye McMillan AM1, Chastina Heck2, Aleena Williams3, 
Dr Josephine Maundu4, Bronwyn Clark4, Glenys Wilkinson4

1University of Technology Sydney, Sydney, NSW, 2Gove District 
Hospital, Gove, NT, 3Department of Health NT, NT, 4Australian 
Pharmacy Council, Majura Park, Canberra Airport, ACT

EMAIL f.mcmillan@unsw.edu.au

Background: The 2020 Accreditation Standards (1) for pharmacy 
programs are underpinned by the concept of socially accountable 
practice. This means that pharmacists have the obligation to not 
only safeguard the public but to direct education and service 
delivery towards addressing priority health concerns. Indigenous 
health is a national health priority. As one of the most accessible 
health professionals, pharmacists can make a significant 
contribution to health outcomes for Aboriginal and Torres Strait 
Islander peoples.

Objective(s): Under the leadership of a wholly Indigenous 
Health Strategy Group, we committed to influencing and leading 
the pharmacy profession through the education and training 
of pharmacists. The underlying philosophy of our actions is to 
recognise and promote the importance of self-determination for 
Aboriginal and Torres Strait Islander Peoples and ensure their 
voices are heard and recognised.

Action: Led by Indigenous Pharmacists, we launched a network 
to enable pharmacy profession educators to support each other 
in embedding cultural safety in pharmacy curriculum. We have 
completed and published a literature review, supported an 
explorative study on cultural safety practices in pharmacy 
programs and delivered several webinars to engage educators 
and the profession in this journey.

Evaluation: A Steering group is in place to monitor and report 
on progress towards achievement of the network’s objectives.

Discussion: The network is dedicated to transforming the 
pharmacist workforce by enabling Indigenous leadership in the 
delivery of pharmacist education. Culturally safe pharmacy practice 
can only be achieved when Indigenous leadership is empowered 
so that Indigenous values can shape the context of training and 
education as well as service delivery.

1. Australian Pharmacy Council. Accreditation Standards for 
Pharmacy Programs in Australia and New Zealand; 1 January 
2020. Available from www.pharmacycounci.org.au/reources/
pharmacy-program-standards/
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EXPLORING PHARMACOGENOMIC IMPLEMENTATION IN 
AUSTRALIA: A VALUE PROPOSITION AND A CHALLENGE

Eve Finn1

1Icon group, Qld

EMAIL eve.finn@epicpharmacy.com.au

Background: Pharmacogenomics is an emerging field of precision 
medicine, where medication is individually tailored based on 
genetics. Internationally, many countries have pharmacogenomic 
programs integrated into their healthcare systems and 
implementation initiatives underway. Pharmacists are well suited 
to lead the implementation, clinical application and oversight of 
pharmacogenomic programs. There is potential for broad application 
of pharmacogenomics in Australia; currently, implementation is in 
its early stages. Medicare subsidises two pharmacogenomic tests; 
additional tests are commercially available.

Objective(s): To explore opportunities and barriers to 
implementation of pharmacogenomics, along with the capacity 
and readiness of Australian healthcare organisations. To place the 
pharmacist at the centre of this step toward precision medicine.

Action (Method): A cross-functional team conducted research, 
analysis, concept mapping and stakeholder engagement, including 
consideration of:

• Resources, evidence and guidelines

• Strategic priorities identified in The National Health Genomics 
Policy Framework and Implementation plan

• Pathology service levels

• Ethical issues

• Electronic medical records and Clinical Decision Support (CDS) 
systems

• Alignment with organisational mission, objectives, and 
overarching strategy

Evaluation: The clinical validity and utility for certain drug/gene 
pairs are strong. There is potential for improved safety and efficacy 
for consumers of over 30 Pharmaceutical Benefits Scheme (PBS) 
medications. Published evidence, resources and guidelines are 
freely available to inform clinical decision making. Pharmacists are 
uniquely placed as leaders due to their interdisciplinary position, 
knowledge, and skills. Significant barriers include:

• Workforce capacity and capability

• Lack of awareness amongst clinicians and health professionals

• Pathology logistics: cost and turnaround time

• Incorporating electronic results and CDS into pharmacy and 
hospital software systems

Discussion: Pharmacogenomics provides opportunity to 
personalise and optimise medication use. The challenges outlined, 
while significant, can be overcome in focused programs. Single 
drug-gene programs are a prime opportunity for pharmacists to 
implement pharmacogenomics, delivering value and optimising 
patient outcomes.

IMPROVING AIR SUPPLY: DATA CAPTURE OF VACCINATION 
EVENTS FOR HOSPITALS WITHOUT AN ELECTRONIC 
MEDICAL RECORD

Stewart Cockram1

1St Vincent’s Hospital Melbourne, Melbourne, Vic

EMAIL stewart.cockram1@gmail.com

Background: Changes to the Australian Immunisation Register 
(AIR) Act in 2021 made it compulsory for providers to register all 
vaccination events. Our organisation does not have an Electronic 
Medical Record (E), making complete capture of all events 
challenging. The Infection Control (IC) unit initially put in place 
an e-form for hospital nurses to submit, however it was difficult 
to ensure compliance.

Pharmacy were asked to help create a solution.

Objective: To create a system to capture all vaccination events.

Method: All vaccines are distributed from the pharmacy via 
a proprietary dispensing software and using two methods – 
specific patient supply and imprest distribution.

To capture specific patient supply, the software vendor was 
contacted to provide a daily data-pull of all dispensing events.

Imprest vaccines proved harder as there was no automated 
recording mechanism for which patients receive the vaccines. 
Our solution was to add the vaccines into our in-house electronic 
Drugs of Dependence register. This would track which patients 
received vaccines, and also enforce accurate balance checks 
to ensure all vaccines were accounted for.

These raw data sets were interpreted by pharmacy and merged 
with Patient Administration System data. The Data Analytics unit 
turned these into online reports (using Power BI software) for 
the IC team.

Critically the IC team are aware that this dataset represents an 
intention to vaccinate, so all events are validated against scanned 
medical records prior to submission.

Evaluation: The system has thus far captured 803 patient-specific 
vaccinations (since July 2021) and 464 vaccinations from imprest 
supplies (since June 2022).

The project has been deemed to be successful and will likely 
continue until implementation of an E.

Discussion: Whilst our exact methodology cannot be generally 
applied due to differences in specific hospital software, our general 
methodology could be applied at other health services without an E.
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PREDICTORS OF MISSED/DELAYED DOSES WHEN 
TRANSFERRING FROM HOSPITAL TO RESIDENTIAL 
AGED CARE: A MULTICENTRE STUDY

Dr Rohan Elliott1,5, Dr Simone Taylor1, Kerryn Griffett2, Toni 
Howell3, Viviane Khalil4,6, Dr Samanta Lalic4, Erini Mathiopoulos3, 
Eugene Ong4,5, Meredith Wiseman5

1Austin Health, Melbourne, Vic, 2Royal Melbourne Hospital, 
Melbourne, Vic, 3St Vincent’s Melbourne, Melbourne, Vic, 4Monash 
Health, Melbourne, Vic, 5Faculty of Pharmacy and Pharmaceutical 
Sciences, Monash University, Melbourne, Vic, 6Faculty of Medicine, 
Nursing and Health Sciences, Monash University, Melbourne, Vic

EMAIL rohan.elliott@austin.org.au

Background: Variability exists between hospitals regarding 
discharge medication procedures when patients are transferred 
to residential aged care facilities (RACFs). Some hospitals 
dispense some/all medications, others outsource dispensing to 
RACF-contracted community pharmacies. Some hospitals provide 
interim medication administration charts and others do not.

Aim: To determine predictors of missed or delayed medication 
administration following discharge to RACFs from four Melbourne 
health services with differing discharge medication procedures.

Methods: This was a prospective, multicentre, observational 
study. Structured telephone interviews with RACF nurses of 
randomly selected patients were conducted approximately 
48-hours following hospital discharge. The dependent variable 
in a multivariable regression analysis was whether patients had 
missed or delayed medication administration in the first 24-hours 
post-discharge. Potential predictors were identified from the 
literature and clinical experience.

Results: RACF nurses of 397 patients (mean age 82.7 ± 8.9 
years, median of 10 [interquartile range 7-14] pre-admission 
medications) were interviewed. Factors associated with increased 
odds of missed or delayed doses included: hospital not dispensing 
any discharge medications (odds ratio (OR) 3.33, 95% confidence 
interval [95%CI] [1.82-6.10]), community pharmacy not delivering 
medications on the day of discharge (OR 2.98, [1.63-5.43]), six or 
more medication changes made in hospital (OR 2.79 [1.57-4.98]), 
and hospital not supplying an interim medication administration 
chart (OR 2.13, [1.22-3.70]). For every increased hour between 
hospital discharge and the first dose being due, the odds of missed 
or delayed doses decreased by 11.9% (OR 0.89, [0.81-0.98]).

Discussion: Missed and delayed doses were more likely when 
the hospital and/or community pharmacy didn’t ensure that 
medications were available for administration on the day of 
discharge, and when an interim medication chart was not 
provided by the hospital. Barriers to timely medication supply and 
provision of up-to-date medication charts are complex but need 
to be addressed to ensure patients receive timely medication 
administration following hospital discharge.

SWALLOWING MEDICINES: COLLABORATING TO IMPROVE 
PATIENT OUTCOMES

Ying Li Liang1, Trang Tran2, Phuong Doan1, Kelly Keyte3

1Lyell McEwin Hospital, SA Pharmacy, Adelaide, SA, 2Modbury 
Hospital, SA Pharmacy, Adelaide, SA, 3Lyell McEwin Hospital, 
NALHN Speech Pathology, Adelaide, SA

EMAIL YingLi.Liang@sa.gov.au

Background: Changes in swallowing function commonly occurs 
in hospitalised patients with an acute illness and poses a high risk 
of medication complications including inappropriate formulation 
administration, dose omissions or delay. Limited literature exists 
exploring a speech pathologist/ Pharmacist collaborative model to 
minimise potential medication errors within this patient population.

Aim/objective: To assess the impact of referral modality on 
timeliness of pharmacy review and formulation modification 
following a change in swallowing status.

Methods: An observational study was undertaken across two 
metropolitan hospitals between July and December 2020. 
Patients with modification to swallowing status made by a speech 
pathologist during inpatient stay were identified and details of 
pharmacy review including modality of referral and interventions 
were recorded.

Results: Of the 96 patients identified for inclusion, 74% (71) 
received a pharmacy review following swallowing modification 
by a speech pathologist. When reviewed by a pharmacist, the 
average time to review was 4.7 days (SD 5.2) following swallowing 
modification with 97% (69/71) of patients seen during weekdays. 
Overall, 44% (42/96) required one or more modifications to their 
medicines. A pharmacy referral was documented for 27 patients 
(28%) of which all but 1 were made by the speech pathologist at 
the time of review. The average time from swallowing modification 
to pharmacy review was significantly reduced when a formal 
referral was documented: 5.8 days vs 1.8 days, p=0.004.

Discussion: Almost half of patients required formulation 
modification, indicating early pharmacist review is imperative to 
prevent medicines misadventure. Our results indicate that only 
three quarters of patients are seen by a pharmacist following 
a change in swallowing status and when seen this is often 
delayed. Strategies including increasing pharmacy services 
over the weekend and strengthening formal referrals pathways 
should be targeted to prioritise timely pharmacy reviews and 
encourage collaborative management following acute changes 
in swallowing function.
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ANOTHER FORM? EVALUATING THE INTRAVITREAL 
ADMINISTRATION CHART (IVAC) AND WHETHER IT 
IMPROVED DOCUMENTED TREATMENT PLANS

Naythen Hoang1

1Royal Brisbane & Women’s Hospital Pharmacy Department, 
Brisbane, Qld

EMAIL naythen.hoang@health.qld.gov.au

Background: In our metropolitan ophthalmology clinic, intravitreal 
injection (IVI) plans were documented in the outpatient progress 
notes (OPN). To ensure the correct drug, frequency, and eye(s) were 
injected, a second source of documentation on a booking form (BF) 
was required to clarify the plan. However, both the OPN and BF 
often contained incomplete or missing information about IVI plans 
which was a risk to patient safety. It was identified that a new more 
structured documentation process and form was required.

Objective(s): To develop an Intravitreal Injection Administration 
Chart (IVAC) to replace the BF and evaluate whether it improved 
the clarity and documentation of IVI treatment plans.

Action (Method): In consultation with the multidisciplinary 
ophthalmology team, a local medicines advisory group, and local 
for committee, a new IVAC form was developed in July 2021 to 
replace the BF. OPN were still required to be used in addition 
to the new IVAC.

To evaluate, a retrospective audit of patients who received an IVI 
before (1/1/2021-9/7/2021) and after (10/7/2021-1/1/2022) 
the implementation of the IVAC was conducted. Additionally, 
ophthalmology clinical staff completed a survey to determine 
the acceptability of the IVAC.

Evaluation: 351 OPNs were extracted during the study period, 
with 83% (291/351) of these having incomplete IVI orders (134 
pre- and 157 post-implementation). Of the 134 OPNs pre-, only 
58 (43%) had an accompanying BF. Of the 157 OPNs post-, 151 
(96%) had an accompanying IVAC. From the survey, 90% (18/20) 
of clinical staff stated they preferred the IVAC over the BF.

Discussion: The form had great uptake by ophthalmologists, 
with almost all OPNs in the post period had accompanying IVACs. 
This represents a reduction in the likelihood of the incorrect IVI 
being ordered or administered, ultimately improving patient safety. 
As well as being safer, the form was well accepted by staff.

EXPLORING MEDICATION REUSE PROGRAMS FROM AROUND 
THE WORLD: A REVIEW OF THE LITERATURE

Samuel Watts1, Joanne Wickens1, John Coutsouvelis1, 
Susan Poole1, Mia Percival1, John Zalcberg1

1Alfred Health, Melbourne, Vic

EMAIL samuelcwatts3@gmail.com.au

Background: In Australia, pharmacists generally feel obliged 
to dispose of medications that are returned, regardless of their 
condition. Yet a proportion of returned medications may meet 
quality standards for safe reuse. Unfortunately, in Australia 
there is no regulatory guidance available to facilitate such 
medication reuse.

Objective(s): This review aimed to identify and synthesise 
international literature describing medication reuse program to 
provide insight into their implementation and potential barriers.

Action (Method): Using PRISMA guidelines, a literature search 
was conducted in Medline, Scopus and Embase using MeSH terms 
including “medication” and “reuse” to identify relevant articles. 
Inclusion criteria included English language and publication 
after 2010. Two reviewers ascertained eligibility for inclusion. 
References of included articles were screened for relevance, 
and grey literature investigated, where appropriate. All data 
were summarised and tabulated.

Evaluation: Of the 1973 identified articles, 17 were assessed 
as eligible for inclusion. Of these, 14 described scenarios where 
medication reuse is prohibited, two described medication reuse 
program and one discussed the merits of medication reuse for 
reducing medication wastage. Barriers to medication reuse 
included potential exposure to environmental extremes during 
storage, physical appearance, evidence of tampering, safety and 
efficacy concerns for the returned medication. Despite these 
barriers, several programs exist, particularly in Europe, that 
provide safe and effective reuse of medications.

Discussion: This review identified the available literature and 
provided a knowledge-base for barriers to medication reuse 
worldwide. Furthermore, it has identified reuse programs that have 
overcome these barriers. Measures implemented during the United 
Kingdom’s pandemic response to safely reuse medications in the 
nursing home and hospice settings, and European medication 
donation programs should be further investigated. The findings 
described in this review should be used to build frameworks for 
regulatory and legislative guidance for medication reuse in the 
Australian setting.
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QUALITY IMPROVEMENT THROUGH MULTIDISCIPLINARY 
REVIEW: A MODEL FOR CLEAR, SAFE, AND SUSTAINABLE 
INTRAVENOUS ADMINISTRATION GUIDELINES

Gina McLachlan1, Susan Bury1

1Austin Health, Heidelberg

EMAIL gina.mclachlan@austin.org.au

Background: Our tertiary hospital pharmacy department has 
a long history of developing and supporting well utilised guidelines 
for intravenous administration of medications. The number of 
guidelines has grown over the years, presenting an increasing 
burden for our Medicines Information service despite widespread 
availability of the Australian Injectable Drugs Handbook (AIDH).

Objective: To implement a streamlined hybrid IV guideline model, 
with embedded hyperlinks to the AIDH in each guideline, and 
to implement a novel formal multidisciplinary review process 
for each guideline as part of routine review. Inclusion of nurses 
and ward pharmacists to the IV guideline review process was 
expected to improve clarity, safety and consistency compared 
to current practice.

Action: A multidisciplinary committee incorporating 10 nurses 
and 11 pharmacists from a wide range of clinical services was 
formed. After induction into the ai of the project, each member 
reviewed guidelines relevant to their area of practice in 3-4 weekly 
cycles. In each case, committee members compared the current 
IV guideline to a hybrid version. Reviewers commented on whether 
content was clear and consistent with local practice and provided 
a recommendation indicating which IV guideline format they 
preferred (current vs hybrid). Widespread education and promotion 
of the new hybrid IV guideline format communicated the changes 
to wider staff.

Evaluation: Of the first 58 guidelines reviewed, 36 were assessed 
by the committee as appropriate for transition to the hybrid IV 
guideline model. The remaining guidelines required specialised 
information to support local practice. At this stage, institution-
wide feedback has been predominantly positive and continued 
engagement is seen in the sustained popularity of the guidelines.

Discussion: Multidisciplinary review has been invaluable in 
ensuring our IV guidelines are clear and well-structured providing 
safe and accurate information on IV medication administration 
while providing a more sustainable model for continued support 
by the pharmacy.
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IDENTIFICATION AND TREATMENT OF IRON DEFICIENCY 
IN PATIENTS WITH HEART FAILURE WITH REDUCED 
EJECTION FRACTION

Sophie Jahnecke1, Tenay Rankin1, William Meehan1, 
Dr Diana Bortoletto1

1Barwon Health University Hospital Geelong, Geelong, Vic

EMAIL sojahnecke@gmail.com

Background: The National Heart Foundation of Australia (NHFA) 
and Cardiac Society of Australia and New Zealand (CSANZ) 
recommend intravenous iron to treat iron deficiency (ID) (ferritin 
<100mg/L, or ferritin <300mg/L if transferrin saturation is <20%) 
in patients with heart failure with reduced ejection fraction 
(HFrEF). Currently there is no literature reporting the prevalence 
of appropriate identification and treatment of ID in HFrEF patients.

Aim: To determine adherence to NHFA and CSANZ guidelines 
in identifying and managing ID in a patients with HFrEF admitted 
to a Victorian regional tertiary hospital.

Methods: Data was collected retrospectively over a nine-month 
(Jan-Sep 2021) period from patients who were either admitted 
with HFrEF as a presenting complaint or comorbidity, and managed 
by cardiology or medical tea. Data was recorded in REDCap and 
analysed using SPPS (v24,IBM). The study had Ethics approval.

Results: Overall, 264 patients were included. Median age was 
77 years [65; 86], 69.3% (183/264) were male, 61.7% (155/264) 
managed under a medical team and 54.9% (145/264) had HFrEF 
as a comorbidity. Iron studies were completed in 54.9% (145/264) 
of patients. Iron studies were more frequently completed for 
patients presenting with HFrEF (66.4%; 79/119) than those with 
HFrEF as comorbidity (45.5%; 66/145); [p=0.001]. Of those, 
66.2% (96/145) had iron studies indicative of iron replacement 
[63.5% (61/96) for presenting HFrEF; 36.5% (35/96) for HFrEF 
comorbidity]. Intravenous iron was administered to 52.1% (50/96) 
of ID identified patients. Iron was more frequently administered 
to patients with presenting complaint HFrEF (60.7%; 37/61) than 
comorbidity (37.1%; 13/35); [p=0.026]. There was no difference 
in ID identification and treatment between cardiology and 
medical tea.

Discussion: A substantial proportion of patients were not 
treated for ID as per guideline, despite iron studies indicative of 
iron replacement. Pharmacists will lead further education and 
guidelines development to improve ID management in HFrEF.

THROMBOLYSIS AFTER AN ISCHAEMIC STROKE ASSOCIATED 
WITH IVIG INFUSION: A CASE REPORT

Lisa Bremner1,2, Cristina Roman1,2,3, Prof Geoff Cloud4,5, 
Prof Biswadev Mitra2,6

1Pharmacy Department, Alfred Hospital, Melbourne, Vic, 
2Emergency and Trauma Centre, Alfred Hospital, Melbourne, Vic,  
3Faculty of Pharmacy and Pharmaceutical Science, Monash 
University, Melbourne, Vic, 4Stroke Service, Alfred Hospital, 
Melbourne, Vic, 5Central Clinical School, Monash University, 
Melbourne, Vic, 6Department of Epidemiology and Preventive 
Medicine, Monash University, Melbourne, Vic

EMAIL l.bremner@alfred.org.au

Objective: To describe a case of a patient diagnosed with an 
ischaemic stroke after Intravenous Immunoglobulin (IVIg) infusion 
and the role of the Emergency Medicine (EM) stroke credentialed 
pharmacist in the patient’s care.

Clinical features: A female in her late 70’s presented with an 
unwitnessed fall and bilateral leg paresthesia. Her medical history 
included diabetes, hypertension and anxiety. The patient was 
diagnosed with Guillian-Barré Syndrome (GBS) and prescribed 
Flebogamma IVIg by the Neurology team which was administered 
in the emergency department (ED). During the infusion the 
patient developed a right facial droop, and profound dysphasia. 
A code stroke was activated that included attendance by an 
EM pharmacist. The IVIg was ceased. The patient was diagnosed 
with an acute ischaemic stroke.

Literature review: Flebogamma 10% is an IVIg used to treat 
immunological conditions including GBS. It is rarely associated 
with thrombotic effects including strokes. Thrombolysis for 
ischaemic stroke may improve outcomes but is critically time 
dependent. EM pharmacists in acute stroke tea have been 
associated with reduced ED door to thrombolysis time, improved 
medication history accuracy and management of complicating 
hypertension.[1]

Pharmacist interventions: The EM Pharmacist reviewed the 
medication history to exclude anticoagulation and identified IVIg 
as a potential causative factor for thrombosis. Dosing, charting 
and preparation of thrombolysis with tenecteplase for early 
administration by the nurse was facilitated by the pharmacist using 
the Pharmacist Partnered Medication Charting model. The patient 
made a recovery post stroke and was transferred to an inpatient 
rehabilitation facility without any adverse bleeding outcomes.

Discussion: This case highlighted a unique benefit of an EM 
pharmacist during assessment and management of a highly 
unusual acute stroke. Expertise in medication management by 
the EM pharmacist enabled early identification of the cause for 
thrombosis and assisted delivering timely thrombolysis.

References:

1. Roman C, et al. JClinPharmTher 2021;46(4):1095-102.
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SAFETY AND EFFICACY OF ANTI-CANCER BIOSIMILARS 
COMPARED TO THEIR REFERENCE BIOLOGICS: SYSTEMATIC 
REVIEW AND META-ANALYSIS

Nina Song1, Hala Musa2, Michael Soriano2, Dr David Hibbs1, 
Dr Jennifer Ong1

1University of Sydney, Sydney, NSW, 2Chris O’Brien Lifehouse, 
Camperdown, NSW 

EMAIL hala.musa@lh.org.au

Background: Biologics such as rituximab and trastuzumab have 
improved treatment outcomes for many cancers. However, due 
to their high economic burden, ‘highly similar’ products known 
as biosimilars have been developed and used. Yet, there is still 
concern surrounding comparability of efficacy and safety between 
the biosimilar and its reference biologic, especially regarding 
patients switching from the reference to the biosimilar.

Aim: To compare the efficacy and safety of rituximab and 
trastuzumab biosimilars to their reference biologics in 
oncology patients.

Methods: A systematic review with meta-analysis was conducted 
in accordance with the PRISMA guidelines. MEDLINE, EMBASE and 
Cochrane Central were searched from inception to 26 April 2021 
to obtain all randomised control trial data reporting on safety and 
efficacy outcomes of oncology patients treated with rituximab or 
trastuzumab biosimilars.

Results: 69 studies were identified, of which 27 studies reported 
on patients treated with rituximab and 42 studies reported on 
patients treated with trastuzumab. The odds of achieving overall 
response rate in patients treated with rituximab and trastuzumab 
biosimilar compared to reference over at least 24 weeks of 
treatment was 1.06 (95% CI 0.88 – 1.26) and 1.09 (95% CI 0.93 
– 1.28), respectively. Proportion of patients experiencing any 
treatment emergent adverse effects were comparable between 
arms (Rituximab, OR 1.20 [95% CI 0.98 – 1.49]); (Trastuzumab, 
1.07 [95% CI 0.87 – 1.32]).

Discussion: Biosimilars for rituximab and trastuzumab have 
comparable efficacy and safety for treatment naïve patients, thus 
use in oncology can be supported, however evidence for switching 
established patients from reference biologic to biosimilar is still 
lacking, and further work is required in the switched population.

ONCE SLOW, NOW ON THE MOVE: RESHAPING PARKINSON 
DISEASE MEDICATION MANAGEMENT

Marissa Sakiris1,2,3, Susan Williams1,2,3

1Royal North Shore Hospital, Sydney, NSW, 2University of Tasmania, 
Tasmanian School of Medicine, Tas, 3Agency for Clinical Innovation, 
Sydney, NSW

EMAIL marissa.sakiris@health.nsw.gov.au

Background: Parkinson Disease (PD) medications are time-critical 
and often managed poorly in hospital.

Aim: To determine practice patterns with PD medications in an 
Emergency Department (ED), Neurology and Aged Care wards. 
To develop and implement solutions to improve PD medication 
management in these areas.

Methods: A retrospective audit of PD admissions at a metropolitan 
hospital identified by International Classification of Diseases 
(ICD-10) coding, from January – June 2021, was conducted to 
establish how PD medications were prescribed, administered and 
reviewed. Patient interviews (n=16), staff focus groups (n=87), 
a patient survey (n=32) and staff survey (n=150) were also 
conducted. Initiatives to improve medication management were 
then developed using redesign methodology with pharmacists, 
nurses and doctors through focus groups (n=89) and implemented 
into practice. Ethics approval was obtained.

Results: A total of 31% of patients were identified with an 
electronic ‘PD icon’ and 11% received a pharmacist medication 
reconciliation within 48 hours in the ED (n=264). The proportion 
of levodopa doses administered on time in the ED, Neurology and 
Aged Care wards respectively were 35% (n=407), 62% (n=1732) 
and 48% (n=983). The proportion of pharmacist medication 
reconciliations which reported a PD prescribing error in the ED, 
Neurology and Aged Care wards respectively were 54% (n=26), 
31% (n=13) and 38% (n=8). Sub-optimal medication management 
was echoed in interviews, focus groups and surveys. The following 
solutions were then developed and implemented to improve 
medication management: formalised use of the PD icon, prompts 
for timely administration in the electronic medical record and 
on medication labels, an electronic alert for doctors, increased 
availability of PD imprest medications and staff education.

Discussion: An audit revealed issues with PD medication 
administration, review and prescribing. Pharmacists, nurses 
and doctors successfully developed and implemented initiatives 
to improve PD medication management, implying the value of 
pharmacists within a multi-disciplinary team.
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PALIFERMIN, FOR 3 DOSES ONLY, TO MANAGE 
MUCOSITIS IN PATIENTS UNDERGOING HSCT 
AFTER CHEMORADIOTHERAPY CONDITIONING

John Coutsouvelis1,2, Prof Michael Dooley1,2, 
Prof Carl M Kirkpatrick2, Dr Sharon Avery1,3, Ria Hopkins1,4, 
Prof Andrew Spencer1,2
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Background: Palifermin, a recombinant human keratinocyte 
growth factor, protects against chemotherapy and radiation-
induced mucositis. The regulatory approved dosage is palifermin 
60microgram/kg/day, intravenously, for three consecutive days 
before and three consecutive days after chemoradiotherapy for 
six doses. The prohibitive acquisition cost of palifermin limits use 
by Australian hospitals. Based on pre-clinical and early phase 
data, an attenuated dosing protocol was implemented at the study 
institution, with palifermin administered for three doses only.

Aim: This study evaluated the effectiveness and safety of this novel 
palifermin dosing regimen in patients undergoing haemopoietic 
stem cell transplantation (HSCT).

Methods: The study was a retrospective analysis of consecutive 
patients, over a 10 year period, receiving total body irradiation 
and chemotherapy conditioning for HSCT.

Palifermin 60microgram/kg/day for three doses only, was 
administered before pre-HSCT conditioning. Incidence of grade 
3/4 mucositis as per World Health Organisation (WHO) criteria, 
need for parenteral nutrition (PN) and parenteral opioid analgesic 
(POA) requirement were described. 

Results: A total of 168 patients were included. Grade 3/4 
mucositis was documented in 56% of patients, with median 
duration of 6.0 days. PN was required by 70% of patients and 
POA by 63% of patients. The median (range) duration of days 
on PN was 10 (1-58) days. The median (range) duration of POA 
was 5 (1-52) days. 

Discussion: The literature reported incidence of severe mucositis is 
up to 99% in patients receiving chemoradiotherapy pre-HSCT. This 
is the largest single cohort described receiving a three day schedule 
of palifermin. Outcomes are comparable to those in studies 
describing six doses of palifermin and demonstrate the three dose 
regimen is effective in reducing oral mucositis assessed by WHO 
grade, duration of PN and duration of POA. The regimen described 
could be adopted into clinical practice thus potentially enabling 
wider access to this effective but costly supportive therapy.

IS PNEUMOCYSTIS JIROVECII PNEUMONIA PROPHYLAXIS 
NEEDED IN DOSE-DENSE CHEMOTHERAPY FOR BREAST 
CANCER? AN OBSERVATIONAL AUDIT

Alyssa Murray1, Nicholas See1, Michael Whordley1, Sarah Cheng2, 
Vivien Chan1, Sarah Whatmough1, Marissa Ryan1,3,4

1Pharmacy Department, Princess Alexandra Hospital, Brisbane, Qld, 
2School of Pharmacy, The University of Queensland, Brisbane, Qld, 
3Centre for Health Services Research, The University of Queensland, 
Brisbane, Qld, 4Centre for Online Health, The University of 
Queensland, Brisbane, Qld

EMAIL alyssa.murray@health.qld.gov.au

Background: Patients with cancer receiving chemotherapy 
are at risk of developing pneumocystitis jirovecii pneumonia 
(PJP), a potentially life-threatening infection that can occur in 
immunocompromised individuals and may impact morbidity 
and mortality. Anecdotal evidence of increased PJP incidence 
was reported with the use of the dose-dense doxorubicin and 
cyclophosphamide (ddAC) protocol followed by either dose-dense 
paclitaxel (ddT) or weekly paclitaxel (wT), compared to the standard 
(3-weekly) AC protocol followed by wT. Subsequent to that, PJP 
prophylaxis was routinely included in the dose-dense cycles.

Aim(s): The primary aim was to compare the incidence of PJP 
among patients who received and did not receive PJP prophylaxis 
with trimethoprim-sulfamethoxazole (or an alternative) while 
receiving ddAC followed by ddT or wT, compared to the standard 
AC followed by wT. The secondary aim was to recommend whether 
PJP prophylaxis should be included as standard in the ddAC and 
ddT cycles.

Methods: A retrospective observational audit was conducted on 
patients who were prescribed ddAC followed by ddT or wT cycles 
between 13/07/18 and 30/05/22. De-identified data was collected 
from the oncology prescribing software CHARM and the electronic 
medical record. To be defined as being in the PJP prophylaxis 
group, the patient must have had PJP prophylaxis for at least 
the 4 cycles of ddAC.

Results: In the group without PJP prophylaxis (n=92), four cases 
(4.3%) of PJP were identified compared to zero cases (0%) in the 
group who did receive PJP prophylaxis (n=42), p=0.172.

Discussion: Although there were more cases of PJP in the non-PJP 
prophylaxis group compared to the PJP prophylaxis group, it was 
not statistically significant. Further data collection is required 
to establish whether the inclusion of PJP prophylaxis in ddAC 
followed by ddT or wT produces a statistically significant result, 
before a recommendation regarding PJP prophylaxis inclusion 
in the dose-dense cycles can be given.
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MEDICATION ADMINISTRATION EVALUATION FEEDBACK TOOL: 
STEPPED WEDGE CLUSTER RANDOMISED TRIAL

Prof Ian Coombes1,2, Dr Karen Davies1,2,3, Prof Karen Whitfield2, 
Prof Samantha Keogh1,4, Dr Karen Hay5, Dr Peter Donovan1,2, 
Karen Chippindall6

1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 
2The University of Queensland, Brisbane, Qld, 3Herston Infectious 
Disease Institute, Brisbane, Qld, 4University of Queensland, Qld, 
5QIMR Berghofer, Brisbane, Qld, 6Redcliffe Hospital, Brisbane, Qld

EMAIL judithian1990@gmail.com

Background: Currently, there is no mandatory education or 
validated tools for nurses, reflection, evaluation, or feedback 
of their medication practice after registration in Australia.

Aim: The aim of this study was to evaluate the impact of the 
Medication Administration Evaluation Feedback Tool (MAEFT), 
a validated 22 criteria best practice checklist, on nursing 
adherence to medication administration guidelines, and to test 
the feasibility of the recruitment and data collection processes, 
and acceptability to participants.

Methods: The study was a sequential, incomplete, stepped-wedge, 
cluster randomised trial with three phases: pre-intervention, 
intervention; follow-up intervention. The study included six wards 
across two hospitals with plans to recruit fifteen nurses in each 
ward (total n=90). The intervention consisted of the utilisation of 
MAEFT for nurses to self-assess their performance before they 
were observed administering medications and subsequently 
provided formative feedback on their performance. Participant 
acceptability was measured with a 10-question survey. Ethics 
approval was obtained.

Results: The MAEFT was used on 256/270 (94%) occasions 
involving 90 nurses, with 77 (86%) contributing complete 
observational datasets. Nurses completed a total of 155/180 
(86%) self-assessments, with 82 (91%) at intervention, 73 (81%) 
at follow-up and 68 (76%) with paired assessments at both 
time-points.

Pre-intervention, nurses adhered to best practice guidelines 
88% of the time (IQR: 83-93), compared with 94% (89-100) 
(p<0.001) with the intervention, and 95% (93-100) (p<0.001) 
with the follow-up intervention. For self-assessment, participants 
believed they were adherent to guidelines 92% of the time (85-98) 
with the intervention and 97% (87-100) at follow-up (p=0.001). 
Participants found the process a positive experience.

Discussion: The study shows that using the MAEFT across 
different clinical settings with different nurses demonstrates 
a statistically significant improvement in compliance with best 
practice guidelines for medication administration, compared to 
prior to the intervention. The study design demonstrated feasibility 
of recruitment, participant retention and acceptability.
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TIME TO MIND THE GAP: EXAMINING GENDER PAY EQUALITY 
IN HOSPITAL PHARMACY

Kate Woods1

1Gosford Hospital, Glendale, NSW

EMAIL katesullivan894@gmail.com

Background: On average, women earn $255/week less than 
men. A lack of flexible work hours and unconscious bias towards 
full-time staff is one barrier for the full and equal participation 
of women in the workforce. Conversely, men are twice as likely 
to have their request for flexible work denied and increasingly 
struggle to manage family expectations with full-time work.

Objective: To explore and promote gender pay equality in the 
workplace of a hospital Pharmacy department, highlight the impact 
of unconscious bias in recruitment decisions and encourage 
exploration of alternative employment patterns.

Action: A formal presentation on the issue of gender pay equality 
was presented to the Pharmacy management of an A1 tertiary-
referral public hospital in NSW. The Gender Pay Gap (GPG) 
Calculator, a tool of the Australian government’s Workplace Gender 
Equality Agency, was used to calculate the pharmacy departments 
own GPG. This was undertaken using de-identified base salaries 
and total remuneration, including overtime hours of all employees 
over 12 months. Any employees working part-time, or who had 
not worked the entire 12 month period, had their income adjusted 
equivalent to full-time hours.

Evaluation: The Pharmacy departments GPG from Jun 2021-Jun 
2022 was 85%, indicating men earned on average 15% more than 
women. This can be attributed to men in the department being 
twice as likely to hold managerial positions, despite making up just 
13% of all staff.

Discussion: The results of the GPG calculator demonstrate 
how unconscious recruitment bias favours full-time working 
men and are therefore disproportionately over-represented as 
positions become more senior. Flexible work arrangements is 
one way to improve the equal participation of men and women 
in the workforce. A gender equality working party is engaging 
Workforce and Pharmacy management on ways to address the 
highlighted inequity.

WGEA, Commonwealth Govt. The Gender Pay Gap. (2022)  
www.wgea.gov.au/the-gender-pay-gap

AN EVALUATION OF A PHARMACY DEPARTMENT WELLBEING 
INITIATIVE: CREATING CONNECTIONS THROUGH COVID 
AND BEYOND

Lesley Smith1, Marissa Ryan1,2,3

1Pharmacy Department – Princess Alexandra Hospital, Brisbane, 
Qld, 2Centre for Health Services Research – The University of 
Queensland, Brisbane, Qld, 3Centre for Online Health – The 
University of Queensland, Brisbane, Qld

EMAIL lesley.smith@health.qld.gov.au

Background: The Coronavirus-19 pandemic highlighted the need 
for workplaces to address wellbeing with high rates of depression, 
anxiety and burnout being reported by Australian frontline 
healthcare workers (>50%).

Objective: To support staff wellbeing in a metropolitan hospital 
pharmacy department through proactive prevention measures, 
focusing on regular monthly activities to facilitate staff engagement 
and improve morale and culture.

Action: Different clinical pharmacy tea were allocated a month 
that they were responsible for choosing a wellbeing activity for the 
department. Seven wellbeing activities took place from February 
to August 2022 and included: gratitude and pet photo walls, 
80s month and compiling a pharmacy playlist, and recipe book.

Evaluation: To obtain feedback on the initiative, pharmacy staff 
(n=140) were asked to complete an anonymous survey comprising 
of six questions. In addition, a seventh optional question invited 
respondents to provide comments or suggestions. The survey was 
open for 10 days, with 47 completed responses (34% response 
rate). Results demonstrated 96% of staff enjoyed the wellbeing 
activities and 98% thought they should be continued. In addition, 
91% of staff thought the wellbeing activities have been an 
important initiative and 89% of staff believed they have facilitated 
pharmacy staff connecting with each other. Furthermore, 78% of 
staff believed the activities have contributed positively to individual 
wellbeing and 91% of staff thought the activities have contributed 
to positive staff morale and culture. Comments included: ‘great 
initiative’, ‘entertaining’, ‘improved morale’, and ‘alleviated stressful 
times’. Some suggestions commented that the initiative only 
partly addressed wellbeing, highlighting the need to consider 
departmental workload and flexibility.

Discussion: Overall, there was high satisfaction and impact to staff 
wellbeing from the monthly wellbeing activities, with overwhelming 
support to continue. Our findings suggest pharmacy departments 
should consider similar initiatives to support staff engagement and 
morale, as part of a solution to addressing wellbeing.
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“EMERGE” FROM THE SHADOWS – INVESTMENT 
IN FEMALE LEADERSHIP

Kelly Beswick1, Eileen Quin2, Heather Tomkinson3, 
Katie Ambrose1, Ashlee Anderson4, Camille Boland3, 
Tess Bradshaw4, Liza D’Ettorre3, Annalee Graham4, Bianca Jones3, 
Nicola Maddern3,4, Lisa Robertson3, Tom Simpson3

1Tasmanian Health Service – North West, Tasmania, 
2Launceston General Hospital, Tasmania, 3Statewide Hospital 
Pharmacy, Tasmania, 4Royal Hobart Hospital, Tasmania

EMAIL eileen.quin@ths.tas.gov.au

Background: Women are the dominate gender employed in Health 
Care settings. In our state, 73% of pharmacists within state-wide 
hospital pharmacy are women, yet within senior leadership just 
37% of positions are held by these women.

In recognition of International Women’s Day 2022 the “Women 
of Substance – Emerge” leadership program was offered to women 
in leadership roles in our hospital pharmacy services.

Objectives: The purpose of the program was to enable women 
to recognise personal values, develop strategies to become visible 
and influential, to make genuine connections and to be equipped 
to lead their tea to success.

Action: “Emerge” was an 8-week program incorporating digital 
content modules weekly, group coaching meetings, one-on-one 
coaching sessions, and a two-day face-to-face summit. Modules 
covered included: understanding yourself using the women’s 
leader archetypes model, establishing your value, influence and 
confidence, brand presence, and establishing valuable connections.

Evaluation: Post program surveys were completed, and 
participants commented on an increased confidence in their 
leadership abilities. Participants felt a stronger connection to their 
values and how these integrated within their leadership styles. 
When asked about the benefits of being a female-only program, 
participants reflected that the program allowed a safe space to 
build deeper connections and allow more open discussions about 
issues that were experienced as a woman within the workplace. 
All participants responded emphatically that they would 
recommend this program to others.

Discussion: Women can be influential leaders who make real 
change in a powerful way, while still being the best version of 
themselves, following their values and balancing life challenges. 
The program enabled participants to lead with confidence 
and mentor other upcoming leaders through example and 
role modelling.

DEVELOPMENT AND IMPLEMENTATION OF AUSTRALIA’S 
FIRST ADVANCED TRAINING RESIDENCY (ATR) 
IN PHARMACY EDUCATION

Steven Walker1,2, Nikki Cresswell1,2

1Monash University, Melbourne, Vic, 2Alfred Health, Melbourne, Vic

EMAIL n.cresswell@alfred.org.au

Background: Advanced Training Residency (ATR) programs in 
Australia structure the development of pharmacists in specialist 
fields (e.g., cardiology). Prior to the launch of this Education ATR, 
an education specialty pathway did not exist.

Objective: To describe the development and implementation 
of an Education ATR program.

Action: The Education ATR was developed in partnership between 
a major metropolitan hospital and an Australian university whereby 
50% of the resident’s time focused on tertiary learning at the 
university (e.g., unit coordination) and 50% on work integrated 
learning (WIL) at the hospital site (e.g., clinical supervision).

To establish the program, core learning outcomes were collated 
from international research on pharmacy residency teaching/
learning certificates, and medical education programs. Application 
activities for each outcome were mapped to the requirements of 
the ATR Common Framework. An internal and external mentor 
supported the resident’s development in core education themes.

Evaluation: The Education ATR program (established January 
2021) included seven themes: education theory, education 
design, education delivery, assessment, supervision, research, 
and leadership. Each theme consisted of learning outcomes, 
mentor discussion topics, application-based activities, and 
related ATR assessments.

For example, in the education design theme, the resident applied 
education theory such as active learning to the design of tertiary-
level units of study and WIL training programs. To date, the 
resident has created training programs (n=12) and coordinated 
12-week tertiary study units (n=2). Similarly, the resident applied 
learnings such as cognitive load theory to deliver tertiary and 
workplace lectures (n=89) and workshops (n=46). Furthermore, 
the resident applied preceptorship and feedback theory to 
supervise and assess foundation residents (n=4), an intern (n=1) 
and placement students (n=70).

Discussion: This Education ATR program, a first in Australia, is an 
evidence-based program combining elements of tertiary education 
and WIL opportunities that will serve as a model for other 
institutions seeking to create similar programs.
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UNDERSTANDING PHARMACIST WORKFORCE TRENDS 
AND IDENTIFYING STRATEGIES SUPPORTING RECRUITMENT 
AND RETENTION IN AUSTRALIAN PUBLIC HOSPITALS

Ed Anderson1, Tom Simpson1, Michael Ryan2, Tony Chang2, 
Kelly Beswick1, Christopher MacIntyre1

1Tasmanian Health Service, Hobart, Tas, 2PharmConsult Pty Ltd, 
Melbourne, Vic

EMAIL ed.anderson@ths.tas.gov.au

Background: A number of factors are influencing the availability 
of a pharmacist workforce to meet the needs of the Australian 
healthcare sector. Some of these were unexpected and others have 
been known but the timeline for their impact has been accelerated 
by events such as the COVID-19 pandemic.

Objective(s): To understand current hospital pharmacist workforce 
trends in different jurisdictions across Australia and strategies 
utilised by hospitals and health services to improve recruitment 
and retention rates of pharmacists.

Action (Method): Directors of Pharmacy from 13 metropolitan 
and regional public hospitals/health services around Australia 
were asked to contribute information through completion of 
a questionnaire and an interview with a panel member from 
PharmConsult.

Evaluation: Once the 13 interviews were complete, results were 
synthesised based on categorising the common themes identified.

There is an increasing Australia-wide shortage of pharmacists 
available to meet hospital demand, particularly in rural and 
regional centres. Shortages affect generalist roles more than 
specialty roles.

Competitive remuneration and entitlement packages are an 
important factor in relation to recruitment and retention rates; 
however, salary isn’t the only influence. Other successful 
approaches include workplaces that promote work/life balance, job 
security and the availability of good training programs and career 
progression pathways.

A number of strategies have been identified that may improve 
recruitment and retention rates in the workplace including 
improving job satisfaction through supporting continuous learning.

Discussion: Pharmacy leaders must prioritise the development 
of workforce recruitment and retention strategies for their 
service. The results of this survey provide valuable insights 
into the methods that have been employed successfully (and 
unsuccessfully) in Australian hospital settings. The security 
of a future pharmacy workforce to meet the demands of 
a growing healthcare sector needs to be a national priority to 
ensure the profession can continue to deliver quality services 
to the Australian public.

PARTNERED PHARMACIST MEDICATION CHARTING (PPMC) 
IN ONCOLOGY PATIENTS

Dr Erica Tong1, Gail Edwards1, Phuong Hua1, Eleanor Van Dyk1, 
Dr Gary Yip2, Prof Biswadev Mitra3,4, Prof Michael Dooley1,5

1Pharmacy Department Alfred Health, Melbourne, Vic, 2General 
Medicine Alfred Health, Melbourne, Vic, 3Emergency and Trauma 
Centre Alfred Health, Melbourne, Vic, 4School of Public Health & 
Preventive Medicine Monash University, Melbourne, Vic, 5Faculty 
of Pharmacy and Pharmaceutical Sciences, Monash University, 
Melbourne, Vic

EMAIL g.edwards@alfred.org.au

Background: The Partnered Pharmacist Medication Charting 
(PPMC) model has been implemented across General Medical Units 
(GMUs) in metropolitan Victoria with proven success in reducing 
medication charting errors and hospital inpatient length of stay. 
The PPMC model involves early review and charting of medications 
on admission between a credentialed pharmacist and admitting 
medical officer, and ensures a collaborative approach to establish 
the best patient medication treatment plan.

Aim: To evaluate the implementation of the extended PPMC across 
cancer services in Victoria.

Methods: This was a prospective cohort study and involved 
a two-month pre intervention and three-month post intervention 
phase. All patients admitted to cancer units within the standard 
pharmacist working hours of 8am to 5pm that received Best 
Possible Medication History (BPMH) were eligible for inclusion 
during the pre-intervention phase. In the intervention phase, 
PPMC was implemented as a new model of care and all patients 
that received a BPMH and PPMC were included. Regular 
home medications and any new medication, including venous 
thromboembolism prophylaxis, could be charted. A blinded panel 
determined the risk classification of 50% of medication charting 
errors in the pre intervention and all errors in the post intervention.

Results: Seven metropolitan cancer services across Melbourne 
were included. Of the 547 patients who received standard 
medication charting, 331 (60.5%) had at least one medication 
error identified compared to 18 out of 416 patients (4.3%) 
using the PPMC model (p<0.001). There were 930 medication 
charting errors identified from 7434 medication orders during 
pre-intervention and 26 from 5797 medication orders during post-
intervention (p<0.0001). The median (interquartile range) inpatient 
length of stay was 5.0 (2.9-10.6) days in pre-intervention and 4.9 
(2.9-11) days in post intervention (p< 0.88).

Discussion: The PPMC model was successfully scaled to cancer 
services as a medication safety strategy as seen with a significant 
reduction in medication errors.
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PARTNERED PHARMACIST MEDICATION CHARTING 
IN THE EMERGENCY DEPARTMENT

Amy Le1, Sara Bruce2, Rosa Nguyen1, Patrick Heberlein1, 
Michael Blood1

1Caboolture Hospital, Caboolture, Qld, 2Queensland University 
of Technology, Brisbane, Qld

EMAIL amy.le@health.qld.gov.au

Background: Medication-related errors are one of the most 
frequently reported incidents in hospitals and commonly 
occur on transition from emergency departments to medical 
wards. Partnered Pharmacist Medication Charting (PPMC) 
uses a collaborative approach to improve patient care and 
reduce medication-related errors. This is achieved by having 
a credentialed pharmacist involved in medication decision-making 
for acute patients in the emergency department (ED) who are 
admitted under general medicine tea.

Aim: To evaluate the impact of PPMC implementation in reducing 
medication-related errors and improving quality of medication 
charting in the ED.

Method: A retrospective audit of medication charts pre- and post-
PPMC was conducted for patients admitted to medical wards from 
a hospital ED. Charts collected for pre-implementation (December 
2020 to February 2021) and post-implementation (December 
2021 to February 2022) of PPMC were evaluated for errors, time 
to Medication Action Plan (MAP) completion, and overall accuracy 
and quality of chart completion.

Results: A total of 95 charts were evaluated; 46 PPMC charts 
and 49 non-PPMC charts. PPMC charts showed a 48.4% absolute 
reduction in medication omissions, increased chart completeness 
(78.3% vs 10.2%). Additionally, patients seen under PPMC 
arrangements demonstrated increased number of MAPs completed 
within 24 hours (97.8% vs 79.6%). Common medication errors 
recorded in non-PPMC charts included incomplete medication 
orders, omitted medications, incomplete patient identification on 
chart, incorrectly recorded ADRs and illegible charting.

Discussion: Local implementation of PPMC in ED was consistent 
with previous studies, demonstrating effectiveness in reducing 
medication charting errors and improving overall charting quality. 
Given the increasing service demands in acute care settings, 
PPMC represents a safe and effective opportunity for expansion 
of pharmacist charting across different environments.
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PROVIDING RIGHT AND SAFE COVID-19 MEDICATIONS 
TO THE COMMUNITY

Han Ling (Carrie) Ooi1, Min Chu1, Carole Vu1, Deanna Guy1, 
Jeff Khoshaba1, Vinod Chellaram1

1Northern Health, Melbourne, Vic

EMAIL hanling.ooi@nh.org.au

Background: In early 2022, the Therapeutic Goods Administration 
(TGA) provisionally approved Lageviro® (molnupiravir), 
Paxlovid® (nirmatrelvir/ritonavir) and Veklury® (remdesivir) for 
early COVID-19 treatment in those at high risk of progression 
to hospitalisation or death. These treatments have multiple 
contraindications (e.g., pregnancy, breastfeeding, renal/liver 
function) and drug interactions, with Paxlovid® causing the most 
interactions. Consequently, a COVID-19 positive outreach service 
was developed by a team of healthcare professionals within 
a metropolitan hospital to identify, treat and safely dispense 
to patients who qualify for early anti-viral therapy.

Objective(s): This 7-day outreach service identified patients 
through a tailored COVID-19 monitoring program. Eligibility to 
these treatments were screened by physicians against the national 
stockpile access criteria and were then referred to the pharmacist 
for review.

Action (Method): The pharmacist screens for possible 
contraindications, performs a best possible medication history, 
drug interaction check, reviews pathology and advises on the 
appropriate dosing and suitability of the anti-viral. Management 
Plans (MPs) were formulated whenever drug interactions were 
detected, which included instructions on how patients could 
modify their regular therapies due to these interactions. The 
antivirals and printed MPs were then delivered via courier services 
to the patient’s home. The pharmacist performs a follow-up phone 
call upon treatment completion to determine compliance and 
adverse effects. Patients’ general practitioners are also notified 
via fax.

Evaluation: A three-month review (May-July 2022) was conducted 
to evaluate the program’s effectiveness; a total of 519 patients 
were referred to the program. Of these, 221 patients were 
dispensed Paxlovid (42.58%), of which 155 MPs for regular therapy 
changes were completed (49.84%). In total, 275 pharmacist driven 
clinical interventions were found.

Discussion: Pharmacists contribute significantly to the safe 
provision of COVID-19 antiviral treatment. This success has led to 
a similar pharmacy model of care being developed for dispensation 
of antiviral therapy in a Virtual Emergency Department.

COVID-19 MOBILE VACCINATION POP-UP CLINIC PHARMACY 
SERVICES FOR HIGH-RISK POPULATIONS IN NSW

Jasmine Lau1,2, Annie Mak1,3, Ann Nguyen1,3, Alexander 
McNamara1,2, Rosemary Burke1,2,3, Mohammed Shareef1,3, 
Emma On1,3

1NSW Health Sydney Olympic Park Mass Vaccination Centre, 
Sydney, NSW, 2Royal Prince Alfred Hospital, Sydney, NSW, 
3Concord Repatriation General Hospital, Sydney, NSW

EMAIL jasminecylau@gmail.com

Background: Mobile Vaccination pop-up Clinics (MVCs) were set 
up to improve COVID-19 vaccine accessibility to vulnerable and 
high-risk communities. MVCs targeted population groups who 
were unable to attend a major vaccination centre due to hardship 
or were restricted to travel within their Local Government Area 
(LGA) during the pandemic. With a surge in demand for COVID-19 
vaccinations, MVC pharmacy tea played a major role in facilitating 
vaccine supplies to adults and children in these population groups.

Objective: To describe a successfully implemented pharmacy 
service model for the rapid set up of COVID-19 MVCs in high-risk 
LGAs in NSW.

Method: From 1st August 2021 to 30th May 2022, over thirty 
MVCs were set up across different LGAs. Each MVC operated for 
an average duration of 3 days. A three-component MVC pharmacy 
team model was adopted to support the rapid set up of MVCs. 
The model comprised of pharmacists who were responsible for 
ensuring the accurate recording and safe preparation of vaccines, 
pharmacy technicians who were responsible for delivering vaccines 
under strict cold-chain conditions and senior pharmacists who 
were responsible for coordinating logistics, supply of equipment 
and anaphylaxis kits.

Evaluation: Over 10 months, a total of 88,862 vaccines were 
prepared and administered at MVCs. On average, 18% of eligible 
patients across the three LGAs received a vaccine via a MVC 
service. Implementation of this model allowed for vaccines to 
be prepared whilst minimising wastage of vaccine stock and 
equipment. This population included vulnerable group such as 
refugees, social housing residents, international visitors and 
other minority groups.

Discussion: The three-compartmental structure of a MVC 
pharmacy team model was effective and sustainable to support 
and manage the huge surge in demand for COVID-19 vaccines. 
These MVCs also helped improve vaccine accessibility to 
vulnerable and high-risk populations during the pandemic.
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SURFING THE PANDEMIC WAVE: INNOVATE OR DROWN? 
A NOVEL PHARMACY MODEL FOR COVID-19 ORAL THERAPY

Jocelyn Tabb1, Renee Dimond1, Daniela Bowen1, Kaitlin Dening1

1Grampians Health, Ballarat, Vic

EMAIL jocelyn.tabb@bhs.org.au

Background: COVID-19 provided unprecedented global challenges 
to the delivery of health services, including the need for rapid 
implementation of innovative workflows to determine eligibility 
and safety of oral COVID-19 therapies. The model developed for 
‘at home’ patients will be described.

Objective: To provide a fully integrated, patient-centred, 7 day per 
week, multidisciplinary team approach to provision of oral COVID-19 
therapies for patients isolating at home via National Medicines 
Stockpile (N) or Pharmaceutical Benefits Schedule (PBS) criteria.

Action: Medical staff working remotely stratified patient eligibility 
for either Paxlovid (nirmatrelvir/ritonavir) or Lagevrio (molnupiravir) 
then referred onto the pharmacy service via Tea or email for 
comprehensive medication assessment. The pharmacy service 
included: telehealth consultation with the patient encompassing 
medication history interview; interaction checks; recommendations 
to the prescriber; patient counselling on the medication, 
interactions, recommended medication changes; documentation 
in patient’s electronic medical record, and follow-up from 
a pharmacist at the end of the treatment. Medication supply 
logistics were coordinated by the pharmacy technician.

Evaluation: Over 2 months, 67 patients were referred to the 
pharmacy service, with 71% of pharmacist consultations occurring 
via telehealth. 63% of patients had a high complexity rating based 
on number of medicines and potential for interactions, and 93% of 
pharmacist recommendations were implemented. 82% of patients 
rated the service as excellent. The pharmacy service is an essential 
and valued step in the multidisciplinary model of care designed to 
provide optimal COVID-19 treatment at home.

Discussion: The requirement to review medication histories and 
interactions before prescribing COVID-19 therapies, all remotely, 
forced the development of innovative models of interdisciplinary 
teamwork and patient interaction. The use of telehealth was 
integral in allowing provision of a model of care that was 
responsive, patient focused and effective. This model has the 
potential to be utilised in other areas of pharmacy practice.

EXPERIENCES OF A PHARMACY TEAM WORKING 
COLLABORATIVELY IN A COVID-19 VACCINATION CLINIC: 
A QUALITATIVE STUDY

Keshia De Guzman1,2, Chariclia Paradissis3, A/Prof Michael Barras1,3, 
Dr Adam La Caze3, Karl Winckel1,3, Natasha Taufatofua1,3, 
Dr Nazanin Falconer1,3

1Pharmacy Department, Princess Alexandra Hospital, Brisbane, Qld, 
2Centre for Online Health, The University of Queensland, Brisbane, Qld, 
3School of Pharmacy, The University of Queensland, Brisbane, Qld

EMAIL n.ghahremanfalconer@uq.edu.au

Background: In Australia, healthcare providers acted rapidly 
to facilitate phased vaccination during the 2019 Coronavirus 
(COVID-19) pandemic. To optimise the safe and efficient delivery 
of COVID-19 vaccines, hospital clinics involving pharmacists, 
pharmacy clinical assistants (CAs) and undergraduate pharmacy 
students were established.

Aim/objective: This study explored the preparedness and 
experiences of a pharmacy team providing the COVID-19 vaccine 
service, and identified key factors for success in how they delivered 
the service.

Methods: Pharmacists, CAs and students were recruited 
using convenience sampling. Semi-structured interviews were 
conducted, audio-recorded, and transcribed for analysis. 
Transcripts were anlaysed using inductive thematic analysis to 
identify initial codes and themes. Qualitative interviews enabled 
in-depth exploration of the experiences of the pharmacy team, 
who were vital in operationalising the vaccine clinic.

Results: Eleven participants were interviewed including four 
pharmacists, four CAs and three students. Five main themes were 
identified: (1) Adaptive procedures and work practices to rapidly 
changing environment; (2) Clear leadership, with role clarity, 
role expansion and interchangeability; (3) Supportive learning 
environment; (4) Stakeholder drivers for service delivery and to 
optimise societal benefit; and (5) Potential for student value and 
experiential learning. The interaction between the five themes 
highlighted the complexities of implementing and operating this 
service initiative.

Discussion: The COVID-19 vaccine clinics provided a novel and 
valuable opportunity for students, CAs, and pharmacists to work 
collaboratively in a team. In some cases, the team extended 
their scope of practice to contribute to national health outcomes 
during COVID-19. Participants expressed their support for 
future initiatives involving students and staff working together 
in multidisciplinary hospital settings.
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INTRAMUSCULAR TIXAGEVIMAB-CILGAVIMAB 
FOR PREVENTION OF COVID-19 IN THE 
IMMUNOCOMPROMISED POPULATION

Meng Yap1, Gail Edwards1, Vincent Ng1, Prof Allen Cheng2, 
Dr Erica Tong1

1Pharmacy Department Alfred Health, Melbourne, Vic, 
2Infectious Diseases Alfred Health, Melbourne, Vic

EMAIL meng.yap@alfred.org.au

Background: Positive results from the landmark PROVENT trial 
led to the provisional approval of tixagevimab-cilgavimab by 
Therapeutic Goods Administration for prevention of COVID-19. 
This trial included unvaccinated patients without history of 
COVID-19; the majority were immunocompetent. It is unknown 
whether the PROVENT trial results can be extrapolated to 
the immunocompromised population prioritised to receive 
tixagevimab-cilgavimab in Australia.

Aim: To evaluate the efficacy and safety of tixagevimab-cilgevimab 
in the prevention of breakthrough COVID-19 and hospitalisation 
due to COVID-19 in immunocompromised adults.

Methods: A single centre, retrospective observational study 
was conducted. Patients who received 300mg tixagevimab-
cilgevimab between 27th April 2022 and 2nd August 2022 
were included. For the purpose of this analysis, patients were 
followed up until COVID-19 positive or until 16th August 2022. 
The primary endpoint was a positive COVID-19 result occurring 
after administration of tixagevimab-cilgevimab, on or before end 
of follow-up.

Results: 758 immunocompromised patients (46.2% female; 
74.4% transplant patients, 15.3% on B and T-cell depleting 
therapies, 10.3% others), regardless of previous history of 
COVID-19 were included, median age 61 years, 92.2% received 
at least three primary doses of COVID-19 vaccine. Median follow-
up was 35 days (IQR 26-54 days). None of the patients reported 
adverse events following tixagevimab-cilgavimab. Positive 
COVID-19 results occurred in 57 patients (7.5%), at a median 
of 23 days (IQR 13-44 days) following tixagevimab-cilgevimab; 
56 patients (7.4%) were symptomatic. 18 patients (2.4%) were 
hospitalised due to COVID-19.

Discussion: This is the first real-world study in Australia of 
tixagevimab-cilgavimab in the immunocompromised population. 
Higher rates of symptomatic COVID-19 post tixagevimab-
cilgavimab were identified, compared to the PROVENT trial where 
only 0.2% of participants experienced symptomatic COVID-19. 
Further research is warranted to understand the contribution of 
the Omicron BA.2 and BA.5 dominant strains on the likely reduced 
efficacy of tixagevimab-cilgavimab and to better inform the optimal 
use in the immunocompromised population.

FACTORS INFLUENCING COVID-19 VACCINE CONFIDENCE 
AND UPTAKE IN AUSTRALIAN ADULTS

Charles Williams1, Christina Kali2, Grace Moujalli3, Bandana Saini1, 
Ronald Castelino1

1University of Sydney, Sydney, NSW, 2Blacktown Hospital, Sydney, 
NSW, 3Concord Repatriation Hospital, Sydney, NSW

EMAIL christina.kali@health.nsw.gov.au

Background: In January 2021, the Australian government 
announced a national vaccine roll-out strategy. However, the 
roll-out announcement was met with negative press and media 
controversy, which may have led to lower vaccine confidence and 
increased hesitancy among Australians.

Aim/objective(s): To determine the factors influencing COVID-19 
vaccine confidence and uptake in Australian adults (≥18 years of 
age) following the national vaccine roll-out.

Methods: A cross-sectional study, utilizing a 22-item survey, 
was administered to individuals at Blacktown Hospital, Sydney 
(4 Aug–14 Sep 2021), following onsite COVID-19 vaccinations. 
The voluntary survey assessed vaccine confidence and potential 
influencing factors. Vaccine confidence was assessed using 
questions adapted from a validated confidence scale in adolescents. 
Descriptive statistics and binary logistic regression were performed 
to identify factors associated with high vaccine confidence.

Results: A total of 1,053 respondents were included in the 
final analysis. Overall vaccine confidence was high (mean score 
of 33/40). The top three sources of trusted information for 
COVID-19-related information were the Australian Department 
of Health (DoH, 77.8%), NSW Health (76.7%), and General 
Practitioners (GPs, 53.7%). Despite social media being reported 
as a common source of news (53.7%), few respondents reported 
this source as a trusted information source for COVID-19 vaccines 
(5.9%). Respondents who considered the DoH (X2=13.51; 
p=0.01), NSW Health (X2=11.64; p=0.03), and GPs (X2=6.38; 
p=0.041) as trusted sources of information for COVID-19-related 
information were more likely to have higher vaccine confidence. 
Logistic regression analyses indicated that the strongest predictor 
of high vaccine confidence (>30) was the use of DoH (OR 1.55; 
p=0.009), followed by NSW health (OR 1.52; p=0.013) and GPs 
(OR 1.37; p=0.040) as trusted sources of information. In contrast, 
exposure to fake news negatively impacted vaccine confidence 
(OR 0.71; p=0.025).

Discussion: Receiving information from trusted health websites 
and GPs appeared to engender higher confidence in COVID-19 
vaccines among Australian adults.
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TREADING THROUGH THE NEW TERRITORY OF COVID-19 
VACCINE RELATED ADVERSE DRUG REACTIONS

Sarah Khoo1

1Calvary Public Hospital Bruce, Canberra, ACT

EMAIL Sarah.khoo@calvary-act.com.au

Objective: To describe a case of pulmonary embolism (PE) 
after ChAdOx1-S vaccine (or Vaxzevria®)

Clinical features: The patient is a 56-year-old male who presented 
to ED with a VQ scan positive for bilateral PEs with persistent 
symptoms over the preceding two weeks. First dose of ChAdOx1-S 
vaccine had been administered eight weeks prior to presentation 
without other common risk factors for PE. Platelet count at 
presentation was 210 x 109/L.

Literature review: A literature review yielded no documented 
case reports of ChAdOx1-S vaccine associated PE without 
accompanying thrombocytopenia. As of the 12th of August 
2022, there were 1096 cases of pulmonary embolism in the 
Therapeutic Goods Administration’s (TGA’s) Database of Adverse 
Event Notifications where the ChAdOx1-S vaccine was the single 
suspected medicine.

Pharmacist interventions, case progress and outcomes: 
Investigations and timeline suggested unlikely Vaccine Induced 
Thrombotic Thrombocytopenia. The ward pharmacist submitted 
an Adverse Drug Reaction (ADR) report to the local ADr committee 
and the TGA. The patient was initiated on treatment dose 
rivaroxaban and discharged after three days with planned 
haematology follow up. Haematology concluded the patient’s PEs 
were likely secondary to ChAdOx1-S vaccine and suggested the 
Pfizer vaccine for the patient’s second dose. The patient received 
the Pfizer vaccine with no further complications.

Discussion: All clinicians should be aware and alert for vaccine 
induced adverse effects, both documented and previously 
undocumented. The patient’s ADr has a Naranjo score within the 
range of 1 to 4, meaning the patient’s PEs were potentially caused 
by the ChAdOx1-S vaccine. Documentation of case reports by all 
members of the multidisciplinary team is critical to identifying 
vaccine related adverse effects. This is particularly important 
regarding the quality use of COVID-19 treatments and vaccines, 
an area in which medications are rapidly changing and developing.
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IMPACT OF PENICILLIN AND CEPHALOSPORIN ALLERGY 
LABELS ON GUIDELINE-CONCORDANT ANTIBIOTIC 
PRESCRIBING IN TWO METROPOLITAN HOSPITALS

Chin-Yen Yeo1,2, Dr Rajna Ahmed2, Dr Suhas Bolisetty2, 
Dr Isaac Chan3, Dr Yadhavan Upendran3, Dr Lawrence Ong2,3,4,5,6, 
Prof Sanjay Swaminathan2,3,4,5,6, Dr Indy Sandaradura3,4,5

1Concord Repatriation General Hospital, Sydney Local Health 
District, Sydney, NSW, 2Blacktown Hospital, Western Sydney Local 
Health District, Sydney, NSW, 3Westmead Hospital, Western Sydney 
Local Health District, Sydney, NSW, 4Institute of Clinical Pathology & 
Medical Research, NSW Health Pathology, Sydney, NSW, 5University 
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EMAIL chinyen.yeo@health.nsw.gov.au

Background: Antibiotic allergies are reported in 10%-30% 
of patients. Beta-lactam antibiotics are the most commonly 
reported antibiotic allergies.

Aim/objective(s): This study aimed to evaluate the impact of 
penicillin and cephalosporin antibiotic allergy labels (PCAALs) 
on the concordance of antibiotic-prescribing with guidelines.

Methods: A retrospective matched cohort study was conducted 
over a 3-week period at two major metropolitan hospitals in 
Sydney. Inpatients with documented PCAALs in their electronic 
medical record and requiring antibiotic treatment were analysed 
for adequacy and classifiability of antibiotic allergy documentation 
as per Therapeutic Guidelines: Antibiotic (eTG); and antibiotic-
prescribing concordance with local institution antibiotic guidelines 
or eTG. Non-allergic patients were matched by hospital and 
admitting specialty to evaluate associations between PCAALs and 
guideline-concordant antibiotic-prescribing.

Results: There were 2939 inpatient admissions requiring antibiotic 
treatment over the study period, of whom 287(9.8%) had at 
least one PCAAL. A subset of 209 patients with PCAALs and 209 
matched non-allergic patients were further analysed for guideline-
concordant antibiotic-prescribing. Of the 209 patients with PCAALs, 
only 35/209(16.7%) of the allergies were deemed to be adequately 
documented and thus classifiable on this information alone. 
Patients with PCAALs were more likely to receive non-guideline 
concordant antibiotic therapy compared to non-allergic patients 
(OR 2.2 ; 95%CI, 1.48-3.27; p<0.001). Patients with PCAALs were 
also 15 times more likely to receive a carbapenem and 5 times 
more likely to receive a fluoroquinolone than those without.

Discussion: This study demonstrates the significant impact 
of PCAALs on guideline-concordant antibiotic-prescribing and 
highlights the need for adequate antibiotic allergy documentation 
as the first step in an antimicrobial stewardship intervention to 
optimise antibiotic use.

TRIMETHOPRIM-SULFAMETHOXAZOLE PHARMACOKINETIC 
EVALUATION IN ADULT KIDNEY TRANSPLANT RECIPIENTS

Carla Scuderi1, Dr Sadia Jahan1, Dr Suzanne Parker2, Dr Steven 
Wallis3, Margaret Jacks1, Dr George John1, Dr Brett McWhinney3, 
Dr Jacobus Ungerer3, Prof Andrew Mallett4,5,6,7, A/Prof Helen Healy1,4, 
Prof Jason Roberts2,8,9,10, A/Prof Christine Staatz11

1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 
2UQ Centre for Clinical Research, Faculty of Medicine, The University 
of Queensland, Brisbane, Qld, 3Pathology Queensland, Brisbane, Qld, 
4Faculty of Medicine, The University of Queensland, Brisbane, Qld, 
5Institute for Molecular Bioscience, The University of Queensland, 
Brisbane, Qld, 6Department of Renal Medicine, Townsville University 
Hospital, Townsville, Qld, 7College of Medicine and Dentistry, 
James Cook University, Townsville, Qld, 8Department of Intensive 
Care Medicine, Royal Brisbane & Women’s Hospital, Brisbane, Qld, 
9Division of Anaesthesiology Critical Care Emergency and Pain 
Medicine, Qld, 10Department of Pharmacy, Royal Brisbane & 
Women’s Hospital, Brisbane, Qld, 11School of Pharmacy, University 
of Queensland, Brisbane, Qld

EMAIL carla.scuderi@health.qld.gov.au

Background: Pneumocystis jiroveci pneumonia (PJP) is 
a potentially life-threatening opportunistic infection seen 
in immunosuppressed patients. Effective prophylaxis of 
PJP is essential with the drug combination trimethoprim-
sulfamethoxazole currently used as first-line therapy in kidney 
transplant patients. Little is known about the pharmacokinetics of 
trimethoprim-sulfamethoxazole in this cohort and whether there 
is any association between drug exposure and patient outcomes.

Aim: A prospective, observational study was conducted 
to characterise the pharmacokinetics of trimethoprim-
sulfamethoxazole in adult kidney transplant patients during 
its use for PJP prophylaxis.

Methods: Pharmacokinetic profiling was performed in 19 adult, 
kidney transplant patients prescribed 80mg/400mg prophylactic 
dose of trimethoprim-sulfamethoxazole respectively for at 
least 10 weeks. Serial blood samples were taken pre-dose (0) 
and 0.5, 1, 2, 4 and 8-hours post-dose on a single occasion 
for measurement in plasma using high performance liquid 
chromatography. Trimethoprim-sulfamethoxazole minimum 
concentration (Cmin), maximum concentration (Cmax), and area-
under-the concentration-time-curve from 0 to 8 hours post-dose 
(AUC0-8) were estimated using the trapezoidal method.

Results: Large variation in exposure was evident. Mean (±SD) 
trimethoprim Cmin was 0.4 (+/- 0.3) mg/L and Cmax was 
1.1 mg/L (+/- 0.54) mg/L. Mean (±SD) sulfamethoxazole Cmin 
was 8.58 (+/- 4.5) mg/L and mean Cmax concentration was 
26 mg/L (+/- 8.3mg/L). The mean AUC0-8 for trimethoprim was 
6.7 mg.hr/L (range 2.1 -18.7 mg/L) and sulfamethoxazole was 
148.6 mg/L (range 52.8-209.2mg.hr/L). Large between-subject 
pharmacokinetic variability was evident with a 4 -fold difference 
in AUC0-8 across the cohort.

Conclusions: Our findings suggest a considerable variation in 
patient blood concentrations which warrants further investigation 
into optimising treatment based on patient outcomes in relation 
to PJP prophylaxis and other infections that can be treated with 
trimethoprim-sulfamethoxazole.
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PHARMACIST LED INTRADIALYTIC TOBRAMYCIN DOSING – 
APPLYING EXPERT PHARMACOKINETIC PRINCIPLES

Melissa Faehrmann1

1Canberra Health Services, Canberra, ACT

EMAIL melissa.faehrmann@gmail.com

Objective: To describe a pharmacist’s application of 
pharmacokinetic first principles to optimise complex 
aminoglycoside dosing and monitoring in a haemodialysis patient.

Clinical features: A 58-year-old male, with a background of 
haemodialysis-dependent end stage renal disease, Parkinson’s 
disease, and immunosuppression for Crohn’s disease, was 
diagnosed with Mycobacterium chelonae (MCH) bacteraemia 
requiring urgent combination antibiotic therapy.

Literature review: Intravenous tobramycin treatment is required 
for at least two to six weeks as part of combination therapy for MCH. 
Seeking expert advice is suggested when dosing aminoglycosides 
in haemodialysis, due to the complexities around avoiding toxicity 
while ensuring efficacy, particularly during prolonged courses.

Pharmacist interventions, case progress and outcomes: 
The pharmacist suggested a tobramycin Cmax (peak) of 20mg/L, 
based on an empiric MCH tobramycin MIC of 2mg/L and a target 
Cmax/MIC ratio of 10, after an initial dose of 1mg/kg/dose yielded 
a subtherapeutic peak of 4.10mg/L. The pharmacist subsequently 
recommended 5mg/kg/dose with peak and trough levels. Following 
the 5mg/kg administered intravenously over 30 minutes prior to 
haemodialysis, a Cmax of 21.8mg/L and pre-haemodialysis troughs 
of 1-3mg/L were achieved. However, after discharge tobramycin 
administration prior to haemodialysis was not possible, therefore 
tobramycin 5mg/kg was advised to be administered intravenously 
during the first 30 minutes of haemodialysis. This administration 
produced a subtherapeutic Cmax (10.6mg/L 60 minutes after the 
start of administration), which resulted in a recommendation of 
5mg/kg to be administered over the first 5 minutes of the next 
haemodialysis session. The Cmax (15-minutes post-dose) was 
23.6mg/L, achieving the target Cmax/MIC ratio.

The patient was regularly reviewed and assessed for signs of 
vestibular toxicity and experienced nil adverse effects throughout 
his 10-week course.

Conclusions: Pharmacokinetic principles can assist when dosing 
aminoglycosides in haemodialysis. Thrice weekly intradialytic 
administration of 5mg/kg tobramycin over five minutes achieved 
target Cmax/MIC ratios, while maintaining near-undetectable 
troughs and without causing vestibular toxicity.

CONCORDANCE WITH THERAPEUTIC GUIDELINE-
RECOMMENDED ANTIBIOTIC TREATMENT DURATION 
FOR MODERATELY SEVERE COMMUNITY ACQUIRED: 
A PROSPECTIVE AUDIT

Julie-Maria Noto1, Dr Patrick Charles1, Dr Rohan Elliott1, 
Sharmila Khua1

1Austin Hospital, Melbourne, Vic

EMAIL julie.noto@austin.org.au

Background: The most recent edition of Therapeutic Guidelines: 
Antibiotic, version 16 (TG16), recommends a shorter duration 
of antibiotic therapy (5 days) compared to the previous version 
(7 days) for patients with moderate severity community-acquired 
pneumonia (CAP) whose condition has improved within 2 to 3 days. 
Uptake of this recommendation in clinical practice is unknown.

Aim/objective(s): To explore concordance with TG16 regarding 
the total duration of therapy (intravenous [IV] plus oral antibiotics) 
for hospitalised patients with CAP.

Methods: A prospective audit of adult general medicine and 
respiratory patients admitted with a preliminary diagnosis of CAP 
was undertaken over a 6-week period (May to July 2022). Patients 
ordered typical CAP antibiotics were identified via electronic 
prescribing records. Data was collected from the patients’ 
electronic health record and pharmacy dispensing system including 
diagnosis, chest x-ray results, antibiotics ordered, comorbidities, 
microbiology test results, time to clinical stability and total 
duration of antibiotic treatment. Concordance was assessed by 
an infectious diseases (ID) pharmacist and ID physician. Five days 
was considered concordant unless the patient was not clinically 
stable within 3 days of commencing treatment, in which case 
7 days was accepted.

Results: Data was collected for 41 patients. The proportion 
of patients prescribed antibiotic treatment that exceeded the 
recommended duration in TG16 by >1 day was 39% (16/41). 
The total excess antibiotic days for these patients was 48.25 days, 
and the median was 2.5 days (interquartile range, 2 to 3). 
The median duration of total antibiotic treatment was 7 days 
(IQR, 6 to 8).

Discussion: This study demonstrated an excessive median 
duration of total antibiotic treatment. A substantial proportion 
of patients received antibiotic treatment duration deemed not 
concordant with TG16. This suggests that quality improvement 
activities are needed to embed TG16 duration of therapy 
recommendations in clinical practice to improve antimicrobial 
prescribing and patient safety.
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HIGHER THAN EXPECTED FLUCLOXACILLIN CONCENTRATIONS 
IN A PATIENT TREATED FOR INFECTIVE ENDOCARDITIS
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Objective: We report a case of unexpectedly high flucloxacillin 
concentrations in a patient receiving a continuous intravenous 
infusion.

Clinical features: Patient (female, 54) was transferred from a rural 
to a tertiary hospital to undergo aortic root and valve replacement 
secondary to Staphylococcus aureus infective endocarditis. Past 
medical history included type 1 diabetes and end stage renal 
disease. Treatment comprised 12g continuous flucloxacillin 
infusion and oral rifampicin (300mg BD). Initial therapeutic 
drug monitoring (TDM) yielded a flucloxacillin concentration 
of 120mg/L.

Literature review: Continuous beta-lactam infusions may provide 
benefit over intermittent dosing in critically ill patients with a severe 
illness (Abdul-Aziz 2012). Rifampicin is combined with beta-lactam 
antibiotics for biofilm activity in implant infections. No interaction 
between the drugs is predicted; however, rifampicin (600mg bd) 
was found to increase total flucloxacillin serum concentrations 
by 44.5% in a case series of patients receiving 12g/d continuous 
infusion (Garzoni 2013).

Pharmacist interventions, case progress and outcomes: 
The initial TDM result prompted a dose reduction from 12 to 10g. 
The Antimicrobial Stewardship (A) team reviewed the patient 
post-operatively in ICU and the pharmacist requested a repeat 
drug measurement. Despite dose reduction and continuous renal 
replacement therapy (CRRT), drug concentrations were above the 
highest detectable threshold (>160mg/L). The patient transitioned 
from CRRT to intermittent dialysis and TDM was used to adjust 
the flucloxacillin dose. The time course of treatment, CRRT and 
concentrations are presented. The patient was transferred back 
to the referring hospital and dosing has been guided by TDM in 
consultation between A pharmacists at the two sites. To date, 
the treatment strategy has resulted in clinical improvement 
with no adverse events or hepatotoxicity attributable to high 
flucloxacillin concentrations.

Discussion: This case illustrates the role of the A pharmacist 
in applying TDM to optimise antibiotic treatment. The potential 
interaction between rifampicin and flucloxacillin requires 
further evaluation.

CAN WE MAKE HOME ANTIBIOTIC ADMINISTRATION SAFER? 
EVALUATING THE COMPLEX OUTPATIENT ANTIBIOTIC 
THERAPY (COPAT) SERVICE

Kim Ta1, Tia Stewart2, Sam Tapp2, A/Prof Andrew Hale1, 
Dr Kate McCarthy2

1Royal Brisbane And Women’s Hospital Pharmacy Department, 
Brisbane, Qld, 2Royal Brisbane And Women’s Hospital Infectious 
Diseases Department, Brisbane, Qld

EMAIL kim.ta@health.qld.gov.au

Background: For significant infections, current evidence supports 
substitution of highly bioavailable oral antibiotics (HBOA) for 
most intravenous (IV) antibiotic courses. HBOA allows patients 
to receive treatment at home and removes risks associated with 
IV lines. However, on such therapies the literature suggests up to 
26% of patients may develop a severe adverse event (SAE) leading 
to morbidity and hospital admissions. With early recognition and 
intervention, these SAE are potentially avoidable.

Aim/objective(s): To develop a pharmacist-led Complex 
Outpatient Antibiotic Therapy (CoPAT) service which uses 
structured monitoring to detect and manage SAE in patients 
receiving more than 1 week of HBOA therapy in community.

Method: A structured monitoring checklist outlining potential 
adverse drug reactions and required pathology and surveillance 
tests to detect SAE, were developed for each HBOA. Using these, 
patients who were enrolled into CoPAT received weekly phone 
reviews from the pharmacist to assess treatment safety. All SAE 
concerns were escalated to relevant medical tea. Prospective data 
around SAE management and achievement of therapeutic goals 
were collated.

Results: Fifty-three patients were enrolled. Mean CoPAT duration 
was 13.5 weeks. Mycobacterial (37%) and bone and Joint 
infections (28%) were the most common infections. Of 32 patients 
discharged from service, 63% successfully completed HBOA 
therapy. A third of patients (N=16, 30%) experienced at least one 
SAE, 50% of these required hospital admission while 50% were 
safely managed in community. CoPAT was the primary healthcare 
contact for 70% of patients with a SAE, on average 5 days (range 
1-21) after symptom onset. In 75% (n=12) of patients, antibiotic 
substitution or cessation occurred safely in community.

Conclusion: CoPAT allowed for earlier identification and 
management of SAE, facilitating achievement of therapeutic 
goals, reduced hospital admissions and overall care costs. 
This is a unique model of care.
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Background: Chlorhexidine is a highly effective antiseptic with 
broad antimicrobial activity. The presence of chlorhexidine is not 
always obvious as it may be contained in diverse products such as 
gels, devices, toothpastes and dressings, leading to its reputation of 
being an ‘occult’ allergen in the healthcare environment. Following 
several serious safety events within our health service where 
patients were exposed to chlorhexidine despite a documented 
allergy, the statewide Medication Safety Committee recommended 
development of resources regarding the use of chlorhexidine.

Objective: To provide a systematic approach for both the care 
and management of people (patients and staff) with a known 
or suspected chlorhexidine allergy.

Action: A multi-disciplinary working group was established with 
stakeholder representation from infection control, nursing, medical 
imaging, pharmacy, medication safety, haematology/oncology, 
anaesthetics, maternity, stores, infectious diseases and pathology. 
This allowed for leadership and direction on issues relating 
to chlorhexidine allergy management including procurement, 
labelling and use and provided the opportunity for engagement 
across diverse user-groups. Consumer representatives were 
involved with development of resources.

Evaluation: The resulting documentation included a statewide 
protocol, patient information brochure, and a chart with 
commonly used chlorhexidine products and their alternatives. 
Implementation was supported by the statewide Safe Medication 
Practice Unit with communication to clinical stakeholders including 
alerts, medication safety webpage and newsletter, with ongoing 
education at a ward level. The resources have been well received 
with ongoing evaluation planned.

Discussion: The protocol and associated resources will reduce the 
risk of adverse events occurring by providing a structured approach 
to the identification of products containing chlorhexidine, patient 
identification and management and communication at transitions 
of care and within hospital electronic systems of a patient allergy 
to chlorhexidine. Furthermore, providing guidance around the 
classification of the adverse reactions, processes for reporting 
adverse advents within the health service and the Therapeutic 
Goods Administration (TGA).
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BREAKING THE MOULD: CASE REPORT OF NOVEL ANTIFUNGAL, 
OLOROFIM IN A LUNG TRANSPLANT PATIENT
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Dr Monique Malouf2, Prof Debbie Marriott3

1Pharmacy Department, St Vincent’s Hospital, Sydney, NSW, 
2Lung Transplant Unit, St Vincent’s Hospital, Sydney, NSW, 
3Clinical Microbiology and Infectious Disease, St Vincent’s Hospital, 
Sydney, NSW
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Objective: To describe the use of olorofim in a lung transplant 
patient with resistant invasive fungal infection (IFI).

Clinical features: A 64 year-old male, 10 months post right 
single-lung transplant, had the incidental finding of a left frontal 
brain abscess on I with fungal elements identified on biopsy. 
CT chest demonstrated pulmonary nodules and Lomentospora 
prolificans was isolated from broncho-alveolar lavage. Voriconazole 
and terbinafine were commenced, April 2022. Given Lomentospora 
prolificans sensitivity profile, extensive disease burden, challenges 
maintaining steady therapeutic drug levels and multiple 
voriconazole side effects, compassionate access olorofim was 
obtained and initiated, July 2022.

Literature review: Lomentospora prolificans is intrinsically 
resistant to approved antifungal agents. Disseminated 
disease is associated with a high mortality rate (40-100%) in 
immunocompromised patients. Olorofim, a novel orotomide 
antifungal drug, is currently in phase IIb clinical studies for 
treatment-refractory or resistant IFI. Case studies demonstrate 
effectiveness in disseminated lomentosporiosis.

Pharmacist interventions, case progress and outcomes: 
Following multidisciplinary discussion, local drug and therapeutics 
committee approval was obtained and compassionate access 
olorofim procured. Transplant and A pharmacists assisted with 
patient, medical, and nursing education. They advised on clinical 
considerations with olorofim, including monitoring for acute 
liver injury and effects of drug interactions with tacrolimus and 
voriconazole, mediated via CYP3A4 and 2C9. This required close 
monitoring and dose adjustments of tacrolimus, and short-term 
olorofim dose reduction due to overlapping voriconazole. Olorofim 
was well tolerated. Outpatient follow up at 3 weeks demonstrated 
improved lung function and resolution of voriconazole toxicity 
following withdrawal.

Discussion: To our knowledge this is the first Australian case 
of olorofim administration in a solid organ transplant recipient. 
The drug was well-tolerated and is a promising novel treatment 
for resistant mould infections. Pharmacist input is critical to 
ensuring safe and effective olorofim use through appropriate 
monitoring and management of drug interactions, especially 
in immunosuppressed patients.

CAN PRECISION DOSING SOFTWARE OPTIMISE BETA-LACTAM 
AND VANCOMYCIN DOSING IN CRITICALLY ILL PATIENTS?

Gene Chai1,2, Prof Jason Roberts1,2,3,4,5, Dr Menino Cotta1,3

1University of Queensland, Brisbane, Qld, 2Pharmacy Department, 
Royal Brisbane and Women’s Hospital, Brisbane, Qld, 3Herston 
Infectious Diseases Institute (HeIDI), Metro North Health, Brisbane, 
Qld, 4Department of Intensive Care Medicine, Royal Brisbane and 
Women’s Hospital, Brisbane, Qld, 5Division of Anaesthesiology 
Critical Care Emergency and Pain Medicine, Nimes University 
Hospital, University of Montpellier, Montpellier, France

EMAIL gene_chai@hotmail.com

Background: Sepsis in critically ill patients is associated with 
mortality rates of up to 35%. Broad-spectrum antibiotics such 
as beta-lactams and vancomycin are frequently used to treat 
these patients, but a significant number do not achieve target 
concentrations which is associated with poorer outcomes. Precision 
dosing software may be used to increase the proportion who reach 
target concentrations, but there is limited evidence quantifying the 
effectiveness of this approach in critically ill patients.

Aim/objective(s): To determine if precision dosing software can 
be used to assist pharmacists with achieving target concentrations 
of beta-lactams (piperacillin-tazobactam, meropenem) and 
vancomycin in critically ill patients that failed to achieve target 
concentrations.

Methods: This was a prospective-interventional study in an adult 
tertiary referral intensive care unit. Patients receiving piperacillin-
tazobactam, meropenem or vancomycin with at least one 
measured plasma concentration were included. If patients exhibit 
sub/supratherapeutic concentrations, the dosing software ID-ODS 
was used by pharmacists to generate dosing recommendations 
for these patients. The treating team could accept or reject the 
recommendation. If accepted, repeat antibiotic measurements were 
requested to determine if target concentrations were achieved.

Results: Between March 2020 and December 2021, 75 patients 
had an antibiotic concentration measured. Of these, 66 were 
subtherapeutic and nine were supratherapeutic. Software 
recommendations were accepted in 59 patients (79%) with 
50 having repeat antibiotic measurements. Forty three of the 
50 patients (86%) achieved target concentrations after receiving 
one software recommendation and three patients (6%) after two. 
The remaining four did not reach target concentrations but were 
discharged/switched to alternative antibiotics before a second 
recommendation was made.

Discussion: Precision dosing software may be effective at assisting 
pharmacists with achieving target concentrations of beta-lactams 
and vancomycin to potentially improve outcomes in critically 
ill patients. Larger studies including other antimicrobials are 
required to validate this approach before wide-spread use can 
be recommended.
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RECHARGING ANTIMICROBIAL STEWARDSHIP: 
A MULTIMODAL MULTIDISCIPLINARY TEAM MODEL TO 
IMPROVE OPTIMAL PRESCRIBING IN RURAL HOSPITALS

Nathan Chahoud1, Samantha Gersbach1, Kate Grogan1, 
Amelia Wagstaff1, Dr Jacob Williams1

1Western New South Wales Local Health District, NSW

EMAIL kathryn.grogan@health.nsw.gov.au

Background: Antimicrobial Stewardship (A) programs have 
demonstrated a reduction in inappropriate antimicrobial use. 
It is well described that patients in rural hospitals have a higher 
proportion of inappropriate antimicrobial prescribing when 
compared to metropolitan facilities. Geography and small patient 
numbers are challenges for obtaining access to specialist advice. 
Electronic medical records (e) have a positive effect on workflow 
within A tea in major centres.

Aim: To examine the effect of implementing face-to-face or virtual 
post prescription review and intervention, in the context of the A e 
system across a rural health district.

Method: A prospective cohort study was conducted across six 
wards at two rural hospitals over six weeks. The A team included 
pharmacists (onsite and virtual), on-site medical officers and an 
infectious disease physician. Twice weekly multidisciplinary team 
(MDT) rounding was conducted using either a face-to-face model 
or via videoconference. The antimicrobial e summary page was 
used to filter antimicrobial prescriptions. All current antimicrobial 
orders were audited, the appropriateness assessed according 
to National Antimicrobial Prescribing Survey tool and advice on 
optimising antimicrobial use was provided.

Results: 178 prescriptions were reviewed during the study period. 
No change was demonstrated in the appropriateness of initial 
prescriptions with 38% deemed to be optimal. However, following 
intervention, 79% of patients were prescribed optimal antibiotics 
within 24 hours.

Discussion: Prior to the intervention these rural hospitals had 
no formal A team or process for specialised antimicrobial review. 
Building A team partnerships and increasing collaboration 
resulted in high recommendation uptake and improvements in the 
appropriateness of antimicrobial use. This ensured that patients 
received evidence-based, world class healthcare regardless of 
the size and location of the hospital in which they were admitted. 
There is potential to expand this innovative model to other facilities.

IT CUTS BOTH WAYS: SINGLE-CENTRE CASE SERIES 
DESCRIBING THREE-WAY INTERACTION BETWEEN 
FLUCLOXACILLIN, VORICONAZOLE AND TACROLIMUS

Fay Burrows1, Lilibeth Carlos1, Dr Jana Stojanova1, 
Prof Debbie Marriott1

1St Vincent’s Hospital Sydney, Sydney, NSW

EMAIL Lilibeth.carlos@svha.org.au

Background: Tacrolimus, a CYP3A4 substrate, has a narrow 
therapeutic index and requires dose adjustment when used 
in combination with voriconazole, a potent CYP3A4 inhibitor. 
Recent reports separately describe interactions involving 
flucloxacillin and tacrolimus or voriconazole, resulting in 
decreased concentrations of these drugs individually. It has 
been suggested that tacrolimus concentrations are unaffected 
by flucloxacillin when voriconazole is used concomitantly; 
however this has not been extensively evaluated.

Aim: To evaluate the effect of flucloxacillin on tacrolimus and 
voriconazole concentrations in 8 heart or lung transplant recipients 
who received the three drugs concomitantly.

Methods: A retrospective review of voriconazole and tacrolimus 
concentrations and subsequent dose adjustment following 
initiation of flucloxacillin.

Results: For voriconazole, 3/8 patients had voriconazole 
concentrations prior to flucloxacillin initiation. All were therapeutic. 
All 8 patients exhibited sub-therapeutic concentrations after 
flucloxacillin commenced (mean level 0.25mg/L ± 0.2, range 0.1-
0.7mg/L). In 5 patients, concentrations remained sub-therapeutic 
despite voriconazole dose increase. Two patients were changed to 
alternative antifungal agents.

For tacrolimus, dose increases were required after flucloxacillin 
initiation, from a mean total daily dose of 3.2mg ± 1.6, range 
0.5-5mg, to 13.5mg ± 8.1, range 4-27mg (P=0.004), in 
order to maintain therapeutic concentrations. On ceasing 
flucloxacillin, mean tacrolimus total daily dose requirements 
reduced to 4.3mg ± 5.0, range 0.8-16mg. Supra-therapeutic 
tacrolimus concentrations were observed in 6/8 patients 
following flucloxacillin discontinuation (mean concentration 
25.5mg/L ± 14.9, range 11.4-50mg/L).

Discussion: We demonstrate a significant interaction between 
flucloxacillin, voriconazole and tacrolimus, resulting in sub-
therapeutic voriconazole concentrations, and requiring a substantial 
tacrolimus dose increase. Pharmacist intervention is critical to 
advise on alternative antimicrobial choices or to monitor tacrolimus 
and voriconazole concentrations closely during initiation and 
cessation of flucloxacillin.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 33

C7

ASSESSING THE IMPACT OF AN ELECTRONIC THERAPEUTIC 
DRUG MONITORING RECORD IN VANCOMYCIN MANAGEMENT

Kimberly Ong1, Gillian Oates1, Iouri Banakh2

1Peninsula Health, Melbourne, Vic, 2Monash Health, Melbourne, Vic

EMAIL kong@phcn.Vic.gov.au

Background: Vancomycin requires careful dosing and 
individualised serum therapeutic drug monitoring (TDM) to 
ensure optimal therapeutic effect and minimise toxicity. Prior to 
this study, documentation of vancomycin dosing, TDM tracking, 
pharmacist interpretation and recommendation were recorded on 
an intradepartmental paper-based form at our organisation. This 
form was not scanned to the digital health records, thus important 
information and work completed by clinical pharmacists was not 
documented in individual patients’ healthcare record.

Aim: To assess the effectiveness and uptake of an electronic 
TDM template to optimise adherence to vancomycin guidelines 
with timely and accurate management of TDM and clinical 
pharmacist involvement.

Method: A new electronic vancomycin TDM template was 
designed, tested and generated by clinical pharmacists within the 
electronic medication management system. The project compared 
the effectiveness of vancomycin management in patients with the 
electronic template versus the previous paper-based system.

Results: A total of 300 levels were collected in the control 
group and 211 in the intervention group. The number of levels in 
therapeutic range of the control group declined with pharmacist 
involvement from 36.3% (without pharmacist involvement) to 
34.8% (p=0.807). The number of appropriately taken levels 
increased with pharmacist’ involvement from 43.0% (without 
pharmacist’s involvement) to 55.2% (p=0.0802).

The number of levels in therapeutic range in the intervention 
group increased with the pharmacists’ involvement from 39.5% 
(without pharmacist’s involvement) to 43.2% (p=0.596). 
The number of appropriately taken levels increased with the 
pharmacists’ involvement from 43.0% (without pharmacist’s 
involvement) to 55.2% (p=0.082). The proportion of patients with 
no pharmacy involvement reduced from 65% to 34% (p=0.002).

Discussion: The introduction of an electronic TDM template 
increased the number of vancomycin levels within therapeutic 
range, and the proportion of appropriately taken levels. The 
migration from a paper-based system to an electronic template 
was also widely accepted by pharmacists.

VALIDATION OF AN INTERNATIONAL SURVEY TOOL FOR 
HOSPITAL ANTIMICROBIAL STEWARDSHIP PHARMACISTS

Naomi Weier1, Dr Rahul Patel1, A/Prof Syed Tabish R. Zaidi1,2,3

1University Of Tasmania, Tas, 2HPS Pharmacies, EBOS Group, Vic, 
3University of Leeds, United Kingdom

EMAIL neweier@utas.edu.au

Background: Hospital pharmacists are recognised internationally 
as an essential member of the antimicrobial stewardship (AMS) 
team. However, the roles and responsibilities of pharmacists in 
this area vary between countries. Having a validated international 
survey tool to measure hospital pharmacists’ perceptions and 
involvement in AMS will provide opportunities to learn from the 
various international experiences thus improving pharmacists’ 
contributions to AMS.

Aim: To validate a survey tool to measure hospital pharmacists’ 
perceptions of AMS programs, confidence and perceived barriers 
to participate in AMS activities, and current AMS practices.

Methods: The responses from the survey tool used in a previous 
study of Australian and French hospital pharmacists in A was used 
to undertake exploratory factor analysis (EFA). EFA using principal 
components analysis and varimax rotation was used to analyse 
variance and covariance amongst responses. EFA was done for 
questions on perceived importance of AMS programs, confidence 
and barriers to participating in AMS.

Results: Factor analysis using Principal Axis Factoring identified 
seven factors with eigenvalues >1 and provided >67% total 
variance explained. Seven questions were removed, and Principal 
Axis Factoring provided four factors with eigenvalues >1 and 
accounted for >62% of variance explained. The factors addressed 
pharmacist confidence, barriers to participating in AMS activities, 
pharmacist perceptions on the importance of AMS programs, 
and the administrative importance of AMS.

Discussion: We report the validation of a survey tool that measures 
hospital pharmacists’ perceptions, confidence and perceived 
barriers to participating in AMS activities. Having a validated survey 
tool will provide researchers and practising pharmacists interested 
in AMS research a standardised tool to measure pharmacists’ 
perceptions in their practice settings. This will also assist the 
international community of hospital pharmacists to learn from 
the experiences of other countries in improving AMS offerings 
in their own settings.
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SIGNIFICANT IMPROVEMENT IN TIMELY ANTIMICROBIAL 
ADMINISTRATION WITH PHARMACIST INVOLVEMENT IN 
SEPSIS-RELATED MET CALLS

Li Xian Simon Du1, Zohal Rashidzada1, Prof Harvey Newham1, 
Dr Steve McGloughlin1, Gail Edwards1, Dr Erica Tong1

1Alfred Hospital, Melbourne, Vic

EMAIL Simon.du2803@gmail.com

Background: Sepsis is a medical emergency and timely 
management is critical. For each hour delay in antimicrobial 
administration, there is an average 7.6% reduction in survival, 
with time to initiation of effective antimicrobial therapy being 
the strongest predictor of outcome. At this major metropolitan 
hospital, sepsis recognition is embedded into Medical Emergency 
Team (MET) calls to facilitate early antimicrobial administration. 
Our hospital implemented a 24-hour pharmacy service with 
pharmacists attending MET calls.

Aim: To evaluate the impact on time to antimicrobials in sepsis 
by pharmacist attendance at MET calls.

Methods: This single centre prospective study included inpatients 
who experienced a sepsis-related MET call; for the General Medical 
Unit all sepsis-related MET calls (24/7), and all other units from 
17:00-08:00hrs, from Aug2020-Jan2021. Pharmacists attended 
MET calls to discuss and assist selection of antimicrobials, dose 
calculations, charting, supply, reconstitution and administration 
advice. The control group (Aug2019-Jan2020) did not have 
pharmacists attending MET calls. The primary outcome was 
proportion of patients who received antimicrobials within 
one hour of MET call.

Results: There were 110 sepsis-related MET calls in the post-
intervention group, and 97 in the control group. A significantly 
higher proportion of patients received antimicrobials within one 
hour with pharmacist involvement, compared to control (81.8 % 
vs 59.8 %, p=0.0006). A reduction in median time to antimicrobial 
administration (43 minutes vs 54 minutes, p=0.017) was seen in 
the intervention group.

Discussion: Pharmacist involvement at MET calls demonstrated 
a significant improvement in timely sepsis intervention. The 
results support routine pharmacist involvement at MET calls to 
assist in patients receiving medications in a timely and efficient 
manner. Further research on other impacts on patient care when 
pharmacists attend MET calls should be considered.
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SUPPORTING WORKPLACE-BASED TRAINING: 
EVALUATION OF A CLINICAL EDUCATOR TRAINING 
PROGRAM FOR PHARMACISTS

Eugene Ong1,2, Carmen Abeyaratne1, Renee Dimond1,3, Ben Emery1, 
Dr Angelina Lim1,4, Steven Walker1

1Faculty of Pharmacy and Pharmaceutical Sciences, Monash 
University, Melbourne, Vic, 2Pharmacy Department, Monash Health, 
Melbourne, Vic, 3Pharmacy Department, Grampians Health Ballarat, 
Ballarat, Vic, 4Hormone Research, Murdoch Children’s Research 
Institute, Melbourne, Vic
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Background: Pharmacist education in the workplace is shifting 
towards competency-based education (CBE), extending to 
undergraduate and intern pharmacists. CBE relies on educators 
with good clinical supervision skills. Pharmacists often contribute 
to the development of learners without formal training due to 
a shortage of pharmacy workforce relevant programs.

Objective: To describe the development and evaluation of 
a Clinical Educator Training Program (CETP) for pharmacists.

Action: The CETP was developed by experts in clinical supervision, 
informed by the Best Practice Clinical Learning Environment 
Framework. The CETP has undergone several iterations based 
on stakeholder feedback and is accredited with the Australian 
Pharmacy Council (APC). The CETP is undertaken online over 
3 weeks through a series of discussion groups, multimedia learning 
and self-reflections. Multiple intake opportunities are offered 
throughout the year with consistent, experienced facilitators.

Evaluation: Between January 2021 and June 2022, 
264 pharmacists completed the CETP with 162 of those 
completing an anonymous evaluation survey. Overall, 155 (96%) 
and 152 (94%) participants strongly agreed or agreed that the 
program material was relevant to their role as a clinical educator 
and enhanced their knowledge in supervising intern pharmacists, 
respectively. The majority of participants strongly agreed or agreed 
that shared reflection discussions (84%, n=162) and case studies 
(93%, n=162) enabled them to apply the theory learnt in the 
program modules. Providing effective feedback and understanding 
learning styles were identified as the most useful topics of the CETP.

Discussion: The recent launch of intern pharmacist APC tools 
suggests the profession is moving deeper into CBE and entrustable 
professional activities. Training to support effective clinical 
supervision would similarly be beneficial to other structured 
work-integrated learning programs such as foundation and 
advanced training residencies. This evaluation did not investigate 
the impact on participants’ clinical supervision skills, providing 
an area of focus for future research.

IMPROVING THE EFFECTIVENESS OF INTERN PHARMACIST 
WORKPLACE-BASED ASSESSMENT

Dr Josephine Maundu1, Dr Hayley Croft2, Glenys Wilkinson1, 
Bronwyn Clark1

1Australian Pharmacy Council, Canberra, ACT, 
2University of Newcastle, Newcastle, NSW

EMAIL bronwyn.clark@pharmacycouncil.org.au

Background: Assessment is a key component in the education of 
health professionals. It is the mechanism by which an individual’s 
readiness for independent practice is determined. For intern 
pharmacists, transition to pharmacist registration includes the 
successful completion of a period of supervised practice. During 
this period, preceptors are responsible for making decisions 
about an intern’s practice based on observation and assessment 
of performance in the workplace. Currently, there is no nationally 
consistent approach to workplace-based assessment of intern 
pharmacists.

Objective(s): We received funding to develop an initial 
suite of workplace-based assessment tools. The objectives 
were to i) develop an initial suite of tools; ii) seek feedback 
from stakeholders; and iii) pilot their use in community and 
hospital settings.

Action: The project resulted in three types of tools; Entrustable 
Professional Activities (EPAs), Case Based Discussions (CbD) and 
In Training Assessment (ITA) activities covering six areas of focus. 
The tools were developed through a consultative process overseen 
by education experts (technical working group) and a project 
governance group. The technical working group agreed on the tools 
to develop based on an available Intern Year Assessment Blueprint 
and these were then drafted by a consultant. We held three 
consultative forums, an open consultation, and a small-scale pilot 
study to gather feedback from intern pharmacists and preceptors.

Evaluation: Feedback gathered demonstrated that the proposed 
tools were feasible, acceptable, and useful. Future direction 
will involve further evaluation of the tools in diverse pharmacy 
practice settings.

Discussion: Trends in health professional education driven by 
adoption of competency-based approaches are bringing greater 
scrutiny to workplace-based assessment methods and processes. 
These tools form an initial toolkit for use in the supervised practice 
period, providing stronger evidence about intern pharmacist 
readiness to progress to independent practice.
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DESIGN AND IMPLEMENTATION OF A PHARMACIST 
EDUCATION PROGRAM TO SUPPORT QUALITY USE 
OF bDMARDs
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Background: Biological Disease Modifying Anti-Rheumatic 
Drugs (bDMARDs) and other specialised medicines have made 
a significant improvement in the management of chronic diseases 
like inflammatory arthritis, inflammatory bowel disease and 
dermatological conditions. These medicines are part of the fastest‐
growing sector of the pharmaceutical market yet are complex for 
pharmacists, specialists and consumers to navigate.

Objectives: To design and implement a national educational 
program empowering pharmacists to support optimal use 
of bDMARDs and biosimilars, better health outcomes and 
Pharmaceutical Benefits Scheme sustainability.

Methods: The program was developed and implemented in 
partnership across a consortium of nine organisations, which 
represent relevant health professional and consumer audiences, 
program development expertise and implementation capability.

The program addresses conditions for rheumatology, 
dermatology and gastroenterology indications and ai to address 
the following objectives

To optimise:
• first-line therapy
• first-choice biologics
• biosimilar prescribing and dispensing
• biologic dosage
• glucocorticoid and analgesic use.

Clinical articles, webinars, online modules, and memory aids were 
selected as the most appropriate interventions for pharmacists 
based on identified barriers, enablers and behavioural drivers, 
informed by the Theoretical Domains Framework.

Interventions were co-designed, reviewed and tested with expert 
pharmacists, specialists, and consumers before implementation 
and/or delivery.

Thirteen pharmacist specific interventions covering all program 
areas have been delivered.

Evaluation: Over 2300 pharmacists have accessed the 
interventions with clinical articles and webinars the most popular.

Interventions were evaluated through post-intervention online 
surveys completed by participants and show they have been well 
received with overall satisfaction rates above 90%.

Pharmacists demonstrated increased confidence in several areas 
related to the program objectives, including supporting patients 
with adherence to first line non-biologic therapies, biologic dosing 
and switching to biosimilars.

Discussion: The consortium-based approach has provided 
a collaborative model for developing a multi-modal education 
program addressing the specific needs of pharmacists to optimise 
bDMARD use.

THINKING INSIDE THE BOX: ESCAPE ROOM IN A BRIEFCASE 
ENHANCES HEALTH STUDENTS INTERPROFESSIONAL 
PRACTICE EDUCATION

Lucy Parker1, Kate Beyer, Ashlee Kennelly
1Southern Queensland Rural Health, Toowoomba, Qld

EMAIL lucy.parker2@health.qld.gov.au

Background: The World Health Organisation recognises 
interprofessional practice (IPP) contributes to better health 
outcomes for patients, and IPP education helps to prepare health 
students for IPP in the workforce. Gaming with purposeful design 
is recognised as an inventive method to teach specific skills or 
knowledge. Escape rooms could be an engaging and valuable 
experience for students on clinical placements while successfully 
teaching crucial IPP competencies. Our novel ‘Escape Room in 
a Briefcase’ (ERiB) idea enables portability for facilitating IPP 
education to students on placements in rural and remote locations.

Objectives: To investigate the impact of a portable ERiB as an 
innovative, fun way to consolidate a health student’s IPP learning 
and educational experience.

Method: For this observational pilot study, a team of 
interprofessional clinical educators including a pharmacist and 
two nurses, collaborated with a local escape room business to 
develop two ERiBs to be used within student workshops in IPP. 
Each ERiB contains a series of puzzles completely self-contained in 
a briefcase, scaffolded by a clinical case. Following the workshop 
and ERiB activity, health students were asked to complete 
a twelve-question survey evaluating, on 5-point Likert scale, their 
understanding of IPP competencies and enjoyment of ERiB.

Findings: Of the 56 health students who completed the ERiB 
activity, more than 95% described their understanding of IPP 
as good or excellent, 84% could identify the IPP competencies 
demonstrated and over 90% reported the ERiB gaming experience 
as enjoyable.

Discussion: These findings have informed the development of 
additional ERiBs to increase IPP learning opportunities in a gaming 
environment and further research into their effectiveness in 
teaching IPP competencies with positive gaming experiences in 
any location. ERiBs are a novel innovation in the clinical IPP space, 
with the potential for facilitators of IPP education to consider using 
as an additional training tool.
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PUBLISHING THE INAUGURAL AUSTRALIAN PHARMACY 
STUDENTS’ JOURNAL (APSJ): AN INTERNATIONAL SENSATION

Forrest Tang1, Joanne Wickens1

1Australian Pharmacy Students’ Journal (APSJ)

EMAIL forresttang.pharmacy@gmail.com

Background: The Australian Pharmacy Students’ Journal (APSJ) 
is the first peer-reviewed pharmacy student journal in the world. 
It is a biannual publication that was first established in January 
2022 with the Society of Hospital Pharmacists of Australia (SHPA) 
as its strategic partner.

Objective(s): The APSJ provides a platform for students to publish 
research and experience the processes of reviewing, editing and 
publishing their peers’ submissions.

Action: The APSJ sought student-led research articles and 
conducted a double-blinded peer-review process by two students 
and one academic that was repeated twice. Multiple strategies 
were used to attract submissions as the Journal gained traction.

The Journal hosted two opinion piece competitions, one for each 
issue, focusing on relevant and modern topics, to publish unique 
voices and experiences from students. In the last issue, the APSJ 
worked with the Therapeutic Guidelines (TG), the Australian 
Medicines Handbook (AMH) and the International Pharmaceutical 
Students Federation (IPSF).

Editorials and feature articles were obtained via invitation to bring 
light to original viewpoints on the pharmacy profession and the 
research space for students.

Evaluation: Two issues were published consisting of a total of five 
editorials, four feature articles, nine original research articles, seven 
opinion pieces and one letter. In the two issues published, a total 
of 20 student reviewers and nine academic reviewers participated. 
The APSJ’s inaugural issue attracted significant international 
interest, leading to submissions from pharmacy students from the 
Philippines, United Kingdom, Malaysia and Indonesia in the second 
issue; making it an international sensation. The two issues were 
successful with 1690 total file views in July alone.

Discussion: The APSJ endeavours to continually grow as research 
becomes increasingly recognised as an essential skill at a student 
level. The APSJ is building a student research culture that will 
positively impact the future of the pharmacy profession globally.

RESHAPING OUR INTERPROFESSIONAL LEARNING: 
INTERPROFESSIONAL SUPERVISION FOR INTERN 
PHARMACISTS

Sally Marotti1,2, Caroline Earley3, Pak Yin Ian Leong1, Dani Chene4, 
Prof Debra Rowett2, A/Prof Josephine Thomas3, Dr Carolyn Murray1

1The University of South Australia, Adelaide, SA, 2SA Pharmacy, 
Adelaide, SA, 3Central Adelaide Local Health Network, Adelaide, 
SA Health, SA, 4The University Of Adelaide, Adelaide, SA

EMAIL leopi001@mymail.unisa.edu.au

Background: Interprofessional collaboration is essential 
in improving the healthcare outcomes for patients and 
interprofessional learning opportunities are dispersed throughout 
undergraduate and practice-based teaching. To provide 
a structured practice-based learning opportunity for our intern 
pharmacists, we introduced a novel rotation opportunity where 
interns are paired with a consultant physician as a supervisor for 
a 4-week rotation.

Aim/objectives: To describe the benefits of an interprofessional 
rotation for intern pharmacists who participate in interprofessional 
practice including consultant physician supervision on ward rounds. 

Method: 15 interns participated in an interprofessional rotation 
over a 2-year period. Interns and Consultants were invited to 
participate in a semi-structured interview, which was audio-
recorded, de-identified and transcribed. Qualitative data was 
analysed using an inductive thematic approach independently 
by two researchers using NVivo software. Agreement was reached 
between analysts through reflexive meetings and discussion with 
the implementation team.

Results: Three main themes emerged including;

• ‘Understanding the patient’ ‘where participants reporting 
responding more knowledgeably to patient needs and felt the 
experience helped them to better understand and respond to 
patients’ needs.

• ‘Development goes both ways’ with both the intern and 
the consultant identifying areas the experience improved 
their practice

• ‘Finding that ‘sweet spot’’ where the intern established their 
role within the interprofessional team, and the team developed 
a more collaborative approach to patient care

Discussion: Practice-based experience of interprofessional 
collaboration has many benefits. This study has demonstrated that 
both interns and consultant physicians’ consider/report that the 
integration of the Pharmacy Interns into and collaboration with 
the health care team improves efficiency, communication, and 
job satisfaction. The interprofessional supervisory aspect of this 
rotation is unique, and participants report that it contributes to 
improved patient outcomes and preparing a collaborative-practice 
ready workforce.
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USING A SIMULATED ELECTRONIC MEDICAL RECORD 
(E) TO TEACH PHARMACY AND MEDICAL STUDENTS 
COLLABORATIVE PRACTICE

Nikki Cresswell1,2, Steven Walker1,2, A/Prof Fiona Kent2

1Alfred Health, Melbourne, Vic, 2Monash University, Melbourne, Vic

EMAIL steven.walker@monash.edu

Background: Communication between the health professions 
in clinical practice has recently shifted from paper to electronic 
medical records (EMR). There is a need for universities to teach 
health graduates effective digital communication methods.

Aim: To describe the implementation and evaluation of an 
interprofessional education (IPE) activity that utilised a simulated E 
to teach effective digital communication and collaborative practice.

Methods: An interprofessional team co-designed and co-
facilitated an online IPE activity for third year pharmacy and fifth 
year medical students utilising a simulated EMR (EHRGoTM). 
Students completed a series of profession-specific tasks relating 
to a simulated patient that had been admitted to the emergency 
department, then came together in interprofessional groups of 
10-12 to establish a collaborative medication charting plan.

Immediately after the workshop, students were invited to complete 
a voluntary anonymous online evaluation. Five-point Likert scales 
were used to rate the relevance to practice, achievement of 
learning outcomes, organisation and overall quality of the activity. 
Students were also asked to contribute qualitative feedback in 
a Keep, Stop, Start format.

Results: A total of 640 students participated in the IPE activity 
of which 60% (386/640) were medical students.

Of the participants, 28% (180/640) completed the survey and 
53% (96/180) of repondents were medical students. A majority of 
survey respondents agreed or strongly agreed that the IPE activity 
was relevant to practice (94%; 170/180), achieved the learning 
outcomes (84%; 151/180), was well organised (74%; 133/180), 
and was of high quality (79%; 143/180). The positive feedback 
focused on appreciating the opportunity to discuss with colleagues 
the rationale for admission medications. Negative comments 
included the need for further clarity within some of the pre-task 
profession-specific activities.

Discussion: Interprofessional communication commonly occurs 
via digital methods. A simulated EMR provides a useful platform 
for teaching and learning collaborative practice for undergraduate 
health professional students.
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WELCOME TO THE WORLD: DELIVERING A NEW 
MATERNITY SERVICE

Briohny Roberts1, Sarah Khoo1

1Calvary Public Hospital Bruce, Canberra, ACT

EMAIL briohny.roberts@calvary-act.com.au

Background: Despite unique medication challenges encountered 
by obstetric and gynaecological (O&G) patients, ward-based 
clinical pharmacy services have been limited to date.

Aim/objective(s): To evaluate the implementation of a weekday 
clinical pharmacy service in the O&G ward, measuring incidence 
and nature of medication related problems (MRPs) and impact 
of the service on nursing and midwifery staff.

Methods: A clinical pharmacist was rostered to the O&G ward 
during business hours. Data on workload statistics and MRPs, and 
interventions were collected using the electronic database REDCap 
over two months. Results were analysed and descriptive statistics 
reported. The MRPs were categorised according to medication 
involved, intervention type and outcome.

Nursing and midwifery staff completed an anonymous 
questionnaire pre and post service implementation relating to time 
spent on medication related activities and their perceived value of 
the service.

Results: Of the 315 medical charts reviewed, 210 interventions 
were recorded. The daily mean number of interventions was 7 and 
the average time spent on interventions was 5.6 minutes. The most 
common medications involved in MRPs were opioids (18%) and 
enoxaparin (12%). Common categories of MRPs were omission 
of regular medications (22.9%), over or under-dosing (18%) and 
medication selection errors (15%).

Of the 19 questionnaire responses, the estimated average time 
spent organising discharge medications reduced from 22 to 
13 minutes per shift. All responders agreed the presence of 
a pharmacist allowed more time to concentrate on nursing and 
midwifery specific responsibilities, and had a positive impact on 
their patients.

Discussion: Clinical pharmacy services to O&G patients may not 
always be prioritised given the anticipated minimal medication 
changes during admission, however this study demonstrated 
a considerable number of MRPs and interventions to be made 
for this population. It also highlighted how pharmacists support 
midwives and nurses in this setting. Future areas of interest are 
patient outcomes and satisfaction.

THE MOST COST-EFFECTIVE WAY TO PREPARE MICAFUNGIN 
FOR PAEDIATRIC ONCOLOGY PATIENTS

Erica Li1, Evonne Smith1

1Queensland Children’s Hospital, Brisbane, Qld

EMAIL li.erica1@gmail.com

Background: A recent change in local paediatric antifungal 
guidelines resulted in an increase in micafungin use. Micafungin 
costs $80 per 50mg vial. The hospital pharmacy Aseptic 
Production Unit (APU) has the ability to compound individual 
patient doses to share vials of micafungin. Would this offer a cost 
benefit to the organisation?

Aim/objective(s): To determine whether the APU compounding 
individual patient doses of micafungin would be more cost effective 
than nurses preparing the dose on the ward. If compounding is 
a cost benefit, to determine what dose and preparing how many 
doses would be most cost beneficial.

Methods: A time and motion study of 20 patients determined how 
long it took for nurses and the APU to prepare doses. An economic 
analysis of time, cost of labour and consumables outlined the cost 
to make 1 to 7 doses with doses ranging from 10mg to 200mg.

Results: On average, it took the APU 42 minutes to prepare 
a single dose and 84 minutes to prepare 7 doses whereas it 
took nurses 9 minutes and 63 minutes respectively. Pharmacy 
compounding 1 dose, whole vials (doses of 50mg increments) and 
doses near whole vials had no cost benefit. Pre-making 2 doses 
saved up to $23.30, 3 doses saved up to $104.65, 4 doses saved 
up to $186.00, 5 doses saved up to $267.40, 6 doses saved up to 
$268.73 and 7 doses saved up to $350.10.

Discussion: Cost savings can be realised when preparing individual 
doses of micafungin in the APU if 3 or more doses are required, 
with a maximum saving of $350.10 for a 7-day course. Determining 
baseline costs of micafungin preparation is relevant if there 
are future requests to repack medications as the data could be 
extrapolated and applied to the new request.
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REVIEW OF ELECTRONIC IPA MANAGEMENT SYSTEM 
IMPLEMENTATION IN A PAEDIATRIC HOSPITAL

Kate Harvey1,2, Dr Sonya Stacey1,2, Natalie Tasker2, Fiona Gregory2, 
Bryanna Gillies2, Kriss Yunker2

1University of Queensland, Brisbane, Qld, 2Children’s Health 
Queensland Hospital and Health Service, Brisbane, Qld

EMAIL katee.harvey@hotmail.com

Background: Cgov IPA® was implemented across a health service 
as an electronic medication governance tool in July 2021 to 
manage individual patient applications for the use of non-formulary 
medications (IPAs) replacing a paper-based process.

Objective: To evaluate whether the implementation of Cgov IPA® 
has improved equity of access to medicines for children, drug 
expenditure, visibility of IPAs in the medical record for continuity 
of care and efficiency of the governance system for clinicians.

Action (Method): A retrospective analysis was undertaken 
in a large paediatric tertiary hospital, using mixed methods 
explanatory sequential research design. The local medication 
governance committee minutes were reviewed to identify the 
number of IPA deliberations and formulary applications. The 
electronic medical record (E) and dispensing system were reviewed 
to determine non-formulary use and IPA documentation from 2019 
to 2022. Clinicians were surveyed to evaluate the functionality of 
the system.

Evaluation: Formulary applications for paediatric conditions 
increased from 17 in 2019-20 to 28 in 2021-22. Non-formulary 
medication use remained consistent at around 1.8% of all 
medication use from 2019 to 2022. IPAs documented in the 
medical record increased from 1.2% in 2019 to 62% in 2021 
and remained consistent into 2022. IPA discussions at committee 
meetings increased from 15 in 2019 to 58 in 2021. A clinician 
survey found 74% of clinicians agreed or strongly agreed that 
cGov IPA® was easier and quicker to use than the paper system, 
enhanced decision making and improved documentation in the 
E. 20 IPAs were rejected in the first 12 months of the electronic 
system with cost avoidance of $478,555

Discussion: The implementation of an electronic medication 
governance system to manage IPAs has provided benefits for 
equity of access due to increased formulary listings, time and cost 
saving, improved visibility for health professionals and improved 
IPA quality for enhanced clinical governance.

PHARMACIST CONTRIBUTION IN A PAEDIATRIC 
EMERGENCY DEPARTMENT

Bryanna Gillies1, Dr Sonya Stacey1, Natalie Tasker1

1Queensland Children’s Hospital, Brisbane, Qld

EMAIL bryanna.gillies@health.qld.gov.au

Background: The benefits of clinical pharmacy services are well 
established in adult emergency departments (ED) but less so in 
the paediatric ED. An evening pharmacy service was introduced 
to a tertiary paediatric ED for three months in 2022 to assist with 
winter surge in ED presentations. The service operated from 1330 
to 2200 hours 7 days a week aligning with local ED presentation 
rates that peak late afternoon into the early evening.

Objectives(s): To describe the activities of the late shift ED 
pharmacist; and determine if the service improves timeliness 
of Best Possible Medication History (BPMH), and time to supply 
of required medicines.

Action (method): Quantitative analysis was undertaken using 
the electronic medical record (E), pharmacy dispensing system, 
and manual data collection completed by the ED pharmacist. 
Data from the intervention period was compared to the same 
period in 2021. A matched cohort of oncology patients (2021 
versus 2022) was used for the BPMH analysis. Time to BPMH was 
measured from time of admission to time of BPMH documentation 
in the E. Time to supply was time from prescribing to authorisation 
of dispensing.

Evaluation: The ED pharmacist documented 1010 interactions 
with patients, parents, and health professionals, conducted 458 
BPMH and 455 clinical reviews, provided medication advice to 
healthcare professionals on 226 occasions, and dispensed and 
counselled 262 patients. The average time to BPMH for oncology 
patients in 2021 was 18.4 hours compared to 3.2 hours in 2022. 
The average time from prescribing to dispensing an inpatient 
supply was 228 minutes in 2021 and 43 minutes in 2022.

Discussion: The implementation of an ED pharmacy service in 
a paediatric hospital improves time to BPMH and reduces the time 
between prescribing and supply of medications. Further studies 
are planned to ascertain the link between time to supply and 
administration delays or omissions.
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STRENGTHENING THE SERVICE: IMPACTS OF EMBEDDING 
A PHARMACIST ROLE IN A PAEDIATRIC PALLIATIVE HOSPICE

Maria Cassandra Santos1, Penny Liddell2

1Queensland University of Technology, Brisbane, Qld, 
2Hummingbird House, Brisbane, Qld

EMAIL antos214917@gmail.com

Background: Pharmacists offer a diverse scope of practice, and 
their role continues to evolve in enhancing public health and the 
quality use of medicines. In paediatric palliative care, the complex 
needs and medication regimes of children with disability and 
life-limiting illnesses demands a collaborative approach from 
a multidisciplinary healthcare team to optimise patient outcomes.

Objective(s): The aim of this research objective is to investigate 
the clinical and non-clinical impacts of embedding a full-
time pharmacist in a paediatric palliative care hospice within 
a multidisciplinary team.

Methods: The research was conducted through a mixed-methods 
study via digital questionnaires and retrospective audits of 
ordering-invoices and medication-related incident reports from 
2016 to 2022. Clinical and non-clinical staff were surveyed on 
interventions and changes observed since the introduction of the 
pharmacist in late 2020. Parents/caregivers were given separate 
questionnaires and respondents were streamlined to those who 
had onsite admissions within the last 12 months.

Results: The annual number of medication-related incidents found 
an average 94% reduction of clinical errors with 2022 recording the 
lowest rate of reports since the hospice’s establishment. The surveys 
revealed three areas of improved services: medication management, 
guidance and support for allied health and streamlining of 
operational procedures. Overall, the staff felt more supported with 
the pharmacist providing valuable clinical education, overseeing 
the provision of medicines, development of preadmission and 
discharge consultations, establishment of policies and procedures, 
facilitation of PBS-prescribing and reduced pharmaceutical costs, 
fostering trust from parents/caregivers.

Discussion: The large reduction in medication misadventures 
and pharmaceutical costs through pharmacist-intervention 
demonstrates the profession’s diverse scope of practice, and the 
acceptance of the emerging role within the palliative care space is 
promising. The outcomes of this study provides a strong foundation 
for embedding pharmacists into more clinical settings and utilising 
their skillset to enhance health outcomes through the quality use 
of medicines.

THE LAST DAYS OF LIFE: A PAEDIATRIC 
AND NEONATAL TOOLKIT

Michelle Jenkins1, Dr Sharon Ryan1, Sandra Coombs2

1John Hunter Children’s Hospital, Newcastle, NSW, 
2Sydney Children’s Hospital Network, Sydney, NSW

EMAIL Michelle.Jenkins@health.nsw.gov.au

Background: Paediatric clinicians may lack experience in 
caring for dying children and babies, including how to best 
keep the child comfortable and support the family. Appropriate 
prescribing and administration of medicines is an important 
aspect of end-of-life care.

Objectives: In 2016 Last Days of Life tools were developed for 
the care of dying adult patients. It was recognised that there was 
no comparable guidance for clinicians caring for dying paediatric/
neonatal patients. A multi-disciplinary team modified the tools to 
promote a standardised, equitable, and safe approach to paediatric 
end-of-life care in the acute care/hospice setting.

Method: The Last Days of Life: Paediatric & Neonatal (the Toolkit) 
was developed to provide an education framework, real-time 
support, and an opportunity for reflective practice after a death. 
Consisting of eighteen documents (two clinical management 
documents, four medication guidance documents, and twelve 
clinician/family information sheets), the Toolkit empowers 
clinicians to create a management plan focusing on comfort for 
the child and support for the family. Telephone support is available 
round-the-clock from paediatric palliative care specialists.

Medication prescribing is a critical aspect of the Toolkit. The team 
developed an Anticipatory Prescribing Guidance Document for 
initial prescribing for common symptoms experienced during 
end-of-life, with individual Pain, Breathlessness, and Nausea/
Vomiting documents.

Evaluation: The Toolkit was modified using PDSA cycles, state-
wide consultations, simulation scenarios, and consumer feedback 
before an expanded Pilot in 2021. Nine sites across the state were 
involved in the pilot, with 25 staff providing feedback. State-wide 
rollout and education have been undertaken in 2022.

Discussion: The Toolkit provides best practice guidance to 
empower clinicians in caring for a dying paediatric/neonatal 
patient. In addition, it offers an escalation pathway to specialist 
paediatric palliative care phone advice when needed. Quality care 
at the time a patient dies will positively impact the family and 
healthcare providers over many years.
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CONGENITAL PRE-EXTENSIVELY DRUG-RESISTANT 
TUBERCULOSIS IN AN EXTREMELY PRETERM NEONATE: 
UNIQUE TREATMENT, MONITORING AND MANAGEMENT 
CHALLENGES

Tien Ngo1, Charis Lau1

1Western Health, Melbourne, Vic

EMAIL tienn_@live.com.au

Objective: To describe the management of congenital 
pre-extensively drug-resistant (pre-XDR) tuberculosis in an 
extremely preterm neonate, and the administration challenges 
and therapeutic drug monitoring of second-line tuberculosis 
medications.

Clinical features: A male neonate was born at 26+1 weeks 
gestation with a birth weight of 943 grams. Congenital TB 
was suspected at day 14 of life when evidence of maternal 
tuberculosis endometritis was detected, and treatment for 
tuberculosis was initiated. Drug susceptibility testing demonstrated 
pre-XDr tuberculosis. The final treatment regimen was comprised 
of linezolid, cycloserine, clofazimine, bedaquiline and delamanid.

Literature review: Congenital tuberculosis is rare, with 358 cases 
reported in the literature up to 1995 and 110 cases reported 
between 1996 and 2009. Existing studies frequently describe 
challenges in the administration of second-line tuberculosis 
medications to paediatric patients due to the limited availability 
of appropriate formulations. To date, there have been no published 
case reports describing the same treatment regimen, and 
pharmacokinetic studies in preterm infants are lacking.

Pharmacist interventions, case progress and outcomes: 
Extensive multidisciplinary inpatient and post-discharge 
management of this patient required our pharmacy team to 
securely source and compound specialised formulations, and 
provide instructions for enteral tube administration. Blood 
samples were obtained for linezolid, clofazimine, bedaquiline and 
delamanid to ensure therapeutic levels were achieved. During 
the patient journey, the patient’s carers received comprehensive 
counselling and education sessions before he was discharged 
at 218 days old. Linezolid and cycloserine were ceased after 5 
and 6 months respectively, whilst clofazimine, bedaquiline and 
delamanid were to continue for a further 6 months.

Discussion: We believe this is the first report describing 
this treatment regimen and associated drug levels for 
pre-XDr tuberculosis in a preterm neonate. This case highlights 
the lack of paediatric formulations available for second-
line tuberculosis treatment, and the urgent need for further 
pharmacokinetic and safety data studies in neonates.
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RESHAPING SLEEP MANAGEMENT IN HOSPITALISED 
NON-CRITICALLY ILL PATIENTS

Dr Alexandra Bennett1,3, Sarah Dinh1, Prof Sarah Hilmer1,2,3

1NSW Therapeutic Advisory Group, Sydney, NSW, 2Royal North Shore 
Hospital, Sydney, NSW, 3The University of Sydney, Sydney, NSW

EMAIL sasha.bennett@svha.org.au

Background: Non-pharmacological strategies should be first 
line therapy to manage acute sleep disturbance in hospitalised 
patients; however, there is limited application resulting in frequent 
night sedation medicine use. These have minimal meaningful effect 
on sleep and often cause harm, such as falls, fractures, delirium 
and rehospitalisations. Consumers and clinicians under-appreciate 
their adverse impact.

Objectives: Develop guidance and tools to reduce inappropriate 
use of night sedation medicines in hospitalised non-critically 
ill patients.

Actions: A literature search was conducted. Australian hospitals 
provided local guidance, tools and consumer information. 
A multidisciplinary Expert Advisory Group was convened. 
Hospital Drug and Therapeutics Committees (DTCs) provided 
feedback on developed material.

Evaluation: There was a paucity of guidance/tools for hospital-
based processes promoting non-pharmacological management 
of acute sleep disturbance, and reducing inappropriate 
pharmacological management. Key target areas requiring 
intervention were:

a) clinicians managing out-of-hours requests for night sedation 
medicines;

b) hospital clinicians implementing non-pharmacological sleep-
promoting strategies;

c) a governance framework related to management of sleep 
disturbance;

d) consumer awareness of sleep expectations and strategies 
during hospitalisation.

Discussion: Literature review confirmed the poor benefit:harm 
ratio associated with night sedation medicines including melatonin 
in non-critically ill hospitalised patients. Published quality 
improvement projects demonstrated the challenges of sustainable 
behaviour change. Multifaceted guidance/tools were developed:

• Consumer education regarding sleep expectations, non-
pharmacological management and iatrogenic harm.

• Guidance and policy for junior prescribers to support good 
prescribing practice in challenging scenarios.

• Support for nurses to increase awareness of modifiable factors 
that disturb sleep and optimise implementation of sleep 
hygiene practices.

• Tools implementing multifaceted sleep hygiene practices and 
deprescribing, checklists identifying management strategies, 
treatment algorithms for treatment-naïve and non-naïve 
patients, recommendations for hospital formularies, indicators 
measuring insomnia management strategies and scenarios 
dealing with common or contentious cases.

DTCs are now planning pilot projects in conjunction with 
implementation of a statewide formulary.

ARE WE DOING MORE HARM THAN GOOD? A CLINICAL CHART 
AUDIT OF MISSED CLOZAPINE DOSES

Ellie Hawkins1,2, Abdel Nayfeh3, Karl Winckel3,4, Lesley Smith3, 
Tim Tanzer3,4,5

1Department of Pharmacy, Royal Brisbane and Women’s Hospital, 
Brisbane, Qld, 2School of Pharmacy, Queensland University of 
Technology, Brisbane, Qld, 3Department of Pharmacy, Princess 
Alexandra Hospital, Brisbane, Qld, 4School of Pharmacy, University 
of Queensland, Brisbane, Qld, 5Faculty of Medicine, University of 
Queensland, Brisbane, Qld

EMAIL Ellie.hawkins2@health.qld.gov.au

Background: Hospital admissions may increase the likelihood 
of clozapine doses being missed and the subsequent need for 
re-titration; the risk of relapse and rebound psychosis is increased 
when clozapine is abruptly ceased.

Aim: To investigate the frequency and reason/s for missed 
inpatient clozapine doses.

Methods: A 6-month, retrospective clinical chart audit of inpatient 
and emergency encounters was completed for patients on 
clozapine. We identified the frequency and reason/s for missed 
doses, re-titration status and occurrence of psychiatrist review 
and/ or pharmacist admission history. A ‘missed dose’ was defined 
as a dose not given or a dose ≥8 hours late. Patient encounters were 
excluded if clozapine was ceased indefinitely during admission.

Results: Of 125 patient encounters (50 individual patients), there 
were 77 missed clozapine doses. Of these, 34 were unintentionally 
missed doses; 12/34 unintentionally missed doses occurred in the 
emergency department. A total of 38 patients had a psychiatrist 
review, yet 18.4% (n=7) missed a dose despite being reviewed 
by a psychiatrist within six hours of admission. The incidence 
of missed doses was greater for patients who had a pharmacist 
admission history more than 12 hours after admission compared 
to those who had a pharmacist admission history within 12 hours 
of admission (28% vs 7%). Nil patients missed a dose after having 
a pharmacist admission history.

Discussion: Patients are at risk of missing clozapine doses when 
admitted to hospital. We found that although psychiatrist reviews 
did not impact the occurrence of unintentionally missed doses, 
earlier pharmacist admission histories can prevent unnecessary 
breaks in therapy and lengthy hospital admissions for dose 
re-titration. Early pharmacist admission histories should be 
prioritised in patients prescribed clozapine to prevent missed 
clozapine doses.
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CANNABIS AIR FRESHENER: A POTENTIAL NEW METHOD 
OF DRUG DELIVERY IN MULTIPLE SCLEROSIS?

Jessica Spokes1

1Launceston General Hospital, Launceston, Tas

EMAIL jessica.spokes@ths.tas.gov.au

Objective: This report describes an unconventional method 
of administering Sativex (nabixomols) spray to a patient with 
spasticity related to multiple sclerosis (MS).

Clinical features: A 60-year-old male presented with increasing 
spasticity associated with progressive MS, inadequately controlled 
by clonazepam and baclofen. He was commenced on Sativex, 
titrating to five sprays in the morning and seven at night, with 
subjective and objective reductions in spasticity and pain. Each 
spray required administration fifteen-minutes apart and could not 
be self-administered due to his dystonia and dexterity impairment. 
This administration issue prevented discharge to supported living, 
as it was not possible for carers to spend three hours administering 
the Sativex.

Literature review: A recent review of 34 trials showed both 
patients’ perceptions and objective measures of spasticity in MS 
improved with medicinal cannabis. Sativex is TGA-approved for 
symptom management in MS with moderate-severe spasticity. 
No administration aids were found to assist with operating 
Sativex in patients with dexterity impairment, highlighting 
potential for improvement in this area.

Pharmacist interventions, case progress and outcomes: 
After thorough discussion between the pharmacist and 
occupational therapist involved in patient care, it was discovered 
that Sativex fits within an automatic air freshener dispenser. 
The mechanism worked through holding the air freshener 
dispenser and pressing the ‘boost’ button on the unit. This 
triggered the dispenser to push down on the nozzle, delivering 
a spray of Sativex into the patient’s mouth. This patient was able 
to successfully hold the dispenser and self-administer the spray 
without issues. As a result, he was able to safely discharge to 
supported living with an agreed plan for self-administration.

Discussion: This case report demonstrates an unconventional but 
useful method for facilitating self-administration of Sativex spray 
for patients with MS. It highlights the need for administration 
aids for spray devices, especially in patients with neurological 
or movement disorders.

ELECTIVE SURGERY CANCELLATIONS – DO YOU CATCH 
THESE PATIENTS?

Kate Ziser1, Jessica King1, Rachel Martin1, Victoria Forrester1

1Princess Alexandra Hospital, Brisbane, Qld

EMAIL kateziser@gmail.com

Background: Medication management prior to elective surgery 
is an established practice with some patients requiring an 
appointment in Pre-Admission Clinic (PAC). Unprecedented 
cancellations of surgeries due to COVID-19 has resulted in a gap 
in patient care, where better management of the cancellation 
process is needed.

Objective: To improve the cancellation process of elective 
surgeries by providing and communicating appropriate 
medication plans.

Action: A screening criterion to better triage patients on the 
cancellations list was developed to allow the pharmacist to focus 
on high-risk scenarios. This criterion included patients residing 
in residential care, using a dose administration aid (DAA), and/
or taking complex high-risk drugs (insulin, anticoagulants, anti-
platelets, disease modifying agents). High-risk medications were 
identified from the electronic medical record, including My Health 
Record. After triaging, the pharmacist would flag high-risk patients 
with the treating team to action appropriate medication changes, 
such as reversal of withheld medications. This ensures that 
patients can appropriately manage their pre-operative medications 
when their surgery is rebooked.

Evaluation: The perioperative pharmacist team calculated a total 
of 138 cancellations over a 3-week period in July 2022. Of these 
138 cancellations, 17% were triaged as high-risk scenarios 
requiring medication intervention. Common high-risk scenarios 
included an anticoagulant in a DAA, warfarin bridging, and a revised 
plan for a disease modifying agent. The average time taken by the 
intervening pharmacist was 10-14 minutes/patient. A snapshot 
showed only 5% had been rebooked for surgery, the majority 
awaiting a plan, making it difficult to give adequate instructions 
to the patient without a surgery date.

Discussion: Patients require clear instructions following cancelled 
surgeries to reduce the risk of medication misadventure. 
Encouraging pharmacists to review hospitals processes for 
cancellations can prevent medication harm. At our site, highlighting 
this gap in care has resulted in novel change in practice where PAC 
pharmacists review high-risk surgery cancellations.
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USE OF DOSULEPIN TO PHARMACOLOGICALLY MANAGE 
VASOVAGAL SYNCOPE AND DELAY PERMANENT 
PACEMAKER INSERTION

Shalini Ratnayake1, Kathryn Avery1, Stephanie Gibson1

1Eastern Health, Melbourne, Vic

EMAIL shalini28233@gmail.com

Objective: To discuss dosulepin in management 
of vasovagal syncope.

Clinical features: A 93-year-old male presented with medication 
non-adherence associated seizures. Past medical history included 
epilepsy, heart failure and deep vein thromboses. Pre-admission 
medications included gabapentin, furosemide, metoprolol and 
apixaban. During the admission ventricular standstills were 
detected on telemetry, associated with loss of consciousness, 
followed by atrioventricular (AV) blocks. The cardiology team 
reviewed and diagnosed vasovagal episodes with second-degree 
AV block type-1. Permanent pacemaker (PPM) insertion is usual 
treatment, however, risks associated with the invasive procedure 
was of concern. Conservative pharmacologic treatment with 
dosulepin was recommended.

Literature review: Anticholinergics inhibit vagus nerve mediated 
parasympathetic activity, increasing myocardial contractility 
and heart rate, potentially reducing vasovagal syncope. 
Anticholinergics, particularly scopolamine, have been trialed with 
insufficient evidence. Dosulepin is a tricyclic antidepressant (TCA) 
approved for treating major depression. TCA’s have anticholinergic 
activity that theoretically block vagus nerve activation, 
potentially preventing syncope. However, evidence is limited to 
an amitriptyline single trial and case reports, including effective 
management in a 38-year-old with dosulepin 75mg daily.

Pharmacist interventions, case progress and outcomes: 
The pharmacist conducted a literature review to ascertain 
quality use, dose, and evidence of dosulepin for this indication. 
They discussed the need for off-label informed consent and 
anticholinergic risks with the treating team. A dose of 25mg daily 
without further titration was decided due to risks of adverse events 
in an older adult. Two days post commencement the patient was 
tolerating treatment with symptom resolution and discharged 
with ongoing dosulepin.

Discussion: This case report highlights that the anticholinergic 
effects of TCA’s, such as dosulepin, may be valuable in managing 
vasovagal syncope in older adults, potentially preventing invasive 
PPM insertion. Optimal dosing is unclear and dependent on risks 
versus benefits. A lower than previously reported dose was opted 
for on this occasion with promising results.

REDUCING FEAR OF QTC PROLONGATION – HOW 
PHARMACISTS READING ECGS CAN IMPROVE 
TREATMENT DECISIONS

Teodora Andric1,2,3, Karl Winckel1,2, Timothy Tanzer1,2, Dr Samantha 
Hollingworth1, Lesley Smith2, Dr Katherine Isoardi3, Olivier Tan1, 
Prof Dan Siskind4,5

1School of Pharmacy, University of Queensland, Brisbane, Qld, 
2Pharmacy department, Princess Alexandra Hospital, Brisbane, Qld, 
3School of Medicine, Griffith University, Gold Coast, Qld, 4Clinical 
Toxicology Unit, Princess Alexandra Hospital, Brisbane, Qld, 5Metro 
South Addiction and Mental Health Service, Brisbane, Qld, 6School 
of Clinical Medicine, University of Queensland, Brisbane, Qld

EMAIL t.andric@uqconnect.edu.au

Introduction: Some medicines can cause QT interval prolongation 
and Torsades de Pointes (TdP), leading to cardiac events and 
increased mortality. Using ECG machine measured QT and 
correction with the Bazett formula has been shown to be unreliable 
in assessing the risk of TdP, underestimating risk in bradycardia and 
overestimating risk in tachycardia. This is especially problematic 
for medicines that increase heart rate (e.g., antipsychotics) and 
may lead to unnecessary treatment cessation. Pharmacists can 
greatly improve medication safety and extend their practice by 
manually measuring the QT interval and using the QT-nomogram.

Aim: We aimed to demonstrate the impact of differences using 
the current standard of practice (machine-measured QT + the 
Bazett formula) vs ‘gold standard’ practice (manually-measured 
QT + QT-nomogram) in identifying the number of patients at risk 
of QTc prolongation and Torsades de Pointes.

Methods: We conducted an observational retrospective chart 
review of 920 people with an ECG record, taking antipsychotics, 
admitted to the psychiatric unit of a tertiary Brisbane hospital, 
between 1 January 2017 and 30 January 2019. We determined 
the number of people with a prolonged QTc using various 
calculation methods.

Results: Of 920 people, 110 patients were identified as having 
prolonged QTc using machine-measured QT + the Bazett formula. 
When compared with manually-measured QT + the QT-nomogram, 
only 6 patients were identified as at risk (p<0.001). Alarmingly, 
the machine-measured QT + Bazett formula method did not 
identify 2 bradycardic patients who were at risk of TdP.

Discussion: The incidence of medicine-induced QTc prolongation 
is greatly overestimated in drugs that cause tachycardia. Educating 
pharmacists on how to manually measure the QT interval improves 
patient safety and provides an important step towards minimising 
harmful drug-interaction misconceptions. Using gold standard 
practice of manually measuring the QT interval and using the 
QT-nomogram prevents unnecessary withdrawal of safe and 
effective medicines.
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A MANAGEMENT FRAMEWORK FOR CLOZAPINE-INDUCED 
HYPOTENSION

Timothy Tanzer1,2,3, Dr Thomas Brouard2,4, Dr Samuel Dal Pra2,4, 
Dr Nicola Warren2,4, A/Prof Michael Barras1,3, Prof Steve Kisely2, 
Dr Emily Brooks2,5, Prof Dan Siskind2,4

1Princess Alexandra Hospital Pharmacy Department, Brisbane, Qld, 
2University of Queensland School of Clinical Medicine, Brisbane, Qld,  
3University of Queensland School of Pharmacy, Brisbane, Qld, 
4Metro South Addiction and Mental Health Services, Brisbane, Qld, 
5Princess Alexandra Hospital Endocrinology Department, Brisbane, Qld

EMAIL timothy.tanzer@health.qld.gov.au

Introduction: Clozapine is the most effective medication for 
treatment–refractory schizophrenia but is associated with 
significant adverse drug effects that reduce quality of life and 
threaten treatment compliance, including orthostatic hypotension, 
dizziness, and hypotensive crisis in critical care. Available evidence 
for the management of this serious adverse effect and the safety 
and efficacy of pharmacological treatment options is scant.

Objectives: To assess the evidence for the management of 
clozapine-induced hypotension and provide a management 
framework to guide clinicians, patients, and carers.

Methods: We undertook a systematic review of interventions 
for clozapine-induced hypotension. PubMed, Embase, PsycINFO, 
CINAHL, and the Cochrane trial Registry were searched from 
inception to November 2021 for literature on the treatment 
strategies for clozapine-induced hypotension and dizziness 
using a PROSPERO pre-registered search strategy.

Results: For orthostatic hypotension, we developed a management 
framework to assist in the choice of intervention. We identified 
nine case studies and four case series describing interventions 
in 15 patients. Hypotension interventions included temporary 
clozapine dose reduction, non-pharmacological treatments, 
and pharmacological treatments. Midodrine, fludrocortisone, 
moclobemide and Bovril® combination, and etilefrine were 
associated with improvement in symptoms or reduction in 
orthostatic hypotension. Angiotensin II, arginine vasopressin, 
and noradrenaline successfully restored and maintained mean 
arterial pressure in critical care situations. A paradoxical reaction 
of severe hypotension was reported with adrenaline use.

Discussion: Following an assessment of the titration schedule, 
salt and fluid intake, and review of hypertensive and nonselective 
α1-adrenergic agents, first-line treatment should be a temporary 
reduction in clozapine dose or non-pharmacological intervention. 
If orthostatic hypotension persists, fludrocortisone should be 
trialled with monitoring of potassium levels and sodium and 
fluid intake. Midodrine may be considered second-line or where 
fludrocortisone is contraindicated or poorly tolerated. For patients 
on clozapine with hypotension in critical care settings, the use of 
adrenaline to maintain mean arterial pressure should be avoided.
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VALIDATION OF THE ANTIFUNGAL NATIONAL 
ANTIMICROBIAL PRESCRIBING SURVEY (AF-NAPS) 
QUALITY ASSESSMENT TOOLS

Anna Khanina1,2,3, Dr Abby Douglas1,2,3, Dr Daniel Yeoh1,4, 
Miranda So5,6, Joanne Abbotsford4, Dr Tim Spelman1,2, 
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1National Centre For Infections In Cancer, Peter MacCallum Cancer 
Centre, Melbourne, Vic, 2Sir Peter MacCallum Department of 
Oncology, University of Melbourne, Melbourne, Vic, 3Department 
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Vic, 4Department of Infectious Diseases, Perth Children’s Hospital, 
Perth, WA, 5University Health Network, Ontario, Canada, 6Leslie 
Dan Faculty of Pharmacy, University of Toronto, Ontario, Canada, 
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8Pharmacy Department, Ballarat Health Services, Ballarat, Vic, 
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Pharmaceutical Sciences, Monash University, Melbourne, Vic, 
10Guidance Group, Royal Melbourne Hospital, Melbourne, Vic

EMAIL anna.khanina@petermac.org

Background: The AF-NAPS was developed to undertake 
streamlined quality audits of antifungal prescribing. The validity 
and reliability of such tools is not well characterised.

Aim: To assess the validity and reliability of the AF-NAPS quality 
assessment tools for the classification of antifungal prescribing 
appropriateness.

Methods: Case vignettes describing antifungal prescribing were 
prepared in four domains: haematology, intensive care, solid 
organ transplant and paediatrics. A steering group was assembled 
to determine gold standard appropriateness classifications. 
Infectious diseases physicians, antimicrobial stewardship (AMS) 
and specialist pharmacists were recruited to undertake a survey 
to classify appropriateness of antifungal prescribing utilising 
AF-NAPS tools. Validity was measured as accuracy, sensitivity, 
and specificity compared to gold standard. Inter-rater reliability 
was measured using Fleiss’ Kappa statistics. Assessors’ responses 
and comments were thematically analysed to determine reasons 
for incorrect classification.

Results: Twenty-eight clinicians assessed 59 antifungal 
prescriptions. Accuracy of appropriateness assessment by all 
assessors was 77.0% (95% CI 73.0% - 80.0%) with a sensitivity 
of 85.3% (95% CI 81.1% - 88.8%) and specificity of 68.8% 
(95% CI 62.7% - 73.0%). Highest accuracy was seen amongst 
specialist and AMS pharmacists (81% and 79% respectively). 
Prescriptions with lowest accuracy were in the haematology 
setting (69%), echinocandins (73%), mould active azoles (75%) 
and for prophylaxis (71%). Inter-rater reliability was fair (0.3906), 
with moderate reliability amongst specialist pharmacists (0.5304). 
Key barriers to accurate classification were incorrect use of the 
AF-NAPS assessment matrix, knowledge gaps, lack of guidelines 
and familiarity.

Discussion: The AF-NAPS tool provides high accuracy, with 
assessors able to correctly classify appropriate prescriptions 
(high sensitivity) and less commonly able to classify inappropriate 
prescriptions (low specificity). Specialist and AMS pharmacists had 
similar performance, providing support for AMS pharmacists to 
perform the AF-NAPS despite lower confidence in speciality areas. 
Identified reasons for incorrect classification will be targeted in 
AF-NAPS online tool and educational materials.

ARE WE CAUSING VTE’S? A RETROSPECTIVE AUDIT 
TO REINVIGORATE VTE PROPHYLAXIS POLICIES

Georgia Clark1, Joshua Clements1, Hannah Dunn1, Debbie Bell1

1Canberra Health Service, Canberra, ACT

EMAIL joshuaclem13@gmail.com

Background: Venous thromboembolisms (VTE) account for 10% 
of all hospital deaths and the need for prophylactic measures is 
clearly established. Although the Therapeutic Guidelines have 
clear recommendations for VTE prevention which guide our local 
procedures, patients still receive care that is inconsistent with 
these guidelines.

Aim/objective(s): To identify if patients who have experienced 
a hospital acquired venous thromboembolism (HAVTE), have 
received care that deviated from the recommendations in the 
Therapeutic Guidelines and local procedures.

Methods: Retrospective audit of discharged patients coded 
as experiencing a HAVTE. Data collected across 11 months 
(01/05/2020-31/03/2021) identified 56 reported incidents with 
50 meeting the inclusion criteria. The timeline of the admission, 
the resulting HAVTE, subsequent treatments and possible 
contributing factors were identified and examined for each patient.

Results: 50 patients were identified as experiencing a HAVTE and 
42% of these did not receive best practice care. The errors were 
grouped into themes with some patients experiencing multiple 
deviations. Of these patients, 47% missed VTE prophylaxis 
administration due to surgery, 42.8% had a delay in starting 
prophylaxis, 38% had the incorrect prophylaxis ordered, 14% had 
an incorrect VTE risk assessment, 33.33% were poorly adherent to 
thromboembolic deterrent stockings and 19% were non-adherent 
to chemical VTE prophylaxis.

Discussion: The exact cause of a HAVTE cannot be determined. 
However, this study highlighted deficiencies in the existing 
VTE prevention systems, which may have contributed to the 
patients’ HAVTE risk. As a result of this study, recommendations 
were submitted to the hospitals VTE Clinical Care Standard 
Implementation Working Group. These recommendations included 
an update of the VTE prophylaxis policy, implementation of 
mandated documentation of the indication/ contraindication to 
VTE prophylaxis and development of a VTE risk assessment tool 
to be included in the new digital health program. A future audit will 
be conducted to assess the impact of these changes.
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LOPERAMIDE-INDUCED CENTRAL NERVOUS SYSTEM 
DEPRESSION IN A PATIENT WITH HIGH STOMA OUTPUT

Katie Jodrell1, Dr Niamh Crowley1, Dr Alice Talbot1, 
Dr Andrew Dean1

1St John of God Subiaco Hospital, Perth, WA

EMAIL beech_katie@hotmail.com

Objective: Loperamide is a µ-opioid receptor agonist used in the 
treatment of diarrhoea. The risk of central nervous system (CNS) 
toxicity is considered low. We present a case of CNS toxicity with 
high dose loperamide.

Clinical features: A 64-year-old gentleman with previous 
surgical intervention for metastatic adenocarcinoma of the 
caecum was admitted with poor oral intake and a high output 
stoma. His regular loperamide, 120mg daily, was continued, 
peaking at 152mg daily using the powder from opened capsules. 
Dexamethasone, nortriptyline, promethazine, and psyllium husk 
were added. No other opioids were prescribed. Bradycardia and 
drowsiness were noted, resulting in cessation of promethazine and 
nortriptyline. His drowsiness progressed to reduced consciousness 
with Glasgow Coma Scale (GCS) of 4, reduced pupillary response, 
and type 2 respiratory failure. Opioid toxicity was diagnosed 
although no causative agent was identified. Naloxone was 
administered with rapid recovery to GCS 15.

Literature review: Loperamide is accepted as having a wide safety 
margin due to poor bioavailability, extensive first-pass metabolism, 
and inability to pass through the blood-brain-barrier (BBB) due 
to efflux by P-glycoprotein (P-gp). High doses of loperamide or 
co-administration of medications that inhibit P-gp can result in 
central opiate effects, however most reported cases are in the 
setting of opioid misuse rather than therapeutic use.

Pharmacist interventions, case progress and outcomes: 
The clinical pharmacist identified that loperamide may be the 
cause of CNS toxicity. Co-administration of other P-gp substrates 
(dexamethasone, ondansetron, and nortriptyline) or supra-
therapeutic levels of loperamide overwhelming P-gp capacity 
at the BBB being the most likely mechanisms. Loperamide was 
ceased and the patient had no further episodes of reduced 
consciousness.

Discussion: Loperamide is a widely used and accessible 
medication, and while generally safe at therapeutic doses, 
there is risk of significant toxicity at high doses and in 
combination with other medications.

INDUCTION THERAPEUTIC DRUG MONITORING OF ANTI-
TUMOUR NECROSIS FACTOR AGENTS IN INFLAMMATORY 
BOWEL DISEASE (INITIATE)

Vanessa Inserra1,2, Cassandra Monitto1, Kara Harris1, 
A/ Prof Antony Friedman1,2, Dr David Gibson1,2, Dr Robert 
Little1,2, Susan Poole1, Dr Rebecca Smith1,2, Rachel Stokar1, 
Dr Kirstin Taylor1,2, Dr Alex Turbayne1, A/Prof Mark Ward1,2, 
John Coutsouvelis1,2, A/Prof Miles Sparrow1,2

1Alfred Health, Melbourne, Vic, 2Monash University, Melbourne, Vic

EMAIL v.inserra@alfred.org.au

Background: Reactive therapeutic drug monitoring (TDM) 
of biologics during maintenance therapy is standard care in 
inflammatory bowel disease (IBD), however the role of TDM 
during induction is not established.

Aim: to evaluate proactive TDM of anti-tumour necrosis factor 
agents (anti-TNFs) during induction therapy.

Methods: a single-centre, prospective open label pilot study 
was conducted. IBD patients newly commencing infliximab (IFX) 
or adalimumab (ADA) were recruited between May 2021 and 
February 2022. The IBD pharmacist performed point of care (POC) 
TDM and dose adjustments according to an evidence based but 
untested algorithms until the end of induction (week 14). Deep 
remission was defined as a Harvey-Bradshaw Index (HBI) score 
<4/Partial Mayo score <2 plus faecal calprotectin (FCP) levels 
<150ug/g. Sonographic response was defined as a decrease 
in bowel wall thickness (BWT) >0.5mm or an improvement 
in vascularity.

Results: Thirteen patients were recruited (10 IFX, 3 ADA, 
77% male), median age 35 years (IQR 27.5-46.5), 92% Crohn’s 
Disease. At the end of induction (Wk14), median IFX and ADA 
levels were 4.7 (IQR 2.0 - 6.0) and 11.6 (IQR 10.0 - 13.2) µg/ml 
respectively; 15% of patients achieved therapeutic levels (IFX 
>7µg/ml, ADA >12µg/ml), 85% were subtherapeutic and none 
were supratherapeutic. 92% of patients achieved clinical remission 
while 31% achieved pre-defined deep remission (40% IFX, 
0% ADA). 85% (80% IFX, 100% ADA) achieved sonographic 
response, and 69% normalised CRP. Patient satisfaction was 
9.7/10 ± 0.63 SD.

Discussion: Pharmacist-led TDM of anti-TNFs is feasible, has high 
patient acceptance, rates of clinical and biochemical remission and 
sonographic response. Low rates of deep remission and attainment 
of therapeutic drug levels at week 14 may reflect the pre-specified 
stringent criteria for remission and previously untested dose 
adjustments in response to TDM targets. Future studies should 
use standardised endpoints, a revised dosing algorithm and larger 
sample size.
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PHARMACIST INTERVENTIONS FOR PATIENTS DURING 
EMERGENCY RESUSCITATION OR ACUTE CRITICAL CARE 
EVENTS: A SYSTEMATIC REVIEW
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Background: The benefits of traditional Emergency Medicine 
(EM) pharmacist roles have been demonstrated in a variety of 
Emergency Department settings internationally. EM pharmacist 
involvement in the management of acute critically ill patients is an 
emerging area of practice, however the specific roles and benefits 
have not been explicitly identified or quantified.

Aim: To identify and critically appraise studies evaluating the 
impact of the presence of a pharmacist on the emergency 
management of patients requiring resuscitation or acute critical 
care in hospital.

Methods: This systematic review followed the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses (PRISMA) 
guidelines with the following inclusion criteria. Patient population: 
studies of critically ill patients requiring resuscitation or acute 
critical care. Intervention: the impact of a pharmacist as part 
of an acute critical care team. Comparison: critically ill patients 
treated when a pharmacist was not present. Outcomes: patient 
or medication related outcomes. 5 databases were searched 
from 1 January 1995 to 2 February 2022. A bias assessment 
was undertaken.

Results: Of 1225 identified studies, 50 received full text review, 
and 27 studies were included in the final analysis. There were 26 
retrospective cohort studies and one randomised controlled trial. 
The studies focused on seven patient presentations (27): acute 
stroke (7), cardiac arrest (3), rapid response calls (1), S-T segment 
elevation myocardial infarction (1), acute severe haemorrhage (5), 
major trauma and resuscitation (8) and sepsis (2). Outcome 
metrics included time to medication given, appropriate use, 
medication error, length of stay, patient outcome, mortality, 
efficacy, adverse events, and guideline compliance.

Discussion: Pharmacists appear to have the most benefit 
to patient care in reducing time to medication administration 
and improving compliance with guidelines. Most studies used 
pharmacist working hours to define the intervention and 
comparator groups, which resulted in a moderate risk of bias. 
Prospective, randomised studies are required.

THE ROLE OF A PHARMACIST IN DEPRESCRIBING FOR 
PALLIATIVE PATIENTS WITH CANCER: A NARRATIVE REVIEW

Mitchell Dyer1,2, John Coutsouvelis3,4, Prof Brian H Le5,6,7, 
Prof Jennifer Philip5,6, Holly Pitt5, Prof Safeera Hussainy1,7,8

1Pharmacy Department, Peter MacCallum Cancer Centre, 
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Palliative Care Service, Peter MacCallum Cancer Centre, Melbourne, 
Vic, 6Department of Medicine, Royal Melbourne Hospital, University 
of Melbourne, Melbourne, Vic, 7Sir Peter MacCallum Department of 
Oncology, The University of Melbourne, Melbourne, Vic, 8Department 
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Medicine, Monash University, Melbourne, Vic
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Background: Pharmacists are medicine experts, with clinical 
scope expanding beyond medicine supply into medicine review and 
education within multidisciplinary tea. Polypharmacy is common 
in palliative care and presents risks where inappropriate medicine 
use or interactions between agents increases the risk of patient 
harm. Deprescribing is the process whereby prescribers reduce 
or cease patient medicines that may no longer be necessary. 
Deprescribing is one approach clinicians can take to reduce 
the risks associated with polypharmacy.

Aim: To describe the role of a pharmacist in deprescribing 
for palliative patients with cancer.

Methods: A search of English-language articles was conducted 
in SCOPUS, Ovid Medline and CINAHL for articles published until 
10th April 2022. Articles that included deprescribing initiatives 
for palliative care patients, which also involved pharmacist 
contributions were included. Researchers screened articles to 
identify eligible articles that described the activities pharmacists 
undertake during deprescribing in multidisciplinary tea.

Results: Of 201 papers identified, seven articles met the 
eligibility criteria. Pharmacist activities undertaken in palliative 
deprescribing included: medicine review; identification of 
potentially inappropriate medicines, deprescribing education 
of patients and carers; initiation of medicine-related goals 
of care discussions; development of deprescribing policies; 
communication of deprescribing between palliative care team 
and primary physicians; and deprescribing via physician approved 
collaborative agreements.

Discussion: Pharmacists are an integral component of 
multidisciplinary tea aiming to deprescribe in palliative patients 
with cancer. Opportunities exist to expand the scope of pharmacy 
practice within speciality areas like palliative care, by taking on 
a greater role in deprescribing. Future pharmacist deprescribing 
studies should consider incorporating pharmacists who are 
undertaking deprescribing education-based activities alongside 
the widely accepted activity of medication review.
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UROLOGY PHARMACIST: RESHAPING PRE-PROCEDURAL 
UROLOGY MEDICATION-RELATED CARE
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Background: Pre-procedural urinary tract infection (UTI) 
management of urology patients is traditionally undertaken by 
Urology Resident Medical Officers (RMO), in combination with other 
duties. The high volume of urine sample, antibiotic prescription, 
and perioperative medication coordination responsibilities, without 
a dedicated resource, contributed to disjointed patient follow-up, 
lack of pre-operative antibiotic documentation, and suboptimal 
Antimicrobial Stewardship practices. Many of these tasks are 
administrative, and within a pharmacist’s scope of practice.

Objective(s): To improve pre-operative urology patient 
management and RMO workload through implementing 
a dedicated pharmacist role to complete required tasks.

Action/method: In February 2022, a Urology Pharmacist was 
implemented. The role composes pathology requests, and reviews 
results, escalating abnormalities when required. As necessary, 
antibiotic prescriptions are coordinated, supplied, and counselled 
upon, and perioperative medication plans reconfirmed for 
delayed procedures.

A staff and patient satisfaction survey was undertaken 6 months 
post-implementation.

Evaluation: On average, 190 patients per month are managed, 
25 requiring antibiotics due to UTIs. Preliminary data demonstrates 
a 25% reduction in UTI-related rescheduled surgeries, and 
3.8 hours RMO time saved per day. 100% of staff (n = 28) were 
satisfied with the service and 96% would strongly prefer the 
service to continue. 100% of patients (n = 26) were highly satisfied 
with the service, and 77% rated the service quality as 5 out of 5.

Discussion: Harnessing strong multidisciplinary support to 
expand the pharmacist role has improved patient continuum 
of care, reduced UTI-related surgery rescheduling, promoted 
quality use of antimicrobial and perioperative medicines, 
and allowed RMOs to prioritise other essential duties.

This service can be integrated into existing pharmacy pre-
admission clinic models, enhancing pharmacist duties and 
knowledge, while improving medication-related multidisciplinary 
clinical handover. Potential exists to replicate this successful pilot 
project within other speciality pre-operative clinics. This role is 
also ideally placed to support a future collaborative antibiotic 
prescribing model.
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UNIT DOSE PACKAGING OF MEDICATIONS – ENHANCING 
DIGITAL HOSPITAL

David Luo1, Dr Pathma Joseph, Kate Stanford, Kate McLellan, 
Peter Barclay
1Sydney Children’s Hospitals Network, Sydney, NSW

EMAIL david.luo@health.nsw.gov.au

Background: Unit Dose Packaging (UDP) particularly oral 
liquid controlled medications supports the efficient use of 
Automated Dispensing Cabinets (ADCs) and Barcoded Medication 
Administration to improve patient safety. Clear stability guidelines 
for UDP of medications was not easily available or accessible.

Aim: To investigate the feasibility and stability of UDP of oral 
liquids and solid oral dose for of medications at a paediatric 
hospital over an 18-month period.

Methods: The literature was reviewed for stability guidelines 
of UDP. In 2019 we identified appropriate medications for UDP. 
Perrigo conducted in-house stability studies of their liquid 
medications in UDP over a 6 month period. A pilot study was 
first done in one ward, followed by review of the initial shelf-life 
of the UDP.

Results: A conservative shelf-life of 3 months informed by 
the July 2009 USP standards was initially assigned to UDP 
using MedPak Fluidose® and Class A material cups. Oral liquid 
medications packaging commenced with chloral hydrate, 
clobazam, diazepam, morphine, oxycodone and phenobarbital. 
Perrigo in-house stability testing generated the data to support 
an extension to a 6-month expiry for chloral hydrate and 
phenobarbital and 90-day stability for diazepam. UDP of tablets/
capsules commenced in February 2020. A review of the July 2020 
USP guidelines and local experience allowed for an extension of 
expiry to 6 months or 25% of remaining expiry for ‘Class A’ and 
‘Class B’ materials. As of August 2021 there were 8 oral liquids 
and 74 tablets/capsules in UDP in 11 ADCs across 6 wards. Over 
a 3-month period (June-August 2021) 12,526 UDP medications 
were used hospital-wide.

Discussion: We have demonstrated that in-house UDP is feasible 
and have validated the UDP shelf-life through evidence-informed 
stability guidelines and studies. The extension of the stability of 
the UDPs allows for decreased wastage and improved efficiencies.

THE IMPACT OF TRANSITION FROM A NON-DIGITAL 
TO DIGITAL HOSPITAL ON PRESCRIBING ERRORS

Dr Elizabeth McCourt1,2, Teyl Engstrom2, Martin Canning3, 
Katharine Dekker1, Panteha Voussoughi1, Dr Oliver Bennett1, 
Angela North1, Prof Jason Pole2, Dr Peter Donovan1, 
Prof Clair Sullivan2

1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 2Centre for 
Health Services Research, The University of Queensland, Brisbane, 
Qld, 3The Prince Charles Hospital, Brisbane, Qld

EMAIL elizabeth.mccourt@health.qld.gov.au

Background: Despite digital hospital systems becoming 
increasingly prevalent, there is little literature on the impact 
of ‘overnight’ digital transformation on medication safety. In our 
health service, a greenfield digital hospital was opened and wards 
from a neighbouring paper-based hospital moved into this new 
hospital. This provided an opportunity for a ‘natural experiment’ 
on the impact of digital transformation on prescribing errors.

Aim: To determine the impact of transition from a non-digital 
hospital to a digital hospital on prescribing errors on two geriatric 
and rehabilitation wards.

Methods: The study utilised a interrupted time-series design 
and took place across two geriatric and rehabilitation wards as 
they transitioned from a digital to a non-digital site. A research 
pharmacist undertook retrospective chart audit of medications 
prescribed on the study wards pre (1/10/2020-6/2/2021) and post 
transition (1/10/2021-31/1/2022). The audit collected data on 
all prescribing errors that occurred during the study period, each 
error was classified as either procedural, dosing, or therapeutic. 
A multidisciplinary panel of experts reviewed each error to 
determine the severity of any potential harm due to the error.

Results: A total of 5136 medication orders were reviewed pre- 
and 3706 reviewed post-. The rates of medication orders with one 
or more errors reduced significantly after transition to the digital 
hospital (52.9% pre- vs. 15.9% post-, p<0.001). Statistically 
significant reductions in procedural (32% pre- vs. 1.3% post-, 
p<0.001), and dosing errors (32.3% pre- vs. 14% post-, p<0.001). 
There was no statistically significant reduction in therapeutic errors 
(1.2% pre- vs. 1% post-, p=0.776). Despite reductions in errors, 
the number of orders with a severe risk error did not decrease 
(2.6% pre vs. 2.6% post, p=0.938).

Discussion: Overnight transition to a digital hospital was 
associated with reductions in reported prescribing errors, 
however the impact on patient harm is unclear.
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TOWARDS A PAPERLESS CLINICAL TRIALS PHARMACY – END 
USER EXPERIENCE

Hana Melhem1, Monnette Samo1, Vivian Shen1, 
Senthil Lingaratnam1

1Peter MacCallum Cancer Centre, Melbourne, Vic

EMAIL Hana.melhem95@gmail.com

Background: Investigational drug accountability records 
are utilised by a range of personnel involved in clinical trials 
including pharmacists, pharmacy technicians, research study 
tea and Sponsor Clinical Research Associates (CRAs) to support 
clinical trials-related activities. In June 2022, we transitioned all 
accountability and drug management records from a paper-based 
system to a commercially sourced, electronic investigational drug 
system (e-IDS).

Objective: To assess end-user experience with implementation 
of a new electronic investigational drug inventory management 
and accountability system.

Action: Hospital staff and CRAs interacting with the e-IDS were 
invited to participate in an electronic survey. To assess end user 
experience the 19-question survey with 5-point Likert scale and 
weighted-average scores was developed by the digital health 
project reference group overseeing e-IDS implementation. 
Questions were specific across individual process steps to ascertain 
perceptions of changes in efficiency, accuracy and reliability, safety 
and convenience compared to the paper-based system.

Evaluation: Overall, 43 respondents completed the end user 
survey, accounting for a response rate of 54% pharmacy staff 
(n=19), 26% CRAs (n=18) and 6% study team (n=6). Respondents 
reported acceptable familiarity with the system (95%, 67% and 
50%, respectively), with all pharmacy and CRA respondents 
reporting positive training experience. Majority of respondents 
rated the e-IDS as ‘better’ or ‘significantly better’ for overall safety 
(n=26; 60%), accuracy and reliability (n=27; 63%), convenience 
(n=33; 77%) and efficiency (n=30; 70%). Most remaining 
respondents rated e-IDS ‘neither better nor worse’. The highest 
weighted average scores (4.5/5) were reported by pharmacy 
staff for efficiency in dispensing oral trial medications, preparing 
parenteral medications, documenting returns of trial medications 
and responding to CRA queries.

Discussion: We report successful transition to an electronic 
system for accountability and drug management in our clinical 
trials pharmacy with end users reporting perceived improvements 
in safety, accuracy and reliability, efficiency and convenience 
compared to the paper-based system.

HARNESSING DIGITAL DATA TO ENHANCE THERAPEUTIC 
ANTICOAGULATION MANAGEMENT

Jodie Austin1, A/Prof Michael Barras2,3, Dr Leanna Woods1, 
Prof Clair Sullivan1,4

1Centre for Health Services Research, University of Queensland, 
Brisbane, Qld, 2Princess Alexandra Hospital, Queensland Health, 
Brisbane, Qld, 3School of Pharmacy, University of Queensland, 
Brisbane, Qld, 4Metro North Hospital and Health Service, 
Queensland Health, Brisbane, Qld

EMAIL j.austin1@uq.edu.au

Background: Anticoagulants are high-risk medications and are 
a common cause of adverse events of hospitalised inpatients. 
Electronic medication management systems (eMMs) offer 
strategies to help reduce medication incidents and adverse drug 
events. Clinical analytics products can leverage real-time data 
collected during routine care to display aggregated quality and 
safety metrics.

Aim/objective(s): To evaluate the impact of an electronic medical 
record (E) on therapeutic anticoagulation management and design 
a real-time clinical analytics product to monitor key anticoagulation 
quality and safety metrics.

Methods: A retrospective, observational pre/post study was 
conducted across five hospital sites in a single health service. 
Four anticoagulant quality and safety metrics were compared 
one year pre- and one year post-E implementation. They included 
clinician-reported medication incidents, toxic pathology results, 
hospital-acquired bleeding complications (HACs) and rate of 
heparin-induced thrombocytopenia (HIT).

Using a multi-disciplinary co-design approach, an anticoagulant 
dashboard was designed and developed using a continuous 
iterative feedback approach. The pre/post study helped inform 
metrics for anticoagulant dashboard design and synthetic datasets 
were generated for proof-of-concept development.

Results: A significant reduction in HACs was observed in the 
post-E implementation period (mean (SD) =12.1 (4.4)/month, 
vs. mean (SD) =7.8 (3.5)/month; p=0.01). Improved pathology 
result integration was identified to mitigate future HACs in an 
eMMs. There was no significant difference in the mean monthly 
clinician-reported incident rates for anticoagulants or the rate 
of toxic pathology results in the pre- versus post-implementation 
period. A 62.5% reduction in the cases of HIT were observed 
post-implementation.

A proof-of-concept state-wide digital anticoagulation dashboard 
was created with the potential for future implementation into 
digital hospital sites.

Discussion: E implementation improves clinical care outcomes for 
patients receiving anticoagulation, yet further work is required to 
improve pathology result integration. Real-time analytics products 
are a viable method to harness and display aggregated data 
associated with high-risk medication management.
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ELECTRONIC CLINICAL TRIALS ACCOUNTABILITY LOGS: 
A FAILURE MODE AND EFFECTS ANALYSIS TO EVALUATE RISKS

Monnette Samo1, Hana Melhem1, Vivian Shen1, Ada Cheung1, 
Melissa Yen1, Senthil Lingaratnam1

1Peter MacCallum Cancer Centre, Melbourne, Vic

EMAIL monnette.samo@petermac.org

Background: Pharmacy departments conventionally use 
paper-based approaches to support Good Clinical Practice (GCP) 
for clinical trials. In centres with high volume of clinical trials, 
such systems are time-consuming, inefficient and error prone. 
We collaborated with an international vendor to implement an 
electronic investigational drug system (e-IDS) in our hospital 
pharmacy. We transitioned over 200 active clinical trials from 
a traditional paper-based system to this e-IDS.

Objective: To conduct a risk analysis for clinical trials pharmacy 
activities and evaluate residual risks following implementation 
of an e-IDS.

Action: A project reference group was established to implement 
and evaluate the new e-IDS. A Failure Mode and Effects Analysis 
(FMEA) framework was used to map pharmacy processes for the 
paper-based system and identify critical failures and potential 
consequences at each step. Risks were typed as clinical, 
operational, regulatory, reputational or financial. Each failure 
mode was risk-rated as severe, major, moderate, slight or no effect, 
with likelihood and detectability determined by consensus for 
calculation of a criticality score (maximum 100). The FMEA was 
repeated post e-IDS implementation.

Evaluation: At baseline, 82 failure modes were identified and 
risk-typed as operational/regulatory (56%), operational (22%), 
clinical (15%), financial (6%), and reputational (1%) across 
11 sub-processes; with consequence severe (5%), major 
(29%), moderate (39%), slight (20%) and none (7%) and sum 
criticality score of 969. Post-implementation, there was a net 
reduction to 46 failure modes with a sum criticality score of 477. 
The criticality scores of two failure modes were increased post 
e-IDS implementation.

Discussion: The FMEA method identified risks in clinical trials 
pharmacy processes that were reduced following implementation 
of an e-IDS, enabling improvements in efficiency, safety and 
compliance with GCP. The clinical trials pharmacy risk ledger will 
be longitudinally followed to evaluate changes in risk over time.

TIME CRITICAL DOSE OMISSIONS AFTER ELECTRONIC 
MEDICATION MANAGEMENT (EMM) IMPLEMENTATION

Stephanie Crute1, Linda Graudins1, Gordon Bingham1, Ash Fisher1

1The Alfred Hospital, Melbourne, Vic

EMAIL s.crute@alfred.org.au

Background: Medication dose omissions may result in poor patient 
outcomes, including seizures, sepsis and thromboembolism. There 
are few publications about the influence of EMM systems on timely 
medication administration. This 800-bed Australian metropolitan 
tertiary referral health service implemented EMM in October 2018 
and Automated Dispensing Cabinets (ADCs) in 2021.

Objective: To evaluate the influence of EMM, including ADCs, on 
preventable time critical dose omission rates.

Methods: Data of dose omissions of regular inpatient medication 
orders was obtained retrospectively from electronic medication 
records over one week in March 2019 and four weeks in March 
2021. An omission was a regular medication dose not administered 
before the next due dose. Reasons for omission were collated from 
nursing documentation. Dose omissions were either preventable or 
clinically justified. The health service’s time critical medications list 
was used.

Results: In 2019 and 2021, 620 and 2,524 patients with 44,756 
and 146,940 scheduled medication doses were reviewed. Of 
these, 4,385 (9.8%) and 19,610 (13.3%) doses were omitted. 
Time critical dose omission occurred in 593 (1.3%) and 1811 
(1.2%, p=0.124) administrations. Antimicrobials were the most 
common class of time critical dose omissions). Preventable time 
critical dose omission decreased from 0.5% (n=227) doses in 
2019 to 0.4% (n=632, p=0.03) in 2021. Wards with ADCs had 
a significantly lower rate of time critical dose omissions compared 
to those without (1.1% vs 1.3%, p=0.014).

Discussion: EMM systems present opportunities for review of 
large amounts of medication specific data. ADCs appear to have 
an impact on decreasing time critical dose omissions. Planned 
improvement strategies include: simplification of ‘drop-down’ 
menus to encourage accurate documentation; integrating time-
critical medication examples into nursing, pharmacy and medical 
education; roll-out of ADCs across campus. An audit dashboard 
will enable regular assessment of time critical omitted dose rates 
to target areas for improvement.
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FAILURE TO COMMUNICATE – THE RISKS OF UNINTEGRATED 
ADVERSE DRUG REACTION SYSTEMS

Kelly Beswick1

1Tasmanian Health Service – North West, Cooee, Tas

EMAIL kelly.beswick@ths.tas.gov.au

Background: Accurate recording of medication related allergies 
and adverse drug reactions (ADRs) is required to reduce the risk 
of significant harm to patients from re-exposure to medicines 
that they have a known reaction to. Currently our health service 
is a hybrid paper-based and electronic system with multiple 
electronic platforms that are not fully integrated which require 
clinicians to enter allergies in at least four areas for each patient.

Aim/objective(s): To determine the consistency of documentation 
of allergies and ADRs across multiple systems within two regional 
acute public hospitals.

Methods: A random selection of 181 inpatient medication charts 
dispensed by the Pharmacy Departments of two regional hospitals 
were reviewed to determine whether allergies and ADRs for each 
patient were accurately reflected in four systems; three separate 
electronic systems (patient administration system, discharge 
prescription software, and pharmacy dispensing systems) and 
the paper based National Inpatient Medication Chart (NIMC).

Results: 115 patients had a total of 283 allergies or ADRs recorded 
in at least one of the three electronic systems or the NIMC. The 
remaining 66 patients had nil known drug allergies (NKDA). Each 
system had differences in the number of reactions documented 
for each allergy or ADr reported. Only 29 (25%) patients had 
all their allergies and ADRs recorded across the four locations. 
Documentation of NKDA was more consistent across the systems. 
When including those patients that had nil known drug allergies 
(NKDA) recorded, this rose to 95 (52%) having their allergies and 
ADr documentation accurately recorded across the three electronic 
systems plus the NIMC.

Discussion: There are significant safety risks to patients whilst 
working with systems that are not integrated. Until this can be 
resolved, it is imperative that clinicians are aware of the downfalls 
of this hybrid system to try and mitigate any potential risk to patients.
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ASSESSING THE UPTAKE OF CLINICAL SUPPORT TECHNICIAN 
ROLES: AN AUSTRALIAN HOSPITAL PHARMACY TECHNICIAN 
WORKFORCE SURVEY

Brett Anderson1, Dr Simone Taylor2, Prof Joanne Travaglia3, 
Prof Lisa Pont3

1Royal Melbourne Hospital, Melbourne, Vic, 2Austin Health, 
Melbourne, Vic, 3University of Technology Sydney, Sydney, NSW

EMAIL brett.anderson4@mh.org.au

Background: The 2016 Australian hospital pharmacy technician 
(HPT) workforce survey reported that HPTs ‘seldom’ perform 
clinical support roles. In contrast, the 2019 ‘Standards of Practice 
for Pharmacy Technicians to Support Clinical Pharmacy Services’, 
outline several SHPA-endorsed HPT roles. Understanding roles 
undertaken by HPTs is critical for workforce planning and training.

Aim/objectives: To describe roles undertaken by Australian HPTs 
in 2022 and compare these with roles reported in 2016.

Methods: A national electronic questionnaire comprising 97 
questions on current HPT roles was distributed to Australian 
hospital Directors of Pharmacy (n=273). The questionnaire was 
based on the 2016 survey, with additional questions focused 
on the Standards of Practice. HPT clinical support roles were 
categorised as clinical tasks or technical tasks within a clinical 
task. Clinical tasks were defined as requiring higher-level 
cognitive functioning, application of knowledge and use 
of reasoning and judgement.

Results: HPTs were employed in 98% (n=53/54) of responding 
hospitals. In 53% (n=25/47) and 98% (n=46/47) of hospitals, 
HPTs perform at least one clinical task or technical task within 
a clinical task, respectively. HPTs conducting medication history 
interviews and educating patients were undertaken by HPTs in 
fewer than 10% of hospitals. No significant changes were identified 
in the prevalence of clinical tasks undertaken by HPTs between 
2016 and 2022.

Discussion: HPTs continue to primarily undertake operational 
and technical support tasks. Despite clinical roles being identified 
as potential HPT roles in 2016 and 2022, no significant changes 
in their uptake were identified. Whilst the low response rate may 
impact generalisability, the respondent hospital demographics 
were well matched to the 2016 survey. This research identifies 
that clinical tasks are still seldom performed by Australian HPTs, 
despite being commonly undertaken by HPTs internationally. 
Research that addresses barriers to further HPT role expansion 
in Australia is required.

DEVELOPMENT OF A HOSPITAL PHARMACY TECHNICIAN 
COMPETENCY FRAMEWORK

Amber Polles1, Caitlan O’Keefe2, Clare Mckimmie3, Katie Ambrose4, 
Kelly Beswick4

1KP Health, Hobart, Tas, 2Statewide Hospital Pharmacy, Tasmanian 
Health Service, Hobart, Tas, 3Statewide Hospital Pharmacy, 
Tasmanian Health Service, Launceston, Tas, 4Statewide Hospital 
Pharmacy, Tasmanian Health Service, Burnie, Tas,

EMAIL amber.polles@kphealth.com.au

Background: Australia does not have a national competency 
framework for pharmacy technicians, although it is recognised 
that such a framework is required.

Consultation with pharmacy technicians working across 
four hospitals in an Australian jurisdiction, identified a lack 
of consistency and confidence in the orientation, training, 
and evaluation of technician staff, due to an absence of 
competency-based written support materials.

Objective: To address this, we developed a general-level 
Pharmacy Technician Competency Framework that supports 
a competency-based approach to orientation, training, 
evaluation and development of pharmacy technicians 
across multiple hospital sites.

Method: The Framework was developed by identifying the 
competencies required to successfully perform key pharmacy 
technician rotational roles. Competencies were identified from 
formal and informal documentation pooled from participating 
hospitals, and then refined based on expert technician feedback.

The Framework consists of four modules. Three modules align 
with the roles of Dispensary Technician, Medicines Supply (Stores) 
Technician, and Ward-Based Pharmacy Technician. The fourth 
module identifies personal competencies relevant to all three 
role types.

Each module includes a Competency Checklist and an Evaluation 
Tool. The Competency Checklist supports the orientation and 
training of pharmacy technicians that are new to a role or returning 
after an absence. The Evaluation Tool facilitates performance 
evaluation by an individual for self-development purposes, 
or with a supervisor as part of a structured observation and 
feedback process.

Evaluation: The draft Pharmacy Technician Competency 
Framework has recently been accepted for implementation 
across four hospital sites. It is anticipated a formal evaluation 
of the Framework will occur within the next 12 months.

Discussion: In developing this Framework, we seek to establish 
a competency-based foundation to pharmacy technician practice 
in participating sites. Further, it is our hope that this document, 
together with others developed in Australia, will contribute towards 
a nationally recognised competency framework for pharmacy 
technicians in the future.
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PERIOPERATIVE CLINICAL SUPPORT TECHNICIAN – SURGICAL 
TIME SAVER

Janelle Penno1, Sarah Cameron1, Mitchell Dyer1, Laura Murray1

1Peter MacCallum Cancer Centre, Melbourne, Vic

EMAIL janelle.penno@petermac.org

Background: A Best Possible Medication History (BPMH) 
completed before transition to hospital for surgery reduces 
medication errors during hospital stay and can avoid delays 
or cancellation of surgery. Previous studies show pharmacist 
BPMHs are more accurate than Health Assessment Questionnaires 
completed by patients or nurses.

Objective: To implement a pharmacy technician role completing 
BPMHs via telehealth for surgical patients with referral criteria for 
pharmacist review.

Action: After training by pharmacists’ using an Entrustable 
Professional Activity tool including validation and assessment, 
a Perioperative clinical support technician (PCST) role was 
introduced.

Evaluation: De-identified data collected included time to complete 
BPMH, pharmacist referrals, number of medications taken and 
if medications and allergies were documented in the electronic 
medical record (E). Data on time to complete BPMHs after admission 
for surgery by ward pharmacists was collected to assess impact.

Over a 3-month period, the PCST completed on average 9 BPMHs 
per day (range 6-12) taking on average 29 minutes (range 5-72) 
including all documentation in E. Patients reviewed (n = 189) 
were taking an average of 6.5 medications of which 69% (121) 
had undocumented medications and 31% (59) did not have 
allergy information documented in E. Eighty patients (42%) had 
pharmacist referrals resulting in four high risk and 18 medium risk 
interventions which were for medications to stop before surgery, 
8 patients were referred to quit smoking and 9 patients referred 
for antibiotic allergy de-labelling.

Time taken for BPMHs by ward pharmacists on admission after 
surgery was reduced by an average of 25 minutes (n=41) for 
pharmacists if a PCST BPMH was present.

Discussion: Pharmacy technician BPMHs with surgical patients 
can identify patients requiring further review by perioperative 
pharmacists to stop medications, thereby avoiding surgery 
cancellations. This also improves medication documentation 
in E saving pharmacist time on admission and reducing 
prescribing errors.

PARTNERING ACROSS THE DITCH: CREATING A LEGALLY 
COMPLIANT FRAMEWORK FOR UTILISING PHARMACY 
ACCURACY CHECKING TECHNICIANS

Monica Rayson1, Daniel Lalor1

1Pharmacy Department, Canberra Health Services, Canberra, ACT

EMAIL monica.rayson@act.gov.au

Background: Internationally, Pharmacy Accuracy Checking 
Technicians (PACTs) have performed final accuracy checks of 
dispensed medicines for decades. The use of PACTs has been 
shown to release pharmacist time. In Australia, legislation 
requirements, concerns about professional indemnity and the 
lack of validated training courses have prevented the routine 
use of PACTs.

Objective: To create a legally compliant framework to use PACTs 
to perform the final accuracy check of dispensed medicines in an 
Australian tertiary hospital.

Action: The framework approach was endorsed by the hospital 
governance committee. A partnership was established with 
the Pharmaceutical Society of New Zealand (PSNZ) as the 
registered training provider of the PACT course in New Zealand. 
A Memorandum of Understanding was created, and the training 
course was adapted for the Australian hospital context and 
delivered to the PACT trainees remotely.

An application was submitted to the governing body for a permit 
to allow specific PACT positions to have certain dealings with 
medicines under the relevant legislation which would legally 
enable them to perform final checks. The application included 
a literature review, hospital endorsement, duty statements, details 
of the PACT training course and a clearly defined scope of practice.

Evaluation: The permit was granted after a six-month deliberation; 
allowing the PACT employees to perform the final check of 
dispensed medicines if they have been clinically endorsed 
by a pharmacist.

Discussion: The approach used was successful in creating 
a legally compliant framework for using PACTs. The hospital 
provides professional indemnity for employees while working 
within the approved scope of practice. Forming a partnership 
with PSNZ was essential for this framework to be successful. 
PSNZ have been extremely generous and accommodating to adapt 
the training course for the Australian context. Each State/Territory 
has a process for applying for legislation exemption permits, 
therefore this framework can be utilised in other jurisdictions.
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HIRE A PHARMACY TECHNICIAN, GET A BONUS NURSE: 
A PRODUCTIVITY IMPACT ASSESSMENT OF WARD-BASED 
TECHNICIANS

Tom Simpson1, Duncan McKenzie1, Rosina Guastella2, 
Michael Ryan2

1Tasmanian Health Service, Hobart, Tasmania, 
2PharmConsult, Melbourne, Vic

EMAIL tom.simpson@ths.tas.gov.au

Background: The role of ward-based pharmacy technicians (WPTs) 
has become commonplace in Australia, with evidence suggesting 
that they can improve communication between pharmacy and 
wards, improve timeliness, and decrease medication waste. 
There is an absence of scientific literature on the benefits to 
nursing productivity.

Aim/objective: To quantify the gains in nursing productivity arising 
from establishing WPTs on two medical wards in a large tertiary 
acute hospital.

Method: Independent researchers were engaged to undertake 
a time-and-motion study of nurse medication activities 
(primarily medication administration). The study included 
pre- and post-implementation observation of 608 administration 
events. Time spent on these activities was then calculated 
per-administration, and applied to the total number of doses 
administered on the ward over a 24 hour period to give a total 
productivity impact.

An additional productivity evaluation considered the impact 
of WPTs on sourcing and counting of controlled medicines (S8); 
and the nursing time impost of ordering from pharmacy.

The pre-implementation evaluation used the imprest model of 
medication distribution (plus dispensed medications not stocked 
on the ward).

In the post-implementation evaluation, WPTs took responsibility 
for sourcing all medications required for each patient, and storing 
in discrete per-patient locations.

Results: The WPT model reduced medication administration time 
by 0.45 minutes-per-medication-given; and improved productivity 
by a further 0.28 minutes-per-medication-given.

In conjunction with the productivity gains from controlled drugs 
and medication ordering, 29.8 nursing time hours were returned 
to patient care each week per 20-bed ward, for an investment of 
22.3 hours of WPT time.

Additional benefits included improved nursing satisfaction and 
reduced delays in treatment.

Discussion: This study demonstrates that for each 1FTE WPT, 
the equivalent of 1.35FTE nursing time is returned to patient care. 
Given the current pressure on the nursing workforce, these findings 
demonstrate that pharmacy technicians can play a key role in 
creating additional care capacity.

INFLAMMATORY BOWEL DISEASE THERAPY 
ON A SILVER PLATTER

Andrew Leake1

1Northern Health, Melbourne, Vic

EMAIL andrew.leake@nh.org.au

Background: Self-injectable subcutaneous biologics are 
increasingly used for the treatment of inflammatory bowel 
disease (IBD), but are associated with higher risks of patient 
non-adherence compared with intravenous therapies. Patients’ 
connections to healthcare services are also negatively impacted. 
This leads to poorer disease outcomes and quality of life, increased 
health interventions or hospital admissions, and increased infusion 
centre demands.

Objective(s): The SILVER Service (Subcutaneous Biologic Home 
Delivery Service) is a novel initiative, where patients’ subcutaneous 
biologics are delivered to their home by an IBD pharmacy 
technician. The service ai to improve patient adherence, disease 
outcomes, and quality of life by:

• Facilitating medication accessibility

• Increasing patient health literacy and engagement with 
hospital IBD services

Action (Method): Provision of the home delivery service is largely 
managed and implemented by an IBD pharmacy technician, under 
an IBD pharmacist’s supervision. Eligible patients are recruited at 
the outpatient IBD clinic. The technician:

• Provides an explanation of the service to the patient/carer

• Assesses patient suitability

• Co-ordinates delivery times

• Conducts periodic evaluation questionnaires

• Escalates patient queries/concerns to the IBD team

• Coordinates obtaining prescriptions

• Orders and dispenses medication

• Delivers medication, maintaining cold-chain requirements

Evaluation: A formal assessment of the service is currently 
underway. Preliminary data shows significant improvements in 
multiple areas, including patient disease activity, quality of life, 
medication adherence, and healthcare engagement.

The IBD pharmacy technician has also identified and escalated 
many otherwise un-noticed issues affecting patients, and fielded 
numerous patient queries, demonstrating the significance of 
the role.

Discussion: The service shows promise in improving patient 
adherence, engagement, and disease outcomes. Preliminary and 
final evaluation results will be utilised to inform future patient-
centric healthcare delivery initiatives. As more self-injectable 
medications become available, services such as this will become 
an increasingly important part of patient care in the community.
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EVALUATING THE REMOVAL OF DISCHARGE ELECTRONIC 
DEFAULT OPIOID PRESCRIBING QUANTITIES IN 
SURGICAL INPATIENTS

Paul Wembridge1, Jeremy Szmerling1, Annie Williams2, 
Dr Gordon Mar1,3

1Eastern Health, Melbourne, Vic, 2Turning Point, Melbourne, Vic, 
3Monash University, Melbourne, Vic

EMAIL paul.wembridge@easternhealth.org.au

Background: The quantity of opioids prescribed at point of 
discharge from hospital is a risk factor for continued long-term 
opioid use. Electronic Mediation Management Systems (eMMs) 
are programmed to auto-populate prescribing quantities based 
on a default pack size at the point of discharge which may be 
inappropriate for opioids.

Aim: To evaluate the impact of removing default opioid prescribing 
quantities in eMMs on surgical prescribing patterns.

Methods: Default eMMs opioid prescribing quantities were 
removed in December 2014. A retrospective audit of surgical 
discharge prescriptions written between January 2012 and 
December 2017 at three Victorian metropolitan hospitals was 
undertaken. Data collected included medication, formulation, 
strength and quantity prescribed. For each patient, the total 
quantity of opioids on discharge was calculated and converted 
to oral morphine equivalent daily dose (OMEDD).

Results: A total of 76,770 discharge prescriptions were included 
(pre: 34,609 post: 42,161).

Removal of default eMMs opioid prescribing quantities was 
associated with a decreased quantity of opioid prescribing on 
discharge (mean OMEDD: 136 vs 122 p<0.001). Removal of 
default eMMs opioid prescribing quantities was associated with 
an increase in the number of different opioids (mean: 0.80 vs 
0.89 p<0.001) and proportion of patients prescribed one or more 
sustained release opioid on discharge (13% vs 19% p<0.001).

Discussion: The removal of the auto-population of default opioid 
prescribing quantities in eMMs resulted in a statistically significant 
reduction in the quantity of opioids on discharge. The removal of 
default eMMs opioid prescribing quantities should therefore be 
considered as one of the strategies to reduce unnecessary opioid 
prescribing and associated harms. The increasing use of sustained 
release opioids in the post-intervention group likely reflects a long 
term trend during this time period towards increasing use of 
these formulations and may be unrelated to the eMMs changes 
described above.

EXAMINING PERSISTENT POSTOPERATIVE OPIOID USE: 
A RETROSPECTIVE COHORT STUDY COMPARING TAPENTADOL 
AND OXYCODONE

Dr Tina Lam1, Dr Ting Xia1, Nicholas Biggs2, Michael Treloar2, 
Octavian Chen3, Ketan Kabu3, Dr Jennifer Stevens4, John Evans5, 
Mike de Gama2, Prof Dan Lubman1, Prof Suzanne Nielsen1

1Monash University, Melbourne, Vic, 2NostraData, Melbourne, Vic, 
3IQVIA, Melbourne, Vic, 4St Vincent’s Clinical School, Sydney, NSW, 
5Slade Pharmacy, Melbourne, Vic

EMAIL suzanne.nielsen@monash.edu

Background: Tapentadol and oxycodone are commonly used in 
Australian hospital settings, but there have been no studies to date 
which have examined the newer opioid, tapentadol, on Persistent 
Postoperative Opioid Use (PPOU). As such, the aim of this study 
was to compare the effect of discharge opioid type (oxycodone 
or tapentadol) on rates of PPOU.

Methods: An observational study using prescription data from 
four large Australian hospital pharmacies, 2016-2021, linked to 
community pharmacy data. Surgical patient groups were allocated 
by opioid experience (opioid naïve receiving no opioids in the 
3 months prior to discharge), and formulation of discharge opioid 
(Immediate Release [IR] or Modified Release±IR [±IR]). Mixed-
effects logistic regression models predicted PPOU (still using 
opioids 90 days after discharge), controlling for factors such as 
comorbidities and concurrent medication use.

Results: Of the 122,836 patients, 2.31% opioid naïve and 27.24% 
opioid experienced patients met criteria for PPOU. For opioid naïve 
patients receiving IR opioids, no significant effect of opioid type 
on PPOU was identified. For patients discharged with ±IR opioids, 
tapentadol had significantly lower odds of PPOU for opioid naïve 
(OR=0.81,95%CI:0.69,0.94) and opioid-experienced patients 
(OR=0.81,95%CI:0.71,0.93). Among the patients who underwent 
orthopaedic surgery (n=19,832), regardless of opioid experience 
and opioid formulation, odds of PPOU were significantly lower for 
tapentadol compared to oxycodone.

Conclusion: This was the largest international study that examined 
PPOU with oxycodone and tapentadol. Controlling for known 
risk factors of PPOU, there appears to be lower risk of PPOU 
among those using tapentadol compared with oxycodone among 
key subgroups, including those prescribed opioids and those 
undergoing orthopaedic surgery.
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DEVELOPING A SURGICAL OPIOID STEWARDSHIP PROGRAM 
FOR A NATIONAL PRIVATE HOSPITAL PHARMACY NETWORK

Nerida Jenkins1, Kristen Thessman1, Chris Giles1, Russell Hill1

1Icon Group Pharmacy Services, Brisbane, Qld

EMAIL Nerida.Jenkins@icon.team

Background: Opioids prescribed after surgery are a risk factor 
for prolonged opioid use and misuse, and risk of harm is higher 
with sustained-release opioids. Developing a guideline for the 
perioperative use of opioids was identified as a national priority 
action, and in April 2022, the Australian Commission on Safety and 
Quality in Health Care launched the Opioid Analgesic Stewardship 
(OAS) in Acute Pain Clinical Care Standard (CCS).

Objectives: To determine current OAS activities (including 
pharmacist participation) in client health services to guide the 
development of an OAS program which supports a diverse range 
of healthcare facilities in meeting the CCS requirements.

Action: Pharmacy services from 41 acute care hospitals were given 
an online questionnaire to determine a baseline of OAS activity.

Evaluation: In total, 35 pharmacies responded. One hospital 
had an OAS or pain management committee with pharmacist 
representation. Audits targeting inappropriate opioid use had 
been undertaken by 16% of pharmacies. At discharge, a pain 
management plan (PMP) was used by 14% of sites, and 71% 
used the pharmacy branded pain brochure. Approximately half the 
respondents indicated that opioid use was ‘always’ (14%) or ‘often’ 
(34%) reviewed in the 24-48 hours prior to discharge. This was 
performed by surgeons (20%), anaesthetists (14%), other doctors 
(40%), pharmacists (23%) or nurses (3%). Oral sustained-release 
opioids were prescribed for acute pain at discharge in 74% of sites 
and sustained-release patches in 29%.

Discussion: From these results, a selection of adaptable 
interventions was developed, including a CCS gap-analysis tool; 
monthly trending and comparison report (average total oral 
morphine equivalent supplied per patient on discharge); PMP to 
improve communication with patient’s general practitioner; quality 
improvement study toolkit; and education resources for pharmacy, 
clinical staff, patients and carers. The baseline survey provided 
useful data to direct OAS interventions and the delivery of the 
OAS program.

OPIOID PRESCRIBING FOR EMERGENCY DEPARTMENT 
PATIENTS ON DISCHARGE IN A MAJOR HOSPITAL

Esther Liu1, Sara Arshid1,2, May Lee Ea1,2, Jessica Savaglio1,2, 
Emily Kang1,2, Sok Leng Cam1

1Peninsula Health, Melbourne, Vic, 2Monash University Parkville, 
Melbourne, Vic

EMAIL estherlim@phcn.Vic.gov.au

Background: Responding to increased hospitalisations and deaths 
from prescription opioids, the Pharmaceutical Benefits Scheme 
(PBS) introduced a new listing of half-pack sizes (10 units) for 
several immediate release (IR) opioids in June 2020. Hospital 
Emergency Departments (EDs) are common sources of opioid 
prescription supplies, however, there is a paucity of literature 
regarding opioid prescribing patterns in Australian EDs and its 
possible contribution to opioid-related harm.

Aim: To describe and evaluate the change in prescribing patterns 
of opioid discharge prescriptions from the ED after introduction of 
the new PBS listing with reduced quantities.

Methods: A retrospective, single-site audit of adult patients 
discharged home from an ED with opioid prescriptions (oxycodone, 
tapentadol and paracetamol-codeine) over two periods, Nov-Dec 
2019 (pre-PBS) and Nov-Dec 2020 (post-PBS). Opioid quantities 
were converted to an oral morphine equivalent dose (OMED) for 
comparison. Primary and secondary outcomes were analysed using 
descriptive statistics in Excel, Mann-Whitney U and chi-squared 
tests. The study was approved by the hospital’s Ethics committee.

Results: A total of 7628 patients were reviewed. There was 
an increase in the proportion of patients with discharge opioid 
prescriptions from 12.7% to 14.3% (p=0.047) pre- and post-PBS 
change, however, the median OMED prescribed was reduced 
from 78mg to 75mg (p<0.001). The median number of IR tablets 
prescribed on discharge was significantly reduced from 20 to 10 
(p<0.001) in 2019 and 2020, respectively. In 2019, 32.3% of 
patients were prescribed or recommended simple analgesia versus 
43.0% in 2020 (p<0.001).

Discussion: The results suggest a positive correlation between 
the post-PBS change and a reduction in the quantity of opioids 
prescribed on discharge from ED. Judicious prescribing is an 
important component to reducing opioid-related harm. Further 
analysis is required to determine appropriateness of discharge 
opioid prescribing.
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INCORPORATING OPIOID MANAGEMENT PLANS INTO ROUTINE 
WORKFLOW PROVIDES CONSISTENT COMMUNICATION TO 
CONSUMERS AND GENERAL PRACTITIONERS

Elizabeth Su1,2, Parnaz Aminian1,2, Dr David Liew1,3, 
Dr Christopher McMaster1,3, Amy Scott1,2, Prof Albert Frauman3, 
Kent Garrett2

1Medicines Optimisation Service, Austin Health, Melbourne, 
Vic, 2Pharmacy Department, Austin Health, Melbourne, Vic, 
3Department of Clinical Pharmacology and Therapeutics, 
Austin Health, Melbourne, Vic

EMAIL elizabeth.su@austin.org.au

Background: Opioid prescribing requires careful planning to 
minimise the risk of serious adverse effects. Although opioids are 
commonly prescribed, documentation of the discharge plan for 
consumers and their general practitioners (GPs) is inconsistent, 
particularly when opioids are commenced in the emergency 
department (ED) or after surgery.

Objective: To promote consistent communication of the intended 
post-discharge opioid plan to consumers and their GPs by 
incorporating an Opioid Management Plan (OMP) into the hospital’s 
electronic medical record.

Method: The OMP is an electronic form that assists prescribers to 
efficiently document the indication, intended duration, and other 
relevant information about new or changed opioids at the point 
of writing electronic discharge prescriptions. Once completed, 
the OMP is documented in the consumer’s medical history notes 
and may be reviewed by hospital pharmacists to assist them in 
tailoring opioid education to the individual consumer. The OMP also 
populates the electronic discharge summary, so it is sent to the GP 
and is accessible in My Health Record. The OMP was co-developed 
with extensive stakeholder consultation, including consumers, 
GPs, pain specialists, ED and surgical prescribers, and pharmacists. 
Implementation commenced in July 2022 in ED and the 
orthopaedic units.

Evaluation: In the first 6 weeks following implementation, 
600 ED patients were discharged with an opioid prescription, 
93.8% (563/600) had an OMP documented in their medical 
history notes, and 44.5% (267/600) had an OMP in their discharge 
summary. Of 190 orthopaedic surgery patients discharged with 
an opioid prescription, 92.6% (176/190) had an OMP in their 
medical history notes, and 80.5% (153/190) had an OMP in 
their discharge summary.

Discussion: Incorporating OMP documentation into routine 
workflows has assisted ED and surgical prescribers to consistently 
document the intended plan for supplied opioids, supporting 
continuity of care. Staff education and feedback is ongoing 
to further improve uptake and to ensure sustainability.

CLINICIANS COMMUNICATION CONUNDRUM: ENHANCING 
THE CONTINUUM OF CARE THROUGH ELECTRONIC 
DOCUMENTATION OF ANALGESIA MANAGEMENT

Alexander Garrett1, Jeremy Szmerling1

1Box Hill Hospital, Eastern Health, Melbourne, Vic

EMAIL alexander.garrett@easternhealth.org.au

Background: Opioid related harm is a growing issue in Australia 
with nearly 150 daily hospitalisations and 14 emergency 
department presentations involving opioids. Sufficient clinical 
handover of a discharge analgesia management plan (DAMP) 
from hospital to community prescribers of information regarding 
hospital-initiated opioids and the intended management plan 
is essential to the patient continuum of care and reducing 
opioid-related harm.

Objective: To pilot a novel DAMP template in the Electronic 
Medical Record (E) at a major metropolitan health network.

Actions: A multidisciplinary team was commissioned to internally 
develop a novel DAMP template for patients that were discharging 
from the wards who had been charted for opioid analgesics. 
After consultation with relevant stakeholders including pharmacy 
and the acute pain service, this template was trialled on a single 
surgical ward between May and June 2022 (audit period).

Evaluation: A Point Prevalence Audit of all surgical patients at 
the hospital network on single day in March 2022 found that 
approximately 4% (n = 112) had an analgesia management plan 
in their discharge summary. Similarly, auditing of all surgical 
patients at the hospital network for January 2022 found that only 
2% (n=116) had an analgesia management plan in their discharge 
summary. At the end of the audit period for this pilot, 58% (n=45) 
of patients had a documented DAMP in E leading to an analgesia 
management plan in their discharge summary.

Discussion: Following the implementation of a novel DAMP 
template in E, the health network was able to significantly improve 
clinical handover of analgesia management and potentially 
decrease the likelihood of opioid related harm to patients 
discharging from the hospital. Given the success of this innovation, 
the next step is to roll the DAMP out for other wards, and other 
clinical areas, to see whether the same outcomes can be achieved.
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COMPARING THE INTERVENTION OF PARTNERED PHARMACIST 
MEDICATION CHARTING TO EARLY/LATE BEST POSSIBLE 
MEDICATION HISTORY

Tesfay Atey1, A/Prof Gregory Peterson1, Dr Mohammed Salahudeen1, 
Prof Luke Bereznicki1, Dr Barbara Wimmer1, Tom Simpson2, 
Camille Boland2, Duncan McKenzie2, Ed Anderson2

1University of Tasmania, Hobart, Tas, 2Tasmanian Health Service, 
Hobart, Tas

EMAIL ed.anderson@ths.tas.gov.au

Background: A 12-month trial of a Partnered Pharmacist 
Medication Charting (PPMC) model was implemented into a tertiary 
hospital Emergency Department (ED) in May 2020. The trial 
compared three approaches of care:

1. ‘usual care’ (medical practitioner charting in ED followed by 
a pharmacist-led Best Possible Medication History (BPMH) 
and medication reconciliation on the ward); 

2. PPMC; and

3. ‘Early BPMH’, being the early availability of a pharmacist-
produced BPMH in conjunction with medical practitioner 
charting in ED.

Aim/objective(s): To compare the rate of medication charting 
error and severity between the PPMC model of care and medical 
practitioner-led charting with either early or late pharmacist 
intervention (usual care).

Methods: An unblinded concurrent comparative study was 
undertaken on 1,048 adult patients admitted via the ED between 
01/06/20 and 17/05/21. The primary outcome was the prevalence 
of medication discrepancies and errors between PPMC, early 
BPMH and usual care ar. Secondary outcome measures of 
medication discrepancy intentionality (error) and severity were 
assessed by a blinded independent multi-disciplinary expert panel.

Results: PPMC reduced the risk of a patient having at least one 
error (any severity) by 93.0% (95% CI: 89.6% – 97.4%) and 94.3% 
(95% CI: 91.2% – 98.0%) compared to early BPMH and usual care, 
respectively (NNT 2.2 and 1.7).

High and extreme risk errors were reduced by 93.6% (95% CI: 
89.8% – 100.0%) and 94.1% (95% CI: 90.5% – 100.0%) with 
PPMC compared to early BPMH and usual care (NNT 4.6 and 4.0).

Discussion: The PPMC model resulted in a significant reduction in 
the number and severity of medication charting errors compared to 
early BPMH or usual care. This outcome highlights the importance 
of the collaborative charting model in reducing the risk of potential 
and actual harm related to medication charting errors.

YOU PROBABLY DISAGREE WITH YOUR COLLEAGUES 
MORE THAN YOU REALISE: VARIABILITY IN PHARMACIST’S 
CLINICAL JUDGEMENTS

Rebecca Broom1, Stuart Binns1

1Bankstown Lidcombe Hospital, Bankstown, NSW

EMAIL rebecca.broom@health.nsw.gov.au

Background: Variability in judgement is well documented in medical 
literature. Despite this, there is little known about the magnitude 
and effects of variability in judgement between pharmacists.

Aim/objective(s): To measure the variability in clinical judgments 
made by pharmacists when presented with the same information.

Methods: Twenty-eight de-identified patient profiles were 
created in Microsoft OneNote using the first 72 hours of selected 
patient’s clinical notes, medication charts, biochemistry and 
observation charts. Pharmacists reviewed each profile and rated 
the patient’s need for clinical pharmacy services on a 5-point scale, 
then ranked their “Top 5” patients. Pharmacists completed the 
review independently and were given a soft time limit of 1 hour. 
Responses were recorded in Microsoft For and analysed using 
Microsoft Excel.

Results: Mean patient rating ranged from 1.5 to 4.5 (Median 3.5, 
IQR 2.7-4.1). The five highest mean ratings were for Patients 
28, 27, 5, 8 and 17. Twenty-two patients appeared in at least 
one pharmacist “Top 5” list. The cumulative “Top 5” ranking in 
descending order was Patient 28, 23, 8, 17 and 13. Standard 
deviations of patient ratings ranged between 0.7 and 1.42 units. 
Pharmacist mean rating ranged between 2.9 and 4.4 (Median 3.32, 
IQR 3.25-3.46, n=18). Standard deviations of Intra-pharmacist 
ratings ranged from 0.57 to 1.58 (Median 1.35, IQR 1.15-1.44)

Discussion: There is surprising variability in pharmacists’ 
judgments based on the same information. This is partly explained 
by variance in risk aversion and decisiveness between pharmacists, 
independent of underlying clinical knowledge. Inconsistencies 
in inter-rater agreement for patients with similar mean ratings 
suggest certain case-specific factors affect inter-rater agreement. 
Despite substantial rating disagreement for most patients, there 
was some agreement between mean patient ratings and mean 
rankings. These observations raise many additional questions 
and warrant further exploration of their causes, effects on clinical 
practice and methods for minimization.
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INTER-RATER RELIABILITY OF SCREENING TOOLS TO 
IDENTIFY MEDICATION-RELATED PROBLEMS ACROSS 
EMERGENCY DEPARTMENT CONTINUUM OF CARE

Jessica D’Lima1, Dr Simone Taylor2, Prof Elizabeth Manias1,3, 
Andrew Harding2, Elise Mitri2

1University of Melbourne, Melbourne, Vic, 2Austin Health, 
Melbourne, Vic, 3Deakin University, Melbourne, Vic

EMAIL simone.taylor@austin.org.au

Background: Medication related problems (MRPs) may contribute 
to emergency department (ED) presentations, and can occur in 
ED or shortly following discharge. More patients present to EDs 
than our pharmacist workforce can see, therefore screening tools 
have been suggested to identify patients most at risk for MRPs. 
Following a national multicentre study, two ED P screening tools 
were developed; one for use at ED presentation and another at the 
time of ED discharge to the community. Prior to implementation into 
practice, it was essential to assess whether different ED clinicians 
would complete the tools in the same way for a given patient.

Aim: To determine the inter-rater reliability between ED clinicians 
when applying the ED presentation and ED discharge P screening 
tools to a series of patient scenarios.

Methods: A prospective, cross-sectional survey was undertaken 
in the ED of a major metropolitan hospital. Case scenarios were 
developed following observation of a broad range of ED patients. 
Twelve scenarios were incorporated into a questionnaire then 
distributed to 50 clinicians (doctors, nurses and pharmacists). 
Inter-rater reliability of responses to each component of the tools 
and overall were assessed using Fleiss’ multi-rater kappa.

Results: Fleiss’ kappa indicated an overall inter-rater reliability 
for the ED presentation tool of 0.83 (95% CI 0.83-0.84); indicating 
near perfect agreement. Responses relating to patients having 
an P-related presenting complaint and medication adherence 
difficulties, resulted in the most variability. Fleiss’ kappa for 
the ED discharge tool was 0.83 (95% CI 0.83-0.85), which also 
showed near perfect agreement.

Discussion: The ED presentation and ED discharge screening tools 
demonstrated good inter-rater reliability amongst a range of ED 
clinicians. Future work is required to incorporate these screening 
tools into ED electronic medical records to allow auto-population 
of some responses, to streamline tool completion and to further 
reduce variability in responses.

HOW EARLY CAREER PHARMACISTS AND PHARMACY 
EMPLOYERS UNDERSTAND RESILIENCE: A QUALITATIVE STUDY

Syafiqah Nadiah Binti Halimi1, Dr Karen Luetsch1,2, A/Prof Karen 
Whitfield1, Prof Debra Rowett1,2

1The University Of Queensland, Brisbane, Qld 2University of South 
Australia, Adelaide, SA

EMAIL s.bintihalimi@uq.edu.au

Background: Resilience assists healthcare professionals in 
overcoming challenges and remaining positive when experiencing 
adversity. Understanding of resilience is still at an early stage 
with little known how early career pharmacists and pharmacy 
employers understand resilience.

Objectives: To explore pharmacists’ and pharmacy employers’ 
understanding of resilience, their strategies to enhance and 
maintain resilience and what resilience-fostering programmes 
they perceive would support pharmacists and employers.

Methods: Three focus groups and 12 semi-structured interviews 
with 25 pharmacists (15 hospital pharmacists, 10 community 
pharmacists) and 14 online qualitative surveys with pharmacy 
employers (12 hospital, 2 community pharmacy employers) 
were conducted. An inductive thematic analysis of transcripts 
identified themes of understanding, enablers of and barriers 
to maintaining resilience.

Evaluation: Early career pharmacists and pharmacy employers 
understood resilience as the capability to adapt to and learn from 
challenges and setbacks. Pharmacists’ resilience in the workplace 
was challenged by their working environment and workload, 
the transition from intern to registered pharmacist and working 
during the COVID-19 pandemic. Employers perceived pharmacists 
demonstrated resilience when coping with workload and solving 
conflicts. Pharmacists’ professional resilience was supported on 
individual, social and organisational levels. Not all workplaces have 
strategies in place to support employee resilience. Some employers 
provide structured team support and mentorship and recognised 
the transition from intern to registered pharmacists needs to 
be supported. Both groups perceived mentorship, experiential 
placements and challenging role play as potentially beneficial 
in building professional resilience during undergraduate studies.

Discussion: Pharmacists and pharmacy employers defined 
resilience constructively and identified enablers in maintaining 
resilience. Workplaces can support pharmacists by monitoring 
workload, creating opportunities for peer and mentor support, 
and allowing pharmacists to implement their individualised 
resilience maintaining strategies. Employers acknowledged 
their multifaceted roles in the development of individual and 
organisational resilience. Both insights are valuable when 
considering the design and implementation of resilience-
fostering programmes.
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WHAT IS IMPACTING CLINICAL PHARMACISTS’ 
PARTICIPATION IN WARD ROUNDS?

Dona Babu1,2, Sally Marotti1, Prof Debra Rowett1,2, Dr Renly Lim1, 
Alice Wisdom2, A/Prof Lisa Kalisch Ellett1

1Quality Use of Medicines and Pharmacy Research Centre, School 
of Clinical and Health Sciences, University of South Australia, 
Adelaide, SA, 2SA Pharmacy, Adelaide, SA

EMAIL sally.marotti@sa.gov.au

Background: Pharmacists’ participation in ward rounds (WRs) 
can reduce adverse drug events and improve medication 
appropriateness and communication. Available evidence suggests 
that WR participation by clinical pharmacists is currently limited.

Objective: Using an Australian national survey, we aimed to 
explore the enablers and barriers to WR participation by clinical 
pharmacists in Australian hospitals as described by them in free 
text responses within the survey.

Methods: The survey contained free-text questions relating to 
enablers and barriers to WR participation such as ‘Describe why you 
do not participate in the ward round in its entirety’, and ‘I am more 
likely to participate in the ward round if…’. The free-text questions 
were analysed thematically in Nivo-2020 according to Braun and 
Clarke’s technique. A reflexive thematic analysis was undertaken.

Results: The five themes constructed from the responses of 
99 participants were: ‘the clinical pharmacy service structure’, 
‘ward round structure’, ‘pharmacist’s capabilities’, ‘culture’ and 
‘value’. A culture supportive of pharmacist’s contribution to WR’s 
and supported by a consistent WR structure with flexible delivery 
of clinical pharmacy service enabled pharmacists’ participation 
in WRs. Pharmacists using WR as a platform to undertake clinical 
pharmacy activities and recognizing the value of being present at 
the time of decision-making, enabled them to see value in their 
participation in WR.

Discussion: Being physically ‘absent’ from the WR due to 
workload, workflow and self-perception of the need for extensive 
clinical knowledge can limit opportunities for pharmacists to 
begin proactive exchanges with the physicians to improve patient 
care outcomes. Bidirectional communication between the 
interprofessional team and the pharmacists, where there is mutual 
understanding and co-construction of each individual’s role in the 
WR facilitates consistent and inter-dependent collaboration for 
effective medication management.

IMPLEMENTATION OF A DEDICATED CLINICAL 
PHARMACIST INTO A MULTIDISCIPLINARY BRAIN 
INJURY REHABILITATION CLINIC

Meghan Phu1,2, Scott Mitchell1, Natalie Murray1, Dr Ryan Bell1

1Princess Alexandra Hospital, Metro South Hospital and 
Health Service, Brisbane, Qld, 2Clinical Excellence Queensland, 
Brisbane, Qld

EMAIL scottrobmitchell@hotmail.com

Background: Management of acquired brain injury (ABI) is 
complex and requires specialised multidisciplinary care. The Brain 
Injury Rehabilitation Unit Day Hospital Clinic offers patients with 
comprehensive, interdisciplinary assessment and management 
through an individualised, goal-orientated program. A clinical 
pharmacy service was implemented into the clinic to support 
patients, carers, and clinicians with medication management.

Objective(s): Patients from across the state were referred for 
pharmacist review. A comprehensive medication history was 
obtained, medication counselling provided, and interventions 
were identified and escalated as necessary. The review was 
documented in the patient’s electronic medical record. The 
pharmacist liaised with clinicians from hospital and community 
settings to communicate vital medicines information, promoting 
continuity of care.

Action: Early consultation key with stakeholders was integral 
when implementing the pharmacy service. Patients were advised 
of their scheduled appointments and were encouraged to bring 
any medication-related information to assist review. The number 
and nature of the reviews were collated each month to ensure the 
role adequately met agreed activity targets and to identify areas 
for service improvement.

Evaluation: From July 2019 to December 2020, 767 pharmacy 
consults were undertaken. 400 interventions were documented 
with the most frequent DRPs identified as unclear indications, 
non-compliance and inadequate management of sleep disturbance 
and pain. Limitations preventing the pharmacist from reviewing all 
referred patients included time constraints, patient/carer fatigue 
and failure to attend rates.

Discussion: Patients with ABI are at an increased risk of 
medication misadventure and harm due cognitive deficits 
post-injury. Implementation of the clinic pharmacist demonstrated 
the integral role pharmacists can have in ensuring safe, efficacious, 
and cost-effective use of medicines in this setting. The role 
secured permanent funding enabling the pharmacist to consolidate 
the pharmacy service and work towards extending these services 
to transitional rehabilitation and outreach services.
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AN INNOVATIVE HYBRID HOSPITAL PHARMACY MODEL 
FOR A SMALL RURAL HEALTH SERVICE

Meredith Wiseman1,2, Dr Colin Feekery1, Debbie Rogers1, 
Claire Palmer1, Jeanie Hurrey1

1Alexandra District Health, Alexandra, Vic, 2Monash University, 
Faculty of Pharmacy and Pharmaceutical Sciences, Melbourne, Vic

EMAIL meredith.wiseman@monash.edu

Background: Despite a strong supply of pharmacists in Australia, 
low numbers in rural and remote regions remain notwithstanding 
investment in recruitment strategies.

The study site is a small rural health service in north east Victoria, 
offering urgent care, acute, surgical and community health 
services. Previously, pharmacy services were managed by nursing 
staff with input from a local community pharmacist.

The executive team recognised the need for a dedicated hospital 
pharmacy service. Initial recruitment was unsuccessful.

Objective: To establish a hybrid hospital pharmacy service model.

Action: A review was undertaken of pharmacy service needs for 
improved medication management, and clinical pharmacy. Several 
models were explored including community pharmacy, private in 
public, and the hybrid model. With a focus on patient safety and 
service improvement the hybrid model was implemented which 
consisted of telephonic, electronic, and occasional onsite service.

Evaluation: The service has been successfully implemented 
for over 12 months. A senior hospital pharmacist was employed 
at 0.2FTE and is accessible remotely on weekdays attending 
onsite monthly.

Changes to the service included the development of a medication 
formulary, new medication and approval processes, and 
medication stock control. The service reviewed medication 
related policies and procedures, introduced evidence informed 
practice guidelines, clinical auditing and pharmacy education. 
The pharmacist was available for real time legislative advice 
and support for clinical services. The pharmacist is a key member 
of the Drugs and Therapeutics Committee.

Discussion: On-site visits were valuable for staff engagement and 
education across all health disciplines including networking with 
community pharmacies.

Uptake of videoconferencing provided greater collaboration 
in working groups between visits. The pharmacist utilised 
metropolitan pharmacy experience and connections to share 
information and to facilitate stock exchange.

Conclusion: The site has successfully implemented an innovative, 
hybrid pharmacy model which has improved the safety of 
medication use for patients of the regional community.

RECONNECTING THE WORKFORCE PIPELINE – 5 YEARS 
OF GROWING OUR OWN RURAL HOSPITAL PHARMACISTS

Susan Trevillian1,2, David Ford1

1Northeast Health Wangaratta, Wangaratta, Vic, 2Benalla Health, 
Benalla, Vic

EMAIL susantrevillian@hotmail.com

Background: Our hospital provides healthcare to the community 
of approx. 28,000 in a Modified Monash Model (MMM) 3 Rural 
location, and services a wider catchment of over 90,000 people 
across MMM 4 and 5 Rural locations.

Objectives: To restore Pharmacy Intern Training as core business 
at our hospital and grow our own rural hospital pharmacist 
workforce.

Actions: An external review of the hospital pharmacy service was 
conducted during 2016. The recommendation to fund 2 Pharmacy 
Intern positions each year was accepted by the hospital executive.

A single-hospital Pharmacy Intern Training Program was developed 
and implemented by our 10-strong team of pharmacists from 
2017, training 2 Pharmacy Interns each year. Our team of support 
staff were also involved in delivering our Pharmacy Intern training 
program, with the whole department ensuring Pharmacy Interns 
and Students on placement are well supported.

In addition, during 2020 we successfully attracted State Health 
Department funding for a Pharmacy Intern position, as did 
a neighbouring smaller MMM 4 hospital. We led the development 
of a collaborative multi-site Pharmacy Intern Training Program, 
and in 2021 our local Pharmacy Intern cohort grew to 3 at our 
MMM 3 hospital, plus 1 who was based two-thirds of the time 
at the MMM 4 hospital.

Evaluation: Since 2017 12/12 (100%) of our locally grown 
Pharmacy Interns have been retained as Pharmacists at these two 
hospitals. 7/12 (58%) remain employed at their Intern training site, 
including all four from the 2021 Pharmacy Intern cohort, with one 
each from 2020, 2019 and 2017 cohorts.

Currently 50% of each hospital’s pharmacist workforce (6/12 and 
1/2 respectively) are locally grown rural hospital pharmacists from 
these last 5 years.

Discussion: We have demonstrated that with executive support, 
and via collaboration and partnership, rural hospitals can attract, 
train, and support an early career rural hospital pharmacy workforce.
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SEEING DOUBLE: EXPANDING ON CLINICAL PHARMACY 
SERVICES IN A MEDIUM-SIZED REGIONAL HOSPITAL

Helena Joseph-Hauser1

1Griffith Base Hospital, Griffith, NSW

EMAIL helena.josephhauser@health.nsw.gov.au

Background: The Best Possible Medication History (BPMH) rate in 
a medium-sized, regional hospital from February 2021 to February 
2022 was 38%. During this time, 21% of all patients received 
a Best Possible Medication History within the first 24 hours of 
their admission. There was also limited pharmacy clinical service 
available to Maternity and Paediatric wards and to the Hospital 
in the Home (HITH) service.

Objectives: To develop a clinical service on Maternity and 
Paediatric wards as well as in HITH and to increase the proportion 
of Medication Management Plans being completed at the hospital.

Action: Approval was granted from hospital executive to employ 
1 full-time equivalent (FTE) Clinical Pharmacist for 3 months as 
part of a trial to see if an increase in FTE would lead to an increase 
in patients receiving BPMHs. Clinical ward rounds were attended 
by the pharmacist on the Maternity ward and Maternity, Paediatrics 
and HITH received a full clinical service with patients routinely 
having their medications reviewed by a pharmacist.

Evaluation: After pulling reports from the electronic Medication 
Record, it was found that the Medication History rate in the hospital 
doubled from 38% in the year prior to 77% in February 2022, with 
51% of all inpatients receiving a BPMH within 24 hours of their 
admission. All patients who received a BPMH also had a Medication 
Management Plan completed. Full clinical services were also 
established on Paediatric and Maternity wards and within the HITH 
service, all of which received excellent feedback from clinicians.

Discussion: Using this data, the hospital’s executive team 
approved a business case for an extra 0.8 FTE Clinical Pharmacist. 
Whilst this work has identified quantitative improvements as 
a benefit from extra FTE, further assessment to assess the 
qualitative improvement can be done by highlighting the reduction 
in medication-related harm of inpatients.

RESHAPING REMOTE HEALTH DELIVERY THROUGH 
INTEGRATION OF A CLINICAL PHARMACIST IN THE CARE TEAM

Bhavini Patel1, Fran Vaughn2, Celia Beckitt3, Shelly Forrester3, 
Dr Alice Gilbert1, Jacob Whitty1, Dr Jonathon Dow1, Tracy Porter1

1NT Health, Darwin, NT, 2National Aboriginal Community Controlled 
Health Organisations (NACCHO), Canberra, ACT, 3United Discount 
Pharmacy Palmerston, Palmerston, NT

EMAIL bhavini.patel@nt.gov.au

Background: Aboriginal people face a range of barriers in accessing 
clinical pharmacist services which are compounded if they live in 
remote Australia. This contributes to higher rates of preventable 
hospitalisations for Aboriginal Australians when compared to 
non-Aboriginal Australians and suboptimal prescribing.

Description: Very few remote Health Services offer a clinical 
pharmacist service for community members who often have 
complex medicine management needs.

Action: A visiting clinical pharmacist service to a remote 
community was established to complement the existing medicine 
supply service. The pharmacist had broad remote pharmacist 
experience, had undertaken cultural awareness training and given 
access to the electronic medical record system. A staff survey was 
developed to assess the acceptability and value of the service. 
An analysis of the pharmacists interventions period was also 
conducted to assess their impact on medication related harm 
and improvement in patient outcomes using the consequence/
probability matrix’ from the SHPA Standards of Practice for 
Clinical Pharmacy Services.

Evaluation: The pharmacist spent a total of 48 days at the remote 
health centre. Twenty two staff responded to the survey. 19 (86%) 
agreeing that a pharmacist helped patients to understand their 
medicines and 17 (77%) wanting more access to a pharmacist. 
The most valued roles were: patient education; answering staff 
questions; clinical interventions; managing changes to medicines 
at the transition of care and training the pharmacy technician.

17 interventions were documented by the pharmacist over 
a 6 week period. A reviewed by a multidisciplinary panel found 
the majority (n=11, 64.7%) of the interventions were rated as high, 
with the remainder rated 3 (17.6%) as moderate, 2 (11.8%) as low 
risk and 1 extreme risk (5.9%).

Implications: Patients and staff in a remote Aboriginal 
community benefited considerably from a visiting pharmacist 
by significantly reducing high risk incidents and subsequent 
medication related harm.
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RECONNECTING, REINVIGORATING AND RECHARGING 
PROFESSIONAL DEVELOPMENT IN A RURAL HEALTH DISTRICT

Anna Packer1, Kate Symonds1, Amelia Wagstaff1

1Western NSW Local Health District, NSW

EMAIL anna.mceniery@health.nsw.gov.au

Background: In rural and remote areas pharmacists often work 
as sole pharmacists or sometimes as a part of a virtual service. 
Communication between team members, particularly those working 
virtually was identified as a strength, however, the geographical 
separation of these pharmacists was a challenge for peer review.

Objective: To ensure quality pharmacy practice, provide feedback 
and support the development of pharmacists working as a part of 
a virtual pharmacy team or as a sole pharmacist.

Action: The Society of Hospital Pharmacists of Australia (SHPA) 
Clinical Competency Achievement Tool (ClinCAT) was used to 
perform ClinCAT evaluations virtually. Pharmacists completed the 
self-evaluation using Adobe Acrobat Reader which was shared 
with the evaluator. Videoconferencing, using a telehealth device, 
was used to connect the pharmacist, evaluator, and patient. 
Observation of the pharmacist was consistent with a face-to-
face ClinCAT. Screen sharing was used to observe medication 
chart review and documentation in the electronic medication 
record. Feedback was provided using videoconferencing. A virtual 
education session was provided to all pharmacists to ensure they 
were familiar with the benefits of having a ClinCAT.

Evaluation: Pharmacists completed a pre and post evaluation 
questionnaire to determine if the experience had been beneficial. 
Pharmacists undertaking the virtual ClinCAT and evaluator felt the 
experience was positive and areas for professional development 
were clearly identified. Neither party identified a barrier 
experienced through delivery of the tool virtually.

Discussion: Ongoing professional development of clinicians is 
significant, unfortunately, when working in virtual environment 
or as a sole pharmacist feedback is more challenging. Using 
a standardised tool to deliver feedback proved to be successful 
in a virtual environment. The pharmacy service will continue to 
deliver ClinCATs via this method into the future. This model enabled 
feedback to be provided conveniently, frequently and remove 
barriers of time and travel for evaluators to attend each clinician.

EXPLORING TYPE 2 DIABETES AND MEDICATION ADHERENCE 
IN THE MĀORI AND PACIFIC ISLANDER COMMUNITY

Natasha Taufatofua1,2, Dr Neil Cottrell1,3, Dr Heena Akbar4, 
Dr Adam La Caze1

1School of Pharmacy, University of Queensland, Brisbane, Qld, 
2Pharmacy Department, Princess Alexandra Hospital, Brisbane, 
Qld, 3Faculty of Health and Behavioural Sciences, University of 
Queensland, Brisbane, Qld, 4School of Public Health, Faculty 
of Medicine, University of Queensland, Brisbane, Qld

EMAIL n.sue@uq.edu.au

Background: The Māori and Pacific Islander community are 
significantly impacted by type 2 diabetes mellitus. Poor medication 
adherence can lead to suboptimal health outcomes in type 2 
diabetes. There is limited research about influences on medication 
adherence in the Māori and Pacific Islander community with type 2 
diabetes in Australia.

Aim/objective(s): To explore how Māori and Pacific Islander 
peoples in Australia approach type 2 diabetes and its management 
with a focus on medication adherence.

Methods: Māori and Pacific Islander participants with type 
2 diabetes were recruited through community organizations 
and networks. Interviews were conducted by phone and 
videoconference. The discussion focused on exploring participant 
beliefs about diabetes and medication management. Interviews 
were recorded and transcribed verbatim. The interviews were 
analysed using inductive thematic analysis.

Results: Eighteen participants completed an interview (8 Male 
and 10 Female), 7 identified as Fijian, 4 Samoan, 4 Tongan, 2 Cook 
Islander and 1 Māori. Themes that emerged included: 1) cultural 
identity has an important influence on how participants approached 
type 2 diabetes and its management, specifically collectivist 
attitudes, spirituality and food; 2) emotional response to diabetes: 
patients expressed shame, embarrassment and stigma in relation 
to diabetes, that led to denial, 3) participants described health 
beliefs and perceptions about diabetes that were often incongruent 
with healthcare professionals and this contributed to poor self-care 
management and a lack of control over their diabetes.

Discussion: This study gives insight into the beliefs and behaviours 
around the management of type 2 diabetes in the Māori and Pacific 
Islander community in Australia. The research identifies important 
cultural and social concepts to consider and useful strategies to 
better support medication adherence in the Māori and Pacific 
Islander community with type 2 diabetes.
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BURNOUT IN HOSPITAL PHARMACISTS DURING THE COVID-19 
PANDEMIC IN AUSTRALIA

Karlee Johnston1,2

1Australian National University, Canberra, ACT,  
2Canberra Health Services, Canberra, ACT

EMAIL karlee.johnston@anu.edu.au

Background: The COVID-19 pandemic has led to unprecedented 
changes in the delivery of pharmacy services with hospital 
pharmacists work changing during this time.

Objectives: To measure burnout in pharmacists, and to report on 
hospital pharmacists burnout and psychosocial and work related 
effects of the global COVID-19 pandemic.

Methods: A national survey was distributed to pharmacists 
throughout Australia using convenience sampling through social 
media and pharmacy professional organisations during April and 
June 2020. Burnout scores were calculated using the Maslach 
Burnout Inventory (MBI) and descriptive statistics were used 
to describe the effect of COVID on various work related and 
psychosocial variables.

Results: A total of 647 responses were received that contained 
full datasets to be analysed, of which 269 (41.6%) were hospital 
pharmacists. The prevalence of burnout in pharmacists was 61%, 
with just over 50% of hospital pharmacists experiencing a high 
degree of burnout. Hospital pharmacists were statistically more 
likely to report working in a different area to usual, and to report 
sufficient personal protective equipment (PPE) compared with their 
community colleagues (p<0.05). However, hospital pharmacists 
were less concerned for their own health, and their families were 
less likely to be concerned about the pharmacist, they were also 
less likely to report an increase in workload, working overtime, 
supply issues, exposure to morbidity and mortality, reduced 
staffing and advising patients or being treated with incivility, 
compared with community pharmacists (p<0.05)

Discussion: The COVID -19 pandemic has had a profound effect 
on the work and lives of Australian hospital pharmacists, with 
more than 50% of hospital pharmacists experiencing burnout 
during this time.

PHARMACIST LED COVID-19 ORAL MEDICATIONS 
DISTRIBUTION MODELLING IN REMOTE AUSTRALIA

Michelle Edmonds1, Dr Alice Gilbert1, Bhavini Patel1

1NT Health, Darwin, NT

EMAIL shell_edmonds@hotmail.com

Background: In January 2022 the Therapeutics Goods 
Administration granted provisional approval for the first oral 
antiviral treatments for COVID-19 in Australia – nirmatrelvir/
ritonavir (Paxlovid®) and molnupiravir (Lagevrio®). Both treatments 
were provided to States and Territories via the National Medicines 
Stockpile to a centralised point for further distribution. Ensuring 
equitable and timely access to these finite resources to prevent 
hospitalisation and poor patient outcomes in a large and sparsely 
populated geographic jurisdiction posed unique challenges.

Objective(s): To plan and co-ordinate a public heath response for 
equitable and timely oral anti-viral medicines distribution focusing 
on regional and remote health centres, prioritising at-risk patient 
cohorts, whilst also allowing for appropriate level of stock to 
remain at the main sites for ongoing distribution and re-allocation 
as needed.

Action (Method): A pharmacist-led mathematical distribution 
model was developed based on key data indicators including 
community population size, location of current outbreaks, 
chronic disease burden, and vaccination rates. Agreement from 
multidisciplinary experts for the distribution model was sought 
with approval granted by the COVID-19 Governance Board prior 
to implementation.

Evaluation: 46 remote health services met the criteria to receive 
initial allocations of stock of between 2 and 50 boxes of medication. 
The model allowed flexibility to provide fluctuating supplies 
based on outbreaks. All sites received adequate stocks analogous 
to their clinical needs with tailored re-supply which prevented 
stock shortages. This enabled patients in remote areas access 
to treatment close to home and alleviated hospital bed pressure

Discussion: The rapidly evolving COVID-19 situation resulted in 
challenges to healthcare delivery, particularly to remote patients. 
Pharmacists led the development of a mathematical distribution 
model which collated data from multiple sources across the 
jurisdiction. This model will inform future stock distributions 
for communicable disease scenarios where multiple factors 
influence and rapidly change the medicine needs of people 
living in remote locations.
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PHARMACY WORKFORCE MODELLING AS A RAPID RESPONSE 
TO COVID-19: LESSONS FROM AUSTRALIA’S LARGEST 
VACCINATION CENTRE

Diana Bui Byrne1,2, Rosemary Burke1,2,3, Alexander McNamara2, 
Ann Nguyen2, Emma On2, Andrea Nguyen1,2

1Sydney Local Health District, Sydney, NSW,  
2NSW Health Vaccination Centre, Sydney, NSW,  
3University of Sydney, Sydney, NSW

EMAIL Diana.Byrne@health.nsw.gov.au

Background: In March 2021, a Sydney metropolitan health 
district rapidly established a COVID-19 mass vaccination centre, 
the largest in Australia. The centre needed to scale up or down 
quickly based on vaccine availability. The vaccine management 
team included a Chief Pharmacist, five senior pharmacists and 
two senior technicians. This team was responsible for managing 
COVID-19 vaccines and an agile pharmacy workforce that could 
adapt swiftly to meet changes in demand.

Objective: To develop a workforce model allowing pharmacy to 
quickly determine the number of staff required for vaccine supply 
based on demand.

Action (Method): A time-in-motion study was conducted to 
determine the time taken for each step of vaccination supply. 
Pharmacy staff were observed dispensing vaccine labels, drawing 
up vaccines (vaccine preparation) and checking the final product. 
Staff observed had a range of experience levels from newly trained 
technicians to senior manufacturing pharmacists.

This data was used to develop an algorithm to match the rate 
of vaccine supply to vaccine bookings. The model factored 
in reduced vaccine shelf-life following removal from fridge, 
extended operating hours, shift changes and breaks.

Evaluation: This model determined the average vaccine 
preparation rate as 30 doses/hour/person and final checking as 
120 doses/hour/person (4:1). It also determined that one person 
dispensing labels could cover five staff preparing vaccines and 
assist with checking. Therefore, an optimal team consisted of five 
vaccine preparers, one dispenser and one checking pharmacist.

Discussion: During the peak, up to 180 pharmacy staff worked per 
day and prepared vaccines for over 1.2 million people. The centre 
opened with 1,000 vaccinations/day and quickly escalated to over 
10,000 vaccinations/day. This workforce model proved to be an 
excellent fit and allowed quick establishment of pharmacy staffing 
requirements. This highlighted the importance of pharmacy’s 
involvement in mass vaccination and potential for workforce 
modelling in other pharmacy services.

PHARMACIST ROLE IN COORDINATING ORAL ANTIVIRAL 
SUPPLY FOR COVID-19 PATIENTS

Janice Chiang1, Dr Greg Weeks1, Derek Chai1, Tiny Kgomotso1, 
Tomislav Sperac1

1Barwon Health, Geelong, Vic

EMAIL Greg.weeks@barwonhealth.org.au

Background: Oral antivirals, Lagevrio™ and Paxlovid™, were 
provisionally approved by the TGA in January 2022 to treat mild 
COVID-19. These antivirals were available through the National 
Stockpile (NS) for eligible patients and later listed on the PBS. 
Drug interaction checking is required for the use of Paxlovid™ 
as ritonavir is both a strong CYP3A4 and P-glycoprotein inhibitor.

Objective(s): To outline a pharmacy team approach to support the 
Local Public Health Unit (LPHU) delivery of a safe COVID-19 local 
and regional medication service.

Action: A COVID pharmacist team was formed comprising an 
antimicrobial stewardship pharmacist, specialist medicine 
strategy pharmacist and outpatient pharmacy manager. Team 
roles identified included drug interaction checking, drug-dose 
modification, routine patient telehealth interviews, coordination 
of contactless medicine delivery, checking for eligibility and 
undertaking reporting for the NS and LPHU. Planning enabled 
a local and regional approach for clinical liaison, pharmacy referral 
and supply coordination. A service hotline and shared email inbox 
were established and supported antiviral supply or drug interaction 
queries. A pick up point and volunteer transport service was 
established for contactless patient pick up or delivery.

Evaluation: To date, COVID antivirals were supplied to 
709 patients with telehealth counselling by a pharmacist within 
24 hours of prescriber request. Of the 58% (407) who received 
Paxlovid™, 77% (315) were outpatients. 54% (169) of these 
outpatients had significant drug interactions requiring additional 
counselling on drug-dose modification. 28% (195) of all COVID 
antiviral recipients received significant pharmacist intervention 
on antiviral choice, dose, drug advice, dose modification and 
arrangement with other health services to enable timely and 
safe use of antivirals.

Discussion: A collaborative approach in tackling new therapeutic 
and logistic challenges is paramount in a COVID medication 
service. Pharmacist involvement was critical in the success 
of the local and regional medication service delivery.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 70

C17

A BREATH OF ROOM AIR: DOES BEING FULLY VACCINATED 
AID RECOVERY WHILST TREATMENT WITH REMDESIVIR?

Naemah Khan1, Sarah Charles1, Vinod Chellaram1

1The Northern Hospital, Melbourne, Vic

EMAIL naemah.sk@gmail.com

Background: Remdesivir is indicated for COVID-19 infection 
and has been shown to reduce time to recovery. Current studies 
support efficacy of remdesivir, however, there is paucity in studies 
directly comparing efficacy of remdesivir in fully vaccinated vs 
unvaccinated patients.

Aim: To investigate whether there was a difference in time 
to improvement in oxygen saturation in fully vaccinated vs 
unvaccinated or partially vaccinated patients treated with 
remdesivir

Methods: Retrospective study analyzing patients admitted to 
a metropolitan hospital with COVID-19 and receiving remdesivir. 
Dispensing records of remdesivir were obtained. Scanned medical 
records and My Health Record were used to obtain clinical 
information. Patients meeting the National Stockpile criteria 
were included.

Results: Time to patients coming off supplemental oxygen was 
shorter in the fully vaccinated group (p=0.002), with the median 
time being a full day less. Remdesivir was ceased early due to 
patient improvement in 92% of fully vaccinated patients vs 89% 
of unvaccinated or partially vaccinated patients. Average length 
of stay (LOS) in fully vaccinated patients was 9.9 days vs 10.7 days 
for unvaccinated and partially vaccinated patients. Multivariable 
analysis is to be conducted to confirm no confounding effects on 
the results.

Discussion: Unvaccinated or partially vaccinated patients had 
a longer LOS due to severe COVID-19 disease requiring prolonged 
supplemental oxygen. Fully vaccinated patients required 
supplemental oxygen for a shorter time, indicating quicker 
recovery whilst receiving remdesivir. This study supports current 
evidence that vaccination reduces progression to severe COVID-19 
disease. With the availability of third and fourth booster doses 
and emergence of new variants of COVID-19, further research is 
needed to determine whether there is a greater degree of clinical 
improvement with additional vaccinations. Pharmacists can use the 
findings of this study to advocate for vaccinations upon discharge 
as part of counselling to optimize care and reduce burden on the 
healthcare system.

OVERCOMING THE CHALLENGES OF COVID-19 ANTIVIRAL 
USE IN CHILDREN DURING THE PANDEMIC

Tony Lai1, Michael Stokes1, Peter Barclay1

1The Children’s Hospital at Westmead, Sydney, NSW

EMAIL Michael.Stokes@health.nsw.gov.au

Objective: To describe 25 severe paediatric COVID-19 cases and 
the pharmacy-related challenges during the pandemic with limited 
literature and clinical experience to support its use.

Clinical features: 25 paediatric patients were hospitalised for 
severe COVID-19 from January 2021 to August 2022. All were 
treated with remdesivir and dexamethasone. 80% (20/25) had 
successful outcomes, but two had long-term COVID-19-related 
encephalopathy, one had remdesivir-related acute kidney injury, 
one had COVID-19-related myocarditis, and there was one death 
attributed to COVID-19.

Literature review: At the start of the COVID-19 pandemic, the 
literature surrounding the use of remdesivir in children was limited 
to pharmacokinetic studies with poorly described efficacy and 
toxicity endpoints. In addition, information on the intravenous 
administration of remdesivir was not age-appropriate for 
paediatric body weights.

Pharmacist interventions, case progress and outcomes: 
Pharmacists overcame the evidence-free zone challenges by: 
1. having a multidisciplinary consensus management plan for each 
patient case, 2. applying first principles of risks of cyclodextrin 
remdesivir vehicle toxicity from the experience of intravenous 
voriconazole in children and 3. therapeutic drug monitoring of 
remdesivir not previously done in any patient in Australia.

Discussion: Paediatric pharmacy practice often requires 
extrapolation of adult literature to guide the safe and effective 
use of medications. The severity of the COVID-19 pandemic and 
the early use of provisionally licenced COVID-19 antivirals, which 
exclude children in phase III randomised controlled trials, add 
another layer of complexity. Paediatric clinical pharmacists have 
an essential role in managing uncertainty, balancing risk to benefit 
and adapting to these challenges during the COVID-19 pandemic.
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A RETROSPECTIVE ANALYSIS OF HIGH-DOSE 
METHOTREXATE TREATMENT AND ACETAZOLAMIDE 
AS AN ADJUNCT: A PILOT STUDY

Lindon Lin1, A/Prof Gregory Peterson1, Dr Tracey Batt2

1School of Pharmacy and Pharmacology, University of Tasmania, 
Hobart, Tas, 2Haematology, Royal Hobart Hospital, Hobart, Tas

EMAIL lindon.lin@ths.tas.gov.au

Background: Nephrotoxicity from high-dose methotrexate 
chemotherapy is associated with significant burden for 
patients and the health care system. Acetazolamide as an 
adjunct to standard therapy may be beneficial in reducing the 
risk of crystalline nephropathy by increasing the solubility of 
methotrexate through urinary alkalinisation. A tertiary hospital 
began using acetazolamide in 2018 but there is limited data 
around benefits of this practice.

Objective(s): Evaluate the management of high-dose methotrexate 
patients with acetazolamide as an adjunct to standard protocol and 
identify risk factors that may increase the risk of this adverse event.

Method: This was a single-centre retrospective cohort pilot study 
with ethics approval. All chemotherapy patients treated with cycles 
of methotrexate at doses of 500mg/m2 or above, at the hospital 
from January 2018, through to September 2021, were included in 
this study. Acute kidney injury was defined using Kidney Disease 
Improving Global Outcomes criteria.

Results: A total of 66 cycles in 31 patients were identified. Where 
acetazolamide was given 0/7 cycles developed an acute kidney 
injury (AKI), compared with AKI in 14/59 (24%) cycles where 
acetazolamide was not given (p=0.33). Appropriate therapeutic 
drug monitoring within 36 hours occurred in 64% of cycles. 
Age was a statically significant risk factor and the strongest 
independent predictor for developing AKI (odds ratio of 1.12 
[1.01-1.24], 95% CI) and may be associated with severity of 
acute kidney injury, p=0.089.

Discussion: While not reaching statistical significance, the use 
of acetazolamide trended towards clinically positive results in 
reducing AKI. Ensuring management protocols and supportive care 
measures are optimal is crucial to reducing the risk and severity 
of AKI, particularly in older patients with a higher risk. This data 
will help guide prescribing preferences and provides the basis for 
further study which may lead to local protocol review refinement, 
improving overall treatment for high-dose methotrexate patients.

PRESCRIBING THERAPEUTIC ENOXAPARIN IN OVERWEIGHT 
PATIENTS – WHAT IS THE OPTIMAL DOSE?

Anum Poonawala1, Sarah Charles1

1Northern Health, Melbourne, Vic

EMAIL poonawala.anum@gmail.com

Background: Therapeutic dosing of enoxaparin to treat venous 
thromboembolisms (VTE) in overweight patients remains 
controversial due to several conflicting studies supporting different 
dosing methods. Dose capping is commonly used in overweight 
patients to minimise bleeding. Due to enoxaparin’s hydrophilic 
properties, this approach may be inappropriate and result in 
a sub-therapeutic effect, increasing embolisation risk.

Objectives: The primary objective was to examine compliance 
of dosing enoxaparin in patients ≥120kg in a large metropolitan 
hospital compared to current hospital guidelines. The secondary 
objective was to explore which doses after appropriate anti-factor 
Xa levels resulted in therapeutic effect.

Methods: A retrospective analysis of patients weighing ≥120 kg 
who were prescribed therapeutic enoxaparin for VTE treatment 
from January 2018 to August 2020. Patients were identified 
through clinical coding with 42 patients included in the study. 
Data on patient demographics, enoxaparin indication, dose 
and frequency, bleeding risk assessment, anti-factor Xa levels 
and collection times and details of enoxaparin related inpatient 
complications was collected and analysed against current 
hospital guidelines.

Results: 55% of patients included were dosed according 
to hospital guidelines, whilst 33% received uncapped doses, 
and 12% were underdosed. 55.6% of patients weighing 120kg 
to 139kg achieved therapeutic anti-factor Xa levels when dosed 
between 0.91-1mg/kg. However, 22.2% of these patients had 
sub-therapeutic anti-factor Xa levels. There was large interpatient 
variability in patients >140kg. Therapeutic doses were achieved 
at three different dose ranges (<0.75mg/kg, 0.75-0.85mg/kg 
and 0.91-1mg/kg).

Discussion: This study supports the current hospital guidelines 
of dose capping and highlights the great interpatient variability in 
overweight patients. Further study in the overweight population, 
particularly patients weighing ≥140kg is justified. Continued 
promotion of anti-factor Xa monitoring including when it is 
indicated and interpreting levels has been implemented since 
this study to continue to optimise enoxaparin dosing in the 
overweight population.
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TACROLIMUS, MYCOPHENOLATE AND PREDNISOLONE 
CONCENTRATION MONITORING USING MICROSAMPLING 
INSTEAD OF VENEPUNCTURE IN KIDNEY TRANSPLANT 
PATIENTS

Carla Scuderi1,2, Dr Suzanne Parker3, Margaret Jacks1, 
Dr George John1, Dr Brett McWhinney4, Dr Jacobus Ungerer4, 
Prof Andrew Mallett5,6,7,8, A/Prof Helen Healy1,5, Prof Jason 
Roberts3,9,10,11, A/Prof Christine Staatz2

1Kidney Health Service, Royal Brisbane and Women’s Hospital, 
Brisbane, Qld, 2School of Pharmacy University of Queensland, 
Brisbane, Qld, 3UQ Centre for Clinical Research, Faculty of 
Medicine, The University of Queensland, Brisbane, Qld, 4Pathology 
Queensland, Brisbane, Qld, 5Faculty of Medicine, The University 
of Queensland, Brisbane, Qld, 6Institute for Molecular Bioscience, 
The University of Queensland, Brisbane, Qld, 7Department of Renal 
Medicine, Townsville University Hospital, Townsville, Qld, 8College 
of Medicine & Dentistry, James Cook University, Townsville, Qld, 
9Department of Intensive Care Medicine, Royal Brisbane & Women’s 
Hospital, Brisbane, Qld, 10Division of Anaesthesiology Critical Care 
Emergency and Pain Medicine, Nîmes University Hospital, Nimes, 
France, 11Department of Pharmacy, Royal Brisbane and Women’s 
Hospital, Brisbane, Qld,

EMAIL carla.scuderi@health.qld.gov.au

Background: Kidney transplant patients undergo repeated and 
frequent venepunctures in the management of their allograft. 
Microsampling methods that use a finger-prick draw of capillary 
blood, such as dried blood spot (DBS) and volumetric absorptive 
microsamplers (VA), have the potential to dramatically reduce 
the burden of and the volume of blood loss with venepuncture.

Aim: This study aimed to examine the predictive performance 
of microsampling for simultaneous measurement of tacrolimus, 
mycophenolic acid and prednisolone concentrations compared 
to gold standard venepuncture in adult kidney transplant patients.

Methods: Blood samples from 40 adult kidney transplant were 
collected using DBS, and VA and venepuncture simultaneously 
for immunosuppressant drug measurement immediately prior 
and 2-hours after immunosuppressant dosing. Drug concentrations 
were measured via high-performance liquid chromatography. 
Samples taken via the three collection methods were compared 
using Passing-Bablok regression and bias was assessed using 
Bland-Altman analysis. Drug concentrations measured via 
microsampling and venepuncture were also compared through 
estimation of the median prediction error (MPE) and median 
absolute percentage prediction error (MAPE).

Results: There was a systematic difference between tacrolimus 
DBS and venepuncture with a Passing-Bablok regression slope 
of 1.06 (1.01-1.13) and between tacrolimus VA and venepuncture 
with a slope of 1.08 (1.03-1.13). Tacrolimus values were adjusted 
for this difference, with corrected values confirming elimination 
of systematic difference. No systematic difference was observed 
when comparing DBS or VA with venepuncture for mycophenolic 
acid and prednisolone. Tacrolimus (corrected), mycophenolic 
acid and prednisolone microsampling values when compared 
to corresponding venepuncture values met MPE and MAPE 
predefined acceptability limits of <15%.

Discussion: The ability to measure multiple immunosuppressant 
concentrations from a microsample collected in a controlled 
environment is an exciting development in kidney transplant 
patient care.

PATIENT ISOLATION IMPACTS ON TIME TO ANALGESIA 
IN THE EMERGENCY DEPARTMENT: A COHORT STUDY.

Nathan Kwong1,2, Cristina Roman1,2,3,4,5, Dr Robert Mitchell2,4, 
Prof Michael Dooley1,3, Susan Noonan2, A/Prof Gerard O’Reilly2,4,5

1Pharmacy Department, Alfred Health, Melbourne, Vic, 2Alfred 
Emergency and Trauma Centre, Melbourne, Vic, 3Centre for Medicine 
Use and Safety, Pharmacy and Pharmaceutical Sciences, Monash 
University, Melbourne, Vic, 4School of Public Health and Preventive 
Medicine, Monash University, Melbourne, Vic, 5National Trauma 
Research Institute, The Alfred Hospital, Melbourne, Vic

EMAIL N.Kwong@alfred.org.au

Background: Pain is a common presenting complaint among 
emergency department (ED) patients. Although previous research 
has identified factors influencing time to analgesia (TTA), the 
impact of isolation, an infection control measure for selected 
communicable diseases, has not been investigated.

Aim/objective: To determine the association between isolation 
precautions and TTA for patients presenting to the ED with pain.

Methods: A retrospective cohort study including all adult patients 
with selected acute pain conditions and a triage category of 2 
or 3 presenting to two urban EDs in Melbourne, Vic between 
01/01/2021 and 31/03/2021. Patients were identified using the 
health services Registry for Emergency Care (REC).

The primary outcome was the proportion of patients receiving 
analgesia within 30 minutes of ED arrival. Secondary outcomes 
included TTA, ED length of stay (LOS) and ED disposition. 
The primary exposure variable was placement in isolation 
precautions in the ED.

Results: During the study period 2786 eligible patients were 
identified. There were no differences in baseline characteristics 
between exposure groups. Among isolated patients, 3.3% (18/541) 
received analgesia within 30 minutes, compared with 8.0% 
(180/2245) of patients who did not require isolation precautions 
(OR: 0.39 [95%CI: 0.24-0.65], p=<0.001). Representing 
a decrease in the likelihood of receiving analgesia within 
30 minutes, when isolation precautions were in place. Median 
TTA was 164 minutes compared to 106 minutes (p=<0.001) 
and median LOS was 540 minutes compared to 300 minutes 
(p=<0.001) for isolated and non-isolated patients respectively. 
No differences were found regarding ED disposition destination.

Discussion: Among patients presenting to the ED with acute 
pain, placement in isolation precautions was associated with 
prolonged TTA. Further research is required to determine specific 
factors that can help mitigate delays to analgesia, including for 
isolated patients.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 73

C18

IMPLEMENTING E-PHARMACIE-R – A FEASIBILITY STUDY TO 
IDENTIFY HIGH-RISK PATIENTS FOR EARLY POST-DISCHARGE 
MEDICINES REVIEW

Deirdre Criddle1,2, Benjamin Devine1, Barry Jenkins3, 
Marnee Eames1, Chloe Goodred1, Suki Loe1

1South Metropolitan Health Service, Perth, WA, 2Sir Charles Gairdner 
Hospital, Perth, WA, 3Fiona Stanley Hospital, Perth, WA

EMAIL deirdre.criddle@health.wa.gov.au

Background: Hospital clinicians cannot easily predict risk of 
readmission or harm and rarely refer high-risk, vulnerable patients 
for an early post-discharge medication review. PHarmacie-R is 
a tool designed to assist clinicians to identify patients at risk of 
readmission who are taking polypharmacy or prescribed high risk 
medicines. PHarmacie-R was validated and integrated into an 
electronic platform at a quaternary hospital site.

Objective: Determine the feasibility of using PHarmacie-R 
to risk-stratify patients from two cardiology wards and an 
orthopaedic-geriatrics ward and facilitate referral of high-risk 
patients for medication management services post-discharge.

Methods:

1. The PHarmacie-R algorithm was built into an electronic 
platform using information extracted from electronic data 
sources in addition to a Pyxis report downloaded daily from 
Automated Dispensing Cabinets (ADCs).

2. Two pharmacists (0.8 FTE) were engaged to download data 
daily, screen potential high-risk patients, consent, refer 
and provide an outreach medication review services from 
19th May to 23rd June, 2021 – a 5 week recruitment period.

3. Demographic data was collected in addition to outcomes 
of interest – number of successful medication management 
review services provided and timeliness of service.

Results: Of 680 patients admitted and screened, 108 patients 
(15%) flagged as high-risk. Over 50% (n=60) were excluded 
– being ineligible or inappropriate for a hospital outreach 
medication review service. From 50 eligible high-risk patients, 
60% (n=30) accepted referral and 36% (n=18) declined. Two 
patients died. Medication management services were provided 
to 23 patients (76.6%). Average time to initial contact was 
3.8 days (SD +1.3 days) post-discharge.

Discussion: Embedding PHarmacie-R into a hospital electronic 
platform facilitated timely targeted referral and provision 
of medication management services early post-discharge 
for a significant proportion of high-risk patients. This study 
demonstrates the feasibility of using an objective data-driven 
approach to identify patients at risk of medication-related harm 
at transitions of care.

CABAZITAXEL-INDUCED CYSTITIS: A CASE REPORT

Kimberley-Ann Kerr1,2, Dr Christopher Hocking2,3

1Digital Health SA, Adelaide, SA, 2Lyell McEwin Hospital, Adelaide, 
SA, 3University of Adelaide, Adelaide, SA

EMAIL kimberley-ann.kerr@sa.gov.au

Objective: This report details a case of cabazitaxel-induced cystitis, 
a rarely reported adverse effect, and potential management 
strategies which have not been reported in the literature.

Clinical features: An 84-year-old male with castrate-resistant 
prostate cancer commenced treatment with cabazitaxel in June 
2021. He has a past history of prostate cancer diagnosed in 2012 
treated with radical radiation therapy followed by Androgen 
Deprivation Therapy (ADT), followed by further ADT and docetaxel 
upon progression.

The patient received five cycles of cabazitaxel at 100% and had 
cycle 6 omitted due to cystitis. Cycle 7 was administered at 80% 
dose. Cycles 9 and 12 were not given as planned due to cysitits. 
As the patient exhibited a response to cabazitaxel when given 
consecutively but rapidly progressed when doses were held, the 
treating oncologist contacted the pharmacist to determine if there 
were any methods available to treat/prevent cystitis so the patient 
could continue treatment.

Literature review: Three articles were found describing cases 
of cabazitaxel-induced cystitis including ten patients. In all cases, 
cabazitaxel was either ceased or held until the cystits had resolved. 
No interventions were described.

Pharmacist interventions, case progress and outcomes: 
The pharmacist recommended administering pre-hydration with 
1L sodium chloride 0.9% based on hydration administered pre-
cyclophosphamide for prevention of cystitis, and dexamethasone 
on the days before and after cabazitaxel as this is used to 
treat severe cystitis and is used in the prevention of other 
chemotherapy-induced toxicities.

The patient received two further cycles of cabazitaxel with this 
supportive regimen and experienced less cystitis/dysuria than prior 
cycles. Unfortunately, the patient developed progressive disease 
and switched to alternate therapy.

Discussion: This case demonstrates the importance of recognising 
that cystitis is an adverse effect of cabazitaxel and suggests 
potential methods for its prevention. It highlights the role 
pharmacists have in the review of rare adverse effects.
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1 ATYPICAL GUILLAIN-BARRÉ SYNDROME POST SARS-CoV-2 
(CORONAVIRUS-2) INFECTION

Astrid Socha Hernandez1

1Calvary Public Hospital Bruce, Canberra, ACT

EMAIL astrid.sochahernandez@calvary-act.com.au

Objective: To report a case of atypical Guillain-Barré Syndrome 
(GBS) following SARS-CoV-2 infection.

Clinical features: A 40-year-old Caucasian male presented with 
fast progression of bilateral lower limb tightness and pain and 
sensory alterations of hands and feet, followed by paraesthesia 
of mouth and throat leading to dysphagia. The patient had 
experienced an asymptomatic SARS-CoV-2 infection two weeks 
prior to the onset of neurological symptoms. No past medical 
history was reported, and three Pfizer (COMIRNATY) COVID-19 
vaccines had been received. On admission, cerebrospinal fluid 
showed elevated protein and leukocyte count and negative 
SARS-CoV-2 viral serology. Autoimmune and myositis screens 
were negative.

Literature review: The association of COVID-19 with the risk 
of GBS remains uncertain. In patients who developed GBS post 
COVID-19 infection the symptoms reportedly progress more 
rapidly and severely than a typical presentation for GBS, and 
64% report sensorimotor features including facial palsy. The 
neurological complications after COVID-19 infection follows a 
systemic response to the infection, however reports are scarce 
on whether COVID-19 induces antibodies against specific 
gangliosides.

Pharmacist interventions, case progress and outcomes: 
Slow clinical improvement followed treatment with a ten day 
course of intravenous (IV) immunoglobulin and three days of 
IV methylprednisolone 1g daily. To date, this patient remains 
in the High Dependency Unit. A multidisciplinary approach to 
care has been pivotal and pharmacists have played a central 
part in evidence-based medication management including, 
monitoring and evaluation of efficacy. Pharmacists’ interventions 
centred around pain management, cardiovascular complications, 
gastrointestinal support therapies and drug interactions.

Discussion: This case highlights the possible occurrence of GBS 
in patients following COVID-19. The association between SARS-
CoV-2 infection causing GBS must be further studied to establish 
the immune-mediated mechanism. Pharmacists’ understanding 
of this presentation will impact clinical decision making and 
contributions for patients affected by COVID-19.

2 CLINICIANS COLLABORATE TO IMPROVE ACCESS 
TO COVID CARE

Bayan Hosseini1, Lucy Nair1, Nina Muscillo1, Dr Harvey Lander1

1Clinical Excellence Commission, NSW

EMAIL bayan.hosseini@health.nsw.gov.au

Background: In January 2022, the Therapeutic Goods 
Administration approved oral antiviral medicines for treatment 
of COVID-19 in community patients with mild disease and at risk 
of disease progression and hospitalisation. These medicines were 
inaccessible in the community setting given limited supply, limited 
knowledge regarding their use and lack of PBS listing.

Objective(s): An innovative access model was required to ensure 
they were accessible to all eligible people of the jurisdiction to 
prevent hospitalisation.

Action (Method): True collaboration and a strong patient focus 
from all stakeholders enabled the successful implementation of an 
access model which allowed GPs and community-based medical 
specialists to provide prescriptions for dispensing by public 
hospital Pharmacy Departments (deviation from business-as-usual 
practice). These medications were couriered to patients enabling 
COVID-19 positive patients to receive early treatment and remain 
in the community.

Evaluation: To date, over 11,500 patients have successfully 
accessed antiviral treatment using this model, potentially 
contributing to a reduction in hospitalisations and COVID-19 related 
deaths. A suite of guidance documents and resources were also 
produced to improve knowledge and confidence in prescribing and 
taking these treatments, contributing to enhanced patient safety.

Discussion: The model has been pivotal in achieving the objective 
of safe, high-quality and equitable care being delivered across all 
settings. It introduced a reliable service which connected primary 
and tertiary healthcare to improve access and outcomes for all 
patients, including rural, regional and priority populations. Without 
intervention, these patients could have deteriorated and required 
hospital admission or been forced to present to Emergency 
Departments to access treatments.

This model transcended previous barriers to enable seamless care 
for COVID-19 positive patients in the community. The networks 
and relationships built throughout this process have already been 
transferred and scaled to a wider scope to promote further safety 
and quality initiatives that require a ‘Whole of Health’ approach.
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3 CLINICAL PHARMACY KEY PERFORMANCE INDICATORS 
(cpKPIs) AS DETERMINANTS OF RESOURCE STEWARDSHIP 
OF NIRMATRELVIR/RITONAVIR (PAXLOVID)

Daniela Bowen1

1Grampians Health, Ballarat

EMAIL daniela.bowen@bhs.org.au

Background: Our clinical pharmacy Hospital at Home team, 
runs a novel, clinical pharmacy-led COVID Therapies Service to 
determine patient suitability for Pharmaceutical Benefits Scheme 
(PBS) or National Medicines Stockpile (NMS) stock. Barriers to 
access for Paxlovid include commencement within five days 
of symptom onset, requiring rapid clinical pharmacy review for 
drug interactions. Multidisciplinary Team collaboration occurs 
throughout the process. cpKPIs were captured via a three-month 
data collection survey, to assess the volume and value of resources 
currently being utilised.

Action: Process mapping was used to describe cpKPIs that were 
then used to collect raw data which was recorded in Excel. cpKPIs 
fell into the three categories; medication safety, pharmacist-
prescriber interactions and patient satisfaction. The first cpKPI 
category tracked Targeted Medication Therapy Review (TMTR), 
including Drug Interaction Check (INT) to determine Complexity 
Rating (CR). Pharmacist and Prescriber Consultation (PCP), 
Prescriber Uptake of Pharmacist Recommendations (PUPR) with 
resultant Medication Action Plan Provision (MAPP) and Pharmacy 
Progress Note (PNR) comprised the second category. The third 
category recorded Patient Counselling on treatment Day-1 and 
Day-5 (PC1, PC5), Pharmacy Technician Coordination of Supply 
(PTCS) and Patient Satisfaction Rating (PSR).

Evaluation: Each cpKPI contained data that quantitatively 
measured the degree of internal and external conditions inherent 
in the current model of care. Preliminary data suggests that most 
patients have a high CRX requiring more than 5 instances of INT in 
order to determine TMTR and MAPP post PCP. Most consultations 
were provided using Telehealth and the PSR provided by patients 
neared 100% which bodes well for uptake of the model by other 
health services.

Discussion: The onset of the COVID-19 pandemic forced many 
health services to rapidly implement changes to care delivery, 
putting stress on available resources. Our system of cpKPI 
monitoring, is applicable to departments requiring performance, 
quality and safety metrics.

4 PHARMACY IN BLACK AND WHITE: UTILISING BARCODES 
TO IMPROVE MEDICATION SAFETY

Diana Byrne1,2, Rosemary Burke1,2,3, Andrea Nguyen1,2, 
Jacky Hanh1, My Nguyen4

1Sydney Local Health District, Sydney, NSW, 2NSW Health 
Vaccination Centre, Sydney, NSW, 3University of Sydney, Sydney, 
NSW, 4South West Sydney Local Health District, Sydney, NSW

EMAIL diana.Byrne@health.nsw.gov.au

Background: COVID-19 vaccination is a closely monitored process 
requiring accurate record keeping. The Australian Immunisation 
Register (AIR) requires vaccine information to be uploaded 
within 48 hours of administration. With the introduction of mass 
vaccination in February 2021, a Sydney metropolitan health 
district aimed to vaccinate one person every 5 minutes. To achieve 
this safely, the pharmacy team recognised the need to create 
an efficient process for information transfer and to improve 
medication safety.

Objective: To enhance medication safety and improve vaccination 
efficiency by incorporating barcode technology in pharmacy 
dispensing and system design.

Action (Method): The application specialist pharmacist coded 
the manufacturer, vial batch, vial expiry, dose expiry and vaccine 
dose from the dispensing system into a 2D barcode, which 
was printed on the dispensing label. All vaccine syringes were 
labelled and the barcode was scanned into the system before 
administration. An alert fired if an incorrect vaccine or dose was 
scanned, or if the vaccine had expired. Vaccine information was 
extracted and uploaded into AIR with minimal delay. Potential 
for incorrect data-entry into the dispensing system was mitigated 
with a final pharmacist check prior to release.

Evaluation: By utilising barcode technology to transfer 
information, pharmacy played an important role in achieving the 
goal of vaccinating one person every 5 minutes. Medication safety 
features allowed for patients to receive the right vaccine, correct 
dose and prevented administration of expired vaccines.

Discussion: Through this system, the health district was given a 
unique opportunity to introduce a closed-loop medication system, 
the first of its kind in Australia. This system is being considered in 
other areas and has potential for adoption nationally. This could 
lead to seamless information transfer and enhanced medication 
safety on a broader scale. This has also highlighted pharmacy’s 
skill in areas not traditionally known, such as system design 
and development.
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5 IMPLEMENTING AN INTEGRATED ONSITE CLINICAL 
PHARMACY SERVICE TO QUARANTINE HEALTH HOTELS

Gail Edwards1, Linda Shi1, Cassandra Monitto1, Jarrod Donovan1, 
Dr Erica Tong1

1Alfred Health, Melbourne, Vic

Background: In December 2020, our health service took 
responsibility for medication management and clinical pharmacy 
services at the two quarantine health hotels in Victoria. The health 
service’s Electronic Medical Record (EMR) was deployed and hotel 
residents’ medications were managed in a similar manner to 
inpatients. A 7-day a week on-site clinical pharmacy service was 
implemented in both hotels, including a 24-hour on-call service.

Objective: To describe the implementation of an on-site clinical 
pharmacy service to quarantine health hotels.

Action: A clinical service at designated quarantine hotels provided 
healthcare to COVID positive patients and patients with complex 
medical needs. Pharmacist provide clinical pharmacy service to 
these clients, including medication history interviews with all hotel 
residents, documentation of allergy status, smoking cessation 
interventions, they chart medications to be administered by the 
patient or nursing staff, and generate prescriptions for supply 
from the contracted pharmacy. If patients deteriorated and were 
transferred to hospital, the pharmacist provided handover to the 
pharmacist receiving the patient at the hospital. The pharmacists 
provided significant support for the medical and nursing staff 
on the floor with regards to medication management and other 
related issues.

Evaluation: From the 1st of December 2020 to the 8th of August 
2021, a total of 2127 patients (aged 6 weeks to 94 years) were 
admitted to the quarantine health hotels. During this period, 
as part of the partnered pharmacist medication charting (PPMC) 
model, pharmacists charted 7363 medications (80%) and 
generated 2146 prescriptions (67%) for hotel residents.

Discussion: The role of the clinical pharmacists on-site at the 
quarantine health hotels in the healthcare team is extremely 
valuable and contributes to safe and timely medication 
management within a high-risk environment.

6 HOW TO TRAIN YOUR PHARMACY DEPARTMENT – 
A COVID-19 MASS VACCINATION SUCCESS STORY

Jacky Hanh1,2, Diana Byrne1,2, Andrea Nguyen1,2, 
Alexander McNamara1,2, Rosemary Burke1,2

1Sydney Local Health District, Sydney, NSW, 
2NSW Health Vaccination Centre, Sydney, NSW

EMAIL jacky.hanh@live.com.au

Background: In mid-2021, high demands for the COVID-19 
vaccines led to establishment of mass vaccination centres (MVCs). 
One NSW MVC aimed for 10,000 vaccinations per day. To achieve 
this target, the MVC’s pharmacy department employed staff from 
both pharmacy and non-pharmacy backgrounds including nursing, 
dental, medical, scientists, university health students and non-
clinical staff. This presented a unique challenge as majority were 
unfamiliar with pharmacy dispensing practices. The pharmacy 
department used an electronic dispensing system to record all 
vaccine activity including cold-chain management and vaccine 
preparation. Importantly, the dispensing system also associated 
each dose with vaccine names, batches and expiry dates to allow 
integration with the Australian Immunisation Register.

Objective: To rapidly train staff with a wide variety of work 
experiences to proficiently use the pharmacy dispensing system 
for managing and preparing vaccines.

Action (Method): A pharmacist-led digital health training program 
was developed to train staff employed in the MVC’s pharmacy 
department. This program covered use of the pharmacy dispensing 
system to document cold-chain management, stock transfers, 
wastage, vaccine batches and expiries, and preparation records. 
Staff were assessed by pharmacist trainers before granted access 
to the dispensing system. Quick reference guides and videos were 
also developed by pharmacists for additional support.

Evaluation: Two pharmacist trainers successfully implemented 
this program to train 238 staff over five months. This allowed the 
pharmacy department to exceed the MVC’s target and prepare 
over 10,000 doses a day. To date, the MVC’s pharmacy team has 
prepared over 1.2 million COVID-19 vaccines.

Discussion: The program was later adapted to train staff to 
manage and prepare other COVID-19 vaccines as they became 
registered in Australia. Staff developed valuable dispensing 
skills that were transferable to an inpatient hospital setting. 
This pharmacist-led digital health training model demonstrated 
a successful approach to efficiently upskill a non-pharmacy 
workforce on pharmacy dispensing practices.
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7 HEALTHCARE WORKER ACCESS TO MOLNUPIRAVIR: 
A CASE SERIES

Dr Jessica O’Keeffe1,2, Meg Constable3, Janice Chiang4, 
Dr Margaret Somerville3, Dr Arvind Yerramilli1,2, Dr Ross Nolan3, 
Dr Greg Weeks4, Frances Diver5, Daniel O’Brien1,2

1Department of Infectious Diseases, Barwon Health, Geelong, Vic, 
2Barwon South West Public Health Unit, Geelong, Vic, 3StaffCare 
Barwon Health, Geelong, Vic, 4Pharmacy Department, Barwon 
Health, Geelong, Vic, 5Executive Office, Barwon Health, Geelong, Vic

EMAIL greg.weeks@barwonhealth.org.au

Objective: This case series reports the impact of providing 
COVID-19 positive healthcare workers (HCWs) molnupiravir 
where they do not meet the Pharmaceutical Benefit Scheme (PBS) 
criteria. We describe the uptake, tolerability, duration and severity 
of illness, further infections in the household, and time off work.

Clinical features: Thirty staff consented to receiving molnupiravir 
within the first five days of their COVID-19 illness. The median 
age was 43 years, and 73% were female. The reported duration 
of illness ranged from 1 – 16 days with a median of four days. 
A negative rapid antigen test on the final day of treatment was 
reported in 81% of people, and 73% reported being well enough 
to return to work at the completion of mandatory isolation. Only 
22% of people reported transmission in their household after they 
commenced treatment. Rates of adverse events that were low and 
comparable with clinical trial data.

Literature review: Molnupiravir, an oral antiviral shown to reduce 
COVID-19 severity, is available via the PBS for treatment of mild 
COVID-19. For people less than 70 years of age molnupiravir is 
only available if risk factors for severe disease exist. Australian 
health services are under considerable stress from COVID-related 
staff shortages however, the majority of HCW’s do not qualify 
for molnupiravir.

Pharmacist interventions: Senior pharmacy staff were 
involved in the initial planning, coordination of supply through 
the National Stockpile, pre-labelling stock for Staff Care to 
facilitate a drive through pickup, arranging supply on weekends 
for contactless delivery and provision of consumer information 
and telehealth backup.

Discussion: A policy allowing access to molnupiravir for HCWs 
in this case series demonstrated a range of health and well-being 
benefits. A larger study of 300 HCWs is underway and outcomes 
may support an early return to work policy. Subsidy through the 
PBS is required for sustainability.

8 UPTAKE OF COVID-19 VACCINATION IN PREGNANT WOMEN

Jasleen Kaur1, Lisa Whennan1

1Northern Adelaide Local Health Network, SA

EMAIL jasleen.kaur3@sa.gov.au

Background: Pregnant women are at an increased risk of 
pregnancy related complications such as preterm birth, caesarean 
birth, and stillbirth because of COVID-19 infection. Hence pregnant 
women are recommended the COVID-19 vaccination along with 
the pertussis vaccination and influenza vaccination. Experts in the 
field have estimated that vaccination rates in pregnant women 
are very low, however there is limited Australian data to describe 
vaccination rates within this population.

Objective(s): To assess the rate of COVID-19 vaccinations in 
antenatal patients managed as outpatients in a tertiary hospital 
and to observe whether these rates differ to vaccination rates of 
other vaccinations recommended during pregnancy.

Methods: An observational study was conducted in a sample of 
women who gave birth during February 2022, at a tertiary hospital. 
Data regarding antenatal vaccinations and demographics were 
collected and compared against recommendations from the 
Australian Technical Advisory Group on Immunisation (ATAGI) 
and Australian Immunisation Handbook.

Results: Out of 148 patients identified for inclusion in the study, 
106 (72%) women received the first COVID-19 dose, and 98 
(66%) had received two COVID-19 vaccinations. When compared 
with other vaccination rates, 70% (103/148) of women received 
influenza vaccination and 85% (125/148) of women received the 
pertussis vaccination. Overall, only 75 (51%) women received the 
influenza, pertussis and both doses of the COVID-19 vaccination.

Discussion: COVID-19 vaccination rates among pregnant women 
were substantially lower than the general population at the time 
of the study. Overall vaccination rates were also very low with 
only half of women receiving all recommended antenatal vaccines 
prior to delivery. Given the increased risk of complications from 
COVID-19, pertussis and influenza during pregnancy, interventions 
should be targeted to improve the access and uptake to all 
vaccinations within this population.
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9 PUBLIC PERCEPTION TOWARDS ADMINISTRATION OF 
COVID-19 VACCINATIONS BY COMMUNITY PHARMACISTS

June Buxton1, Samantha Cole1, Yong Jie Leow3, Susie Loeser1, 
Richard Marotti1, Kathaline Spalding2, Nicole Wong1, Alice Wisdom1

1SA Pharmacy Northern Adelaide Local Health Network, 
Adelaide, SA, 2University of South Australia, Adelaide, SA, 
3SA Health Northern Adelaide Local Health Network, SA

EMAIL swee.buxton@sa.gov.au

Background: As part of the pandemic response undertook mass 
vaccination of the population with COVID-19 vaccines which have 
provisional registration with the Therapeutic Goods Administration. 
Initial access to these vaccines was via mass vaccination hubs 
supported by Local Health Networks with nurse vaccinators. As the 
vaccine rollout progressed, community pharmacists were approved 
as COVID-19 vaccine providers, however it was uncertain what 
the uptake and perception of the community would be to consider 
accessing COVID-19 vaccines in this setting.

Aim: To investigate public perception of community pharmacists 
as providers of COVID-19 vaccinations.

Method: A 6-question voluntary survey was disseminated to 
consumers who visited a mass vaccination clinic between February 
and April 2022. Questions explored previous vaccination(s) at a 
community pharmacy, and willingness to receive future COVID-19 
vaccinations within this setting. Barriers and enablers were 
also explored.

Results: Of the 1282 respondents, 937 (73%) indicated they 
would be comfortable receiving future COVID-19 vaccinations 
at a community pharmacy. The most common barrier identified 
was concerns over experience levels of pharmacist vaccinators 
(167/344, 49%), followed by management of potential allergic 
reactions (137/344, 40%). Respondents who had previously 
received a vaccination in a community pharmacy were more 
likely to feel comfortable having future COVID-19 vaccination 
at a community pharmacy (265/302, 88%) compared to those 
who had not (671/928, 72%; P<0.001).

Discussion: Whilst our study demonstrated a significant proportion 
of the public felt comfortable receiving future COVID-19 
vaccinations at a community pharmacy, at a population level 
it identifies that 27% of the community surveyed would prefer 
to receive a vaccination in a clinic supported by Local Health 
Networks or their general practitioner. Some of the issues 
identified as barriers to receiving COVID-19 vaccination in the 
community pharmacy setting may need further exploration to 
help improve future uptake and planning.

10 INTRODUCING A RESTORATIVE SUPPORT PROGRAM 
TO SUPPORT PHARMACY STAFF WELLBEING

Karlee Johnston1,2, Daniel Lalor2

1Australian National University, Canberra, ACT, 
2Canberra Health Services, Canberra, ACT

EMAIL karlee.johnston@anu.edu.au

Background: The significant professional and personal 
challenges that COVID has placed on healthcare professionals 
has necessitated workplaces prioritising the wellbeing of their 
employees. Pharmacists around Australia have described 
increased rates of burnout, high workloads and inadequate 
resources to cope with the increasing demands during this time. 
The use of clinical supervision, particularly restorative support 
has been shown to improve wellbeing and is a process that 
can be implemented within existing organisational structures. 
Clinical supervision is made up of three components, normative 
(operational), formative (learning) and restorative (support). 
The provision of clinical supervision is usual practice in pharmacy 
departments, with regard to the normative and formative 
components however, the restorative support component 
is less commonly practiced in pharmacy departments.

Objectives: To describe the process used by a pharmacy 
department to implement peer-to-peer restorative support.

Action: The entire department took part in information sessions, 
and provided feedback on the implementation plan. Following 
these sessions, volunteers (pharmacists and pharmacy technicians) 
were provided with specific training in restorative support practices 
from a psychologist, and were allocated another staff member 
to whom they would provide restorative support. Staff who 
volunteered to receive restorative support were also provided with 
specific training, and both groups were asked to complete a survey 
measuring burnout and their previous experiences with clinical 
supervision prior to commencing the program.

Evaluation: Prior to the introduction of this structured restorative 
clinical supervision program the mean burnout scores of pharmacy 
staff were high, with 100% of surveyed staff experiencing burnout. 
The introduction of this program has been positively received in 
the department, and the evaluation on burnout will continue as 
the program progresses. The program is now being implemented 
throughout the department following requests from staff to broaden 
the program to facilitate all staff to receive restorative support.
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11 PAX FACTS: A NOVEL STATEWIDE PAXLOVID 
PHARMACY SERVICE

Ashlee Anderson1, Laura Perry1, Christopher MacIntyre1, 
Tom Simpson1

1Royal Hobart Hospital Pharmacy Department, Hobart, Tas

EMAIL laura.perry@ths.tas.gov.au

Background: The novel antiviral Paxlovid® (Nirmatrelvir/Ritonavir) 
received TGA ‘Provisional Registration’ for use on January 18, 
2022, arriving as part of the National Medical Stockpile (NMS) 
18 days later. Paxlovid interacts with many medicines and is 
indicated primarily to prevent hospitalisations. Public hospitals 
would take responsibility for supply to the community, without 
ready access to patient’s medical history.

Objective(s): Develop a comprehensive pharmacy service between 
provisional registration and stock arrival to enable the safe and 
appropriate provision of Paxlovid state-wide. This service would 
also serve as the liaison point for infectious disease consultants 
and COVID home management.

Action (Method): Key stakeholder consultation was undertaken 
to identify the needs of the service. A proposal was approved 
for a 7 day per week service; staffed through existing hospital 
pharmacists supported by casual staff. A triage system was 
developed, and the service operated through shared email 
accounts, a centralised phone number and group messaging.

Evaluation: The Paxlovid Pharmacy Service (PPS) successfully 
reviewed every request for Paxlovid within the state between 
28 February and 30 April 2022; peaking at 43 reviews per week 
at the end of March. This service resulted in supply of Paxlovid 
to 118 patients. In 58 patients the review resulted in use of 
alternative therapy.

Discussion: The PPS ensured that every patient prescribed 
Paxlovid statewide, regardless of location or remoteness, received 
a remote telehealth consultation, including a BPMH, thorough 
interaction management, counselling, written summaries to 
patients and their GPs and couriering of medication to patients. 
The service provided prescribers advice on the safe prescribing of 
Paxlovid and alternative therapies. After the PBS listing of Paxlovid 
in May, the PPS team provided education sessions for community 
pharmacies on managing patients prescribed Paxlovid. The PPS 
serves as a template for the development of future state-wide 
hospital pharmacy virtual care services.

12 PHARMACIST PARTICIPATION IN GENERAL MEDICAL WARD 
ROUNDS VIA TELEHEALTH IN A COVID PANDEMIC

Meng Yap1, Gail Edwards1, Prof Harvey Newnham2, 
Dr Nicole Hancock2, Dr Erica Tong1

1Pharmacy Department Alfred Health, Melbourne, Vic, 
2General Medicine Unit Alfred Health, Melbourne, Vic

EMAIL meng.yap@alfred.org.au

Background: The coronavirus disease (COVID-19) global 
pandemic has created an emphasis on physical distancing for 
reducing transmission risk. This has led to the expansion of 
telehealth services in the inpatient setting.

Aim: To evaluate the impact of pharmacists’ participation 
in daily medical ward rounds via telehealth compared to 
physical attendance.

Methods: A single centre, retrospective cohort study was 
conducted from 18th Aug through 26th Oct 2020. Patients 
admitted to COVID General Medical teams and non-COVID General 
Medical Teams were included. Pharmacist attended ward rounds 
(Mon-Fri) via telehealth for COVID Medical Teams; physical 
attendance on ward rounds continued for non-COVID General 
Medical Teams. Telehealth involved interacting with medical team 
and patients virtually whist stationed on ward. Routine pharmacy 
clinical activities documented in the electronic medical record 
during telehealth ward rounds were compared to those during 
face-to-face participation.

Results: A total of 762 patients (45% female) were included from 
COVID teams and 468 non-COVID (52% female, p=0.02), median 
age 76 vs 80 years (p=0.02), median length-of-stay 4.9 vs 6.6 days 
(p<0.001), respectively. Pharmacist participation of ward rounds 
via telehealth (COVID wards) demonstrated a significantly 
greater number of total documented activities per patient per 
day compared with that on face-to-face ward rounds (6.7 vs 4.9, 
p<0.001). The telehealth cohort had a significantly greater number 
of average orders placed via pharmacy partnered medication 
charting (4.5 vs 3.3 per patient per day, p<0.001), medication 
orders verified (4.1 vs 2.1, p<0.001), documented pharmacy 
notes (2.5 vs 1.8, p<0.001) and medication requests processed 
(1.5 vs 1.4, p=0.009), whilst more discharge prescription items 
were generated for non-COVID patients (4.0 vs 6.5, p=0.002).

Discussion: This study demonstrated that pharmacist participation 
on medical ward rounds via telehealth was feasible and resource-
effective. This approach has enabled the ongoing provision of 
pharmacy services to patients and medical teams during the 
COVID-19 pandemic.
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13 OBJECTION HEARSAY, OBJECTION OVERRULED – 
OVERRIDING PAXLOVID DRUG INTERACTIONS

Michael Quach1

1Shellharbour Hospital, Shellharbour, NSW

EMAIL michael.Quach@health.nsw.gov.au

Background: Paxlovid (nirmatrelvir/ritonavir) is 89% effective in 
patients at risk of serious illness due to Coronavirus Disease-19 
(COVID-19). When considering the appropriateness of Paxlovid, 
prescribers must consider the potential CYP3A4 drug interactions 
and exercise clinical judgement in assessing the appropriateness. 
The University of Liverpool “COVID-19 Drug Interactions” reference 
is a resource commonly referred to by Australian clinicians which 
classifies interactions to support clinical judgement.

Aim: To understand the extent of prescriber clinical discretion 
when overriding severities of CYP3A4 drug interactions when 
prescribing Paxlovid.

Methods: A retrospective, observational, scoping study reviewed 
patients charted Paxlovid between 1 January and 31 July 2022. 
To assess CYP3A4 drug interactions, patients with a Best Possible 
Medication History (BPMH) conducted by a pharmacist were 
included for analysis. All medications included in the BPMH 
were entered into the University of Liverpool “COVID-19 Drug 
Interactions” reference and classified as Do Not Co-administer, 
Potential Interaction, Potential Weak Interaction and No 
Interaction Expected.

Results: 209 drug interactions were assessed among 23 patients 
with a total of 39 overridden interactions with Paxlovid. On 
average, patients were on 9.1 medications, aged 78.7 years old 
[61-96] and the male to female ratio was 10:13. 28.2% (n=11) 
were classified as Do Not Co-administer, 38.5% (n=15) were 
Potential Interaction and 33.3% (n=13) Potential Weak Interaction. 
The average number of drug interactions per patient was 1.7. The 
most commonly implicated drugs were rosuvastatin (12.8%) and 
mirtazapine (10.3%). Of the top six medications with the most 
interactions, three were Do Not Co-administer medications – 
simvastatin, tamsulosin and apixaban.

Discussion: This review confirms prescribers were most likely 
to exercise clinical discretion when overriding CYP3A4 drug 
interactions with a classification of Potential Interaction or 
Potential Weak interactions. Comparatively, there were lower 
numbers of Do Not Co-administer interactions. A greater sample 
size is required to improve the study’s power.

14 UPSKILLING PHARMACISTS TO ASSIST WITH 
BEDSIDE IV INFUSION PREPARATION DURING SURGES 
IN WORKFORCE DEMAND

Lucy Arno1, Paul Toner1, Michelle Nalder1, Melissa Ankravs1, 
Michelle Constantino1

1Royal Melbourne Hospital, Melbourne, Vic

EMAIL Michelle.Nalder@mh.org.au

Background: In response to the COVID-19 pandemic, the state 
government funded the integration of pharmacists in extended 
team-based models of care in critical care areas during surges 
in demand. One of the most practical ways to assist in relieving 
nursing workforce pressures was to support nurses with preparing 
intravenous (IV) medications.

Objectives: To develop a credentialing process, incorporating an 
electronic training module and in person competency assessment, 
to equip pharmacists to assist with infusion preparation at the 
bedside in our intensive care unit.

Action (Method): Following a process of stakeholder engagement, 
a protocol was developed and pharmacist pre requisites established.

The training package was developed, covering bedside processes 
for reconstituting a vial, drawing up from a vial, adding to a bag 
and preparing a syringe driver. The training package utilised video 
components to illustrate the processes, incorporating a voiceover 
explaining the steps.

Following completion of the electronic training package, an 
in person credentialing session took place. This involved the 
pharmacist completing two items not for patient use and then 
five items for patient use.

The training was evaluated by questioning pharmacists about their 
perceived competence before and after the training using a five 
point Likert scale.

Evaluation: A total of five pharmacists have successfully 
completed the training. The evaluation results indicated that 
participants improved in confidence to prepare medications at the 
bedside following the completion of the training package (mean 
Likert scores for relevant questions improved from 4.25 and 4 in 
pre evaluation to 5 and 5 post evaluation). Participants universally 
strongly agreed (all results 5) that the mode of training was 
suitable for the content.

Discussion: The evaluation results indicate that an electronic 
training module together with an in person competency 
assessment was successful in improving pharmacists confidence 
in bedside IV medication preparation.
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15 TELEHEALTH FOR PATIENTS WITH CHRONIC COMPLEX 
MEDICAL NEEDS IN RESPONSE TO COVID-19: THE PATIENT 
EXPERIENCE

Milan Yi1, Elizabeth Dunkley1, Tim Chestney1, Linda Graudins1, 
Steven P. Ivulich1, Rowena Treseder1

1Alfred Hospital, Melbourne, Vic

EMAIL Mimiyi.98@gmail.com

Background: Telehealth was adopted for ambulatory reviews 
during the COVID-19 pandemic to reduce patient travel 
requirements. Clinical staff rapidly adapted to this healthcare 
delivery model. There is a gap in understanding if telehealth 
impacts patients’ healthcare experience.

Aim: To evaluate the patient experience with telehealth services 
delivered by medical and pharmacy staff during the COVID-19 
pandemic at a major tertiary referral health service.

Method: Patients from respiratory, renal, gastrointestinal 
and cardiology ambulatory clinics were invited to complete a 
researcher-delivered 10-minute telephone survey. Questions 
explored the patient experience of medical and pharmacist-
initiated telehealth services, including convenience, engagement, 
technology issues, and overall satisfaction. Survey results were 
recorded in REDCap and analysed descriptively.

Results: 154 patients (25% of potential participants) were 
recruited. The vast majority of patients considered that doctors 
obtained a good understanding of their health conditions (93.9%, 
n=140); however, 18.1% of patients (n=39) thought the absence 
of physical examinations was a problem. 115 patients (84.6%) 
felt pharmacists met their needs for understanding how to 
take medications correctly. However, 19.1% of patients (n=26) 
experienced medication supply issues. Most patients felt confident 
in using devices for telehealth consultations (89.2%, n=133); 
74 patients (44.9%) found telehealth as good as face-to-face 
consultations. 96% of patients (n=143) were satisfied with the 
overall pharmacy and medical services.

Discussion: This study demonstrated that patients consider 
telehealth a convenient form of healthcare delivery and provides 
an overall positive experience. These findings indicate that the 
majority of patients were able to adopt and adapt to telehealth 
without compromising their healthcare experience, although over 
one-third preferred face-to-face consultations. These results 
will inform a patient focus group to further explore the themes 
identified. Telehealth is expected to continue as a healthcare 
delivery method. Understanding patient experiences is important 
to inform future interventions; ensuring timely provision of 
healthcare, whilst maintaining patient satisfaction.

16 SYSTEMATIC VACCINATION OF MENTAL HEALTH 
INPATIENTS IN A RURAL HOSPITAL SETTING

Nathan Chahoud1

1Orange Health Service, Orange, NSW

EMAIL njchahoud@gmail.com

Background: The efficacy of the COVID-19 vaccine in preventing 
infection and reducing risk of serious illness is well documented. 
People with psychiatric disorders, particularly severe mental 
illness, have increased morbidity and mortality from COVID-19 
infection; therefore, vaccination against COVID-19 should be 
prioritised. It’s also important to acknowledge the increased 
burdens of disease and lower vaccination rates in indigenous 
patients. Subsequently a mental health hospital, with a large 
proportion of indigenous patients, identified the need to proactively 
offer COVID-19 vaccinations to inpatients.

Objective(s): Creating and implementing a streamlined protocol 
for facilitating and monitoring inpatient COVID-19 vaccination 
administration.

Action: 

1. A local operating protocol for the identification, consenting, 
booking and administration of COVID vaccinations was written 
and approved.

2. A secure “living” list was then created of all patients admitted 
to the hospital, their vaccination status, risk factors and priority 
was developed.

3. Vaccinations were scheduled, administered and subsequent 
doses followed up. If patients were for discharge they were 
booked in for subsequent doses as an outpatient prior 
to discharge.

Evaluation: In October 2021 the general population vaccination 
rate in the area was greater than 90% first dose. In comparison 
the vaccination rate of patients admitted to the hospital was 70%. 
148 vaccinations were provided as part of the first phase of the 
vaccination roll out. On completion of phase one of the program 
100% of rehabilitation patients were fully vaccinated and greater 
than 90% of acute inpatients had received at least their first dose 
of vaccine.

Discussion: A streamlined protocol for reviewing COVID-19 
vaccination status and administration of vaccines to inpatients 
at a mental health hospital substantially increased rates of 
vaccination in a high risk population. Subsequently the risk of 
COVID-19 in this vulnerable population and furthermore the 
risk to their community was decreased through minimising both 
infection and serious disease.
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17 SMALL APP, BIG VIRUS: COVID-19 DECISION SUPPORT

Rebecca Broom1, Patricia Brownlee1, Geoff Wills1, Stuart Binns1, 
Karma Mekhail1

1Bankstown Lidcombe Hospital, Bankstown, NSW

EMAIL rebecca.broom@health.nsw.gov.au

Background: COVID-19 therapeutics reduce hospitalisation, 
disease progression and mortality. Optimising therapy in context of 
disease severity and pathophysiology remains complex, with rapidly 
changing evidence and regulatory status of treatment options.

In our jurisdiction, initial data management support for COVID-19 
therapeutics was provided by the state. This involved time 
consuming manual processes for documentation and data 
submission and didn’t provide proactive support for high quality 
decision making.

Objective(s): The primary objective was to develop an integrated 
patient specific clinical decision support system to assist optimal 
usage of COVID therapeutics. The secondary objective was to use 
the platform to maintain governance and align prescribing with 
rapidly changing evidence for COVID therapeutics.

Action (Method): We used Microsoft Forms to create a treatment 
request form embedded with response-dependent branching. 
Each response-dependent branch was informed by current 
evidence from the National and State Covid-19 Evidence Task 
Forces, incorporating patient specific factors such as severity of 
illness, contraindications, drug interactions and renal function.

When a treatment request is submitted, Microsoft Power Automate 
generates an Approvals flow and notification to a pharmacist 
for review. The outcome of the request is automatically sent to 
the prescriber and transcribed to a central, secure SharePoint 
List accessible by pharmacists involved in the supply of COVID 
therapeutics.

Evaluation: To date, 584 requests have been received. On 52 
(9%) of occasions patient outcomes have been improved through 
avoidance of a contraindicated therapy, change to a superior 
therapy or cessation of therapy not in line with current evidence.

Discussion: The treatment request form improves patient 
outcomes by enabling timely access to COVID-19 therapies. 
It also prevents harm by identifying contraindications to therapy 
(drug interactions, renal impairment), considers the suitability 
of administration routes and ensures pharmacovigilance by 
identifying patients who are unlikely to benefit from therapy.

18 COVID-19 WARD PHARMACISTS – THE KEY TO 
EXPEDITING DISCHARGES

Rhiannon Dyer1, Erin de Rooy1, Brooke Townsend1, 
Gabrielle Fitzgerald1, Michael Quach1, Paul Tran1

1Shellharbour Hospital, Shellharbour, NSW

EMAIL rhiannon.dyer@health.nsw.gov.au

Background: To manage the rising number of COVID-19 
presentations at an outer metropolitan hospital, a ward with 
appointed medical, allied health and clinical pharmacy services 
was mobilised. The pharmacist was designated a workstation 
enabling constant ward presence to oversee medication 
management, including discharge coordination. This facilitated 
timely face-to-face communication with prescribers and the ability 
to remotely generate prescription labels for medication preparation 
in the dispensary.

Aim: To demonstrate the value of a permanent ward pharmacist in 
improving patient flow through expedition of discharge medication 
supply – reducing time from prescription receipt to availability 
for collection.

Methods: Electronic discharge prescription tracker data from 
February 2021 and February 2022 (pre- and post-COVID-19 ward 
introduction) was extracted from the electronic medication record. 
The mean time between prescriptions marked as ‘Received (by 
Pharmacy)’ and ‘Ready to collect’ was compared. Data values 
greater than 480 mins (equivalent to a standard shift) were 
excluded as these were delayed discharges prepared in advance 
pending isolation clearance.

Results: In February 2021, the mean time for discharges 
to be received by the pharmacist, clinically reviewed for 
appropriateness, dispensed then marked as ready for collection on 
the discharge tracker was 109 minutes (n=26). Data ranged from 
4 to 217 minutes, with four outliers omitted. In February 2022, 
the corresponding mean was 69 minutes (n=21), representing 
an average reduction of 40 minutes (37%). Data ranged from 
4 to 387 minutes, with three outliers omitted.

Discussion: Constant ward pharmacist presence resulted 
in discharge medications being available for collection on 
average 40 minutes faster compared to the pre-existing model 
of dispensary-based pharmacists. Different pharmacists and 
prescribers and the degree of discharge complexity were accepted 
as natural variables in a dynamic healthcare system. This study 
demonstrated the benefit of a visible, accessible and collaborative 
clinical pharmacist service to improving patient flow during 
a pandemic.
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19 THE MENTAL BURDEN OF A GLOBAL PANDEMIC

Roshnie Kumarage1

1Shellharbour Hospital, Shellharbour, NSW

EMAIL roshnie.kumarage@health.nsw.gov.au

Background: The SARS-CoV-2 global pandemic (COVID-19) 
has had a large impact on the pharmacist workforce leading 
to increased workplace demands, staff shortages and the 
requirement to remain frontline and accessible in a high risk 
environment. This has led to many impacts on mental health 
and wellbeing such as increased rates of burnout and an overall 
decrease in staff morale and satisfaction.

Aim/objective(s): To assess pharmacists’ wellbeing, their 
perceptions on organisational support and perceptions on 
solutions to improve mental health and wellbeing.

Methods: An anonymous online survey was circulated to public 
hospital pharmacists across New South Wales and Queensland 
via social media and professional networks during July and August 
2022 consisting of 19 Likert scale questions and 3 short answers 
questions to prompt in-depth, honest feedback.

Results: Of the 33 survey responses, 72% agreed that COVID-19 
has had a negative impact on mental health, wellbeing and 
workplace satisfaction with 52% of total responders considering 
a career break to improve their mental health. Regarding 
organisational support, 49% disagreed that their organisations 
had made notable changes to better support mental health and 
only 30% agreed that their line manager had created a culture that 
prioritised the mental health of the team. The top three workplace 
factors contributing to poor mental health and higher burnout 
rates were staff shortages, increased workload expectations 
and dissatisfied patients due to reduced services. Recurrent 
themes that emerged regarding solutions included appropriate 
remuneration, flexible working arrangements, open discussion 
of mental health and increased opportunities for team bonding.

Discussion: The survey results suggest that COVID-19 has 
negatively impacted pharmacists largely through ongoing staff 
shortages and increased workload demands. A lack of consistent 
and effective support from health organisations have been identified. 
There is scope for improvement from a department level to improve 
the mental health and wellbeing of pharmacists employed.

20 VPD IN IBD: ASSESSING THE RATE OF COVID-19 
VACCINATION IN IBD PATIENTS ON BIOLOGICS

Stefanie Ford1

1Royal Brisbane and Women’s Hospital, Brisbane, Qld

EMAIL Stefanie.rachel96@gmail.com

Background: Patients with inflammatory bowel disease (IBD) 
receiving biological therapies are considered particularly 
vulnerable to severe illness with COVID-19 due to weakened 
immune response to vaccinations. There are recommendations 
from several state-wide and national organisations encouraging 
those with IBD to be vaccinated. Despite this, vaccination rates 
of those who attend our state-wide Gastroenterology service 
was unclear.

Objective: To determine the rate of COVID-19 vaccination among 
IBD patients receiving biological therapy under the care of a 
state-wide Gastroenterology service

Action: This retrospective audit was conducted on 19/12/2021 
and included any patient with IBD receiving biological therapy 
(Adalimumab, Ustekinumab, Infliximab, Vedolizumab or Tofacitinib) 
under the care of a state-wide Gastroenterology service. Patients 
were identified for inclusion via biologic patient databases kept in 
the department and individual immunisation status was determined 
using the Australian Immunisation Register (AIR).

Evaluation: As of 19/12/21, 86% (394/456) of patients receiving 
biological therapy under the care of the Gastroenterology service 
were vaccinated against COVID-19. The rate of COVID-19 
vaccination differed between regions whereby patients living 
in non-metropolitan catchments had lower vaccination rates 
compared to metropolitan areas (77% (117/151) compared to 
90.8% (277/305). A chi square test demonstrated a statistically 
significant difference in the proportion of people who were 
vaccinated in metropolitan vs. regional centres (p<0.001).

Discussion: The overall rate of COVID-19 vaccination amongst 
IBD patients receiving biological therapy under the care of a large 
metropolitan Gastroenterology service was in-line with national 
recommendations. However, the rate of COVID-19 vaccination 
differed between regions with patients in non-metropolitan 
catchments having lower vaccination rates. There are many 
complex factors that may influence vaccination rate in regional 
areas and this research has identified an at-risk population which 
can be targeted for engagement activities to address barriers 
to vaccination.
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21 WE’RE VIRTUALLY ESSENTIAL! HOW CLINICAL PHARMACY 
CAN FACILITATE NEW VIRTUAL MODELS OF CARE

Sydney Phan1, Rosemary Burke2, Russell Levy2

1RPA Virtual Hospital, Sydney, NSW, 2Royal Prince Alfred Hospital, 
Sydney, NSW

EMAIL Sydney.phan@health.nsw.gov.au

Background: In 2020, a virtual hospital was established in 
Sydney to offer a suite of innovative and new hospital-level 
care for patients in the community. Clinical pharmacists were 
involved in developing novel virtual services. Pharmacy-related 
priorities in the early stages of the virtual hospital included 
medication management for COVID-19 patients quarantined in 
health accommodations, development of a virtual tuberculosis 
(TB) Direct Observed Therapy (DOT) service and commencement 
of decentralised virtual clinical trials.

Objectives: To describe key pharmacy undertakings in establishing 
new virtual clinical models of care.

Action: To ensure good governance, standard operating 
procedures were developed for the hotel quarantine service 
through pharmacy-led initiatives and problem solving. These 
included processes for the supply of benzodiazepine pre-packs, 
prescribing, supply and administration of vaccines and staged 
supply of controlled drugs for high-risk patients. Pharmacy 
also assisted in the development of the TB virtual DOT service, 
particularly in determining how medications were to be packaged 
after dispensing. Considerations of pharmacy resourcing and 
ease of use for patients and nurses were key determinants. 
Pharmacists were involved in the establishment of a decentralised 
virtual clinical trial to assess out of hospital management of acute 
diverticulitis. Unique challenges in medication supply, governance 
arrangements and engagement with novel stakeholders required 
significant development by pharmacy to successfully navigate 
patient care.

Evaluation: Establishment of new processes for virtual services 
must be concordant with National Safety and Quality Health 
Service Standards and local and national governance requirements.

Discussion: Establishing virtual clinical pharmacy services for a 
variety of clinical contexts has highlighted the unique challenges 
inherent in virtual service provision. The experiences gained have 
enabled the development of bespoke solutions to address these 
issues. As the demand for virtual care expands, these lessons 
learned serve as a blueprint for how virtual clinical pharmacy 
services can be developed to enhance patient experience.

22 PHARM-ASSIST – TRIALLING A NOVEL ROLE FOR 
PHARMACISTS DURING THE COVID-19 NURSING CRISIS

Sylvia White1, Sally Rajendran1, Karen Watt1, Janine Long1, 
Dr Steve Bolsin2, Peter Smart1, Tammy Sandison2

1St John of God Subiaco Hospital, Subiaco, WA, 2St John of God 
Health Care, Subiaco, WA

EMAIL sylvia.white@sjog.org.au

Background: COVID-19 has brought with it nursing workforce 
shortages due to sickness, burnout and recruitment challenges.

Objective: A novel clinical support pharmacist (CSP) role was 
proposed to assist hospital nurses with medication related tasks, 
to direct more nursing time to patient care.

Action: A document was developed to include the duties and 
responsibilities of the CSP. As this CSP position would coexist with 
the ward clinical pharmacist, the need to clearly delineate the two 
roles was deemed as essential. CSP duties included completion 
of medication history, double check medications with nurse, order 
medications and discharge reconciliation. The CSP would not 
undertake pharmaceutical review. A two week trial of the CSP role 
was approved for implementation on the oncology (medical) ward 
and orthopaedic (surgical) ward in a large private hospital.

Evaluation: An audit sheet for the CSP to tally the number of each 
task performed, and a feedback form were developed. As our 
baseline, the length of each CSP task was measured in minutes 
prior to the audit commencing. Average total nursing time per day 
redirected to patient care, was 3.5 hours on the surgical ward and 
2.2 hours on the medical ward.

Feedback from nursing staff was overwhelmingly positive and 
qualitative evaluation suggests that the new role

• facilitated safe medication practice

• reduced the risk of medication errors

• benefited their practice in a way they did not expect

Additionally, 100% of nurses on both wards thought

• the new role saved them time

• the new service would assist in acute nursing shortage in the 
future

Discussion: This trial demonstrates that pharmacists supporting 
nurses with medication related tasks redirects nursing time and 
promotes safe medication practice. Senior pharmacists were used 
in this trial, however there is potential for early career pharmacists 
with appropriate credentialing to perform CSP roles.
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23 PHARMACY INJECTS THE FUN INTO PFIZER TRAINING

Megan Lee1, Teresa Chan1, Helen Dixon1

1St Vincent’s Hospital Melbourne, Melbourne, Vic

EMAIL teresa.chan@svha.org.au

Background: The COVID-19 vaccines provided relief to the 
community after extended periods of lockdowns and restrictions 
in the pandemic. Initially, vaccine preparation only involved 
pharmacists at our state-run vaccination hubs. However, as vaccine 
demand increased, staff from various health professions were 
trained up in order to keep up with the lines of eligible patients.

Objective: To provide comprehensive training to health 
professionals in the preparation of COVID-19 vaccines.

Method: Education was led by a team of pharmacists to teach 
new staff, including nurses, paramedics and students, to prepare 
vaccines with correct aseptic technique. Training firstly involved 
observing the preparation of 2 vials, then practicing aseptic 
technique with empty vials, and finally being observed successfully 
preparing at least 2 vials of COVID-19 vaccines.

Evaluation: A confidential survey was distributed to staff in order 
to evaluate the success of pharmacist-led education in vaccine 
preparation. 65 responses were obtained, with a range of health 
professionals surveyed, showing a large spectrum of experience 
in their respective fields. 100% were trained in Pfizer vaccine 
preparation; 40% were also trained in the preparation of Moderna 
and 60% in the AstraZeneca vaccine. 74% of respondents reported 
being not confident or somewhat confident in vaccine preparation 
and required training. Post-training, 80% of respondents were 
extremely confident in vaccine preparation and did not require 
further supervision. Further to this, all respondents were agreeable 
to return to the pharmacy to aid in vaccination preparation. 84% 
stated they learnt skills transferable to other areas within their 
profession. Finally, 83% stated involvement in pharmacy improved 
their experience working at the state-run vaccination hubs.

Discussion: This demonstrates the success of pharmacist-led 
education in a statewide setting. It highlights the importance of 
pharmacist involvement, and that pharmacist-led education can 
also assist other health professionals upskill in their respective 
work practices.

24 THE SWEET AND SOUR OF BARIATRIC SURGERY – 
IDENTIFYING THE INCIDENCE OF POST-OPERATIVE 
DIABETIC KETOACIDOSIS

Abby Yu1, Gemma Woodruff1, Nicolas Anning1, Emily Zhou2

1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 
2Queensland University of Technology, Brisbane, Qld

EMAIL abby.yu@health.qld.gov.au

Background: Bariatric surgery has become increasingly common 
in the management of severe obesity in the Australian population. 
Published case reports have highlighted the risk of diabetic 
ketoacidosis (DKA) occurring after bariatric surgery, with numerous 
possible precipitants.

Aim: To determine the incidence of ketosis with or without 
clinically diagnosed diabetic ketoacidosis in patients who have 
undergone bariatric surgery at a large metropolitan hospital.

Methods: A retrospective audit of medical records from patients 
who underwent bariatric surgery between 1 January 2020 and 
30 April 2021 was conducted. Data captured included patient 
demographics; type of surgery; diabetes status; Sodium-glucose 
co-transporter 2 (SGLT2) inhibitor use and the time interval it was 
withheld before surgery; perioperative blood glucose and ketone 
levels and clinical diagnosis of DKA within 30 days of surgery.

Results: In total, 188 patients were included in the audit. 46% 
of patients had diabetes, and of these patients, 45% were taking 
SGLT2 inhibitors prior to surgery. All SGLT2 inhibitors were ceased 
at least 72 hours prior to surgery. Of total patients, only nine 
(4.8%) had blood ketones checked in the perioperative period. 
Seven of the nine patients had elevated ketones > 1.0mmol/L, 
of whom six patients were taking SGLT2 inhibitors. Two patients 
developed euglycaemic diabetic ketoacidosis in the perioperative 
period, both of whom had been on SGLT2 inhibitors.

Discussion: There is a small but significant risk of DKA in patients 
who are undergoing bariatric surgery, and particularly euglycaemic 
diabetic ketoacidosis in patients who have been treated with 
SGLT2 inhibitors. Pharmacists have an important role in alerting 
patients and clinicians to the signs and symptoms of euglycaemic 
diabetic ketoacidosis and highlighting its risks in the perioperative 
period. Increased blood ketone monitoring in the bariatric surgery 
patient cohort is warranted, particularly in those patients who have 
been treated with a SGLT2 inhibitor.
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25 IRON MANAGEMENT IN THE PRE-OPERATIVE SETTING 
OF ELECTIVE SURGERIES

Alyce Bassett1, Dr Diana Bortoletto1

1Barwon Health, Geelong, Vic

EMAIL alycebassett@gmail.com

Background: Iron deficiency anaemia (IDA) is the most common 
type of anaemia within the surgical population. Pre-operative 
anaemia is considered a risk factor for poor outcomes in surgical 
patients. International consensus guidelines on the peri-operative 
management of anaemia and iron deficiency provide a detailed 
algorithm for the diagnosis and treatment of iron deficiency 
anaemia in surgical patients. Ferric carboxymaltose (Ferinject®) 
is commonly used to treat IDA.

Aim: To identify whether Ferinject® was appropriately prescribed 
for elective procedures for the management of pre-operative 
anaemia according to guidelines at a Victorian regional hospital.

Method: This study involved a retrospective audit of patients who 
underwent elective surgery and were administered Ferinject® 
either pre-operatively or on discharge over a 7-month period 
(September 2019-March 2020). Appropriateness of Ferinject® 
prescribing was assessed according to consensus guidelines.

Results: Eighty-eight patients were included. Median age 
was 72 years [57, 79], 70.5% (62) were female, and 57% (50) 
underwent major surgical procedures. Overall, 71.6% (63) received 
Ferinject® prior to surgery [96% (48/50) for major surgical patients 
vs 39.5% (15/38) for non-major surgical patients].

Overall, all patients had haemoglobin tests of which 75% (66/88) 
were indicative of anaemia. Further appropriate tests to identify 
iron deficiency were completed in 72.7% (48/66) of patients with 
haemoglobin levels below 130 g/L. Overall, 63.6% (56/88) of 
Ferinject® was appropriately prescribed according to algorithm 
for identification and management of pre-operative IDA [73.7% 
(28/38) for non-major surgeries vs 56% (28/50) for major surgeries].

Discussion: Ferinject® prescribing for the management of pre-
operative iron deficiency was appropriate according to consensus 
guidelines for the majority of patients at this hospital. However, 
this can be improved through further education and protocol 
development to prescribers. Development of a pre-operative 
pharmacist role may also support appropriate prescribing.

26 POST-OPERATIVE PLANNING AND PRESCRIBING 
FOR VTE PROPHYLAXIS IN SURGICAL PATIENTS

Amelia Anderson1, Mika Varitimos1, Christopher Dyer1, 
Dr Elizabeth McCourt1,2, Patricia Gleeson1, Abby Yu1

1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 
2University of Queensland, Brisbane, Qld

EMAIL 00ameliaanderson@gmail.com

Background: Surgical patients have an increased risk of 
developing Venous Thromboembolism (VTE), due to the nature of 
some procedures and the following recovery. Therefore, National 
Standards require surgical teams to plan pre-operatively for post-
operation VTE prophylaxis.

Aim: The aim is to investigate the nature of pre-operative planning 
for post-operative VTE prophylaxis, and whether these plans were 
actualised – in general surgical patients at a Metropolitan hospital.

Method: Demographic information of all general surgical patients 
during a three-month period was drawn from the hospital’s 
Operating Room management software (ORMIS). From this, fifty 
patients were randomly recruited to the study – where further 
peri-operative information was collected (regarding pre-operation 
anticoagulation; details of planning and plan enaction; pharmacist 
involvement).

Data was descriptively summarised depending on the data type.

Results: All patients investigated had a VTE prophylaxis plan 
documented – where 90% of plans were enacted post-operation. 
Notably, in 15% of patients, there was a deviation from the 
documented plan, of which 73% were non-intentional deviations.

Further to this, 18% of patients were using regular anticoagulation 
pre-operation, and two-thirds of this population had a plan 
documented for its recommencement post-operation. 83% of 
documented anticoagulation plans were enacted.

Overall, pharmacists were involved in planning for 86% of patients 
and in enaction of plans for 72% of patients.

Discussion: VTE prophylaxis appears to be well planned and 
is generally satisfactorily enacted post-operation. However, 
there appears to be some inconsistency in plan enaction. This 
could be reflective of a slight disconnect in the transition of 
care from the surgery team (who create post-operation VTE and 
anticoagulation plans) and the ward treating team (who enact the 
plans). Any inconsistencies could potentially impact patient care. 
Investigations into the quality of plans and processes in enacting 
plans, would provide insight into areas that could be further 
improved to reduce inconsistencies.
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27 HEPARIN PRESCRIBING PATTERNS FOR VTE PROPHYLAXIS 
– IS IT TIME TO REINVIGORATE LOCAL GUIDELINES?

Arna Lancashire1, Jane Dunsdon1, Dr Christopher Morris1, 
Keshia De Guzman1, Jana Djoric2, Maddison Crowe3

1Princess Alexandra Hospital, Brisbane, Qld, 2Queensland University 
of Technology, Brisbane, Qld, 3Griffith University, Gold Coast, Qld

EMAIL arna.lancashire@health.qld.gov.au

Background: Rates of heparin-induced thrombocytopenia 
(HIT) related to VTE prophylaxis are eight times higher with 
unfractionated heparin (UFH) compared to low molecular 
weight heparin (LMWH). Heparin sodium is also one of the most 
expensive unfunded medicines used at the hospital. Local VTE 
prophylaxis guidelines recommend UFH be reserved for use in 
special populations (severe renal impairment or increased risk of 
bleeding). Despite this, anecdotal evidence suggests prescribers 
prefer UFH over LMWH for VTE prophylaxis.

Aim/objective(s): To examine prescribing patterns of UFH and 
LMWH for VTE prophylaxis and determine the appropriateness 
of prescribing against local guidelines.

Methods: A retrospective cohort study was conducted at a large 
quaternary hospital on patients admitted in April-October 2021 
who received VTE prophylaxis. Cohort identification was achieved 
through digital prescribing records for subcutaneous UFH and 
LMWH. An audit tool was piloted before formal data collection. 
Strict data handling was observed to meet local Human Research 
and Ethics Committee obligations. Data was analysed using 
descriptive and inferential statistics.

Results: The study included 308 patients. Surgical patients 
received UFH more often than medical patients (66% versus 23%, 
p<0.0001). As renal function (eGFR ml/min/1.73²) increased, 
UFH use decreased (83% <30, 56% 30-60, 43% >60, p=0.009). 
Overweight/obesity (BMI kg/m²) did not influence agent choice 
(p=0.450). Thirty-six percent of morbidly obese patients received 
weight-adjusted dosing (59% UFH, 0% LMWH). Of patients 
prescribed UFH, 68% should have received LMWH per local 
guidelines, with highest rates of non-adherence observed in 
the general surgery population.

Discussion: Local VTE prophylaxis guidelines aren’t being followed 
hospital-wide, with high rates of potentially inappropriate UFH use 
in some settings. Broader improvement opportunities regarding 
choice of agent in moderate renal impairment and dose adjustment 
in obesity also warrant attention. A multifaceted intervention 
to improve prescribing could include local guideline review, 
clinician education and ward imprest changes.

28 IMPACT OF PHARMACIST-PENDED DISCHARGE 
PRESCRIPTIONS ON PATIENT FLOW AND SAFETY 
IN SURGICAL PATIENTS

Brett Anderson1, Johnny Nguyen1, Kerryn Griffett1, Michelle 
Nalder1, Rachel Low1, Jane Stephens1, Annabelle Hargreaves1, 
Alex Edwards1

1Royal Melbourne Hospital, Melbourne, Vic

EMAIL Brett.Anderson4@mh.org.au

Background: Prescribing errors on discharge are common, 
impacting patient safety. As pharmacists wait for doctors to amend 
prescriptions, discharges can be delayed causing bed block.

Aim/objective(s): To measure the impact of pharmacist-pended 
and doctor-generated discharge prescriptions on patient safety 
and patient flow in emergency general surgery(EGS) patients.

Methods: This pragmatic non-randomised control study was 
conducted in a tertiary/quaternary metropolitan teaching hospital. 
An additional pharmacist was placed in the EGS unit (intervention) 
who attended daily ward rounds to pend discharge prescriptions 
within the electronic medical record (EMR). A doctor reviewed 
these orders before printing and signing. When the pharmacist 
was unavailable, a doctor prepared the prescription (control). 
Independent, blinded pharmacists performed a clinical screen of 
the printed prescriptions in both arms. Historical patient flow data 
was extracted from the EMR. Ethics approval was obtained.

Results: In total, 244 and 89 prescriptions were written 
in the intervention and control arms, respectively. Patient 
demographics and prescription length were well matched. At 
least one prescribing error occurred in 7.0% vs 30.3% (p<0.001) 
of intervention and control arm prescriptions, respectively. The 
proportion of patients discharged before 10am was higher in both 
the control and intervention arms compared to 2021 data; 13.0% 
and 9.9% vs 6.4%, respectively. More patients were discharged via 
the transit lounge in the intervention arm compared to the control; 
18.5% vs 7.8% (p=0.025), respectively.

Discussion: Pharmacist-pended discharge prescriptions were 
significantly less likely to contain errors than doctor-prepared 
prescriptions. Though improvements in patient flow metrics may 
be explained by simply having an additional resource, the results 
highlight the positive impact of proactive pharmacist involvement 
in writing discharge prescriptions. Subsequently, this workforce 
model is being explored in additional units. This non-randomised 
approach reflects the real-life implications of this workforce model, 
where pharmacists and doctors work collaboratively to improve 
patient safety and optimise patient flow.
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29 EXPLORING THE IMPACT OF INTRODUCING PARTNERED 
PHARMACIST MEDICATION CHARTING (PPMC) INTO THEATRES

Brianna Leat1, Alayne Matthews1, Olwen Emmerton1

1Echuca Regional Health, Echuca, Vic

EMAIL bleat@erh.org.au

Background: The benefits of PPMC when admitting medical 
patients from the Emergency Department are well-documented, 
contributing to significant reduction in medication errors and 
length of stay with resultant cost savings.

This trial investigated the impact of introducing the PPMC role 
into theatre for surgical admissions.

Objective: To create a service realignment where the role of 
the pharmacist is incorporated earlier in a patients admission, 
by evaluating the impact of a PPMC pharmacist in theatre.

Currently there is no funding for a pharmacy service in theatre, 
resulting in delayed pharmacy involvement until admission to 
the ward.

Method: Key stakeholders engaged and project plan formulated, 
for an unfunded 5-week pilot project, limited to patients flagged 
for admission post surgery.

A PPMC credentialed pharmacist was based in theatre to interview 
and review patients pre-operatively.

In collaboration with anesthetists and surgeons, the PPMC 
pharmacist then documents the PPMC plan and medications 
charted electronically, as per PPMC policy.

PPMC pharmacist then hands over to ward nursing and pharmacy 
staff the medication plan.

Evaluation: Data collected from trial included pharmacist 
interventions, errors, time spent in recovery prior to transport 
to the ward and staff feedback.

Results show a high number of patients were seen by the 
Theatre PPMC pharmacist, with a significant number of positive 
interventions.

Some key interventions include several changes to VTE 
prophylaxis and pain medications based on PPMC pharmacist 
recommendations. Many PPMC patients spent less time in recovery 
before being transferred to the ward.

Staff feedback showed positive impact to patient flow and greater 
communication with ward staff, and suggestions for future service.

Discussion: Earlier pharmacy intervention for surgical patients 
has created a positive impact on patient outcomes, including 
increasing patient flow and medications charted in a safe and 
timely manner. A proposed ongoing role is well supported by 
nursing and medical staff.

30 IMPLEMENTING PHARMACIST-LED ANALGESIC 
STEWARDSHIP PROGRAMS IN VICTORIA

David Nguyen1, Thuy Bui2, Prof Michael Dooley2

1Safer Care Victoria, Melbourne, Vic, 2Alfred Health, Melbourne, Vic

EMAIL david.nguyen@outlook.com

BOLT  LIGHTNING TALK L02

Background: Despite recognition of the potential risks of analgesic 
prescribing in hospitals, few Australian hospitals have formal 
programs to promote safe and optimal use.

Objective(s): To introduce key elements of an analgesic 
stewardship (AGS) program to optimise opioid analgesic 
use in adult surgical patients.

Action (Method): Six Victorian health services were allocated a 
pharmacist to implement an AGS program over an 18-week period.

The program design was drawn from a well-established AGS 
program at a large tertiary health service. A toolkit was adapted 
from this program to introduce key elements including a 
committee, monitoring and reporting to governance, clinician 
education, policies to support transfer of care of patients 
discharged on opioid analgesics and patient communication 
resources. Learning and coaching sessions with subject matter 
experts were also utilised.

Outcome measures were developed to align with indicators 
in the national clinical care standard and collected fortnightly 
for 20 patients per site.

Evaluation: All sites formed a committee, introduced monitoring 
and reporting to governance, clinician education and patient 
communication resources. Four sites approved policies to support 
transfer of care, whilst development has started in the remaining 
two sites.

Two sites demonstrated a reduction of 20% or greater in 
the proportion of opioid-naïve patients discharged on opioid 
analgesics. Four sites demonstrated an increase in the proportion 
of patients provided with an analgesic medication management 
plan, up to 52% at one site.

Sites indicated the structured learning sessions were useful in 
supporting pharmacists to implement AGS by facilitating peer-
learning, individual coaching and continual feedback. Sites agreed 
the toolkit’s resources such as sample guideline assisted in 
progressing implementation.

Discussion: The introduction of pharmacist-led AGS programs 
through a collaborative approach has led to improvements in 
adopting best practice in opioid analgesic use. Future direction 
includes assessment of sustainability in 12 months and call for 
wider adoption.
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31 QUALITY INDICATORS FOR OPIOID PRESCRIBING 
FOR ACUTE POSTOPERATIVE PAIN: A SCOPING 
LITERATURE REVIEW

Elizabeth Su1,2, Dr Christopher McMaster1,3,4,5, Parnaz Aminian1,2, 
Amy Scott1,2, Ljubica Trajceska2, Kent Garrett2, Prof Albert 
Frauman1,3,6, Dr David Liew1,3,4,6

1Medicines Optimisation Service, Austin Health, Heidelberg, 
Vic, 2Pharmacy Department, Austin Health, Heidelberg, Vic, 
3Department of Clinical Pharmacology and Therapeutics, Austin 
Health, Heidelberg, Vic, 4Department of Rheumatology, Austin 
Health, Heidelberg, Vic, 5Centre for Digital Transformation in Health, 
University of Melbourne, Melbourne, Vic, 6Department of Medicine, 
University of Melbourne, Melbourne, Vic

EMAIL elizabeth.su@austin.org.au

Background: Inappropriate opioid prescribing for acute 
postoperative pain increases patients’ risk of adverse effects such 
as opioid-induced ventilatory impairment or persistent post-
surgical opioid use. Optimising postoperative opioid prescribing is 
key to opioid stewardship in hospitals; however there is currently 
no set of quality indicators designed specifically for opioid 
prescribing for acute postoperative pain.

Aim: To identify candidate quality indicators for opioid prescribing 
for acute postoperative pain through a scoping literature review.

Methods: Peer-reviewed and grey literature were searched for 
opioid stewardship metrics publications and evidence-based 
guidelines or expert consensus statements relevant to opioid 
prescribing for acute postoperative pain. A literature review was 
performed in the MEDLINE database to identify opioid stewardship 
intervention studies for adult surgical patients, supplemented by 
review of reference lists. For local relevance in Australia, published 
final studies of abstracts from SHPA’s Medication Management 
conferences 2015-2020 were also included. From these 
references, measures that were relevant to opioid prescribing 
for acute postoperative pain were extracted as candidate quality 
indicators. Similar candidate quality indicators were combined 
to provide a single metric description and were categorised into 
domains and subdomains through investigator consensus.

Results: The review identified 11 relevant opioid stewardship 
metrics publications, 25 recent prescribing guidelines or 
consensus statements, and 126 opioid stewardship intervention 
studies in surgical settings. From these publications, 65 candidate 
quality indicators were derived across 3 major domains and 
10 subdomains:

• Opioid exposure: as inpatient; at discharge; and after discharge

• Patient outcomes: opioid-related morbidity or 
mortality; pain management and patient satisfaction; 
organisational performance

• Quality improvement processes: medication review; 
planning and communication; assessments and monitoring; 
staff education

Discussion: Implementing quality indicators into routine 
practice to guide improvements in opioid prescribing for acute 
postoperative pain will require expert consensus to select metrics 
that represent the range of stewardship subdomains and are 
feasible to measure with automated reporting.

32 DOES A DEDICATED GYNAECOLOGY PRE-ADMISSION 
CLINIC PHARMACIST IMPROVE PATIENT SAFETY AND 
THE WARD PHARMACIST’S WORKLOAD?

Eloise Glover1, Stephanie Hoy1, Noor Aladhami1

1Royal Brisbane and Women’s Hospital, Brisbane, Qld

EMAIL glovereloise@gmail.com

Background: Involving a dedicated surgical pre-admission clinic 
(PAC) pharmacist has previously demonstrated increased accuracy 
with medication prescribing, reduced number of in-hospital 
medication-related interventions and risk of adverse events. 
A focused study confirming similar benefits with a dedicated 
gynaecology PAC pharmacist is lacking.

Aim: To determine the impact of a tertiary hospital gynaecology 
PAC pharmacist on; a) number of medication-related interventions, 
b) proportion of ‘high risk’ interventions and c) time to complete 
medication activities, by the in-patient gynaecology pharmacist.

Method: This was a single-centre prospective observational 
study carried out at a metropolitan tertiary hospital. Between 
23/02/2021 and 16/03/2021, a pharmacy student followed the 
gynaecology ward pharmacist and collected patient data related 
to medication problems identified by the ward pharmacist, the 
intervention risk level (categorised as low, moderate and high) and 
the time taken to review patients. Descriptive statistics were used 
to compare patients who were not seen by the PAC pharmacist 
(control group) and those who were seen (intervention group).

Results: Twenty-five patients were included in the study, of which 
7 (28%) were seen by a gynaecology PAC pharmacist. Thirty-three 
ward-based interventions were made in the control group while 
16 interventions were made in the intervention group. Greater 
‘high-risk’ interventions were made on the ward in the control 
group (67%) compared to the intervention group (41 %). Mean 
time taken for the ward pharmacist to complete medication 
activities was 20 minutes in the control group vs 5 minutes 
in the intervention group.

Discussion: Our findings support the notion that the involvement 
of a dedicated gynaecology PAC pharmacist improves patient safety 
and reduces the ward pharmacist’s workload. Further research into 
quantifying how time saved by the ward pharmacist to focus on 
high-risk patients and interventions would be invaluable.
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33 WEIGHING UP OUR OPTIONS IN VTE PROPHYLAXIS 
PRESCRIBING

Elizabeth Telford1, Emily Koong1,2, Chae rin Yoo1,2
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Background: Venous thromboembolism (VTE) is a leading 
preventable cause of death during hospital admission. In extremes 
of body habitus, dosing of enoxaparin for VTE prophylaxis is 
underrepresented in studies. When dosed with enoxaparin 40mg 
daily as recommended by the Australian Commission on Safety 
and Quality in Healthcare Clinical Care Standards, patients 
weighing<45kg demonstrated supratherapeutic antifactor Xa 
levels. Patients with body mass index (BMI) >35 had double 
the VTE incidence of non-obese patients when administered 
enoxaparin 40mg daily. Local guidelines recommend enoxaparin 
30mg daily for patients weighing <40kg or BMI <18.5 and 
enoxaparin 40mg 12-hourly when BMI >40.

Objective: Determine if Orthopaedic and General Medicine 
patients are prescribed appropriate VTE prophylaxis based 
on weight.

Action: Retrospective audit of Orthopaedic and General Medicine 
patients admitted for >24 hours in June 2022. Retrieved patient 
weight, height and renal function to determine if VTE prophylaxis 
was prescribed in line with current evidence.

Evaluation: Of 124 reviewed patients, two patients (1.61%) 
required enoxaparin 40mg 12-hourly and four patients (3.22%) 
required enoxaparin 30mg daily. However, only three patients who 
required dose adjustments were prescribed accordingly (50%). 
BMI was unable to be calculate for 62 patients (50%) due to 
undocumented weight or height.

Discussion: Assessment of accurate VTE prophylaxis was limited 
by lack of documented height and weight and estimation of these 
parameters by observing the patient was likely to be inaccurate. 
Enoxaparin 30mg is administered from 60mg graduated syringes 
which increases wastage, cost to the healthcare system and 
risks medication administration errors. The lack of commercially 
available 30mg syringes may deter prescribing.

References: 

ACSQHC. 2020. https://www.safetyandquality.gov.au/standards/
clinical-care-standards/venous-thromboembolism-prevention-
clinical-care-standard Accessed 31/03/22

34 ROLE OF PHARMACIST IN AIDING DIAGNOSIS – A CASE 
OF OZEMPIC (SEMAGLUTIDE)-INDUCED CHOLECYSTITIS

Dr Geetha Mathew1, Natalie H. Glen1
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Objective: Drug-induced adverse effects account for a major 
fraction of hospital admissions. Pharmacist-led medication 
reconciliation on admission may provide a comprehensive picture 
by identifying missing pieces related to medication history in the 
diagnostic puzzle.

Clinical features: 43-year old female patient presented to our 
Emergency Department (ED) with right upper quadrant pain 
post-meal which was not responding to simple analgesics. On 
examination, she was Murphy’s positive and her bloods revealed 
deranged liver function tests (LFT). Abdominal ultrasound did not 
reveal any biliary pathology.

Literature review: Best Possible Medication History by pharmacist 
revealed that the patient was on Ozempic (Semaglutide) prior to 
admission. Pharmacist-led literature review on Ozempic revealed 
a common (>1%) occurrence of abdominal pain, and infrequent 
(0.1-1%) occurrence of cholelithiasis and cholecystitis – often 
requiring cholecystectomy (Australian Medicines Handbook 
(AMH) 2022).

Pharmacist interventions, case progress and outcomes: 
On pharmacist interview, patient revealed that she had been on 
Ozempic for weight loss for fourteen weeks prior to admission, and 
she ceased it two weeks prior due to feeling “sick” with abdominal 
pain which worsened further leading to the ED presentation. 
Furthermore, medical notes documented that the patient 
attributed her recent weight loss of 14 kg to “diet and healthy 
eating habits” alone. The potential for Ozempic-induced abdominal 
pain and cholecystitis often requiring cholecystectomy was 
highlighted by the pharmacist to the treating team. Due to ongoing 
abdominal pain, the patient was subjected to cholecystectomy 
which confirmed cholelithiasis/choledocholithiasis. Post-operation 
she progressed well, with improvement in LFT, pain, and was 
subsequently discharged home.

Discussion: Pharmacist-led medication reconciliation captured 
a complete medical history which helped in identifying a drug-
induced adverse effect leading to the case. This case report 
exemplifies that pharmacist-led medication reconciliation may 
form a vital link in aiding differential diagnosis by unravelling 
medication-related presentations.
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35 EVALUATION OF OPIOID SUPPLY AND INFORMATION 
PROVIDED TO PATIENTS AFTER DISCHARGE FROM SURGERY

Ian Fong1, Chin Hang Yiu2, Matthew Abelev2, Sara Allaf2, 
David Begley3, Bernadette Bugeja3, Kok Eng Khor3, 
Joanne Rimington4, Dr Jonathan Penm1,2

1Pharmacy Department, Prince of Wales Hospital, Sydney, NSW, 
2School of Pharmacy, The University Of Sydney Faculty of Medicine 
and Health, Sydney, NSW, 3Department of Pain Management, 
Prince of Wales Hospital, Sydney, NSW, 4District Pharmacy Services, 
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Background: Opioids are commonly prescribed to manage pain 
after surgery. However, excessive supply on discharge can increase 
patients’ risk of persistent opioid use and contribute to the reservoir 
of unused opioids in the community that may be misused.

Aim: To evaluate the use of opioids in surgical patients after 
discharge, and their satisfaction with the provision of opioid 
information.

Methods: A prospective cohort study was conducted at a 
tertiary referral and teaching hospital. Surgical patients were 
called 7-28 days after discharge to identify the amount of opioid 
supply remaining and whether they had been reviewed by their 
general practitioner. An adapted version of the Satisfaction 
with Information about Medicines Scale was conducted. The 
documentation of opioid analgesia plans in each patient’s 
discharge summary was also evaluated.

Results: In total, 66 patients responded and 45.5% underwent 
orthopaedic surgery. The median days of opioids supplied on 
discharge was 5 (IQR 3-5). 40.9% of patients had more than 50% 
of opioids remaining. Patients undergoing orthopaedic surgery 
were less likely to have more than 50% of opioids remaining 
(P-value = 0.045), whilst patients undergoing urology or renal 
surgeries were significantly more likely (P-value = 0.009). 
89.4% patients recalled receiving information about their opioids. 
However, 51.5% did not recall receiving any information on signs 
of opioid toxicity and interactions between opioids and alcohol. 
Only 36.4% patients had a documented opioid management plan 
in their discharge summary, most of which recommended a general 
review of the patient’s pain and opioid requirements.

Discussion: This study identified that the amount of opioids 
supplied after hospital discharge following surgery is generally 
more than necessary. It also showed that many patients were 
not given optimal advice on opioid analgesics, nor an appropriate 
plan in their discharge summary, highlighting the need for future 
interventions to improve practice and reduce possible harm.

36 POSTOPERATIVE WOUND HEALING DELAY IN PATIENTS 
TREATED WITH LEFLUNOMIDE

Jane Dunsdon1, Arna Lancashire1, Ahmed Alkhars2, 
Dr James Gray1

1Princess Alexandra Hospital, Brisbane, Qld, 
2University of Queensland, Brisbane, Qld

EMAIL jane.dunsdon@health.qld.gov.au

BOLT  LIGHTNING TALK L04

Background: Leflunomide has been associated with postoperative 
wound healing delay. Local guidelines for preoperative management 
of leflunomide recommend colestyramine washout before spinal 
surgeries with high risk of infection. Therapy interruption of 7-14 
days is recommended prior to operations with high infection risk 
or risk of delayed healing. These recommendations are based on 
limited evidence and their uptake by clinicians is unclear.

Aim/objective(s): To determine the preoperative management 
of leflunomide (continue, withhold, washout) in elective surgery 
patients admitted to a large metropolitan hospital and to determine 
the prevalence of associated wound healing delay.

Methods: A retrospective observational cohort study was 
conducted on leflunomide treated patients who underwent 
elective surgery between 2017-2022. Cohort identification was 
achieved through digital prescribing records for leflunomide 
and colestyramine. Rheumatologist review of all cases meeting 
the inclusion criteria was undertaken. Strict data handling was 
observed to meet local Human Research and Ethics Committee 
obligations. Data was analysed using descriptive statistics.

Results: Twenty patients were included in the study. Four cases 
of wound healing delay implicating leflunomide were identified 
(two with extended length of stay, two with hospital readmission). 
All four cases involved an open surgical approach. Three of four 
were co-treated with a corticosteroid long-term, and two were also 
co-treated with a biological Disease Modifying Anti-Rheumatic 
Drug (bDMARD). One case ceased leflunomide 7-14 days 
pre-operation and one case underwent washout. The remaining 
two cases continued treatment with leflunomide without 
colestyramine washout in the perioperative setting.

Discussion: Management of leflunomide preoperatively was 
inconsistent, despite guideline advice to withhold for 7-14 days 
preoperatively. Rheumatologist consults obtained in pre-admission 
clinic commonly recommended colestyramine washout. Co-therapy 
with steroids and bDMARDs is common and may potentially 
increase the risk of delayed wound healing. The findings have 
prompted local guideline review, Therapeutic Goods Administration 
adverse event reporting, and case report publication.
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37 ANTIPLATELET RESISTANCE IN PEOPLE UNDERGOING 
NEUROENDOVASCULAR PROCEDURES

Karl Winckel1, Isabelle Armstrong1

1Princess Alexandra Hospital, Brisbane, Qld

EMAIL karl.winckel@health.qld.gov.au

Background: Neuroendovascular surgical procedures are 
the gold-standard treatment for intracranial aneurysms, 
but significantly increases patient’s risk of post-procedural 
thromboembolism. Therefore, dual antiplatelet therapies (DAPT), 
including aspirin with a P2Y12-inhibitor (clopidogrel, prasugrel 
and ticagrelor), are used to mitigate this risk. However, emerging 
evidence reports up to 53.1% of patients may be non-responsive 
to clopidogrel. Understanding patient characteristics that affect 
antiplatelet response could assist in tailored prescribing of DAPT. 
VerifyNow platelet function assay is one method to observe 
platelet inhibition empirically.

Aim: To determine the incidence of DAPT non-responsiveness 
diagnoses via VerifyNow platelet function assays, and 
investigate what patient characteristics are associated with 
non-responsiveness.

Methodology: A retrospective observational audit of digital 
medical records from a large metropolitan hospital in Queensland 
between October 2020 and May 2022. Patients undergoing 
elective or emergency neurointervention coil and/or stent 
procedures were included. Platelet function, confirmed via 
VerifyNow, was compared to patients’ demographics (age, sex, 
body-mass index [BMI]), concurrent use of medications and the 
type of antiplatelet(s) used. Non-responsiveness was defined as 
platelet inhibition of <40%.

Results: A total of 69 patients were included with an average age 
of 59 years (±9.4SD), BMI of 28.5 kg/m2 (±6.4SD) and 50 (72.5%) 
were female. Prasugrel was the most common P2Y12-inhibitor 
prescribed (63.8%, n=44) followed by clopidogrel (33.3%, n=23) 
and ticagrelor (2.9%, n=2). Non-responsiveness was observed 
in 43% (n=10) of patients taking clopidogrel and 18% (n=8) 
taking prasugrel. The use of proton pump inhibitors increased 
non-responsiveness to clopidogrel (62.5% vs 32.5%), but not 
to prasugrel (30% vs 70%). Other variables analysed produced 
non-significant results.

Conclusions: Clopidogrel was associated with a greater rate of 
non-responsiveness than other P2Y12-inhibitors. The concomitant 
use of proton pump inhibitors increased the rate of clopidogrel 
non-responsiveness. Our results support findings from other 
literature in cardiovascular disorders.

38 MANAGEMENT OF SURGICAL PATIENTS ON OPIOID 
REPLACEMENT THERAPY: AN AUDIT OF CURRENT PRACTICE

Karla Clarnette1, Dr Leigh White, Dr Timothy Nolan, 
Dr Xavier Conner, Dr Brendan Dittmer, Dr Catherine ABI-Fares, 
Dr Andrew Mitchell
1Sunshine Coast University Hospital, Birtyna, Qld

EMAIL karla.clarnette@health.qld.gov.au

Background: Patients on opioid replacement therapy (ORT) 
hospitalised with acute pain represent a clinical challenge and have 
poorer perioperative outcomes. There is limited evidence relating 
to acute pain management of this complex cohort.

Objective: The primary objectives of this audit was to establish 
the number of patients who are admitted on ORT with an 
acute pain condition under surgical services and evaluate the 
management of these patients to determine consistency of pain 
management practices. Secondarily, we aimed to evaluate the 
documentation of ORT in clinical notes to determine adherence 
to operational protocols.

Methods: This was a retrospective audit of ORT patients treated 
with methadone, buprenorphine or buprenorphine-suboxone 
who were admitted under surgical, orthopaedic or obstetric 
teams with an acute pain presentation. This audit was conducted 
between 01/06/19 and 01/09/20 at an Australian Hospital and 
Health Service.

Results: Forty-four buprenorphine patients and nineteen 
methadone patients were included. There was significant 
variability in inpatient opioid prescribing, including practice of 
dose modification, and there was high utilisation of additional 
opioids, although agent choice varied. Multimodal analgesia was 
utilised, especially following Acute Pain Service review. However, 
only 24 patients (38%) were referred to the Acute Pain Service. 
Documentation rates related to ORT was poor, particularly relating 
to notification of the patient’s admission to their usual ORT 
prescriber (documented in only 13% of cases). Documentation 
did not adhere to organisational or wider standards, suggesting 
inadequate patient handover.

Discussion: Documentation at transitions of care was poor and 
clinical management was variable, with low rate referral to specialist 
pain teams. There is a need for further clinical studies into specific 
acute pain management strategies, and their effect on clinically 
relevant outcomes, to guide consistent management practices.
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39 WHAT SLIPPED THROUGH … ELECTIVE SURGERY 
CANCELLATIONS DUE TO SUBOPTIMAL MEDICATION 
MANAGEMENT
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Background: A tertiary public hospital in Brisbane performs 
15,000 surgeries per year and medication optimisation is pivotal 
to avoid costly same day theatre cancelations (1). Patients are 
ideally seen in a multidisciplinary preadmission clinic (PAC) 
for optimisation of their health, medications and education. 
PAC pharmacists have been shown to improve preoperative 
medication optimisation and prevent cancellations (1).

Objective: To identify the incidence and nature of elective 
theatre cancellations due to suboptimal medication management, 
to inform strategies that can optimise current processes.

Action: This was a retrospective study of elective surgery 
cancellations, during a 12-month period. Data was obtained 
from the Health Service Data and Analytics Department. 
The medications that caused the cancellation, specialty team, 
review by PAC pharmacist (in person or by phone) were collated. 
Records were reviewed to determine which cancellation were 
identified early by the PAC pharmacist to enable rescheduling 
of surgeries and avoid same day cancelations.

Evaluation: A total of 66 (of 6626) surgeries were cancelled due 
to medications, with anticoagulants (40%), antiplatelets (46%), 
and antidiabetics (13%), of the highest classes. The specialties 
with the highest medication related cancellations were Plastics 
(50%), followed by Urology (16.5%). Phone consultations had 
higher cancellations compared to in-person (40% vs. 30%) 
respectively. A total of 41% of patients had the PAC pharmacist 
identify that surgery should be rescheduled to prevent same 
day cancellation.

Discussion: The low proportion of medication related cancellations 
demonstrate the benefits of PAC pharmacists in preventing surgical 
cancellations. These learnings will be used to develop preop patient 
care models tailored to the needs of each specialty, to reduce 
medication related cancellations and optimise patient outcomes.

References:

1. de Lorenzo-Pinto, Ana, et al. “Cancellations of elective surgical 
procedures due to inadequate management of chronic 
medications.” Journal of Clinical Pharmacy and Therapeutics 
44.4 (2019): 561-564.

40 RESHAPING OPIOID PRESCRIBING IN ACUTE PAIN 
MANAGEMENT POST CAESAREAN SECTION
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Background: In recent years, the risks of opioid medications 
have escalated to become a key global health priority. Caesarean 
section births represent over a third of total births in Australia, and 
patients are typically discharged with opioid medicines, often for 
the first time. The complexities of the post-partum period place 
these women as potentially vulnerable to the risks of opioid 
harms. There is a paucity in Australian research that explores 
current prescribing trends and guides optimal pain management 
post caesarean section. Preliminary findings from a retrospective 
study in 2021 at a private metropolitan hospital discovered that 
over 67% (n=33/49) of caesarean section patients received 
slow-release (SR) opioid formulations on discharge, with 43% 
(n=21/49) receiving greater than seven days supply.

Aim: To evaluate the impact of obstetrician, midwifery and 
pharmacist education on discharge opioid prescribing practices 
in the context of the Opioid Analgesic Stewardship in Acute Pain 
Clinical Care Standard for patients post caesarean section.

Methods: An education session and executive summary 
highlighting the audit results from 2021 and key opioid prescribing 
recommendations was developed and presented to clinicians in 
January 2022. An ethics approved, retrospective chart review was 
then conducted on another sample of patients who had caesarean 
births between February and April 2022.

Results: The 2022 audit found that 47% (n=24/51) of patients 
received a SR opioid formulation on discharge, with 39% 
(n=20/51) of patients receiving a supply greater than seven days, 
representing a reduction of 20% and 4% respectively.

Discussion: This study demonstrates that audit feedback and 
targeted education to a multidisciplinary team has the potential 
to impact opioid prescribing trends. The research has fostered 
engagement within the private hospital, leading to the introduction 
of opioid prescribing surveillance reporting and pain management 
plans which will be evaluated for their impact on optimising safe 
opioid prescribing.
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41 POST-DISCHARGE OXYCODONE USE AND HANDLING 
IN ADULT TONSILLECTOMY PATIENTS
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Background: Tonsillectomy is recognised as a very painful 
procedure, causing moderate to severe pain lasting several 
days. The state-wide medication formulary restricts oxycodone 
prescribing on discharge to a maximum of 10 tablets, however 
a local approval was obtained to allow 20 tablets on discharge 
post tonsillectomy.

Aim: The aim of the project was the evaluate how much oxycodone 
adult tonsillectomy patients used post-discharge and their 
handling of unused medication.

Methods: A prospective evaluation of tonsillectomy patients 
was conducted at an Australian metropolitan elective surgery 
hospital for a period of 12 months with patients phoned 14 days 
post-procedure to complete a survey.

Results: 82 patients were invited to participate, and 54 patients 
completed the survey. Approximately half of the patients took all 
or had less than 5 remaining of the prescribed tablets (38.9%, 
12.9%), 37% took about half of all tablets, 5 participants took 
less than five tablets (9.3%) and one reported taking none (1.9%). 
Of those who had remaining tablets, the most common reason 
for not taking all the tablets was pain was well controlled without 
taking oxycodone (51.5%), while 7 patients reported the side 
effects were too strong (21.2%) and 9 reported other reasons 
(27.3%). Patients stored left over tablets in a cupboard (42.4%), 
medicine box (33.3%) or other location (12.1%). Four patients 
(12.1%) reported disposing the excess tablets, and of this, one 
patient returned them to a community pharmacy for disposal.

Discussion: There was a wide variety of oxycodone use following 
discharge. Most participants (61.1%) had left over tablets at the 
end of the 2-week period. Storage and disposal of leftover tablets 
in this context was suboptimal. There was insufficient number of 
patients to detect a relationship between any patient characteristics 
and oxycodone use. Further investigation is required to determine 
patient specific factors for analgesia requirements.

42 MAMMALIAN MEAT ALLERGY AND ITS IMPACT ON VENOUS 
THROMBOEMBOLISM PROPHYLAXIS

Lilian Vo1
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Objective: To describe a case of venous thromboembolism (VTE) 
prophylaxis in a patient with rare tick-induced mammalian 
meat allergy.

Clinical features: A 57-year-old female patient with documented 
tick-induced mammalian meat allergy was admitted for a 
total abdominal hysterectomy for treatment of endometrial 
adenocarcinoma. Extended VTE prophylaxis post discharge was 
required due to high VTE risk. Usual pharmacological options such 
as enoxaparin and heparins were inappropriate given they are 
porcine-derived and considered mammalian meat by-products.

Literature review: Tick bite-induced mammalian meat allergy 
is an IgE-mediated reaction to alpha-gal, a carbohydrate 
present in non-primate mammals and mammalian by-products. 
The transfer of alpha-gal from mammals to humans occurs when 
a species-specific tick feeds on mammals, subsequently bites 
a human and injects alpha-gal through the alimentary tract and 
saliva. The presence of foreign alpha-gal triggers an IgE antibody 
immune response and subsequent ingestion of mammalian 
products produces an allergic reaction. Prevalence is high in the 
Sydney basin, south coast of New South Wales and Noosa but low 
in other areas of Australia, including where this patient presented.

Pharmacist interventions, case progress and outcomes: 
The ward pharmacist identified the patient required extended 
VTE prophylaxis as per hospital guidelines. Both enoxaparin and 
heparin, to which the latter the patient had a documented allergy 
of anaphylaxis, were contraindicated. Standard references for 
alternative pharmacological VTE prophylaxis options were reviewed 
and fondaparinux 2.5mg subcutaneous daily for 28 days was 
recommended. Fondaparinux is a synthetic anticoagulant without 
animal-sourced components. During inpatient treatment with 
fondaparinux, no allergic reactions ensued, and the patient 
was subsequently discharged home to complete the course.

Discussion: Pharmacists are well placed to ascertain allergy 
status and recommend appropriate therapy. This case also 
highlights the importance of eliciting clinical history such as those 
with mammalian meat allergy, whom require tailored approaches 
to medication treatment.
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43 RESHAPING POST-OPERATIVE ANALGESIC 
PRESCRIBING AT POINT OF DISCHARGE THROUGH 
PHARMACIST-LED INTERVENTION
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Background: The practice of prescribing pain relief on discharge 
for surgical patients is commonplace, yet documentation of both 
simple analgesia uses, and a proceeding pain management plan 
is often lacking, for both patient and future medical staff. With the 
development of a new Opioid Analgesic Stewardship in Acute Pain 
Clinical Care Standard, a review of appropriate pain management 
and documentation was necessary within the hospital environment.

Aim: To identify changes in prescriber habits following pharmacist-
led education sessions provided to junior doctors and pharmacists, 
pertaining to the new Acute Pain Clinical Care Standard.

Method: A retrospective review of analgesia use through 
examination of discharge prescriptions and medication charts 
across one surgical ward was conducted for the months of January, 
April, July and October of 2021. This coincided with the medical 
intern’s rotations. Information on analgesics collected included: 
name, dose and quantity, inpatient usage, oral morphine equivalent 
doses (OMED) and if a pain management plan was provided for 
the patient or general practitioner use. Education was provided 
through three small group sessions throughout 2022. Discharge 
data was then collected for the month of July and August 2022.

Results: Baseline data indicated that less than 50% of discharge 
scripts had simple analgesia prescribed and often coincided with 
an increased OMED as compared to relevant inpatient chart. 
Initial post-intervention results display significant increases in 
simple analgesia prescribing whether in combination with or in the 
absence of opioid use. A lower OMED score on discharge versus 
relevant inpatient OMED score was additionally noted.

Discussion: Comparison of our baseline and post-intervention 
data suggests pharmacist-led education of junior doctors was 
able to make a positive impact on pain relief prescribing and 
communication at discharge. These education sessions reduced 
unnecessary opioid prescribing and improved the clear provision 
of simple analgesia to be used as baseline pain control.

44 EVALUATION OF CURRENT PRACTICE FOR THE 
PERIOPERATIVE MANAGEMENT OF SODIUM-GLUCOSE 
CO-TRANSPORTER-2 INHIBITORS AND TYPE-2-DIABETES

Rosemarie Kairuz1, Thuy Bui1, Dr Jonathan Nicholson1, 
Dr Shoshana Sztal-Mazer1, Dr Ryoko Kinukawa1

1Alfred Health, Melbourne, Vic

EMAIL r.kairuz@alfred.org.au
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Background: Sodium-glucose co-transporter-2 inhibitors 
(SGLT2i) are associated with diabetic ketoacidosis (DKA) in the 
perioperative period. Guidelines recommend withholding SGLT2i 
two days preoperatively, on the day of surgery and recommencing 
three days postoperatively for major surgery.

Aim/objectives: To investigate how perioperative SGLT2i 
management affects glycaemic control and the incidence 
of DKA in the perioperative period.

Methods: This single-centre retrospective cohort study 
included all patients with type 2 diabetes mellitus taking 
SGLT2i and matched patients not taking SGLT2i, who attended 
the pre-admission clinic between May 2019 and April 2020. 
The primary outcomes were the proportion of SGLT2i patients 
demonstrating guideline compliance, and the incidence of 
adverse glycaemic control from day of surgery through to day 3 
postoperatively. Secondary outcomes included the incidence of 
DKA, cancellation of surgery and complications due to adverse 
glycaemic control.

Results: Fifty-eight patients in each group were included. 
Thirty-seven (63.8%) of SGLT2i patients were compliant with 
recommended preoperative plans. Hyperglycaemia threshold 1 
(blood glucose level [BGLs] 10.1 to 14.9mmol/L), immediately prior 
to surgery, occurred in 17 (29.3%) SGLT2i patients and 9 (15.5%) 
non-SGLT2i patients (p=0.07). For SGLT2i patients, preoperative 
hyperglycaemia (BGLs > 10mmol/L) occurred in 11 adherent 
patients and in 8 patients who were non-adherent to the guideline 
(p=0.51). There were no significant differences between groups 
in incidence of postoperative hyperglycaemia or hypoglycaemia. 
The incidence of DKA in the SGLT2i group was 1 (1.7%, 
non-adherent) patient and 2 (3.4%) patients in the non-SGLT2i 
group (p=0.56). Euglycaemic DKA did not occur in either group.

Discussion: Two-thirds of SGLT2i patients adhered to preoperative 
guidelines, highlighting the need for initiatives that improve patient 
compliance with preoperative medication instructions. There was 
a trend towards greater preoperative hyperglycaemia in SGLT2i 
patients compared to non-SGLT2i patients. Further research, 
with a larger sample size, is warranted to determine the optimal 
duration of preoperative SGLT2i cessation.
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45 KETONE MONITORING OF PATIENTS ON SGLT2 INHIBITORS 
POST EMERGENCY SURGERIES
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Background: Sodium-glucose contransporter-2 (SGLT2) 
inhibitors are a class of oral hypoglycaemics. Current perioperative 
guidelines recommend withholding these medicines for 3 days 
before surgeries and procedures, in order to prevent the 
development of euglycaemic diabetic ketoacidosis (EDKA) in 
the perioperative period. There are however no clear guidelines 
on postoperative monitoring to detect EDKA, if SGLT2 inhibitors 
are unable to be withheld before procedures, for example in 
emergency presentations.

Objective: To retrospectively review the frequency of post-
operative ketone and blood glucose level (BGL) monitoring in 
patients who were prescribed an SGLT2 inhibitor and received 
emergency surgery within a 12-month period (01/04/2021 – 
30/04/2022).

Methods: Patients prescribed an SGLT2 inhibitor who were 
admitted to the general surgery or orthopaedic wards for 
an unplanned procedure were identified and their medical 
records obtained. The patients’ insulin and BGL charts were 
reviewed to identify if their ketones and BGLs had been checked 
postoperatively, and of these patients, how many had an elevated 
ketone reading.

Results: A total of 30 patients were identified, however only 
20 charts were reviewed due to time limitations. Of the 20 patients 
included, 9 patients (45%) had no ketone monitoring performed 
within 24 hours of their procedure. Of the 11 patients that had 
ketone monitoring postoperatively, 6 patients returned a positive 
ketone reading (>0.6mmol/L). In comparison 73% of patients 
received BGL monitoring within 24 hours of their procedure.

Discussion: A gap in postoperative monitoring has been identified, 
with 45% of patients not receiving ketone monitoring which is 
necessary for the early detection of euglycaemic ketoacidosis. 
Pharmacists play a key role in identifying these patients early, 
either when completing a medication history in the emergency 
department or when reviewing the patient day one postoperatively 
on the ward. Pharmacists can also provide education and help raise 
awareness among surgical nurses of the required monitoring.

46 PREVALENCE AND PREDICTORS OF OPIOID USE BEFORE 
ORTHOPAEDIC SURGERY IN AN AUSTRALIAN SETTING

Shania Liu1,2, Dr Jennifer Stevens3,4, Dr Ashleigh Collins3, 
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A/ Prof Justine Naylor8,9, Prof Asad Patanwala1, Benita Suckling1,10, 
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Wales Hospital, Randwick, NSW, 3School of Medicine, Notre Dame 
University, Sydney, NSW, 4St Vincent’s Clinical School, The University 
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Background: Opioid analgesics are commonly used by patients 
awaiting orthopaedic surgery and preoperative opioid use is 
associated with a greater burden of postoperative pain, suboptimal 
surgical outcomes and higher healthcare costs.

Aim/objective(s): This study aimed to examine the prevalence of 
total opioid use before elective orthopaedic surgery with a focus 
on regional and rural hospitals in New South Wales.

Methods: This was a cross-sectional, observational study of 
patients undergoing orthopaedic surgery conducted between 
April 2017 and November 2019 across five hospitals that included 
a mix of metropolitan, regional, rural, private and public settings. 
Preoperative patient demographics, pain scores and analgesic 
use were collected during pre-admission clinic visits, held between 
two and six weeks before surgery.

Results: Of the 430 patients included, 229 (53.3%) were women 
and the mean age was 67.5 (standard deviation 10.1) years. The 
overall prevalence of total preoperative opioid use was 37.7% 
(162/430). Rates of preoperative opioid use ranged from 20.6% 
(13/63) at a metropolitan hospital to 48.8% (21/43) at an inner 
regional hospital. Multivariable logistic regression showed that 
the inner regional setting was a significant predictor of opioid 
use before orthopaedic surgery (adjusted odds ratio, 2.6; 95% 
confidence interval, 1.0 to 6.7) after adjusting for covariates.

Discussion: Opioid use prior to orthopaedic surgery is common 
and appears to vary by geographic location.
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47 INVESTIGATING SUGAMMADEX USAGE AT A REGIONAL 
TERTIARY HOSPITAL IN ACCORDANCE WITH STATE-WIDE 
GUIDELINES: RETROSPECTIVE STUDY

Sheridan Smith1, Jenny Walsh, Celeste Zupp, Stevie Perks
1Townsville University Hospital, Annandale, Qld

EMAIL sheridanrsmith@optusnet.com.au

Background: Residual neuromuscular blockade is a common 
complication postoperatively and increases the risk of adverse 
patient outcomes. Sugammadex is designed to reverse the effects 
of neuromuscular blockers rocuronium and vecuronium. The use 
of sugammadex is highly restricted in the statewide formulary 
and yet is the third highest unfunded drug expenditure at our site 
with increasing expenditure over the past two years. An audit was 
undertaken to review use compared to practice guidelines.

Aim: To investigate the use of sugammadex over a one-month 
period to evaluate if use is consistent with approved formulary 
indications and discuss cost-effectiveness of practice at a tertiary 
health facility.

Methods: A retrospective study was conducted of patients 
administered sugammadex from 1st – 31st April 2021 using a 
data collection tool. Data was obtained from a sugammadex usage 
report, anaesthetic records and the electronic medical record. 
Documentation in these records was reviewed for each patient 
and data analysed to assess indications for use and adherence to 
statewide guidelines. Ethics approval was granted for the conduct 
of this audit.

Results: The audit contained a total sample size of 202 patients. 
The results indicated that 57% of patients met the criteria for use 
and 43% had no clear indication for administration.

Discussion: The lack of documentation relating to the clinical 
indication for use of sugammadex has prompted anaesthetic staff 
education to include detailed documentation for the indication 
of sugammadex use, to demonstrate that guidelines have been 
considered and administration is clinically appropriate. The 
anaesthetics group have additionally been advised to include 
the use of quantitative neuromuscular monitoring to reduce 
the need of neuromuscular reversal and reduce associated 
costs, as supported by statewide guidelines and independent 
Australian Tertiary Hospital analyses.

48 IMPACT OF MULTIMODAL INTERVENTIONS ON 
OPIOID DISCHARGE PRESCRIPTIONS POST SURGERY 
IN A MAJOR HOSPITAL

Tram Huynh1, Iouri Banakh2, Sok Leng Cam1, Esther Liu1, 
Dr Rumes Sriamareswaran1, Lilian Vo1

1Peninsula Health, Melbourne, Vic, 2Monash Health, 
Melbourne, Victoria

EMAIL tram_huynh_611@outlook.com

Background: Opioids are commonly prescribed to manage 
post-operative pain in surgical patients. Many studies have 
demonstrated variability in opioid quantities on discharge opioid 
prescriptions (DOP) after surgery, and its contribution to opioid-
dependence and death. Moreover, junior doctors are responsible 
for prescribing the majority of post-operative DOP, however, there 
is not enough state-wide opioid prescribing standards to guide 
discharge opioid quantities leading to varied practice. Therefore, 
strategies to standardise DOP and prevent the overprescribing of 
opioids on discharge are crucial in reducing opioid-related harm.

Aim: To assess if the multimodal interventions improve 
appropriateness of DOP and reduce overprescribing opioids post 
minor surgeries.

Methods: A retrospective, single-centre audit was conducted in 
opioid-naïve patients with DOP. Interventions implemented on 
1/10/2022 included post-operative DOP guidelines, electronically 
auto-populated opioid-prescribing recommendations and 
staff education for junior doctors. Opioid-naïve adults with 
DOP post minor surgeries were assessed pre-interventions 
(PRE) Jan-Mar 2020 and post-interventions (POST) Jan-Mar 
2021. The appropriateness of DOP was assessed against newly 
introduced guidelines with the recommended quantities informed 
by previous 24-hours inpatient opioid use. DOP quantities were 
converted to the oral morphine equivalent dose (OMED). The 
primary outcome was the overall reduction in median OMED per 
prescription PRE/POST. Data was analysed using Microsoft Excel/ 
Stata®: Mann-Whitney U test, Chi-square test and Pearson’s 
correlation coefficient (r) for OMED-use 24-hours preceding 
discharge and subsequent OMED-prescribing.

Results: 439 opioid-naïve adults with DOP were assessed. 
POST, the median OMED per prescription was halved (80mg to 
40mg, p<0.0003). Appropriate DOP increased by 5.6% (p=0.0219) 
and over-prescribed DOP decreased by 13.0% (p=0.0219) 
post-interventions.

Discussion: The results suggest that the multimodal 
interventions significantly improved the post-operative DOP for 
opioid-naïve patients and reduced the median OMED on discharge 
(PRE: r(205)=.3045, p<.0001 versus POST: r(230)=.3467, 
p<.0001). Further studies are required to evaluate the ongoing 
impact of these interventions and their sustainability.
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49 TAPENTADOL VERSUS OXYCODONE IN THE MANAGEMENT 
OF ACUTE POST-OPERATIVE PAIN: A RETROSPECTIVE 
SINGLE-CENTRE STUDY

Tsz Yan Lau1, Iouri Banakh, Gillian Oates
1Frankston Hospital, Frankston, Vic

EMAIL gillyoat@gmail.com

Tapentadol is frequently prescribed for acute post-operative 
pain despite limited evidence for this indication, with government 
funding only available for chronic pain based on published studies 
showing non-inferior analgesia.

Aim: To compare the efficacy of tapentadol sustained release (SR) 
and immediate release (IR) compared to oxycodone (SR and IR) 
for post-operative acute pain in opioid naïve adults.

Methods: A retrospective study of opioid naïve surgical patients 
from three hospital wards in 2019 was conducted with the primary 
outcome of reduction in pain scores between the patients treated 
with tapentadol and oxycodone. The electronic health record 
was analysed for pain scores prior to analgesic administration 
immediately post-surgery, at 24, 48 and 72-hours after surgery 
with comparison between groups using Student t-test.

The secondary outcome was to assess sedation scores, aperient 
and antiemetic use analysed using Fisher’s exact test.

Results: 60 patients (Tapentadol N=16, Oxycodone N=44) 
were included in the study with the mean age in the tapentadol 
group of 69.4 years compared to 52.5 years in the oxycodone 
group (p=0.008).

The mean pain scores immediately post-surgery were 4.8 and 5.6 
in tapentadol and oxycodone groups respectively. The pain scores 
declined in both groups at 24 (4.2 versus 4.3), 48 (3.8 versus 3.7)
and 72-hours (1.9 versus 2.8), but the differences were not 
statistically significant. The average number of “when required” 
analgesia doses were 11.7 versus 11.0 in the tapentadol and 
oxycodone groups respectively.

The secondary outcomes of patients experiencing adverse 
gastrointestinal and sedation effects were less frequent in 
the tapentadol group (62.5% versus 84.1%, p= 0.088).

Discussion: The results of this small study suggest that tapentadol 
is non-inferior to oxycodone in efficacy of post-operative acute 
pain control in opioid naïve adults compared to oxycodone with 
fewer adverse events, however, it comes at a great cost for the 
hospital and the patients.

50 A SPLICE OF THE PIE – WHERE ARE WE WITH OUR GENETIC 
INTERVENTIONS?

Adnan Shah1, Dr Pathma Joseph1,2, Deshina Naidoo1,2

1University Of Sydney, Sydney, NSW, 2The Children’s Hospital 
at Westmead, Sydney, NSW

EMAIL deshina.naidoo@health.nsw.gov.au

Background: Gene therapies are a novel, advanced therapeutic 
area with opportunities to correct genetic defects contributing 
to significant disease burden, often not possible with traditional 
pharmacotherapeutics agents. Our study aimed to gain a global 
perspective of registered gene therapy interventional studies.

Methods: Utilised the clinicaltrials.gov trial registry to extract data 
on gene therapy trials (including adult versus children, disease 
categories, trial status and sponsorship). Data from the Global 
Burden of Disease 2019 was used for comparison with registered 
gene therapy trials.

Results: There were 838 registered trials involving gene therapy 
from 4/11/1999 until 27/08/2022. Of the total registered trials, 
4%, (33/838) were conducted in Australia. Trials involving children 
comprised one third of the total registered trials globally (33% 
(273/838) and was similar in Australia (30%, 10/33). Adult and 
paediatric trials had a similar distribution of trials listed per disease 
category. Congenital disease was the highest target of paediatric 
trials (22% (935/4241)) and neoplasms for adult (22.6% 
(2433/10782)). We saw no relationship between disease burden 
and proportion of trials targeting them.

29% (239/838) of total registered trials were completed. 
The proportion of paediatric trials completed were higher 
(33%, 89/273) than adult trials (16%, 150/565). In adults, 
the highest proportion of trials completed were in ENT Conditions 
(95%, 19/20) and Eye Diseases (96%, 165/172), but low in 
Immunological disease (16%, 145/276). Paediatric trials had 
100% completion in Eye (94/94) and Urological diseases (20/20) 
and lowest proportion in Behavioural disorders (0%, 0/5) and Skin 
disorders 34%, (17/50). Most trials were sponsored by industry 
(50%, 423/854).

Conclusion: Due to financial investments, complexity of 
conditions, and patient cohorts, the data indicates a current 
lower total trial completion rate. In the future, established trial 
design and known safety risks will enhance gene therapy research 
to addresses gaps in rare diseases where there are limited 
pharmacotherapeutic alternatives.
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51 SUCCESSFUL USE OF RUXOLITINIB FOR REFRACTORY 
HAEMOPHAGOCYTIC LYMPHOHISTIOCYTOSIS: A CASE REPORT

Amanda Tey1, Di Ni1, Dr Adi Tedjaseputra2

1Monash Health Pharmacy Department, Melbourne, Vic, 
2Monash Haematology, Melbourne, Vic

EMAIL amanda.tey@monashhealth.org

Objectives: To describe successful ruxolitinib use for refractory 
haemophagocytic lymphohistiocytosis (HLH) secondary to 
subcutaneous panniculitis-like T-cell-lymphoma (SPTCL).

Clinical features: A 27-year-old male presented with 
fevers, constitutional symptoms, and hyperferritinaemia 
(17,825microg/L). He was diagnosed with secondary HLH 
and initially treated with dexamethasone only, for 26-days 
in the setting of an undiagnosed driver.

Literature review: Haemophagocytic lymphohistiocytosis is 
a life-threatening syndrome of immune activation resulting in 
cytokine-mediated inflammation, occurring in 17% of patients 
with SPTCL. Initial HLH treatment involves addressing underlying 
drivers. Ruxolitinib abrogates JAK-STAT cytokine signal 
transduction and has reported use for relapsed/refractory HLH 
in one case-series and two case-reports. Ruxolitinib use in adults 
with refractory HLH and SPTCL, has not been described.

Case progress and pharmacist interventions: With fever 
resurgence and increasing inflammatory markers, anakinra 
was trialled for 4-days unsuccessfully and switched to HLH-94 
(Histiocyte Society) with ongoing pursuit of aetiology. Four-days 
later, germline-associated SPTCL was diagnosed; treatment was 
altered to CHOEP (cyclophosphamide, doxorubicin, vincristine, 
etoposide, prednisolone). Fevers and biochemical abnormalities 
persisted hence ruxolitinib 15mg twice-daily was initiated the 
next day.

Throughout admission, the pharmacist recommended 
co-trimoxazole, posaconazole (prolonged neutropenia) and 
valaciclovir prophylaxis. A literature review guided ruxolitinib 
dosing. An interaction with posaconazole was identified, the 
pharmacist recommended reduction of ruxolitinib to 10mg 
twice-daily with blood count monitoring.

Outcomes: Upon ruxolitinib initiation a brisk response was 
observed with fever termination (16-days of continuous fevers 
prior) within 2-hours. The patient remained afebrile thereafter, 
with improving inflammatory markers including ferritin, allowing 
weaning of dexamethasone. Ruxolitinib was weaned and ceased 
after 22-days and CHOEP continued alone. Grade 4 neutropenia 
and thrombocytopenia developed, however pre-dated ruxolitinib 
and resolved post CHOEP nadir (14-days).

Discussion: While temporally related to CHOEP, the rapid 
symptomatic and biochemical recovery upon initiation of ruxolitinib 
provides additional evidence to supports its use in abrogating 
cytokine storm in refractory HLH.

52 BENEFIT OR BURDEN? EVALUATION OF CANCER CLINICAL 
TRIAL PHARMACY CHARGES

Anna Shi1, Simon Dickens1, Tamara Eid1, Sam Hayman2, 
Marissa Ryan1,3,4

1Princess Alexandra Hospital, Brisbane, Qld, 2School of Pharmacy, 
Queensland University of Technology, Brisbane, Qld, 3Centre 
of Online Health, The University of Queensland, Brisbane, Qld, 
4Centre for Health Service Research, The University of Queensland, 
Brisbane, Qld

EMAIL Anna.Shi@health.qld.gov.au

Background: It is imperative hospital pharmacies have sufficient 
staff resources to support clinical trials (CT). At our site CT 
pharmacy services are self-sustaining. Over the years, it has been 
anecdotally reported staff time required to support clinical trials 
has increased. It is hypothesised this is due to CT design becoming 
increasingly complex.

Objective: This study aims to evaluate whether the current fee 
structure enables cost recovery to adequately resource cancer 
CT pharmacy services.

Action: CT services were separated into non-CT staff responsible 
for dispensing and compounding, and CT staff involved in set-up 
and administration. These were evaluated separately.

Dispensing: The average cost of dispensing and compounding CT 
medicines was calculated using annual staffing costs and numbers 
of items dispensed. An earlier time and motion study was used to 
weight items. Average cost was compared to the fee schedule.

Administration: The cost of running a CT service was calculated 
using current staffing levels. This was compared with the total 
revenue minus dispensing fees. Potential factors affecting 
the complexity of CT were established by discussion with CT 
pharmacists. CTs opened in 2016 and 2021 were compared 
for complexity to identify factors contributing significantly to 
increased workload.

Evaluation: Dispensing: Charges covered staff costs however did 
not cover consumables such as closed system transfer devices. 
These costs increase with increasing number of vials compounded.

Administration: Staff costs were neutral with administrative 
revenue. Comparison of 2021 to 2016 identified additional 
complex treatment arms as the main contributor to additional 
staff resources required in the CTs start-up and administration.

Discussion: The review resulted in updating CT charges to more 
accurately reflect staff resources required and consumables used. 
As CT design evolves and pharmacy practices change, so too 
should the pharmacy fee structure.
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55 WANTED: SPECIALIST HAEMATOLOGY/ONCOLOGY 
PHARMACIST

Clare Mckimmie1, Matthew Goldie1

1Launceston General Hospital, Launceston, Tas

EMAIL clare.mckimmie@ths.tas.gov.au

Background: Haematology and medical oncology (HaemOnc) 
patients receive high-risk medication in complex regimens. 
Guidelines outline the direct and indirect patient care pharmacy 
activities for this population and recommend pharmacists with 
specialised knowledge are an integral multidisciplinary team 
member. Our inpatients are provided clinical pharmacy services 
by general level rotational pharmacists, and many staff have had 
increasing difficulty servicing this area.

Aim/objective(s): We undertook an audit to assess if there was 
an increase in number and complexity in patient’s therapy on 
the HaemOnc inpatient ward in a 400-bed hospital and how 
our current pharmacy service compares to published Australian 
service standards.

Methods: We conducted a retrospective analysis of all HaemOnc 
patients between October to December 2017 and 2020, with 123 
and 183 patients respectively. We created a data collection tool 
based on standards that should be met and populated these fields 
with extensive utilisation of electronic medical records, dispensing 
software, and clinical pharmacy programs.

Results: Between the study cohorts in both years; there was 
a 91% increase in patients receiving chemotherapy; half of the 
cohort received a MedMAP prior to cycle 1 of cancer therapy; 
prescription of high-risk medication, as per APINCHS classification, 
accounted for greater than 95% of patients; discharge reconciliation 
with counselling totalled less than 35%. There was a significant 
increase in treatment regimens and algorithms requiring admission, 
which aligns with an ever-evolving cancer therapy space. During 
both timeframes audited, our general level pharmacists were asked 
to service this area.

Discussion: Our findings show significant growth in the number 
of patients and in the complexity of treatment, within the HaemOnc 
cohort. Our pharmacy service has not expanded in alignment with 
this increase in patient population, nor has the specialisation of 
the service requirements. Staff ratios are being reviewed in light 
of the audit results.

56 RESHAPING THE USE OF BASILIXIMAB 
IN LIVER TRANSPLANT

Claudia Jahnigen1, Prajnesh Pothulu1, Alexandra Bongaarts1, 
Jess LLoyd1, Rheanna Norris2

1Princess Alexandra Hospital, Brisbane, Qld, 
2University of Queensland, Brisbane, Qld

EMAIL Claudia.jahnigen@health.Qld.gov.au

Background: Basiliximab is widely accepted as the standard of 
care for induction therapy for kidney transplantation, however 
its role in liver transplantation is less clear. Many of its proposed 
benefits relate to its ability to facilitate a delay in the introduction 
of calcineurin inhibitors (CNI) and avoidance of their potential 
toxicity. Our Statewide Liver Transplant Service has locally agreed 
criteria for use in high risk patient populations identified during 
the pre liver transplant work up process.

Aim: To determine the usage pattern of basiliximab for induction 
therapy in the liver transplant population over the last five years 
by our Statewide Liver Transplant Service.

Methods: Basiliximab use in patients receiving a liver transplant 
between 2017-2021 was retrospectively audited. Transplant work 
up documentation was reviewed and both the per annum usage 
of basiliximab and the commencement day of CNI was quantified.

Results: A total of 261 liver transplants occurred between 2017-
2021 with 32% (n=84) of the cohort identified as receiving one of 
two doses of basiliximab. Over the five-year review period, usage 
of basiliximab for induction therapy increased from 21% to 43%. 
Of the cohort who received two doses of basiliximab (n=76), 30% 
(n=23) had their CNI introduced outside of local guidelines which 
recommend introduction between days 4-6. The decision to use 
basiliximab was documented as part of the liver transplant work 
up in only 44% of patients.

Discussion: This audit shows usage of basiliximab in liver 
transplantation within our service has doubled in the last five years. 
Rising use, coupled with a recent increase in purchase price for this 
therapy translates to significant financial implications. Additionally 
there appears opportunity to improve compliance with introducing 
CNI therapy in line with agreed guidelines to optimize benefits for 
use in this population.
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57 EVALUATION OF THE DURATION OF DUAL-ANTIPLATELET 
THERAPY AFTER PERCUTANEOUS CORONARY INTERVENTION

Wing Man Ho1, Courtney Hill2, Hayley Michael2, Karl Winckel1,2

1University of Queensland, Brisbane, Qld, 2Princess Alexandra 
Hospital, Brisbane, Qld, 

EMAIL courtney.hill1@uqconnect.edu.au

BOLT  LIGHTNING TALK L04

Introduction: Clinical guidelines define 12 months or less of dual 
antiplatelet therapy (DAPT) as standard therapy after percutaneous 
coronary intervention (PCI). More recent evidence has suggested 
the duration of DAPT after PCI with newer stents should be even 
less than 12 months. Cardiologists occasionally recommend longer 
durations for individual patients. However it is unclear whether 
DAPT is being ceased after 12 months.

Aim: The aim of this study was to determine the proportion 
of patients taking DAPT post-PCI for the appropriate duration 
recommended by guidelines or the treating cardiologist at a large 
tertiary hospital in Queensland.

Methods: A total of 105 patients, who were first admitted for PCI 
and were subsequently readmitted at least 12 months later, were 
audited. The appropriateness of continuation or cessation of DAPT 
was determined by comparing actual duration with the duration 
planned by the cardiologist and the duration recommended by 
clinical guidelines.

Results: Sixty-six percent (n = 70) of patients were found to be 
still taking DAPT on readmission. DAPT duration for 32% (n = 34) 
patients was compliant with the recommendations of guidelines 
or treating cardiologist, with 10% (n = 11) and 57% (n = 60) being 
shorter and longer than recommendations of guidelines or treating 
cardiologist respectively.

Conclusion: Unwarranted extended use of DAPT is highly prevalent 
and places patients at risk of bleeding complications. Current 
strategies implemented such as increasing general practitioner 
access to discharge medication recommendations have had limited 
effect. Extended roles for cardiology pharmacists working in 
outpatient settings to review ongoing use of DAPT is warranted.

58 TARGETING THROMBOTIC THREATS WITH 
A STEWARD PHARMACIST

Cynthia Donarelli1, Dr. Hui Yin Lim2, Vinod Chellaram1

1Northern Health Pharmacy Department, Melbourne, Vic, 
2Northern Health Haematology Department, Melbourne, Vic

EMAIL cynthia.donarelli@nh.org.au

BOLT  LIGHTNING TALK L04

Background: Anticoagulation Stewardship Service (ACS) was 
implemented to reduce thrombotic and bleeding outcomes due 
to mismanagement of anticoagulation which was identified as 
a high-risk concern at our organisation.

Objective(s): The anticoagulation steward is a pharmacist 
supported by the Clinical Thrombosis Fellow and Consultant. 
ACS provides governance, advice and education about 
anticoagulation to clinicians and patients, with the vision 
to improve health and safety outcomes for patients prescribed 
anticoagulation.

Action (Method): Inpatients are referred to the ACS pharmacist 
and are reviewed to ensure evidence-based prescribing and 
administration of anticoagulants to reduce preventable harm 
and optimised health outcomes. The ACS pharmacist monitors 
the rates of INR greater than 4 within the organisation and alerts 
clinicians to patients with supratherapeutic INR and assists with 
implementing a management plan. The ACS pharmacist secretaries 
and presents at VAC (VTE and Anticoagulation) Committee and 
reports to Standard 4 Medication Safety Committee.

Evaluation: Over a 12-month period, 216 inpatients (median 
age 69 years, 46% (n=99) females) were referred to ACS. 
Median weight of patients was 88.1kg (range 30-260kg) 
including 31% (n=66) >100kg. Eighty-four (39%) patients had 
eGFR<60mL/min/1.76m2, 71% (n=154) were referred by ward 
pharmacists. Frequent recommendations by ACS pharmacist 
include monitoring advice (n=74, 23%), optimising dose of 
anticoagulation (n=65, 20%) and providing advice on how to 
commence (n=65, 20%), rotate (n=40, 13%) and when to withhold 
(n=37 =12%) anticoagulation. Since ACS implementation, the rates 
of anticoagulant and VTE related hospital acquired complications 
(HAC) have reduced by 18% and 67% respectively and rates of 
INR >4 for patients on warfarin therapy have decreased by 22%.

Discussion: ACS has improved organisational risk and patient 
care where anticoagulation is prescribed for the treatment of 
VTE. ACS pharmacist provides expert medicine advice, optimises 
anticoagulation regimens, provides continuity of care, conducts 
quality improvement projects and engages stakeholders to 
develop the ACS service.
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59 UPTAKE OF CLOSING THE GAP – MEDICINES ACCESS 
PROGRAM (CTG-MAP) IN A TERTIARY AUSTRALIAN HOSPITAL

Despina Antonas1, Dr Alka Garg1, Sophie Sennar1

1SA Pharmacy, Adelaide, SA

EMAIL despina.antonas11@outlook.com

Background: “Closing the Gap” strategy aims for equality for 
Aboriginal and Torres Strait Islander People, in health and life 
expectancy. CTG-MAP aims to improve access to medicines by 
making medicines affordable. The optimal uptake of the program 
is unknown. At this hospital, only 2-3% of prescriptions dispensed 
in 2020-21 were done under CTG label.

Objectives: To survey current knowledge of health professionals 
in a tertiary hospital regarding CTG-MAP

Action: A survey was designed in collaboration with the 
Aboriginal Liaison Unit, to evaluate health professionals’ (Nurses, 
Midwives, Pharmacists, Aboriginal health-workers, Doctors) 
current knowledge of CTG-MAP. Survey was distributed via ward 
educators, organisational committees, hospital newsletters and 
in person. Staff was requested to complete it without consulting 
resources. Responses were anonymous with participants indicating 
their professional group.

Questions included – eligibility and entitlements to the program, 
and who could annotate the scripts for eligibility

Evaluation: 71 responses were obtained with reasonable 
representation from different health professionals. 66% of staff 
were aware of CTG-MAP and had some idea of its entitlements. 
44% knew who was eligible.

67% of doctors were aware of CTG-MAP and had some idea of 
entitlements. Few were aware of eligibility criteria. 80% believed 
they could annotate the prescriptions with “CTG”.

Over half of the nurses and midwives were aware of the benefits 
and eligibility of CTG-MAP. 83% knew it helped with the medicines 
costs but not that they could annotate prescriptions.

Pharmacists knew about the program including benefits and 
eligibility. 50% felt they could annotate prescriptions. Others would 
contact the prescriber to confirm and then annotate with consent.

Discussion: Staff knowledge of CTG-MAP was variable across 
professions. Few of medical and nursing staff were aware of the 
details surrounding eligibility and medication subsidy. Education, 
specific to each professional group needs to be designed and 
delivered to increase awareness.

60 EXPLORING PATTERN OF COMPLEMENTARY AND 
ALTERNATIVE MEDICINE (CAM) USE OVER CANCER PATIENTS’ 
COURSE OF TREATMENT

Dr Ellen Jones1, Prof Lisa Nissen2, Prof Carol Windsor3, 
A/ Prof Kathryn Steadman4, Prof Alexandra McCarthy5

1Redcliffe Hospital, Redcliffe, Qld, 2Queensland University of 
Technology, Brisbane, Qld, 3Queensland University of Technology, 
Brisbane, Qld, 4University of Queensland, Brisbane, Qld, 
5University of Queensland, Brisbane, Qld

EMAIL ellen.jones@health.qld.gov.au

Background: Given the lack of a standardized approach of 
managing cancer patients’ CAM use while undergoing anti-cancer 
treatment, a better understanding about their use is warranted 
at the commencement of and over the course of the treatment.

Aim/objective(s): Exploring the pattern of cancer patients’ 
CAM use over their course of anti-cancer treatment.

Methods: A prospective mixed-methods study was conducted 
over a 24-month period capturing patients’ medication use 
(conventional and CAM) over the course of their anti-cancer 
treatment irrespective of CAM preferences and treatment intents 
(curative or palliative). Patients’ intention to use CAM was 
collected through a structured questionnaire and semi-structured 
interviews encompassing factors that may influence CAM use 
(e.g. demographics, attitudes / beliefs about CAM, self-perceived 
QOL/health status, and patient preferences about CAM). Patient 
interviews were repeated every three-months where applicable 
over the patients’ respective treatment courses. Descriptive 
statistics were used to analyze the quantitative data collected. 
Data collected from patient interviews were transcribed and 
analyzed via thematic analysis.

Results: Initially, 122 patients were recruited with the number 
reducing over consecutive surveys (1 to 4), due to treatment 
completion or interruptions (e.g. radiation / surgery). Data showed 
that CAM behaviors between the curative and palliative cohorts 
were comparable and consistent, either as users or non-users, with 
the intentions for use being for health optimization. Some decisions 
related to CAM use were made through collaborations with doctors 
and pharmacists according to clinical needs and appropriateness. 
Additionally, patients identified as CAM users displayed a 
commitment to integrating CAM with treatment where possible. 
Yet, non-CAM users could also share similarities with the users.

Discussion: CAM use or non-use is clearly an individual decision. 
However, regular medication reviews during treatment and building 
rapport with patients are key to facilitate better patient care where 
integration of CAM with anti-cancer treatment is necessary.
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61 IDENTIFYING A PATIENT WHO MAY BE AT INCREASED RISK 
OF HARM FROM PREGABALIN AND GABAPENTIN

Emma Booth1

1ACT Health, Canberra, ACT

EMAIL emma.booth@act.gov.au

Background: The gabapentanoids (pregabalin and gabapentin) 
are frequently prescribed in Australia. In 2020-2021, pregabalin 
was ranked number 13 in the top Pharmaceutical Benefits Scheme 
(PBS) Drugs, sorted by highest total prescription volume. In 2021, 
a Boxed Warning was added to the Product Information for both 
pregabalin and gabapentin to advise of the risk of misuse, abuse 
and dependence.

Objectives: National Real Time Prescription Monitoring (RTPM) 
is being implemented throughout Australia. Canberra Script, the 
ACT’s new RTPM System was launched in February 2022. Prior to 
this only Schedule 8 medicines were monitored in the ACT. RTPM 
aims to reduce the risk of harm from prescription medicines such 
as opioids and benzodiazepines. In recent years there has been 
an increase in harms, including deaths related to gabapentanoids.

Action: In the ACT gabapentanoids were included as monitored 
medicines. Some concerning examples of excessive supply 
occurred. For example, prior to the full launch of RTPM, one patient 
was dispensed 29 boxes of 56 pregabalin 150mg capsules within 
one month.

Evaluation: When utilised regularly RTPM can help identify and 
manage patients at risk of harm. The introduction of RTPM has led 
to a decrease in the quantity of gabapentanoids dispensed to some 
high-risk patients.

Discussion: Pharmacists play a key role in utilising RTPM to 
support more safe and effective patient care. Prior to dispensing 
pregabalin or gabapentin it is important to consider the risk of 
central nervous system depression, and any history of substance 
use disorder or signs of abuse or dependence. It is recommended 
that pharmacists regularly monitor gabapentanoids use through 
RTPM to identify and manage patients who may be at risk of harm 
or dependency. 

62 A SWEET NOVEL PHARMACIST ROLE – KEEPING SUGARS 
UNDER CONTROL

Emma Hatherley1, Alexandra Brown1, Dr Mervyn Kyi1, 
Vinod Chellaram1

1Northern Health, Epping, Vic

EMAIL emma.hatherley@nh.org.au

Background: Dysglycaemia events in hospital are common 
and associated with poor patient outcomes. A study in a 
metropolitan hospital found that 36% of inpatients had diabetes. 
On review, 72.5% of patients with diabetes were recorded as 
having dysglycaemia secondary to medication related events. 
Trials conducted in similar hospital settings have demonstrated 
proactive care by an Inpatient Diabetes Service (IDS) decreased 
hyperglycaemia.

Objective(s): To provide optimal diabetes management for 
inpatients and support safe glycaemia through the implementation 
of a proactive IDS model.

Action (Method): An innovative IDS was formed including a 
pharmacist in the consultancy team structure. At the time of 
formation, this was the only hospital in Australia recorded to 
incorporate a pharmacist as part of an IDS. This early intervention 
service identifies patients by analysing hospital-wide blood-
glucose levels to pinpoint those experiencing dysglycaemia, 
rather than reactively responding to referrals from clinicians.

Evaluation: After establishment of the IDS, patient-days with 
mean glucose >15 mmol/L decreased by 30%, as did patient-days 
with hypoglycaemia (glucose <3mmol/L).

Discussion: The pharmacist plays an essential role in the IDS 
team promoting the safe and judicious use of glycaemic control 
therapies. The addition of a pharmacist to consultancy services 
proves important in positively impacting patient outcomes, 
by allowing on-the-spot collaboration with specialized doctors 
and nurses to optimise patient care. The pharmacist brings a 
strong understanding of pharmacokinetic and pharmacodynamic 
properties of insulin and other diabetes therapies, allowing them 
to assist with dosing in renal impairment, liver impairment and 
obesity. They identify patient-specific factors which guides choice 
of therapeutic agents, and barriers which may inhibit ongoing 
treatment upon discharge. Combining these considerations with 
those of other disciplines, creates individualized plans to control 
glycaemia both within hospital, and on discharge. This novel 
concept should be considered to improve and support the safe 
use of medicine.
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63 TOO MUCH OF A BAD THING: PHARMACOLOGICAL 
MANAGEMENT OF DELIRIUM IN A TERTIARY REFERRAL 
HOSPITAL

Maddison White1,2, Erin Dunn1

1The Prince Charles Hospital, Brisbane, Qld, 2Royal Darwin 
and Palmerston Regional Hospital, Darwin, NT

EMAIL erin.dunn@health.qld.gov.au

Background: Delirium is the acute deterioration of mental state, 
and is associated with poor outcomes such as institutionalisation, 
and even death. First line treatment of delirium is non-
pharmacological management, reserving medication intervention 
for patients who are a danger to themselves or others.

Aim: To assess current prescribing trends in delirious patients 
at a tertiary referral facility and evaluate this against the hospital 
delirium management procedure.

Methods: This Drug Use Evaluation (DUE) was a retrospective 
audit of inpatient episodes in which delirium occurred, between 
December 2019 and March 2020. A total of 100 inpatient episodes 
were audited, after the exclusion of 69 charts due to chart 
unavailability and conflicting diagnoses. A variety of demographic 
and clinical data was collected for analysis and comparison, 
including patients’ medical backgrounds, prescribed medications, 
and use of the Delirium Assessment and Behaviour Management 
Tool (DABMT). Data was analysed quantitatively, using mean value 
comparison between the assessed groups.

Results: Of the 100 admissions reviewed, the majority were 
from internal medicine and surgical programs (54% and 28%, 
respectively). Overall, 69% compliance with the delirium guideline 
was achieved. The most prevalent reasons for non-compliance 
with guidelines included insufficient medical reviews, inappropriate 
doses of antipsychotics, and inappropriate use of benzodiazepines. 
Of the 32 patients who received pharmacological intervention for 
delirium, only one was treated in concordance with guidelines.

Conclusion: A significant proportion of the studied population 
received pharmacological intervention, and this use of medication 
was consistently outside of guideline recommendations. It would 
be judicious to initiate delirium management in-services across 
all clinical areas, and re-direct medical teams to the appropriate 
guidelines when applicable. The development of an online 
education package for junior doctors, pharmacists, and nursing 
staff would also be a useful initiative to improve medication safety 
with regards to delirium management.

64 NOVEL SMALL MOLECULE DMFO TARGETS Nrf2 IN 
MODULATING PROINFLAMMATORY/ANTIOXIDANT MEDIATORS 
TO AMELIORATE INFLAMMATION

Dr Geetha Mathew1,2,3,4, Dr Arpeeta Sharma3, Dr Raelene Pickering3,4, 
Dr Carlos Rosado3,4, Dr Jayesh Mudgal2, Magith Thampi2, 
Sarine Sebastian2, Dr Karin Jandeleit-Dahm3,4, Dr Judy B. de Haan3, 
Dr Mazhuvancherrry Kesavan Unnikrishnan2,5

1Wyong Hospital, Central Coast Local Health District, NSW Health, 
Wadalba, NSW, 2Department of Pharmacology, Manipal College 
of Pharmaceutical Sciences, Manipal University, Karnataka, India, 
3Oxidative Stress Laboratory, Baker Heart and Diabetes Institute, 
Melbourne, Vic, 4Department of Diabetes, Monash University, 
Melbourne, Vic, 5NGSM Institute of Pharmaceutical Sciences, 
NITTE (deemed to be University), Karnataka, India

EMAIL Geetha.Mathew1@health.nsw.gov.au

Background: Inflammation is a protective immune response unlike 
dysregulated pathological chronic inflammation. As inflammation 
involves multiple mediators, including reactive oxygen species 
(ROS), employing pleiotropic multi-target small molecules presents 
an effective and viable strategy.

Aim/objective(s): To evaluate the anti-inflammatory/antioxidant 
activity and mechanism of action targeting nuclear factor erythroid 
2–related factor 2 (Nrf2) of a novel small molecule synthesized in 
our laboratory, namely, 4b,9b-Dihydroxy-6-methoxy-8-(3-oxo-but-
1-enyl)-4b,9b-dihydro-5-oxa-indeno[2,1-α] inden-10-one (DMFO).

Methods: We tested DMFO against pivotal inflammatory pathways 
in acute and chronic inflammation, using mast cells (MC), RAW 
macrophages, and primary macrophages from Nrf2 knock-out (KO) 
mice. Nrf2-targeted activity was established by small interfering 
RNA (siRNA) transfection.

Results: DMFO scavenged ROS in-vitro and in lipopolysaccharide 
(LPS)-stimulated RAW macrophages. DMFO was comparable to 
diclofenac in reducing paw oedema and leucocyte infiltration in 
acute inflammation (carrageenan in rat paw and air pouch). DMFO 
stabilised MC in-vitro in A23187 and compound 48/80-induced 
assays. Furthermore, DMFO stabilised MCs in an antigen 
(ovalbumin)-induced MC degranulation model in-vivo, without 
affecting serum IgE levels. In Freund’s adjuvant-induced arthritis 
(chronic immune-mediated inflammation), DMFO was comparable 
to diclofenac in reducing arthritic score and contralateral paw 
oedema, and increasing pain threshold. Additionally, DMFO was 
non-ulcerogenic and significantly reduced serum TNFα levels. 
DMFO reduced proinflammatory gene expression (IL1β, TNFα, IL6) 
and protein levels (COX2, MCP1). DMFO also increased antioxidant 
gene expression (NQO1, haem oxygenase 1 (HO-1), Glo1, Nrf2) 
and proteins (HO-1) in LPS-stimulated macrophages. Absence 
of anti-inflammatory/antioxidant gene expression in primary 
macrophages isolated from Nrf2 KO mice suggested Nrf2-targeted 
activity, which was subsequently confirmed by siRNA transfection 
in RAW macrophages.

Discussion: DMFO suppressed multiple inflammatory mediators in 
vitro and in vivo models of acute and chronic inflammation without 
being ulcerogenic. Activating Nrf2 with pleiotropic small molecules 
like DMFO could be non-ulcerogenic. DMFO is an orally active, safe 
(up to 2 g/kg), Nrf2-targeting non-ulcerogenic anti-inflammatory 
small molecule.
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65 A REVIEW OF POST-OPERATIVE INPATIENT OPIOID 
USAGE AND DISCHARGE OPIOID PRESCRIBING FOLLOWING 
HIP SURGERY

Geoff Wills1, Prof Lisa Pont2, Lorraine Koller1, Dr Po Che Yip1

1Westmead Hospital, Sydney, NSW, 2University of Technology, 
Sydney, NSW

EMAIL geoff.wills@health.nsw.gov.au

Background: In Australia, initiation of opioids in the post-operative 
setting and the prescription of opioids upon hospital discharge has 
been linked to long-term abuse and misuse. Titration of opioids 
post-operatively as pain requirements change and prediction of 
analgesic need upon prescribing at discharge is critical.

Aim: To Describe opioid use in post-operative hospital patients 
in the first week following hip surgery and opioid prescribing on 
discharge from hospital.

Method: A retrospective longitudinal cohort study of patients 
who underwent hip surgery in a quaternary teaching hospital in 
Australia was conducted between 1st July 2019 and 30th January 
2020. Information on opioid use was extracted from medical and 
hospital pharmacy records and the daily opioid use for the first 
week following surgery was calculated based on oral morphine 
equivalent daily doses (oMEDD). Univariate statistics were used to 
compare OMEDDs consumed on day 1, day 7, and those prescribed 
on discharge.

Results: A total of 88 patients were included in the study. 
The majority of patients were female (68.2%), aged over 75 years 
(64.8%) and opioid naïve prior to admission (75%). OMEDDs 
consumed by patients reduced throughout the first week (39.4mg 
day 1 versus 17.8mg day 7, p=0.002). There was no difference 
observed in oMEDDs consumed on day 1 post-operatively 
compared to those prescribed upon discharge (39.4 mg versus 
44.7mg respectively, p=0.591). Mean numerical pain scores 
reduced from maximum 6.2 and minimum 3.6 on day 1, to 4 
(p=0.144) and 1.8 (p=0.06) respectively on day 7.

Conclusion: Patient opioid consumption reduced in the first week 
following hip surgery. However, this decreased consumption was 
not reflected in discharge prescribing. This highlights the need to 
implement facilitated, dynamic and multidisciplinary-led opioid 
stewardship initiatives to promote tailored discharge opioid 
prescribing within hospitals.

66 CHALLENGES IN DETERMINING RENAL FUNCTION 
AND DOSING IN A TRANSGENDER PATIENT RECEIVING 
CARBOPLATIN/ETOPOSIDE CHEMOTHERAPY

Grace Redmayne1

1Prince Of Wales Hospital, Randwick, NSW

EMAIL grace.redmayne@health.nsw.gov.au

Objective: To discuss clinical considerations for dose calculations 
in a transgender patient with renal impairment starting carboplatin/
etoposide chemotherapy.

Clinical features: 64-year-old transgender woman (on estradiol 
since 1993) presented with obstructive nephropathy and renal 
impairment secondary to newly diagnosed urothelial carcinoma. 
Chemotherapy was delayed due to urinary tract infections, 
pulmonary emboli and ureteric stent blockage (nephrostomy 
remaining in-situ). Carboplatin/etoposide dose review was 
challenging given complex history and fluctuating creatinine.

Literature review: Limitations on estimating glomerular filtration 
rate (GFR) using standard equations (Cockcroft-Gault (CG) versus 
Chronic Kidney Disease Epidemiology Collaboration (CKD-EPI)) 
in this patient cohort were identified. Limited data is available 
on the effects of hormone therapy on renal clearance and ideal 
body mass in transgender patients. Measured GFR is considered 
the gold-standard assessment as not dependent on sex/muscle 
mass; however, was not suitable whilst nephrostomy in-situ. Data 
suggests the physiology of transgender patients receiving hormone 
therapy for more than 6 months should resemble cisgender 
patients of their gender identity. Treatment protocol utilises body 
surface area (BSA), the Calvert formula and GFR to determine 
carboplatin/etoposide doses.

Pharmacist interventions: BSA and estimated GFR calculated 
to compare doses using differing weight values (actual, ideal or 
adjusted ideal) as well as renal function formulas (CG or CKD-EPI) 
using recent creatinine values. Estimated GFR differed from 
28-44mL/min (~37%). Etoposide dose was calculated using 
actual BSA and 25% reduction per guidelines (GFR 30-50mL/min). 
Carboplatin dose was calculated using CKD-EPI to estimate GFR 
in the Calvert formula. Female gender, actual BSA and highest Cr 
(167umol/L) were used given duration of prior estradiol therapy 
and to minimise dose overestimation (given infection risk and 
potential drug interactions).

Discussion: This case highlights the complexity in chemotherapy 
dosing in transgender patients with renal impairment. This 
emphasises a need for further evidence in this area to guide 
practice and optimise treatment.
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68 A RETROSPECTIVE STUDY CHARACTERISING OUTCOMES 
OF 5% LIDOCAINE PATCH USE IN OFF-LABEL CHRONIC 
PAIN CONDITIONS

Bradley Menz1, Dr Medhat Wahba2, Dr Peter Slattery2, 
Dr Venkatesan Thiruvenkatarajan2, Dr Jacinta Johnson3

1SA Pharmacy, Adelaide, SA, 2Southern Adelaide Local Health 
Network, Adelaide, SA, 3University of South Australia, Adelaide, SA

EMAIL jacinta.johnson@unisa.edu.au

Background: Topical 5% lidocaine patches are a registered 
treatment for post-herpetic neuropathic pain in Australia, however, 
they are often used off-label as a second line treatment in other 
chronic pain conditions.

Aim: This study aims to identify the off-label clinical indications 
for which 5% lidocaine patches are used in our institution, and 
to measure analgesic response and patient tolerability.

Methods: Individual patient use applications and dispensing 
records for lidocaine 5% patches were reviewed between March 
2016 to May 2019. Data were retrieved retrospectively from case 
notes, including: patient demographics, pain characteristics, and 
treatment regimen. Individual patient treatment details were 
summarised using quantitative descriptive statistics and stratified 
by: indication, treatment regimen and overall perceived benefits 
of therapy.

Results: A total of 135 patients received lidocaine patches within 
the study time frame, of these, 44 patients (33%) were confirmed 
as receiving lidocaine plaster for an off label indication. Persistent 
post-surgical pain and neuropathic pain were the most common 
indications for patch prescription, occurring in 16/44 (36%) and 
14/44 (32%) patients respectively. 31/44 (70%) patients showed 
improvements of pain, determined by: pain score, increased daily 
activity and/or reduced need for systemic analgesia – including 
7/44 patients (16%) who discontinued opioid pharmacotherapy. 
In addition, there were minimal tolerability concerns, with 4/44 
(9%) patients reporting minor adverse events.

Discussion: Topical 5% lidocaine patches are often used for 
off-label indications, demonstrating good tolerability and analgesic 
efficacy across our cohort. They may possess both opioid and 
non-opioid analgesic-sparing potential.

69 DAPAGLIFLOZIN AND RECURRENT FOURNIER’S GANGRENE: 
THE ROLE OF THE PHARMACIST

Jaimie Dicks1

1Wagga Wagga Base Hospital, Wagga Wagga, NSW

EMAIL jaimie.dicks@gmail.com

Dapagliflozin and recurrent Fournier’s gangrene: The role of the 
pharmacist

Objective: To discuss a case of recurring Fournier’s gangrene in 
a patient on SGLT-2 (sodium-glucose co-transporter 2) inhibitor 
dapagliflozin and the pharmacist’s role in identifying the potential 
severe adverse drug reaction (ADR).

Clinical features: A 54-year-old female with a background of type 
2 diabetes mellitus (T2DM) presents to hospital with fevers, pelvic 
pain and swollen pelvic abscess. Patient admitted to intensive care 
unit (ICU) for management of diabetic ketoacidosis (DKA) prior 
to surgical intervention. Infectious diseases team commenced 
antibiotics for Fournier’s gangrene (FG), patient then underwent 
surgical intervention.

Literature review: An established causal link between SGLT-2 
inhibitors and FG has not been identified, potentially due to 
underreporting and inability to establish incidence. Increasing case 
reports since post marketing highlight need for further research.

Pharmacist interventions, case progress and outcomes: 
During medication history taking, pharmacist identified patient 
has been on dapagliflozin since January 2016. Reviewing the 
patient’s history showed patient had a previous ICU admission 
for perineal necrotising fasciitis in Dec 2016 without a known 
cause. Pharmacist identified previous case reports of Fournier’s 
gangrene in patients on SGLT-2 inhibitors and perineal necrotising 
fasciitis listed as a rare adverse effect of SGLT-2 inhibitors in 
AMH. Recommendation to permanently cease SGLT-2 inhibitor 
due to possible link between dapagliflozin causing two instances 
of FG, as well as DKA. Recommendation accepted with medical 
consult and diabetes educator referral made for optimising 
diabetes management.

Discussion: Although further case reports may not be able to 
establish causality, it is essential that any suspected ADR are 
reported to ensure continual medication safety surveillance 
post marketing of the medication. For pharmacy practice, this 
case report can impact the discussion and counselling points 
surrounding this medication and can help reduce hospitalisations 
and complications related to SGLT-2 inhibitors.
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70 COGNITIVE SCREENING IN PEOPLE WITH TYPE 2 DIABETES 
ATTENDING AN OUTPATIENT DIABETES CLINIC: PILOT STUDY

Jane Ludington1,2,3, Jing Liang4, A/Prof Roger Chen2,4, 
A/ Prof Danijela Gnjidic3

1Pharmacy Department, St Vincent’s Hospital, Sydney, NSW, 
2Department of Diabetes and Endocrinology, St Vincent’s Hospital, 
Sydney, NSW, 3School of Pharmacy, Faculty of Medicine and Health, 
The University of Sydney, Sydney, NSW, 4Faculty of Medicine and 
Health, University of New South Wales, Sydney, NSW

EMAIL jane.ludington@svha.org.au

Background: Type 2 diabetes is associated with increased risk of 
cognitive decline. Daily self-management is critical to achieve best 
diabetes outcomes and minimise complications and medication 
risk. Cognitive assessment is not routine practice, inclusion at 
medication review can identify people to benefit from additional 
support and regimen modification.

Aim: The primary objective is to assess cognitive function in people 
>55 years with type 2 diabetes attending a tertiary referral hospital 
diabetes clinic. Secondary objectives are assessment of diabetes 
distress, clinical characteristics and medication use.

Method: Ten people with type 2 diabetes, over 55 years, with no 
known cognitive impairment and sufficient English language skills 
attending clinic were prospectively invited to participate to test 
the study protocol feasibility. The Montreal Cognitive Assessment 
(MOCA) and Problem Areas in Diabetes (PAID) questionnaires were 
completed with a trained investigator. Results were discussed with 
participants and provided to their clinicians. Routine demographic 
and clinical data was obtained from their healthcare record and 
analysis was descriptive. Institutional ethics approval was obtained.

Results: 10 patients were enrolled, mean age 69.3 (58-82) years, 
70% male. Mean MOCA score was 23.9 (21-28), 7 scores were 
<26 indicating mild cognitive impairment. Mean PAID score was 
7.25 (0-17). Mean diabetes duration was 12.3 (1-22) years and 
current HbA1c 7.6 (6-10.4)% Medication use with potential risk 
included 4 patients on insulin, 2 sulphonylurea, 4 sodium-glucose 
transporter-2 inhibitors and 1 warfarin. Additional clinical data will 
be evaluated on full protocol recruitment.

Discussion: The protocol was followed as expected. Mild cognitive 
impairment was identified in 70% of participants, 6/7 were taking 
medication with potential safety concern. Enrolment continues 
to 100 patients to characterise cognitive impairment in this 
cohort. Outcomes will inform plans to embed cognitive screening 
and develop prioritisation strategies for pharmacist review to 
individualise diabetes management plans in collaboration with 
other clinicians.

71 RESHAPING PRESCRIBING: EVALUATING COLLABORATIVE 
ORDERING OF MEDICATIONS BY A PHARMACIST ON 
A GENERAL MEDICAL TEAM

Jared Anderzipf1, A/Prof Andrew Hale1, Julie Withers1, 
Dr Lisa Ryan1, Kacey Chan1

1Royal Brisbane and Women’s Hospital, Brisbane, Qld

EMAIL jared.anderzipf@health.qld.gov.au

Background: Collaborative Ordering of Medications (COOM) 
involves pharmacists and physicians working together to prescribe 
medications. There is emerging evidence that the model improves 
patient care.

Objective: To determine if COOM by a pharmacist within a general 
medical team improves the quality and accuracy of prescribing, 
and deprescribing.

Action (Method): This project compared usual medical prescribing 
to COOM by a pharmacist. The trial took place across two general 
medical teams at a large tertiary hospital during an eight-week 
period. The control group was a general medical team that 
continued usual medical prescribing. In the intervention group a 
COOM pharmacist worked alongside prescribers from admission 
to discharge. The pharmacist’s role included taking a best possible 
medication history (BPMH) and collaborative prescribing of 
medications on admission.

Evaluation: During the trial period there were 66 patients and 
545 orders for regular medicines in the intervention team and 
61 patients and 511 orders in the control team.

The quality of the prescribing was assessed using a nationally 
validated audit tool. There was a reduction in errors from 33.9% 
(172/511) in the control group compared to 17.4% (95/545) in the 
intervention group. There were fewer medication omissions in the 
intervention (6.9%, 24/347) compared to control (10.9%, 36/330).

Deprescribing was assessed by comparing the average number 
of medications on discharge compared to admission. In the 
intervention, patients left hospital with a 6% reduction in 
medications when compared to admission (average of 5.5 
medicines on admission vs. 5 on discharge). The control group 
had a 15% increase of medications compared to admission 
(average of 6 medicines on admission vs 7 on discharge).

Discussion: The COOM model showed an improvement in quality 
and accuracy of prescribing, an increase in deprescribing, ultimately 
improving medication safety and responsible use of medications. 
There are plans to implement this in other service lines.
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73 RECHARGE RENAL RECONCILIATION: BARRIERS 
AND ENABLERS FOR IMPROVING ACCURACY OF 
MEDICATION HISTORIES

Joshua Colaci1, Eamonn Butler
1Eastern Health, Box Hill, Vic

EMAIL joshua.colaci@gmail.com

Background: The renal outpatient clinic letter (OPCL) is an 
important document which is referred to by clinicians for 
completing patient’s medication histories, especially when 
patients are readmitted to hospital. It is therefore critical that 
the medication list within the OPCL is kept accurate and up to 
date. However, it is not known whether these lists are reconciled 
adequately following an inpatient admission.

Aim: To assess the accuracy of medication reconciliation at the 
first renal clinic review following a hospital admission and to 
analyse and report potential contributing factors for discrepancies.

Method: A retrospective review was conducted from October 
2019 to December 2019 to identify discrepancies between the 
medication list on discharge and the medication list in the OPCL. 
Patients were included if they were followed up in the Outpatient 
Clinic (OPC) within three months of discharge from the renal 
unit and had a medication list included in their OPCL. Patients 
were excluded if they were transferred to another hospital on 
discharge or readmitted to hospital before their OPC appointment. 
Contributing factors to discrepancies were identified and analysed 
according to themes.

Results: A total of 131 patients were identified of which 50 
patients met the inclusion criteria. Patients were prescribed a 
mean of 11.1±4.13 regular medications. Thirty-two patients (64%) 
had at least one (mean 1.77±1.55) medication discrepancy. The 
most common discrepancies recorded were omitted drug and 
wrong dose. The main source of discrepancies was attributed 
to a direct import of the medicine list from the OPCL prior to the 
inpatient stay, affecting 19 of the 32 patients (59%).

Discussion: Discrepancies in the OPCL medication list frequently 
occur due to the incomplete medication reconciliation at the clinic. 
Proposed solutions to the problem include increased medication 
reconciliation by an outpatient pharmacist as well as improved 
integration of inpatient and outpatient patient information systems.

74 A SNAPSHOT OF VENOUS THROMBOEMBOLISM: 
RETROSPECTIVE AUDIT OF EVENTS AT A METROPOLITAN 
TERTIARY REFERRAL HOSPITAL

Julianne Chong1, Dr Kumari Dissanayake2, Dr Sarah Younan3, 
Dr Michael Chan4, Dr Yao Yang5, Dr Nicole Wong Doo2, 
A/ Prof Vivien Chen2

1Pharmacy Department, Concord Repatriation General 
Hospital, Sydney, NSW, 2Department of Haematology, Concord 
Repatriation General Hospital, Sydney, NSW, 3Geriatric Medicine 
Service, Blacktown Hospital, Sydney, NSW, 4Department of 
Radiology, Concord Repatriation General Hospital, Sydney, NSW, 
5Department of Anaesthetics, Concord Repatriation General 
Hospital, Sydney, NSW

EMAIL julianne.chong@health.nsw.gov.au

Background: Facility-level review of hospital-acquired venous 
thromboembolism (HA-VTE) cases, including pulmonary embolism 
(PE) and deep vein thrombosis (DVT), can provide insight into the 
local drivers of this preventable complication.

Aim: To determine the nature of HA-VTE, patient characteristics, 
VTE risk assessment completion and appropriateness of prescribed 
VTE prophylaxis at a metropolitan tertiary referral hospital and to 
compare the number of HA-VTE detected by audit of imaging scans 
with those reported by clinical coding.

Methods: We conducted a retrospective electronic medical 
record audit encompassing all patients diagnosed with HA-VTE 
via ventilation–perfusion scan, computed tomographic pulmonary 
angiography and/or doppler ultrasound using a demographic and 
VTE risk assessment audit tool during selected months of 2017-
2019. We compared the number of manually audited cases with 
the number of performance unit-coded cases for the same months.

Results: The months of May 2017, October 2017, April to 
July 2018 and April to July 2019 were included. There was a 
significant difference between HA-VTE detected via manual audit 
(147 events) and hospital coding (18 events), p=0.002. Manual 
audit patients were majority non-surgical (65%), female (58%), 
over 60 years (80%), at moderate VTE risk (71%) with reduced 
mobility (52%). There were 108 DVT-only (73%), 23 PE-only 
(16%) and 16 DVT plus PE events (11%). Notable risk factors were 
moderate to major surgery (30%), active malignancy (24%) and 
active infection (27%). Most patients were prescribed appropriate 
VTE prophylaxis (74%) and had documented VTE risk assessment 
(68%). Appropriate VTE prophylaxis was significantly associated 
with using an electronic clinical decision support tool during 
VTE risk assessment (p=0.024).

Conclusion: Facility-driven HA-VTE audits help identify at-risk 
patients at a local level and create opportunity to develop targeted 
initiatives. Greater numbers of HA-VTE identified via manual audit 
suggest the need for future real-time documentation of HA-VTE 
to assist with efficient case review.
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75 AN EXPLORATION OF VENOUS THROMBOEMBOLISM 
(VTE) PROPHYLAXIS ADMINISTRATION PRACTICES ACROSS 
A HOSPITAL NETWORK

Julianne Chong1, Fady Gad2

1Pharmacy Department, Concord Repatriation General Hospital, 
Sydney, NSW, 2Pharmacy Department, Royal Prince Alfred Hospital, 
Sydney, NSW

EMAIL julianne.chong@health.nsw.gov.au

Background: Venous thromboembolism (VTE) is a significant 
hospital-acquired complication. Initiatives directed towards 
reducing hospital-acquired VTE require close consideration 
of how VTE prophylaxis is administered to patients.

Aim: To explore current nursing practices associated with the 
administration of VTE prophylaxis which could be targeted as part 
of a hospital district VTE stewardship program.

Methods: An electronic survey was designed to ascertain: 

1. level of self-assessed nurse knowledge and confidence in 
determining appropriateness of prescribed VTE prophylaxis, 

2. frequency of VTE prophylaxis education provision to patients, 

3. patient education resource availability and 

4. current mechanical VTE prophylaxis practices. A convenience 
sample of nurses working on inpatient wards completed the 
survey during a World Thrombosis Day health promotion 
across a Sydney metropolitan hospital district.

Results: One hundred surveys were completed across three 
teaching hospitals on October 16th 2020. Most nurses agreed 
or strongly agreed they had the knowledge to determine the 
appropriateness of VTE prophylaxis (94%) and had the confidence 
to discuss appropriateness with the prescribing team (89%). 
Provision of VTE prophylaxis education to patients often or always 
occurred for 76% of respondents. Most used education aids were 
pamphlets (32%), hospital intranet resources (14%) and video 
(12%). Almost half of respondents (42%) reported no access to 
educational resources to support patient education on the ward. 
Upon refusal of VTE prophylaxis most respondents would provide 
patient education (77%) and notify the prescribing team (73%), 
only 23% would document in patient notes. A majority of nurses 
(65%) agreed or strongly agreed that nursing staff can administer 
mechanical prophylaxis without a doctors order. Lack of patient 
compliance with mechanical prophylaxis was highlighted as a 
major practice issue.

Discussion: Educational toolkits focusing on patient refusal 
and mechanical prophylaxis could be developed through our 
VTE stewardship program to enhance future service delivery 
and patient compliance with VTE prophylaxis.

76 ATORVASTATIN INDUCED NECROTISING 
AUTOIMMUNE MYOPATHY

Kate Morton1

1Lismore Base Hospital, Lismore, NSW

EMAIL kate.morton4@gmail.com

Objective: To describe a case of atorvastatin induced necrotising 
autoimmune myopathy. Statin-induced necrotising autoimmune 
myopathy (SINAM) is a rare form of myotoxicity associated with 
statin therapy. Hallmark features include progressive symmetric 
muscle weakness despite withdrawal of the statin, evidence of 
necrosis on muscle biopsy and autoantibodies to 3-hydroxy-3-
methylglutaryl-coenzyme A reductase (HMGCR).

Clinical features: 85-year-old gentleman first presented 
to hospital in July 2019. He was tripping over his feet and 
experiencing pain in his hips. At the time, he was diagnosed with 
idiopathic polymyositis. He had been taking atorvastatin daily since 
2017. It was ceased in September 2019. The weakness progressed 
and in May 2020, he presented to hospital with bulbar weakness 
and was bed bound. He had an elevated creatinine kinase (CK), 
evidence of necrotic and degenerating fibres and presence of 
autoantibodies to HMGCR. He was diagnosed with SINAM.

Literature review: There are currently no randomised controlled 
trials comparing treatment efficacy in patients with SINAM. 
Treatment is currently guided by published case reports and 
immunosuppressive therapy is commonly used.

Pharmacist interventions, case progress and outcomes: 
The patient received two 5-day courses of intravenous 
immunoglobulin (IVIG), intravenous and oral steroids and two 
doses of rituximab. At time of discharge, CK had decreased to 
the upper limit of normal. However, the muscle weakness did not 
improve and the patient was eventually admitted to a nursing home 
as his elderly wife was unable to care for him.

Discussion: Given pharmacists expertise and exposure, they have 
an important role in detecting, reporting, and preventing ADRs. 
Case studies have highlighted the need to promptly recognise 
this ADR to avoid costly treatments and poor patient outcomes. 
It is hoped that through education, pharmacists will be able to 
assist in identifying this ADR in the future.
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77 UN-MASKING A SICK FEELING: CASE REPORT 
OF BENZODIAZEPINE USE CONCEALING SEROTONIN 
SYNDROME IN GERIATRIC PATIENT

Kate Woods1

1Gosford Hospital, Glendale, NSW

EMAIL katesullivan894@gmail.com

BOLT  LIGHTNING TALK L04

Objective: Polypharmacy and medication interactions put 
geriatric patients at increased risk of medication-related harm, 
due to altered pharmacokinetics and pharmacodynamics.

Clinical features: A 98-year-old female presented with severe 
nausea and frontal headache. Regular medications charted 
included duloxetine 60mg mane, mirtazapine 30mg nocte and 
metoclopramide 10mg TDS. In addition, prochlorperazine 5mg 
TDS and ondansetron 8mg TDS PRN were initiated. Over the 
next 72 hours, patient developed worsening nausea, dizziness, 
confusion, shivering and unsteady gait. Notable investigations 
included sodium 130mmol/L, calculated CrCl 41mL/min, WCC 
12.2x109/L, BP 200/120, a resting tremor in both upper limbs, 
sustained clonus, and non-sustained nystagmus. MCS urine 
showed no growth and CT, MRI, FBC, UEC, LFT, and troponin 
results were unremarkable.

Literature review: There are case reports of serotonin toxicity in 
the elderly where more than one serotonergic medication is used.1 
Co-administration of antidepressants with anti-emetics are known 
to also have additive serotonergic effects. The first-line treatment 
of serotonin toxicity is benzodiazepines.

Pharmacist intervention, case progress and outcomes: BPMH 
by pharmacist 96 hours after admission, revealed patient also 
took regular lorazepam 1.25mg TDS and temazepam 5mg 
nocte. Discussion with treating team determined symptoms 
were likely serotonin syndrome, masked by the regular use of 
benzodiazepines. Abrupt cessation of lorazepam and temazepam 
on admission, and additional serotonergic anti-emetics, would 
have contributed to worsening clinical state with overlap between 
symptoms of serotonin toxicity and benzodiazepine withdrawal. 
Duloxetine was ceased, mirtazapine reduced to 15mg nocte and 
lorazepam restarted. Patient’s symptoms improved, mobility 
returned to baseline and patient discharged.

Discussion: Cumulative use of serotonergic medications in the 
elderly population increases risk of adverse effects, which can be 
masked by benzodiazepines. BPMH and pharmacist review was 
critical to highlight causative factors and recommend treatment.

1. Poeschla B, Bartle P, Hansen K. Serotonin syndrome 
associated with polypharmacy in the elderly. GenPsych (2011) 
33; 301.e9 – 301.e11

78 WAITING ON PHARMACY – WHY DOES IT TAKE SO LONG 
TO COMPLETE A DISCHARGE?

Kelly Beswick1

1Tasmanian Health Service – North West, Cooee, Tas

EMAIL kelly.beswick@ths.tas.gov.au

Background: When a patient is discharged from hospital, the 
final step is often waiting for discharge supply of medication. 
To determine any barriers to a timely discharge, the pharmacy 
department regularly monitors discharge prescription 
turnaround times.

Aim/objective(s): To review factors in delaying the timely provision 
of medicines to facilitate a patient discharge in two regional acute 
public hospitals.

Methods: For one month (July 2019) clinical pharmacists 
recorded information when reconciling discharge prescriptions. 
This included time prescription received; time taken to reconcile; 
discrepancies (number and type); and the time that the patient 
received the medications. Retrospectively the discharge 
summaries were audited to see whether these included accurate 
medicines information for communication with the patients 
General Practitioner.

Results: 322 discharge prescriptions were reconciled during 
the audit period. There were 352 discrepancies on these 
prescriptions requiring clarification before dispensing and the 
patient subsequently discharged. The main type of discrepancy 
was an omitted medication (34%), a change in dose (17%) and 
removal of a medication that had previously been ceased (16%). 
The medication related information in the discharge summaries 
matched in only 55% of circumstances, with 16% containing 
no medicines at all and 29% containing inaccurate information. 
It took on average 111 minutes from receipt of prescription to 
delivery to the patient. This included approximately 45 minutes 
where the pharmacist was waiting to speak to the doctor or 
waiting for discrepancies to be resolved.

Discussion: This audit highlights the time taken for discharge 
prescriptions to be finalised is significantly impacted by the 
number and type of discrepancies found on prescriptions. 
Initiatives to improve patient flow and access must address 
this issue to achieve meaningful change.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 112

Friday 2 December

79 QUANTIFYING THE INCIDENCE OF ADVERSE REACTIONS 
TO RAPID IRON INFUSIONS

Kerryn Griffett1, Poppy Savage1, Daniel O’Brien1, Paul Toner1

1Royal Melbourne Hospital, Parkville, Vic

EMAIL kerryn.griffett@mh.org.au

Background: The preferred preparation for rapid iron infusion was 
switched from ferric carboxymaltose (FCM) to ferric derisomaltose 
(FDI) at a major tertiary/quaternary hospital. An unexpected 
increase in the incidence of adverse reactions was anecdotally 
reported in day-centre patients following the switch.

Aim: To review the incidence of infusion reactions associated 
with FDI and FCM, and identify any factors associated with the 
occurrence of reactions.

Methods: The electronic medical record (EMR) was used to identify 
all patients who had been administered a rapid iron infusion 
(FCM or FDI) over a ten month period in 2021. Low-dose iron as 
part of dialysis therapy was excluded, and remaining patients 
were randomised for inclusion. The EMR was audited to retrieve 
information relating to the iron infusion, patient characteristics 
and documented adverse reaction to the iron infusion.

Results: A total of 1,817 iron infusions met the inclusion criteria. 
Of these, 450 infusions were randomly selected for auditing; 
276 (61.3%) were FCM and 174 (38.7%) were FDI. The median 
FCM dose was 1000mg (interquartile range (IQR)=0) and median 
FDI dose was 1,500mg (IQR=500mg). Of the 276 FCM infusions, 
nine reactions were documented (3.3%, 95%CI 1.5-6.1%), 
and of 174 FDI infusions, eleven reactions were documented 
(6.3%, 95%CI 3.2-11.3%). The proportion of patients with a 
documented reaction to FDI administered in day-centre was 
8/69 (11.6%, 95%CI 5.1-21.6%) compared with 4/140 for 
FCM (2.9%, 95%CI 0.8-7.2%). Documented reactions to both 
iron formulations included hypotension, dyspnoea/tachypnoea, 
chest pain and rash/ erythema.

Discussion: A higher incidence of infusion reactions were observed 
in patients who received FDI compared with FCM, especially in 
those who received iron in the day-centre. However, reaction rates 
were consistent with the product information, and reporting bias 
may be a possibility given FDI was a new formulation for our 
organisation. Further analysis of predictors of adverse reactions 
is planned.

80 MITOMYCIN GEL: A NOVEL ALTERNATIVE IN THE TREATMENT 
OF LOW-GRADE UPPER TRACT UROTHELIAL CARCINOMA

Khoa Ho1, Obaid Fazli1

1Monash Health, Melbourne, Vic

EMAIL khoa.ho1@outlook.com

BOLT  LIGHTNING TALK L03

Objective: To describe the successful prevention of 
nephroureterectomy in a patient with an upper tract urothelial 
carcinoma (UTUC) using mitomycin in gel formulation.

Clinical features: JT is a 56-year-old female with a history of lynch 
disease, endometrial cancer and previous UTUC and subsequent 
left nephroureterectomy. Cystoscopy, biopsy and routine scans 
revealed a new diagnosis of low grade right sided papillary 
urothelial carcinoma. JT opted for endoscopic management 
and bladder instillation instead of another nephroureterectomy 
despite risk of seeding and reoccurrence.

Literature review: Mitomycin C can be used for treating urothelial 
carcinomas of the bladder, however limited studies on its use in 
UTUC exists. Radical nephroureterectomy is recommended in high 
grade urothelial carcinomas whereas for low grade carcinomas, 
laser ablation followed by intracavitary chemotherapy is preferred. 
Efficacy of intracavity drug instillation into the upper tract is 
undetermined as disease recurrence rates are comparable to the 
untreated. An open-label, single arm clinical trial demonstrated 
favorable results with the use of mitomycin-containing reverse 
thermal hydrogel in low grade UTUC.

Pharmacist interventions, case progress and outcomes: 
The day oncology pharmacy team were consulted to advise on the 
feasibility and stability of mitomycin gel production. The pharmacy 
team managed to procure the product through the Special Access 
Scheme and manufactured the gel formulation aseptically under 
strict temperature control involving a specialised chilling block. 
This allowed the patient to receive six treatment cycles of weekly 
mitomycin gel instillation via nephrostomy. Treatment appeared 
to be well tolerated and the patient had only reported minor back 
pain and nausea during her treatment course.

Discussion: This case highlights the emerging and effective use 
of mitomycin-containing reverse thermal gel as a kidney sparing 
alternative treatment of low grade UTUC. Oncology pharmacists 
are expertly positioned to provide advice on the stability and 
efficacy of chemotherapeutic agents.
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81 H2-ANTAGONISTS FOR PREVENTION OF TAXANE INFUSION 
REACTIONS: ARE THEY REQUIRED?

Kimberley-Ann Kerr1,2,3, Huda Binte Ryaz Patel4, Angela Shum5, 
Kirsty Tait1,2,5, Chen-Yao Hung1,2, Dr Christopher Hocking1,4

1Lyell McEwin Hospital, Adelaide, SA, 2SA Pharmacy, Adelaide, SA, 
3Digital Health SA, Adelaide, SA, 4University of Adelaide, Adelaide, 
SA, 5University of South Australia, Adelaide, SA

EMAIL kimberley-ann.kerr@sa.gov.au

Background: Taxane-based chemotherapy is used in the 
treatment of multiple malignancies. Due to the high risk of 
hypersensitivity reactions, product information for paclitaxel 
and cabazitaxel recommends pre-medication with antihistamine, 
corticosteroid and H2-antagonist. In September 2019, ranitidine 
became unavailable due to possible contamination. Prior to routine 
availability of alternate H2-antagonists our unit administered 
taxane chemotherapy without H2-antagonists. This practice 
has continued for weekly paclitaxel and cabazitaxel protocols.

Objective: To determine if the rate or severity of taxane infusion 
reactions changed following removal of ranitidine as a standard 
pre-medication within our institution.

Method: A retrospective review of case notes was conducted of all 
patients who received weekly paclitaxel or 3-weekly cabazitaxel 
for one year preceding unavailability of ranitidine (August 2018 to 
August 2019) and one year post unavailability (October 2019 to 
October 2020). Case notes were reviewed for the first three cycles 
of all patients who received weekly paclitaxel and all cycles for 
patients who received cabazitaxel.

Results: One hundred and ninety patients were reviewed, 
receiving a total of 590 infusions (86 patients receiving 255 
infusions with ranitidine, and 104 patients receiving 335 infusions 
without ranitidine). There was no difference in infusion reactions, 
with 11 (4.3%) reactions experienced amongst those receiving 
ranitidine compared with 7 (2.1%) reactions amongst those without 
ranitidine, p=0.15. No patient experienced multiple reactions. 
Eight (73%) of the reactions experienced by patients receiving 
ranitidine were grade 2 compared with 6 (86%) in patients who 
did not receive ranitidine. One reaction in the ranitidine group was 
grade 3, with all remaining reactions grade 1. All patients who 
experienced a reaction received paclitaxel.

Conclusion: We observed no increase in the rate of infusion 
reactions with weekly paclitaxel and 3-weekly cabazitaxel despite 
cessation of routine H2-antagonists administration. Our study 
suggests patients may be able to safely receive these treatments 
without routine H2-antagonist.

82 MANAGEMENT OF VENOUS THROMBOEMBOLISM 
IN ONCOLOGY OUTPATIENTS

Brienna Keates1,2, Kimberley-Ann Kerr1,2, Dr Christopher Hocking2,3

1SA Health, Adelaide, SA, 2Lyell McEwin Hospital, Adelaide, SA, 
3University of Adelaide, Adelaide, SA

EMAIL kimberley-ann.kerr@sa.gov.au

Background: Cancer is a strong risk factor for the development 
of venous thromboembolism (VTE), and VTE is a common cause 
of morbidity and mortality in patients with cancer. Choice of optimal 
anticoagulant is complex and patient specific. Low molecular 
weight heparin (LMWH) has been the standard of care, however 
data is emerging that direct oral anticoagulants (DOAC) may also 
be appropriate. This rapidly evolving evidence means that there 
are wide variations in current practice.

Aim: To investigate the management of venous thromboembolism 
in oncology outpatients at a tertiary teaching hospital, 
by examining drug choice, duration of treatment, and rate 
of bleeding events, to provide data around local practices 
and compare to current guidelines.

Methods: Patients were identified via the outpatient adult 
oncology referrals database. Any patient commenced on systemic 
cancer therapy was included. Data was collected via retrospective 
case note analysis and analysed using Microsoft Excel.

Results: In 2018, 315 patients were commenced on systemic 
cancer therapy, and 14% developed a VTE during treatment. 
Over 70% of patients were initially managed with LMWH, and 
20% were managed with a DOAC. Of the patients who were initially 
commenced on LMWH, 56% of these were switched to a DOAC 
at some point during treatment. Duration of treatment was highly 
variable. A low rate of bleeding was observed.

Discussion: Incidence of VTE observed was similar to the 
literature. Despite emerging evidence for DOACs, the majority 
of patients were still initially managed with LMWH. The high 
proportion of patients switched from LMWH to a DOAC suggests 
that prescribers may still be hesitant to use DOACs as initial 
treatment. Overall, management of VTE in this population was 
variable, and it is likely that further research is needed to establish 
best practice in this complex patient group.
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83 DESCRIBING PLASMAPHERESIS (PLEX): THE DISEASES 
AND THE DRUGS
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Background: Plasmapheresis (PLEX) involves the removal 
of plasma to treat various conditions. PLEX can increase drug 
elimination which may affect treatment response. Limited data 
exists on characteristics (including medications) of patients 
undergoing PLEX.

Aim: To describe the characteristics of patients undergoing PLEX, 
including medications prescribed.

Methods: A five year retrospective audit (2015-2020) of PLEX 
patients at a metropolitan hospital was undertaken. Patient 
demographics, number of PLEX sessions, indication for PLEX and 
treating team were obtained from electronic records. Due to time 
constraints concomitant medications were obtained for a subset 
of patients receiving PLEX in 2019/2020. Data were summarised 
using descriptive statistics. Ethics approval was obtained.

Results: Patients (n=204) underwent PLEX; 54% were female 
with a median age of 52 years (range 19-81). There were 1414 
PLEX events, averaging 6.6 sessions per person. Common 
indications for PLEX were antibody-mediated rejection (29%; 
61/204), organ transplant desensitisation (32%; 66/204), blood 
type incompatibility (9%; 18/204), sickle cell disease (4%; 8/204) 
and myasthenia gravis (3%; 7/204). The average number of PLEX 
sessions per person ranged from 1.1 for blood type incompatibility 
to 15.8 for sickle cell disease. Patients were most commonly 
admitted under lung transplant (79/204), haematology (47/204), 
heart transplant (28/204), neurology (23/204), nephrology 
(13/204) and immunology (9/204). The subset of patients (n=52), 
for whom medication data were collected were 83% female with a 
median age of 55 years (range 24-81) and an average 6.6 sessions 
per person. The most common medications taken were tacrolimus 
(27/52), mycophenolate (24/52), sulfamethoxazole/trimethoprim 
(26/52), magnesium (23/52), methylprednisolone (18/52), 
prednisolone (15/52), heparin (14/52), azithromycin (10/52), 
enoxaparin (10/52), and itraconazole (12/52).

Discussion: Plasmapheresis is indicated for a range of conditions. 
Many of the commonly prescribed medicines used by patients 
undergoing PLEX require routine monitoring to ensure optimal 
drug exposure. Understanding how PLEX influences medication 
disposition is required to facilitate precision dosing.

84 STATINS IN STROKE: IS THERE RHYME AND REASON 
TO PRESCRIBING PATTERNS

Maegan Johnson1, Tenay Davis1, Erica Bell1, Dr Diana Bortoletto1

1Barwon Health, Geelong, Vic

EMAIL maeganjohnson1@gmail.com

Background: Australian and international guidelines on stroke 
prevention advocate the use of statins for secondary prevention 
but provide no guidance on choice or dose of statin. Studies and 
anecdotal data have shown variability in prescribing practices 
internationally.

Aim: To identify trends in statin prescribing within the patient 
factors; renal function, age, gender, National Institutes of Health 
Stroke Scale (NIHSS), Modified Rankin Scale () and Low-density 
lipoprotein (LDL) levels in an Australian regional public hospital.

Methods: A retrospective audit was conducted over a 12-month 
period (Mar 2020-Mar 2021). Patients admitted with an acute 
ischaemic stroke were included. Data was collected via the 
hospital’s digital medical record and results analysed using 
SPSS (v24;IBM).

Results: Overall, 88% (220/250) of patients were prescribed a 
statin on discharge [52.3% (115/220) high dose; 47.7% (105/220) 
low dose]. Statin prescribing on discharge showed significant 
differences for gender (p=0.009), age (p=0.002) and renal 
function (p=0.032). Where a statin was prescribed, statistical 
differences in prescribing doses were found in gender (high dose 
statin: male 58.8% vs female 40.5%; p=0.008), age (high dose 
statin: 82.4% for <59 years vs 64.3% for 50-74 years vs 31.4% 
for >75 years 31.4%; p<0.001), renal function (high dose statin: 
0% eGFR<30mL/min vs 45.2% eGFR30-60mL/min vs 59.44% 
eGFR>60mL/min; p<0.001), LDL levels (high dose statin: 30% 
<1.7mmol/L vs 52.6% 1.8-3mmol/L vs 73.5% >3.1mmol/L; 
p<0.001) and cholesterol levels (high dose statin: 40% <4mmol/L 
vs 52.9% 4.1-6mmol/L vs 57.7% >6.1mmol/L; p=0.002). No statin 
prescribing differences were found for NIHSS and scores.

Discussion: This study identified variability in statin prescribing 
post stroke in an Australian setting with clear prescribing trends 
found in relation to patient factors. These findings correspond to 
outcomes in international studies and suggest that further research 
is required to identify prescriber reasoning and the clinical effect 
of prescribing patterns on secondary stroke prevention.
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85 TELEPHONE VERSUS VIDEOCONFERENCE CANCER 
PHARMACIST CONSULTS FOR PRE-TREATMENT MEDICATION 
HISTORY TAKING: COMPLETION RATE AND SATISFACTION
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Background: The collection of a pre-treatment medication 
history for outpatients with cancer is typically conducted via an 
unscheduled telephone call. Challenges with this model sometimes 
occur, such as patients being unable to confirm all medication 
details during the call and the pharmacist being unable to visually 
verify medication details, resulting in an incomplete medication 
history before treatment day. Scheduled videoconference consults 
may mitigate these challenges.

Aims: The primary aim was to compare the successful completion 
rates of pre-treatment medication history consults conducted by 
pharmacists with patients either via an unscheduled telephone 
consult or a scheduled videoconference consult model. Secondary 
aims were to examine pharmacist perceptions of the telephone 
and videoconference consults and explore patient (+/- support 
person) perceptions of videoconference consults.

Method: Completion data was collected and compared for the 
two modalities. In addition, pharmacists commented on any 
positive/negative factors impacting all consults. For the final 
35 participants completing a videoconference consult, patients, 
support people, and pharmacists involved completed a survey 
exploring perceptions and satisfaction.

Results: A significantly higher completion rate (p<0000.1) 
was found for the videoconferencing model, with 94% (76/81) 
completed successfully compared to 72% (76/105) of the 
unscheduled telephone consults. Pharmacists reported multiple 
factors impacting the success of the telephone consults including 
scheduling issues and patient factors. Survey responses revealed 
100% of patients/support people and 82% of pharmacists 
reported satisfaction with videoconference consults. Surveyed 
participants noted some technical issues, however the ‘ability to 
show/view medication containers and/or labels’ and ‘convenience 
of scheduled time’ were benefits of the videoconference model.

Discussion: Compared to telephone consults, videoconference 
consults had a statistically significantly higher completion rate and 
were implemented with overall high satisfaction. Pre-treatment 
medication history consults should be offered via videoconferencing 
to maximise success. Further investigation into facilitators and 
barriers of videoconference consult implementation is necessary 
to inform sustainability.

86 DEVELOPMENT AND VALIDATION OF AN ENOXAPARIN 
MONITORING CLINICAL INDICATOR

Martin Canning1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL Martin.Canning@health.qld.gov.au

Background: Our facility experienced three anticoagulant-
related deaths in 2019. Clinical incident review highlighted 
missed opportunities to perform anti-Xa monitoring for patients 
prescribed enoxaparin.

Aim: To define and validate an enoxaparin clinical indicator to enable 
organisational overview of enoxaparin monitoring compliance.

Methods: A retrospective chart audit of all patients prescribed 
therapeutic enoxaparin during a 5-week period in early 2020 was 
conducted. An assessment of the number of enoxaparin ampoules 
administered and the number of anti-Xa levels which should have 
been taken in accordance with best practice was recorded.

An extract of all anti-Xa levels collected by the pathology service 
was obtained for the calendar years 2019 and 2020. The number 
of enoxaparin 60mg, 80mg and 100mg ampoules distributed to 
clinical areas for the same period was obtained from pharmacy 
dispensing software.

Results: There were 36 patients included in the retrospective 
chart audit who were administered therapeutic enoxaparin. 
22 patients (39.3%) met criteria for enoxaparin anti-Xa monitoring. 
The total number of enoxaparin 60mg, 80mg and 100mg ampoules 
administered was 317. If adherence to best practice monitoring 
occurred, 41 anti-Xa levels should have been taken. Adherence to 
best practice in this cohort would result in the number of anti-Xa 
levels taken as a proportion of the number of enoxaparin 60mg, 
80mg and 100mg ampoules distributed being 12.93%.

In 2019 there were 7781 enoxaparin 60mg, 80mg and 100mg 
ampoules distributed and 481 anti-Xa levels taken, resulting in 
an indicator rate of 6.18%. In 2020 there were 6441 ampoules 
distributed and 810 anti-Xa levels taken, resulting in an indicator 
rate of 12.6%.

Discussion: Measuring the number of anti-Xa levels taken as a 
proportion of the number of enoxaparin 60mg, 80mg and 100mg 
ampoules used may be a suitable indicator to evaluate adherence 
to therapeutic enoxaparin monitoring. The target should be 
around 12%.
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87 STRENGTH IN NUMBERS? OSTEOPOROSIS PROPHYLAXIS 
AND FRACTURE RATES IN HEART AND LUNG TRANSPLANTATION

Megan Alessi1, Fay Burrows1, Lilibeth Carlos1, 
Prof Peter Macdonald1, Jane Ludington1, Dr Monique Malouf1, 
Dr Weiwen Chen1, Dr Lisa Raven1

1St Vincent’s Hospital Australia, Sydney, NSW

EMAIL megan.alessi@svha.org.au

BOLT  LIGHTNING TALK L03

Background: Transplant recipients are at risk of osteoporosis 
and fragility fractures due to corticosteroid/immunosuppressant 
use. Pre-transplantation osteoporosis screening, and post-
transplantation osteoporosis prophylaxis/treatment protocols 
are important to minimise fracture rates.

Aim/objective(s): To evaluate osteoporosis workup and adherence 
to prophylaxis/treatment protocols pre-heart/lung transplantation.

To review adherence to osteoporosis prophylaxis/treatment 
protocols post-heart/lung transplantation and assess fragility 
fracture rates as a primary endpoint.

Methods: Retrospective cohort study of heart/lung transplant 
recipients transplanted between 1/7/2020 and 31/12/2020 and 
followed to April 2022. Electronic and paper medical records were 
reviewed. Institutional ethics approval was granted.

Results: The cohort consisted of 51 patients (19 females), 
mean age: 53.6 +/- 15.0 at the time of transplantation; 
32 heart transplants, 16 lung transplants (including 1 re-do), 
and 3 combined heart/lung transplants.

Pre-transplantation, 45/51 (88.3%) patients were worked-up 
according to protocol, 8/11 (72.7%) patients with a documented 
diagnosis of osteoporosis commenced treatment pre-transplantation, 
and 9/22 (40.9%) patients with osteopenia commenced oral 
prophylaxis with calcium and vitamin D supplementation.

Post-transplantation, 46 patients were included, 5 were lost to 
follow-up. For those 26/46 (56.5%) who had BMD assessment, 
10/26 (38.5%) patients had documented osteoporosis and 4/46 
(8.7%) had a new diagnosis of osteoporosis/osteopenia. Based on 
the local post-transplantation protocol, 22/26 (84.6%) patients 
were recommended bisphosphonate therapy, of which 9/22 
(40.9%) received it. All patients commenced appropriate oral 
prophylaxis post-transplantation according to protocol.

Fragility fractures occurred in 9/51 (17.6%) patients pre-
transplantation (4/9 (44.4%) had osteoporosis) and 9/46 (19.6%) 
post-transplantation (2/9 (22%) had osteoporosis). One patient 
with osteoporosis pre-transplantation had fractures documented 
both pre- and post-transplantation.

Discussion: Despite use of bone management protocols, 
19.6% of patients experienced fragility fractures within 17 months 
post-transplantation. There is room for improvement in adherence 
to osteoporosis treatment/prophylaxis protocols. Pharmacists have 
a role in identifying osteoporotic risk factors in transplant recipients, 
and optimising bone health through pharmaceutical review.

88 WHEN LESS IS MORE: MEDICATION DOSE ADJUSTMENTS 
IN LOW BODY WEIGHT ADULTS

Melinda James1, Benita Suckling1, Jesseca Eglington1

1Pharmacy Department, Caboolture Hospital, Caboolture, Qld

EMAIL melindajames95@gmail.com

Background: Physiological differences in patients with low body 
weight (LBW) necessitate that some medicines are dose reduced 
to minimise the risk of toxicity and side effects. Substantial clinical 
emphasis is placed on physiological differences in overweight 
and obese patients, however similar scrutiny does not appear to 
be applied to LBW patients in local practice. This may be due to 
issues with consistent documentation of weights and low clinician 
awareness of recommended dose adjustments in LBW inpatients.

Aim/objective(s): To understand current local practices relating to 
medicine dose adjustments in patients of LBW to inform medicines 
safety strategies for this cohort.

Methods: A snapshot audit was undertaken across four 
consecutive weeks in June-July 2021. All adult inpatient charts 
within medical and surgical wards of a 265-bed, outer metropolitan 
hospital facility were audited for body weight documentation. 
For LBW patients prescribed paracetamol, enoxaparin 
thromboprophylaxis or metoclopramide, the rates of appropriate 
dose reduction and pharmacist intervention were also assessed.

Results: The overall proportion of LBW patients was 35/453 
(7.73%). The median weight of LBW patients was 44.4kg. 
Appropriate dose reductions occurred in 32.26% of LBW patients 
prescribed paracetamol (10/31), 60.00% of those prescribed 
enoxaparin thromboprophylaxis (9/15), and in 14.29% of those 
prescribed metoclopramide (1/7). Of orders without appropriate 
dose reductions which had been reviewed by a pharmacist, only 
3/23 (13.04%) resulted in a documented intervention. Overall, 
362/453 (79.91%) of inpatient charts audited contained a 
documented body weight. Body weight documentation was often 
difficult to locate, appearing across 17 different clinical forms.

Discussion: Safe management of medicines in LBW patients relies 
on consistent documentation of weight and clinician awareness 
of recommended dose adjustments. The audit results highlight 
a need for a standardised, multidisciplinary approach to weight 
documentation, partnered with education to improve knowledge 
of recommended LBW dose reductions for medical practitioners 
and pharmacists alike.
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89 INCIDENCE OF FEBRILE NEUTROPENIA IN SMALL-CELL 
LUNG CANCER: DOES ADDING ‘G’ MAKE IT ‘ALL G’?

Michael Whordley1, Nicholas See1, Courtney Hill1, Marissa Ryan1,2,3

1Pharmacy Department, Princess Alexandra Hospital, Brisbane, 
Qld, 2Centre for Online Health, The University of Queensland, 
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EMAIL michael.whordley@health.qld.gov.au

Background: Chemotherapy for Small-Cell Lung Cancer (SCLC) 
has been associated with a high incidence of Febrile Neutropenia 
(FN). The use of Granulocyte Colony-Stimulating Factor (G-CSF) 
may decrease FN risk; however, it is not included in standard 
SCLC protocols.

Aim: To investigate the FN incidence in patients receiving 
chemotherapy (+/- atezolizumab) for SCLC treatment, 
either limited stage (LS-SCLC) or extensive stage (ES-SCLC), 
with or without G-CSF support.

Methods: A retrospective audit was conducted on patients 
receiving SCLC treatment between 01/01/2019 and 31/05/2022. 
Collection parameters included demographics, disease stage, 
chemotherapy administered, and if G-CSF was administered at 
each cycle. FN incidence was compared between those patients 
who did and did not receive G-CSF.

Results: The majority of the 137 patients completed 4 cycles of 
platinum-etoposide based therapy (+/- atezolizumab). Regarding 
cycle 1 treatments (n=164), 20 patients (12%) experienced FN 
and were admitted to hospital. Of these, 13/20 (65%) patients 
were not prescribed G-CSF, while 7/20 (35%) patients received 
G-CSF (p=0.06). For the LS-SCLC group, the use of G-CSF resulted 
in a decreased FN incidence with 1/14 patients in the-G-CSF 
group compared to 6/25 patients in the non-GCSF group (p=0.19) 
experiencing FN. While for the ES-SCLC group, there were 6/48 
and 7/77 patient with FN in the G-CSF and non-G-CSF groups, 
respectively (p= 0.53). All patients with FN following cycle 1, had 
G-CSF added +/- a chemotherapy dose reduction for subsequent 
cycles. There was one fatality (LS-SCLC) due to neutropenic sepsis.

Discussion: Upfront chemotherapy dose reductions may explain 
the lower incidence of FN in the ES-SCLC group. The addition 
of G-CSF to cycle 1 lowered FN incidence in patients with SCLC, 
however the study was not sufficiently powered to demonstrate 
significance. A larger study is warranted to investigate if G-CSF 
from cycle 1 is required or should be considered for specific 
patient cohorts.

90 CICLOSPORIN BLOOD LEVELS AND CLINICAL OUTCOMES 
IN OBESE BONE-MARROW TRANSPLANT PATIENTS AFTER 
WEIGHT-BASED DOSING

Midori Nakagaki1, Jessica McIlwain1, Fang Min Foo2, 
Dr Yatika Jivan1, A/Prof Glen A Kennedy1,2

1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 
2The University of Queensland, Brisbane, Qld

EMAIL midori.nakagaki@health.qld.gov.au

Background: Ciclosporin A is a standard immunosuppressant in 
allogeneic bone-marrow transplant. Generally, the weight-based 
initial dose is used followed by dose adjustment according to 
the blood levels. In obese patients, actual body weight has been 
used in our institute based on the lipophilic nature of the drug. 
However, there are recommendations to use ideal body weight 
in renal transplant.

Aim: To determine the safety and appropriateness of using actual 
body weight when calculating ciclosporin doses in obese patients

Methods: A single centre retrospective study was conducted to 
review initial ciclosporin levels, average ciclosporin levels prior to 
neutrophil recovery, incidence of renal impairment and incidence 
of acute graft-versus-host-disease (aGVHD). These outcomes were 
compared between obese patients (actual body weight > 120% 
of ideal body weight) and non-obese patients. All allogeneic bone-
marrow transplant patients who received actual body weight based 
ciclosporin were included. Patients were excluded if they had other 
drugs that strongly interact with ciclosporin.

Results: In total, 298 patients who underwent bone-marrow 
transplant from 2017 to 2020 were included. Demographics 
were similar between obese and non-obese patients except 
weight. Obese patients had significantly higher initial (236.5 vs 
187.3 mg/L, p=0.001) and mean (224 vs 181.7 mg/L, p=0.0001) 
ciclosporin levels compared to non-obese patients. The difference 
in incidence of renal impairment between obese and non-obese 
patients were not statistically significant (31 vs 25%, p=0.33). 
Despite higher ciclosporin levels, obese patients had significantly 
higher incidence of aGVHD (65 vs 50%, p=0.02).

Discussion: Ciclosporin levels were significantly higher in obese 
patients, although it did not significantly affect the incidence of 
renal impairment. Obesity appears to be an independent risk factor 
for aGVHD. The use of actual body weight appears to be safe. 
Caution should be taken when calculating ciclosporin dose for 
extremely obese patients or patients with other comorbidities.
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91 A RANDOMISED TRIAL OF TOPICAL POLAPREZINC 
TO PREVENT ORAL MUCOSITIS IN BONE MARROW 
TRANSPLANT PATIENTS
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Background: Oral mucositis is described as “the most debilitating 
side effect” in bone marrow transplant (BMT). Currently, there 
are no drugs that is effective, safe and inexpensive to prevent oral 
mucositis. Polaprezinc, a zinc and amino-acid complex, is used 
overseas for the treatment of gastric ulcer and shown to be 
effective for oral mucositis in multiple small studies.

Aim: To evaluate the efficacy of topical polaprezinc to prevent 
oral mucositis in BMT patients.

Methods: This was a single centre phase II open label randomised 
controlled trial to evaluate the efficacy of polaprezinc mouthwash 
in the prevention of oral mucositis. Patients undergoing allogeneic 
or autologous BMT with moderate to high-risk conditioning 
chemotherapy were included, and randomization was stratified 
by the conditioning regimens. Patients received saline mouthwash 
followed by either polaprezinc mouthwash (test arm) or sodium 
bicarbonate mouthwash (control arm) four times a day. Other 
treatment were given according to the unit protocol. Mucositis 
was assessed daily using WHO scale and patient questionnaire 
on pain score and functional limitation. The incidence and severity 
of mucositis, duration, patient-reported outcomes were compared, 
using Fisher’s Exact Test, Mann-Whitney U Test or the Student t-test.

Results: In total, 108 patients were included. The incidence 
of grade 3-4 mucositis was 19/55 (35%, polaprezinc) vs 19/53 
(36% sodium bicarbonate). Duration of grade 3-4, incidence and 
duration of grade 2-4 mucositis were 6.5 vs 5 days, 40/55 (72%) 
vs 33/53 (62%) and 7 vs 5 days respectively (all NS). None of the 
patient-reported outcomes were significantly different. However, 
in both arms, throat pain score was significantly higher than mouth 
pain score (p<0.001).

Discussion: Topical polaprezinc was not effective for the 
prevention of oral mucositis. In most of published studies, 
mouthwash was swallowed after use. Reported effectiveness 
of polaprezinc appears to be systemic effects.

92 A REAL-WORLD ACCURACY OF ORAL MUCOSITIS GRADING 
IN PATIENTS UNDERGOING HAEMATOPOIETIC STEM CELL 
TRANSPLANTATION

Midori Nakagaki1,2, Dr Nicole Gavin1,2,3, A/Prof Glen A Kennedy1,2, 
Dr Alexandra Clavarino2, A/Prof Karen Whitfield2

1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 
2The University of Queensland, Brisbane, Qld, 
3Queensland University of Technology, Brisbane, Qld

EMAIL midori.nakagaki@health.qld.gov.au

Background: Oral mucositis is a common complication in patients 
undergoing haematopoietic stem cell transplantation. Accurate 
oral mucositis grading is essential for both clinical practice and 
oral mucositis research.

Aim: This study aimed to evaluate the accuracy of daily oral 
mucositis grading by nurses in a tertiary hospital in Australia.

Methods: A retrospective study was undertaken to review the daily 
patient oral assessment record, including diet, pain, erythema, 
ulceration and the oral mucositis grade based on World Health 
Organisation oral mucositis grading scale. The accuracy of the 
grade was determined by the observations recorded and reasons 
for inaccuracy was documented. Any repetition of the same error 
in the same patient was noted.

Results: In total, 6841 oral assessments in 373 patients, 
conducted between 2017 and 2020, were reviewed. A total of 70% 
(N=4781) were graded correctly. Of these 64% (N=3043) were 
grade 0. When the grade 0 scores were excluded, the accuracy 
of grading was reduced to 46% (N=1738). Common reasons 
for incorrect grading included; unable to grade due to diet 
not specified, no ulceration and no pain was scored grade 1, 
no ulceration was scored as grade 2-4, oral intake was not 
taken into account, and pain without ulcer was scored 0. 
A total of 77% of the errors were repeated in the same patient 
on consecutive days.

Discussion: Our results suggest there is frequent inaccurate 
evaluation of oral mucositis and a need for nurse training to 
accurately assess oral mucositis.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 119

Friday 2 December

93 INCIDENCE OF SEVERE ORAL MUCOSITIS IN BONE 
MARROW TRANSPLANT PATIENTS RECEIVING DIFFERENT 
CONDITIONING CHEMORADIOTHERAPY
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Background: Oral mucositis is a common complications during 
bone marrow transplant (BMT). Various patient-related and 
treatment-related risk factors have been reported.

Aim: To review the incidence of severe mucositis in patients 
undergoing different BMT regimens.

Methods: This single-centre retrospective study reviewed daily 
oral assessment for 467 consecutive patients who received 
BMT. Oral care and cryotherapy with melphalan were used. Oral 
mucositis World Health Organisation grade, use of total parenteral 
nutrition (TPN) and patient-controlled analgesia (PCA) were 
collected. In patients who received reduced intensity fludarabine/ 
melphalan, outcomes were compared between genders, age and 
body mass index (BMI).

Results: Grade 3-4 oral mucositis was common in myeloablative 
total body irradiation (TBI) based regimens: cyclophosphamide/
TBI with post-transplant methotrexate (71%) and fludarabine/ 
TBI with post-transplant cyclophosphamide (46%) as well as 
reduced intensity fludarabine/ melphalan with post-transplant 
methotrexate (43%) and carmustin/ etoposide/ cytarabine/ 
melphalan autologous BMT (41%). In contrast, Grade 3-4 oral 
mucositis was less common in reduced intensity haploidentical 
regimen (Melphalan/ Fludarabine/ TBI) with post-transplant 
cyclophosphamide (19%), all non-myeloablative regimens, 
fludarabine/ cyclophosphamide with post-transplant 
cyclophosphamide (9%), fludarabine/ TBI 2Gy (0%) and 
fludarabine/ cyclophosphamide/ TBI with post-transplant 
cyclophosphamide (0%) and high dose melphalan autologous 
BMT (26%). TPN and PCA uses were corelated with oral mucositis 
severity. In patients received reduced intensity fludarabine/ 
melphalan, female patients had higher incidence of grade 3-4 
oral mucositis, PCA and TPN uses. Age and BMI was not different 
between patients who had different grade oral mucositis.

Discussion: Severe oral mucositis was associated with myeloablative 
TBI, post-transplant methotrexate and melphalan in combination 
with methotrexate and with carmustin/ etoposide/ cytarabine. 
Use of post-transplant cyclophosphamide was preferable over 
post-transplant methotrexate to prevent oral mucositis.

94 DIRECT ORAL ANTICOAGULANTS – A COMPETITOR TO 
WARFARIN FOR STROKE PREVENTION IN HIGH RISK PATIENTS

Monida Nou1, Cynthia Donarelli1, Dr. Hui Yin Lim1, Vinod Chellaram1

1Northern Health, Melbourne, Vic

EMAIL monida.nou@nh.org.au

Background: Direct oral anticoagulants (DOACs) are indicated for 
stroke prevention in atrial fibrillation (AF). Advantages of DOACS 
over warfarin are well documented, however safety and efficacy 
in the overweight and obese population is lacking.

Aim/objective(s): To compare bleeding and thrombotic outcomes 
between DOACs and warfarin for stroke prevention in patients with 
AF with body weight ≥100kg.

Methods: A 2-year retrospective analysis (2019-2020) of 
dispensed anticoagulants at a metropolitan hospital. Patients 
prescribed warfarin, apixaban, rivaroxaban or dabigatran for 
AF with body weight of ≥100kg were included. Bleeding and 
thrombotic outcomes of anticoagulants were analysed.

Results: A total of 90 patients were analysed. The average age 
was 66 years with 63 (70%) being male. The average weight was 
119.5kg, 29 (32%) of which were >120kg. 66% of patients (59) 
had a CHA2DS2-VASc score of ≥3.

31 (34%) were prescribed apixaban and 22 (24%) patients were 
prescribed warfarin. Nineteen (21%) patients were prescribed a 
concurrent antiplatelet, most commonly aspirin. There were seven 
total bleeding events during admission, most often due to DOACs 
with one patient experiencing a significant bleed of International 
Society on Thrombosis and Haemostasis grade 3 on apixaban. 
5 of 7 patients (71%) who experienced a bleed had renal 
impairment (eGFR ≤59) and out of these, three were >120kg.

There were 35 readmission episodes with 8 (23%) due to bleeding, 
two of those being on warfarin and six on DOACs. One patient 
readmitted with a transient ischemic attack with no other mortality 
or venous thromboembolism outcomes over the time period.

Discussion: This is the first study conducted within our 
organisation evaluating the safety and efficacy of DOACs in this 
cohort. Our data supports the use of DOACs for stroke prevention 
in AF in the overweight to obese population with minimal bleeding 
or thrombotic adverse effects compared to warfarin.
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95 GET ON THE BEERS (CRITERIA) – ASSESSING PATTERNS 
IN HIGH FALLS RISK PRESCRIBING IN GERIATRICS
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Background: Unintentional falls are the most common cause of 
hospitalised injuries in Australia and is the leading cause of injury 
deaths. Falls are particularly a concern for people aged 65 years 
and over due to poorer health outcomes. The American Geriatrics 
Society Beers Criteria defines medications which are potentially 
inappropriate in older people and can increase their risk of falls.

Aim/objective: For patients aged over 65 admitted with a primary 
diagnosis of falls to the geriatric evaluation and management 
(GEM) unit, what are the changes made to their medications 
on discharge defined as high risk as per the Beers Criteria.

Method: This retrospective observational cohort study 
reviewed all admissions to GEM with primary diagnosis of fall 
from January to December 2021. High falls risk medications 
were identified as per the Beers Criteria and incorporated into 
the data collection tool. The primary outcome was changes 
made to high falls risk medications on discharge including 
new medications, ceased medications, dose increases, 
dose decreases, and no changes made.

Results: There were 58 admissions with primary diagnosis of falls 
to GEM across the study period. The most common high falls risk 
medications prescribed included anti-depressants (n=21) and 
opioids (n=41). Across the study population, there were 39 new 
medications commenced identified as high falls risk, compared to 
preadmission medications ceased. Opioids were the group most 
frequently commenced on discharge, with 19 being immediate 
release compared to 3 sustained release formulations. Whereas 
anti-depressants had the least number of changes made (57%).

Discussion/Conclusion: This study will inform future quality 
improvement and targeted research interventions into medication 
classes with high frequency changes like opioids, but also 
medication classes with low frequency changes like anti-
depressants. This data also allows benchmarking to any new 
services or interventions across the multi-disciplinary team.

96 THE ADVERSE INPATIENT MEDICATION EVENT AND FRAILTY 
(AIME-FRAIL) TOOL TO IDENTIFY HIGH-RISK PATIENTS

Dr Nazanin Falconer1,2, Prof Ian Scott1, Jonathan Yong Jie Lam1,2, 
Dr Centaine Snoswell2, Dr Ahmad Abdel-Hafez1, Dr Michael Barras1,2

1Princess Alexandra Hospital, Brisbane, Qld, 
2University of Queensland, Brisbane, Qld

EMAIL n.ghahremanfalconer@uq.edu.au
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Background: Inpatient medication harm affects approximately 
7% of patients, with at least half considered preventable by 
timely intervention. The original AIME risk prediction Model1 
was developed to guide a systematic approach for patient 
prioritisation for targeted pharmacist review.

Aim: To optimise the prediction of the original risk model, and 
evaluate the performance of the updated AIME-FRAIL tool in 
a cohort of new medical and geriatric patients.

Methods: A retrospective cohort study was conducted of general 
medical and geriatric inpatients at two tertiary Australian digital 
hospitals, between 1st January and 31st April 2020. Medication 
harm was identified using ICD-10 Y-codes and senior pharmacist 
review of medical records. The Hospital Frailty Risk Score (HFRS) 
was applied retrospectively in calculating scores for each patient. 
Logistic regression analysis was used to construct a modified AIME 
model that inputted the variables of the original AIME model: 
length of stay (LOS), prior hospitalisation, ≥ 8 medications, serum 
sodium < 126 mmol/L, INR > 3, anticoagulants, anti-psychotics, 
antiarrhythmics, immunosuppressant use, and medication allergy, 
together with new variables of other PINCHA medication classes, 
renal function, and HFRS.

Results: A total of 3944 patients were included, of median (IQR) 
age of 67 (28) years and mean (SD) HFRS 6.2 (+/-5.9), of whom 
187 (4.7%) experienced one or more medication harm events. 
The AIME-FRAIL tool incorporated 5 of the original variables, 
comprising LOS, anti-psychotics, antiarrhythmics, anticoagulants 
and immunosuppressants, and 4 new variables: frailty, antibiotics, 
insulin and opioid use. The area under the curve was 0.79 
(95% CI: 0.76-0.83), with sensitivity 69% and specificity 81%.

Conclusion: Screening patients using the modified AIME-FRAIL 
tool could identify those at high-risk of medication harm for timely 
clinical pharmacist review.

References:

1. Falconer N, Barras M, Abdel-Hafez A, Radburn S, Cottrell 
N. Development and validation of the Adverse Inpatient 
Medication Event model (AIME). BJCP. 2021;87(3):1512-24.
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97 PARTNERED PHARMACIST MEDICATION CHARTING (PPMC) 
IN REGIONAL AND RURAL GENERAL MEDICAL PATIENTS
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Background: The PPMC model of care has proven to be effective in 
reducing medication prescribing errors on admission and inpatient 
length of stay within metropolitan areas. The PPMC model involves 
early review and charting of medications on admission between 
a credentialed pharmacist and the admitting medical officer, and 
ensures a collaborative approach to establish the best patient 
medication treatment plan.

Aim: To evaluate the impact of the PPMC model on medication 
errors in general medical patients admitted to rural and 
regional hospitals.

Methods: This was a prospective cohort study with a one-
month pre intervention and a three-month intervention phase. 
All patients admitted to general medical units within standard 
pharmacist working hours (8am-5pm) that received Best Possible 
Medication History (BPMH) were eligible for inclusion during the 
pre-intervention phase. In the intervention phase, PPMC was 
implemented as a new model of care: all patients that received 
a BPMH and PPMC were included. The credentialed pharmacist 
was able to chart pre-admission medications and venous 
thromboembolism prophylaxis.

Results: Thirteen rural and regional health services were included 
in the study. Of the 669 patients who received standard medical 
charting during pre-intervention, 446 (66.7%) had at least 1 
medication error identified compared to 64 of 675 patients (9.5%) 
using PPMC model (p<0.001). There were 1361 medication 
charting errors identified from 6273 medication orders during 
pre-intervention and 80 from 6798 medication orders during post-
intervention (p<0.001). The median (interquartile range) inpatient 
length of stay was 4.8 (2.7-10.8) in pre-intervention and 3.7 days 
(2.0-7.0) among patients that received PPMC (p<0.001).

Discussion: The PPMC model was successfully scaled across 
rural and regional Victoria as a medication safety strategy and 
was associated with significantly reduced medication errors 
and inpatient length of stay.

98 GANZONI OR NOT: EVALUATION OF IRON INFUSION DOSING 
APPROACHES IN AMBULATORY GASTROENTEROLOGY PATIENTS

Rachel Goodman1, Patrick Hilley1, Dr Simone Taylor1, Claire Keith1

1Austin Health, Melbourne, Vic

EMAIL rachelannegoodman@gmail.com

BOLT  LIGHTNING TALK L04

Background: Ferric carboxymaltose (FCM) and ferric derisomaltose 
(FDM) product information recommends dosing based on the 
patient’s total iron deficit, calculated using the Ganzoni formula 
or simplified Ganzoni method (which requires haemoglobin 
concentration and weight; dosed in 500mg increments).

Aims: To evaluate whether FCM and FDM infusions are dosed 
in accordance with the simplified Ganzoni method in practice.

Methods: Retrospective, observational study of ambulatory 
gastroenterology patients administered one or more FCM or 
FDM infusions in 2021. Patients were excluded if a weight 
and haemoglobin were not recorded within 12-months and 
3-months of the infusion, respectively. The primary endpoint 
was the proportion of ‘therapeutic’ doses (i.e. consistent with 
the simplified Ganzoni method).

Results: Overall, 255 patients (mean age 52±19 years, 36.1% 
50-69 kg, 32.2% 70-89kg) received 270 infusions (250 FCM, 
20 FDM). Median (interquartile range) haemoglobin and ferritin 
concentrations were 127 (109-134) and 17 (10-26), respectively. 
For 79 (29%) infusions the dose was ‘therapeutic’, whilst 152 
(56%) and 39 (15%) were ‘subtherapeutic’ and ‘supratherapeutic’ 
respectively. A greater percentage of FDM infusions were 
‘therapeutic’ compared to FCM (50% versus 27%). Only 17 (7%) 
patients received more than one dose in the hospital’s clinics; 
most received a ‘subtherapeutic’ initial dose.

Discussion: Fewer than one third of patients received doses in 
accordance with the simplified Ganzoni method. FDM doses were 
more likely to be consistent with the recommended dose because 
higher doses of 1500mg can be administered as a single infusion, 
however the number of patients who received FDM was small. 
Despite most patients not having their iron stores repleted with 
the initial infusion, the proportion who received multiple iron 
infusions was lower than expected. Due to the non-specific nature 
of anaemia symptoms, the implications of ‘subtherapeutic’ dosing 
cannot be fully determined from this study. Further research is 
required to determine optimal iron infusion doses.
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99 EVALUATION OF MEDICATION-RELATED PHARMACIST 
INTERVENTIONS IN A NEWLY ESTABLISHED NEPHROLOGY 
OUTPATIENT CLINIC

Reanna McFarland1

1West Moreton Hospital and Health Service, Ipswich, Qld

EMAIL reanna.mcfarland@health.qld.gov.au

Background: In response to increasing numbers of chronic 
kidney disease patients within a growing regional health service 
catchment, a new nephrology clinic was established with full-time 
pharmacist support. Despite pharmacists’ roles in nephrology 
clinics being well established, there was little local evidence 
of the impact of pharmacist interventions in the clinic.

Aim/objective(s): To determine the type and acuity of 
interventions relating to medication-related problems (MRPs) 
in a nephrology outpatient clinic, as well as their acceptance 
and resolution rates.

Methods: A retrospective audit was conducted on the medical 
records of fifty patients who attended the clinic in February 2020. 
Data related to patient characteristics, MRPs, and pharmacist 
intervention/s was collected. MRPs were categorised by type, 
then risk assessed by a nephrologist and senior pharmacist using 
tools from the Pharmaceutical Society of Australia and Society 
of Hospital Pharmacists of Australia respectively.

Results: Of the 50 patients, 32 (64%) had at least one MRP 
recorded. A total of 59 MRPs and associated interventions were 
collected, with most (85%) relating to drug selection, over- or 
under-dosing, adherence or undertreatment. They were classified 
by the panel as low (15.3%), moderate (30.5%), high (37.2%) 
or extreme (8.5%) risk. Five (8.5%) couldn’t be classified.

Of the 59 interventions, 18 (30.5%) were accepted and 
resolved, 23 (39%) remained unresolved, 1 (1.7%) was not 
accepted and 3 (5.1%) did not require resolution. The outcome 
of 14 interventions (25%) was unable to be determined, mainly 
due to lack of pharmacist recommendation on how to resolve 
the problem. Only 8 of 27 (30%) high or extreme interventions 
were resolved.

Discussion: Pharmacists had high rates of identifying MRPs 
which demonstrates the pivotal role of outpatient pharmacists. 
A limitation of this audit is information gaps regarding outcomes. 
Improved documentation and further investigation into reasons 
for lack of resolution of MRPs is recommended.

100 CLINICAL PHARMACISTS’ PARTICIPATION IN WARD 
ROUNDS IN AUSTRALIAN HOSPITALS: WHAT IS THE 
CURRENT PRACTICE?

Dona Babu1,2, Prof Debra Rowett1,2, Dr Renly Lim1, Sally Marotti2, 
Alice Wisdom2, A/Prof Lisa Kalisch Ellett1

1Quality Use of Medicines and Pharmacy Research Centre, School 
of Clinical and Health Sciences, University of South Australia, 
Adelaide, SA, 2SA Pharmacy, Adelaide, SA

EMAIL sally.marotti@sa.gov.au

Background: Pharmacists’ participation in ward rounds (WRs) 
can reduce adverse drug events and improve medication 
communication. However, there is paucity of data on the 
current utilization of pharmacists as participants in WRs 
in Australian hospitals.

Objective: To explore the level of WR participation by clinical 
pharmacists in Australian hospitals and the enablers and barriers 
to their participation.

Method: The ‘Theoretical Domains Framework’ informed 
questionnaire for clinical pharmacists in Australia collected 
demographic information and current WR practices. Responses 
to key enablers and barriers to WR participation were collected 
using a Likert-scale. Cross tabulation analysis was conducted to 
determine the association between the Likert-scale statements 
and WR participation.

Results: Ninety-nine responses were included in the analysis. 
Sixty-seven participants had WRs in their respective clinical units. 
Clinical pharmacists’ attendance in WR was low (26/67, 39%) 
even though 89% of all respondents (88/99) agreed or strongly 
agreed that participating in WRs is part of their scope of practice. 
Thirty-nine percent of participants with a WR service attended at 
least one WR in the preceding fortnight (median of 4 (IQR 2–6) 
WR in the two-week period). Pharmacists who do not attend WRs 
reported feeling as though there is a lack of awareness of the 
role of the pharmacist within the WR team compared with those 
that do attend WRs (63% versus 23%, p=0.005) and they do not 
have enough time to attend the WR (73% versus 31%, p=0.002). 
Pharmacists who did attend WRs reported that they have support 
from the inter-professional team to attend the WRs compared 
with those that do not attend WRs (85% versus 37%, p=<0.001).

Discussion: This study highlights the need for ongoing 
interventions such as re-structuring workflows and increasing 
the awareness of the role of the clinical pharmacists within a WR 
to enable continued interprofessional collaboration in practice.
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101 A SYSTEMATIC REVIEW OF THE SAFETY AND EFFICACY 
OF OPIOIDS IN PATIENTS WITH RENAL IMPAIRMENT

Sanam Fath-Abadi1,2, Dr Jack Kerferd3, Shania Liu1,2, 
Dr Jonathan Penm1,2, Dr Megan Sands1

1Prince Of Wales Hospital, Sydney, NSW, 2University of Sydney, 
Sydney, NSW, 3Concord Repatriation General Hospital, Sydney, NSW

EMAIL sanam.f10@gmail.com

Background: Pain is a ubiquitous issue among patients with 
renal impairment and is the most common symptom reported 
by patients with chronic kidney disease (1). Opioids serve as 
a mainstay in the management of moderate to severe pain.

Aim: This systematic review aimed to examine the evidence 
regarding the safety and efficacy of opioid analgesia use in renal 
impairment.

Methods: We searched 8 electronic databases from inception 
to November 2019. Primary research articles which reported 
the safety and/or efficacy of opioids among adult patients 
with renal impairment, as defined by recognised criteria, were 
examined. Studies in which opioids were used in alternative 
settings such as procedural analgesia were excluded. 5 reviewers 
independently extracted data on safety and efficacy outcomes. 
Non-randomised studies were evaluated for risk of bias via 
ROBINS I. This review was registered prospectively on PROSPERO 
(ID: CRD42020159091).

Results: 54 articles were included in this review and were 
found to be of low overall quality, with 50 being observational 
in nature. Although no studies directly compared different opioid 
safety profiles, 7 reported renal impairment to be significantly 
associated with a greater incidence of adverse effects such 
as oversedation and nausea whilst 4 observed no statistically 
significant relationship. 4 studies deemed renal impairment not 
to be a significant predictor of reported pain. The remaining studies 
commented on pharmacokinetics, with 24 finding a significant 
association between renal impairment and increased plasma 
concentrations of the administered opioids.

Discussion: Some evidence suggests a greater incidence of 
adverse effects when opioids are administered to patients with 
renal impairment. However, good quality studies assessing safety 
and efficacy are limited and insufficient to inform evidence-based 
practice guidelines. Further studies, designed to specifically 
compare outcomes in people with normal and impaired renal 
function are required to improve the use of opioids in renally 
impaired patients.

102 TRIPLE THERAPY PRESCRIBING FOLLOWING ACUTE 
CORONARY SYNDROME IN PATIENTS REQUIRING ORAL 
ANTICOAGULATION

Saqib Rahman1, Dr Aindreas Dorai-Raj1, Dr James Rankin1

1Fiona Stanley Hospital, Perth, WA

EMAIL ssaqib.rahman@gmail.com

BOLT  LIGHTNING TALK L04

Background: There are a growing number of patients presenting 
with acute coronary syndromes (ACS) on pre-existing oral 
anticoagulation (OAC). Clinicians must consider ischaemic and 
bleeding risks to guide antithrombotic duration in this setting. The 
2020 European Society of Cardiology (ESC) guideline recommends 
triple therapy (TT) – dual antiplatelet therapy (DAPT) plus OAC – 
for up to 4 weeks after ACS, then single antiplatelet therapy (SAPT) 
plus OAC for up to 12 months, then OAC monotherapy thereafter.

Aim: Compare TT prescribing practices in our cardiology unit 
to the 2020 ESC recommendations and identity opportunity 
for improvement.

Methods: Patients presenting with ACS and administered TT 
were identified from electronic medication dispensing between 
August and October 2020 and retrospectively reviewed. Indication 
and duration of TT were obtained from medical records and 
angiography reports. Bleeding risk was calculated using HAS-BLED 
score. Ischaemic risk was calculated using DAPT score. Those with 
incomplete records were excluded.

Results: Forty-one patients were identified; 28 received coronary 
stenting and 13 medically managed. The most common OAC 
indication was atrial fibrillation (75.6%). In those stented, 
antithrombotic therapy complied with recommendations in 50% of 
patients. No patients with low ischaemic and/or high bleeding risk 
complied with recommendations for TT duration of 1 week. Those 
with high ischaemic risk were compliant with 4 weeks TT in 87.5% 
of patients. In those medically managed, antithrombotic therapy 
complied with recommendations in 92% of patients. Only 24% 
of patients with atrial fibrillation had documented plan for OAC 
monotherapy after 12 months.

Discussion: Patients with ACS on OAC with high ischaemic risk 
and those medically managed complied to recommendations. 
Recommendations were not followed for patients with low 
ischaemic risk and/or high bleeding risk, highlighting opportunity 
for intervention. We provided pharmacist-led education for 
cardiologists and developed a hybrid DAPT/HAS-BLED tool 
to guide clinicians on formulating antithrombotic plans.
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103 TREATMENT RESISTANT HYPOCALCAEMIA LINKED 
TO NASOGASTRIC ADMINISTRATION OF CALCITRIOL

Sarah Hitchen1, Finbarr Donnan1

1Fiona Stanley Hospital, Perth, WA

EMAIL s.a.hitchen@gmail.com

BOLT  LIGHTNING TALK L02

Objective: This case highlights the impacts of manipulating 
medication formulations for nasogastric administration.

Clinical features: We present a 58-year-old female hospitalised 
for total layngectomy for recurrent T4a Hurthle cell thyroid 
carcinoma. Past medical history included multiple prior thyroid 
resections, depression and dyslipidaemia. Pre-surgery ionised 
calcium was 1.27mmol/L (reference range 1.12-1.32mmol/L). 
No parathyroid tissue was visualised during operation. Post-
operatively, routine calcium replacement was commenced and a 
nasogastric tube placed for nutrition and medications. The patient 
experienced persistent symptomatic hypocalcaemia (ionised 
calcium 1mmol/L) despite efforts to escalate calcium/calcitriol 
doses, space from bolus feeds, intravenous calcium gluconate 
and maximal therapy with 2micrograms calcitriol and 6grams 
calcium carbonate liquid in daily divided doses. The endocrinology 
pharmacist was consulted for advice.

Literature review: Calcitriol is a crystalline compound, soluble 
in organic solvents and insoluble in water. It is formulated as 
0.25microgram of calcitriol dissolved in medium chain triglycerides 
in a hard gelatin-glycerol capsule which cannot be opened. 
The recommended method of extracting calcitriol is complex 
and requires suitably trained personnel. Medication loss can occur 
due to operator technique and adsorption to the nasogastric tube.

Pharmacist interventions, case progress and outcomes: 
The pharmacist reviewed medication suitability for nasogastric 
administration, interactions, biochemistry results and timing of 
doses to optimise absorption. Furthermore, different calcium 
formulations were trialed including elemental salts and liquid. 
Failing this, the manipulation of calcitriol capsules for nasogastric 
administration was suspected to be causing excessive medicine loss, 
accounting for poor clinical response. Locally compounded calcitriol 
1microgram/mL liquid was sourced which immediately resolved 
the hypocalcaemia. Due to odematous large pseudoepiglottis the 
patient was unable to swallow and discharged on liquid calcitriol 
coordinated by the pharmacist and speech therapist.

Discussion: Pharmacists offer a unique perspective to approaching 
treatment failure. Clinicians should consider medication 
manipulation for nasogastric administration as a confounding 
factor to treatment resistant hypocalcaemia.

104 EARLY INITIATION OF SGLT2 INHIBITOR THERAPY 
FOLLOWING AN ACUTE CARDIAC EVENT IN PEOPLE 
WITH DIABETES

Sarah Hitchen1, Dr Nick Lan1, Dr James Rankin1, 
Robert Larbalestier1, Prof Bu Yeap1, Dr P Gerry Fegan1

1Fiona Stanley Hospital, Perth, WA

EMAIL s.a.hitchen@gmail.com

Background: The early benefits of sodium-glucose cotransporter 
2 inhibitors (SGLT2i) in preventing heart failure and kidney 
disease progression in patients with type 2 diabetes (T2D) and 
cardiovascular disease are well described. However, evidence for 
safely initiating SGLT2i immediately following a cardiac event is 
limited due to exclusion of recent acute coronary syndrome (ACS) 
or coronary artery bypass graft (CABG) surgery from trials.

Aim: To explore the clinical outcomes in patients prescribed SGLT2i 
early after ACS or CABG surgery and barriers to initiating therapy.

Methods: Data from two prospective observational studies in 
patients with T2D admitted with ACS (March-September 2018) 
and CABG surgery (October 2018-June 2020) was evaluated. 
Cardiologists and cardiothoracic surgeons were educated and 
encouraged to prescribe SGLT2i in appropriate patients before 
hospital discharge.

Results: We found 110 (28.1%) of 391 patients included (196 ACS; 
195 CABG) were prescribed SGLT2i; 43 new and the remainder 
pre-existing. Median time to SGLT2i initiation following ACS 
and CABG surgery was 3 (1-4) and 7 (5-11.5) days respectively. 
Inpatient reactions occurred in two CABG recipients; peri-operative 
euglycaemic ketoacidosis secondary to not withholding SGLT2i and 
mild ketosis without acidosis three days following SGLT2i initiation. 
There were no 30-day re-admission with diabetic ketoacidosis 
(DKA). Barriers for not initiating SGLT2i included glycated 
haemoglobin ≤7% and estimated glomerular filtration rate (eGFR) 
<45mL/min/1.73m2.

Discussion: This observational study helps fills gaps in current 
knowledge of using SGLT2i following a cardiac event. SGLT2i 
initiation near to, or at, hospital discharge following a cardiac 
event was not associated with 30-day DKA readmissions. Only 
two in-hospital reactions occurred. Results from current large 
prospective trials in ACS are awaited. One study evaluating SGLT2i 
initiation following CABG surgery is underway. Government subsidy 
criteria remain the main barrier to prescription, despite evidence 
of efficacy in moderate renal dysfunction (eGFR ≥20-30mL/
min/1.73m2) and independent of baseline HbA1c.
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105 A RETROSPECTIVE EVALUATION OF MATERNITY PATIENT’S 
RISK OF MEDICATION-RELATED ADVERSE EVENTS

Sarah Lai1, Stella Koo1

1Eastern Health, Melbourne, Vic

EMAIL SarahWenXuen.Lai@easternhealth.org.au

Background: At a metropolitan public health service, Pharmacy 
utilised an evidence-based risk assessment criteria (i.e. ‘Pharmacy 
High-Needs Criteria’) to identify patients most at risk of a 
medication-related adverse event (MRAE). High needs patients are 
prioritised to receive clinical pharmacist reviews. Currently clinical 
pharmacist service to maternity patients is unfunded, and the 
proportion of maternity patients at risk of MRAE not articulated.

Aim/objective(s): To examine the proportion and nature of 
maternity patients in the hospital setting who are most at risk 
of MRAE, using the ‘Pharmacy High-Needs criteria’.

Methods: A retrospective review was conducted across two 
metropolitan hospitals to assess the proportion of maternity 
patients admitted between 01/02/2021 to 14/02/2021 who met 
the ‘Pharmacy High-Needs criteria’. A patient list was generated 
from the electronic medical record. Each patient was screened 
against the criteria until the target sample size was reached. 
Patients with a length of stay of less than 24 hours were excluded 
from the study.

Results: A total of 200 patients were screened, whereby 
83 patients (41.5%) were considered at risk of a MRAE. Of these, 
63 patients (76%) had epidural infusion requirements, six patients 
(8%) had an extreme body mass index, and four patients (5%) had 
pathology abnormalities. The remaining patients were considered 
high needs due to medical conditions including diabetes and stroke 
or taking high-risk medications such as immunosuppressants and 
intravenous antibiotics.

Discussion: This study suggests that a potential sub-group of 
maternity patients are at risk of MRAE when assessed against 
the ‘Pharmacy High-Needs criteria’. It should be noted that the 
criteria is not yet validated for maternity patients, and as such it 
may not successfully identify all relevant medication-related risks 
in this cohort. Future research into maternity-related risk factors 
for MRAE is required to define maternity-specific risk assessment 
criteria for clinical pharmacists.

106 PRESCRIBING ADHERENCE TO GUIDELINE-DIRECTED 
MEDICAL THERAPY FOR HEART FAILURE WITH REDUCED 
EJECTION FRACTION

Saskia McGrane1, Renae Lloyd2, Cassandra Potts2, Ru Jing Ang2

1University Of South Australia, Adelaide, SA, 2SA Pharmacy – 
Flinders Medical Centre (SALHN) , Adelaide, SA

EMAIL saskiamcgrane00@gmail.com

Background: The European Society of Cardiology heart failure 
with reduced ejection fraction (HFrEF) guideline was updated 
in August 2021 to include a class 1 recommendation to initiate 
four medications: angiotensin-converting enzyme inhibitors or 
angiotensin receptor-neprilysin inhibitors, heart failure beta 
blockers, mineralocorticoid receptor antagonists and sodium 
glucose co-transporter 2 inhibitors (SGLT2i). Previous studies 
demonstrate suboptimal prescriber adherence to HFrEF guidelines, 
and inaccurate medication documentation as a barrier to 
optimising therapy.

Aim/objective(s): To compare the proportion of patients 
prescribed guideline-directed medical therapy (GDMT) for HFrEF 
on hospital discharge between cardiology and general medicine. 
To determine the accuracy of documentation of HFrEF medications 
in the medical discharge summary.

Methods: A retrospective audit of patients with HFrEF discharged 
from hospital from cardiology or general medicine between 
October and December 2021. Discharge medication lists were 
extracted and the accuracy of medication documentation in 
the medical discharge summary was audited. For patients with 
multiple hospital admissions during the study period, only the 
first admission was included to determine prescriber adherence. 
Statistical analysis was conducted using SPSSv26.

Results: Ninety-nine patients were included to determine 
prescriber adherence to GDMT for HFrEF. Cardiology patients 
were more frequently prescribed all four medications (15% vs. 0%, 
p=0.005) or at least three medications (60% vs. 29%, p=0.002) 
compared to general medicine. There were 117 discharge 
summaries included to determine the accuracy of medication 
documentation. Cardiology accurately documented HFrEF 
medications in 83% of medical discharge summaries as compared 
to 59% in general medicine (p=0.004).

Discussion: Cardiology patients were more likely to be on GDMT 
for HFrEF and have their medications accurately documented 
as compared to general medicine, however overall compliance 
to optimal therapy remains low. Pharmacist-initiated prescriber 
education, the addition of SGLT2i to the pharmaceutical benefits 
scheme for HFrEF and the release of the Australian consensus 
statement on the current pharmacological prevention and 
management of heart failure may improve prescribing.
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107 OPTIMISING ONE MEDICATION FOR PATIENTS 
WITH CIRRHOSIS (OOMPa-C); AN INNOVATIVE MODEL 
OF PHARMACIST-LED INTEGRATED CARE

Sheridan Rodda1, Chloe McAinch1, Jo Hunter1, A/Prof Suong Le2

1Pharmacy Department, Monash Health, Clayton, Vic, 2Department 
of Gastroenterology and Hepatology, Monash Health, Clayton, Vic

EMAIL sheridan.rodda@monashhealth.org

Background: Carvedilol reduces the risk of decompensation 
and improves survival in patients with compensated cirrhosis 
and clinically significant portal hypertension. There is significant 
variability in the dose titration of carvedilol, leading to suboptimal 
management of portal hypertension.

Aim: To investigate the effectiveness and safety of a pharmacist-
led carvedilol dose titration clinic using remote patient monitoring 
for compensated cirrhosis.

Methods: We conducted a feasibility study in ambulatory patients 
with compensated cirrhosis referred from outpatient clinics or 
endoscopy and triaged by medical staff. Eligible patients were 
trained by Hospital in the Home staff to self-record daily blood 
pressure using a Bluetooth machine paired to a smartphone 
app. The results were securely relayed and reviewed by the 
pharmacists on a web-based dashboard. During regular video 
consultations, the pharmacist titrated carvedilol dose according 
to a pre-defined protocol, based on patient response. Study 
endpoints included: proportion of patients successfully dose 
optimised (up to 12.5mg daily as tolerated), time to optimisation 
and number of adverse events.

Results: From 38 referrals, we conducted an interim analysis 
on the first 10 patients recruited. Median age was 55 years 
(interquartile range (IQR):44-59.3), 70% males, 7 Child-
Pugh class A (70%), median Model for End-Stage Liver 
Disease score 14 (IQR:8-16.3), median Charlson co-morbidity 
index 5 (IQR:4-6.3), 50% completion of secondary schooling, 
60% currently unemployed. Nine patients (90%) achieved dose 
optimisation. One patient ceased carvedilol due to shortness 
of breath with no other severe adverse events reported. 
Median time to optimisation was 14 days (IQR:11.5-17).

Discussion: This integrated multi-disciplinary model of 
technology-enabled care can achieve carvedilol dose optimisation 
in a short timeframe among patients with cirrhosis. High levels 
of patient engagement and adherence to guideline-based care 
was delivered to a diverse real-world patient population. This 
preliminary evidence supports the potential of the innovative 
OOMPa-C model of care to improve cirrhosis management.

108 PARTNERED-PHARMACIST MEDICATION CHARTING 
IN AN OUTPATIENT INFUSION CENTRE – A NEW PARADIGM

Stewart Cockram1, Toni Howell1, Michael Jovanovic1, Helen Dixon1, 
Andrew Cording1, David Di Federico1, Amelia Miklavec1

1St Vincent’s Hospital Melbourne, Melbourne, Vic

EMAIL stewart.cockram1@gmail.com

BOLT  LIGHTNING TALK L02

Background: Offsite relocation of the Outpatient Infusion Centre 
(OIC) during mid-2020 presented a problem: our hospital has no 
Electronic Medical Record, and there was no possibility of moving 
medical staff on-site to write infusion charts. A solution was 
proposed: charting by a pharmacist, modelled off the Partnered 
Pharmacist Medication Charting (PPMC) initiative.

Objectives: To implement and evaluate a PPMC program in an OIC.

Method: Legislation confirmed requirements could be met by a 
pharmacist, and a proposal was endorsed by relevant hospital 
committees. Workflow requirements were established by a 
collaborative effort between pharmacy, nurses and medical units.

Best-practice charting recommendations were developed based on 
Australian standards, literature review and medication guidelines. 
Procedures and credentialing processes were developed by a 
senior pharmacist.

Evaluation: To test our hypothesis that the quality of medication 
charts was non-inferior, a retrospective analysis was conducted 
covering 289 cases written by doctors, and 199 cases by 
pharmacists. The pharmacist model had higher compliance in all 
safety parameters except one (equivalent). Compliance in most 
parameters was significantly higher.

All cases written by the pharmacist had a corresponding clinical 
history note detailing pertinent clinical information. No similar 
system was identified in any medical cases.

OIC PPMC was well received by the nurses on-site and medical 
staff off-site. The workflow efficiencies realised are so significant 
that although OIC has moved back on-site, the OIC PPMC project 
continues and has been expanded to include charting of blood 
products.

Discussion: To our knowledge, PPMC has never been described 
in an OIC. Compared to traditional medical model, our program 
was shown to be non-inferior in terms of medication safety, well 
accepted by staff and works efficiently within OIC workflow. 
The principles of PPMC could be applied to other services 
such as pre-admission surgical services, outpatient dialysis, 
and hospital in the home.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 127

Friday 2 December

109 LINKING ABORIGINAL AND/OR TORRES STRAIT ISLANDER 
PEOPLES WITH DIABETES CARE IN HOSPITAL USING 
HOSPITAL PHARMACISTS

Susan Welch1,2, A/Prof Alexander Viardot3, A/Prof Kylie Lee2, 
Scott Daley1, Pauline Deweerd1, A/Prof Rebekah Moles2

1St Vincent’s Hospital, Sydney, NSW, 2University of Sydney, 
Sydney, NSW, 3Garvan Institute, Sydney, NSW

EMAIL susan.welch@svha.org.au

BOLT  LIGHTNING TALK L02

Background: Diabetes is a common diagnosis for Aboriginal and/or 
Torres Strait Islander peoples, yet often undetected in hospital.

Aims: To identify how urban hospital pharmacists can detect if 
Aboriginal and/or Torres Strait Islander patients have diabetes 
or a higher chance of getting diabetes.

Methods: A multi-method design used complementary data 
collected from patients, and researcher field notes. Aboriginal 
and/or Torres Strait Islander peoples admitted to hospital over 
12 weeks (July-October 2021) were prospectively identified from 
patient admissions lists. Patients were excluded if they were due 
for or already discharged. A hospital pharmacist visited eligible 
patients. Those who consented to participate, had their blood 
glucose and HbA1c checked. Participants with HbA1c > 6.5% 
(no known diabetes) or 7% (known diabetes) were referred for 
endocrinology review during their hospital stay. Test results 
and resultant diabetes plan were shared with their general 
practitioner (GP). Two days after discharge, the pharmacist 
telephoned participants to gauge their views on their hospital-
based diabetes care. Barcode technology recorded pharmacist 
time. Voice recorded field notes were thematically analysed. 
Ethics approval was obtained.

Results: Seventy-two patients were eligible for inclusion, 
67/72 (93%) consented to take part. Sixty-one (91%) patients 
returned a HbA1c < 6.5. Of these, 4/67 (6%) returned a HbA1c, 
6-6.4. They were contacted and/or their GP to suggest a yarn about 
diabetes prevention. Six of the 67 (9%) qualified for endocrine 
review, 5 had known diabetes, one was newly diagnosed. 
None were previously known to endocrinology. All patients 
telephoned were satisfied with their hospital-based diabetes care. 
Pharmacist’s time spent was 10-30 minutes, depending on HbA1c. 
Field notes guided understanding of service implementation.

Discussion: We have developed, implemented and pilot tested a 
pharmacist-led screening service. Hospital pharmacists can help 
detect diabetes in Aboriginal and/or Torres Strait Islander peoples, 
ensuring linkage to endocrinology review and improved care 
during admission.

110 EVALUATION OF ADJUNCT THERAPIES 
FOR CERVICAL CERCLAGE

Michell-Felicia Ferenti1, Tamara Lebedevs1, Nabeelah Mukadam1

1King Edward Memorial Hospital, Perth, WA

EMAIL tamara.lebedevs@health.wa.gov.au

Background: Cervical cerclage procedures are used to 
prevent or treat cervical insufficiency and reduce the rate of late 
miscarriage and preterm birth(PTB). In practice, indometacin and 
antimicrobials are used as adjuvant therapies for cervical cerclage. 
Presently, there is insufficient evidence to support adjuvant therapy 
compared with cervical cerclage alone. Current guidelines state 
they should be considered on an individual basis.

Aim: To evaluate the use of antimicrobials and indometacin 
for cervical cerclage at a tertiary referral obstetric hospital.

Method: A literature review conducted revealed that the data to 
support antimicrobial use alongside a cervical cerclage is limited 
to one small RCT that also assessed the use of indometacin.

A retrospective audit of cervical cerclage procedures between 
January to March 2022 was conducted. Medical records were 
reviewed to determine whether adjunct therapy was used with 
an evaluation of the specific indication for use.

Results: 22 patients underwent a cervical cerclage procedure 
in the study period with 19 medical records available for review. 
84% (n=16) of patients received antimicrobials intraoperatively. 
Of these, 93% (n=15) received cefazolin, with 1 patient receiving 
clindamycin due to a documented penicillin allergy. 2 patients had 
surgical recommendations documented to not use antimicrobials.

Indometacin was used in 47% (n=9) of patients perioperatively, 
and 26.3% (n=5) of patients received them post-operatively.

Conclusion: The audit revealed that adjunct therapies were 
being used alongside cervical cerclage procedures at the obstetric 
hospital. It found that cefazolin was being routinely administered 
during a cervical cerclage procedure unless stated otherwise by 
the surgical team.

The results may be used to help standardise practice and inform 
clinical guidelines in relation to adjunct therapies for cervical 
cerclage. Future research to assess the role of adjuvant therapies 
such as tocolytics and antimicrobials at the time of cerclage 
is recommended.
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111 20 YEARS OF OBSTETRIC MEDICINES INFORMATION 
CALLS – A TIMELINE OF ENQUIRY PATTERNS AND TRENDS

Nabeelah Mukadam1, Prof Lynne Emmerton2, Prof Petra Czarniak2, 
Stephanie Teoh1, Tamara Lebedevs1

1King Edward Memorial Hospital, Perth, WA, 
2Curtin University, Perth, WA

EMAIL tamara.lebedevs@health.wa.gov.au

Background: An Obstetric Medicines Information Service has 
been collating data since establishment in 1988 with electronic 
documentation of enquiries since 2001. Despite comprising 
20 years of call records, this database had not been analysed to 
determine whether the service indeed meets callers’ requirements 
and compares to similar services in Australia.

Aim: To evaluate the database of medicine information enquiries 
received by the service over a 20-year period (2001-2020).

Methods: Records of enquiries from 2001 to 2020 were analysed 
to identify demographic data and trends over 20 years. Descriptive, 
bivariate and multivariate analyses were guided by research 
questions identified from the literature.

Results: Following data cleaning, 48,458 enquiries were analysed, 
with 48.2% (n=23,334) pertaining to breastfeeding and 42.1% 
(n=20,425) pertaining to pregnancy. Health consumers were the 
predominant users of the service but declined from 60% of callers 
in 2001 to 38% in 2020. Enquiries relating to medicines use in 
breastfeeding (48%, n=23,334) outnumbered those relating to 
pregnancy (42%, n=20.425). The most common period of concern 
was the first trimester (n=6,201, 36.2%). Of the 23,334 calls that 
related to breastfeeding, 16,905 (72.4%) recorded the age of the 
infant, with the majority (24.3%) within the first four weeks of an 
infant’s life. Antimicrobials dominated the enquiries, representing 
19.5% of calls (n=9,454), followed by antidepressants, analgesics 
and complementary medicines. 373 enquiries (0.8%) related to use 
of recreational substances in pregnancy or breastfeeding. There 
were five COVID-19-related enquiries recorded in the database.

Conclusion: Evaluation of the database provided an understanding 
of patterns of medicines use and areas for education, training and 
development to assist the users of the service. Increase in health 
professionals’ use of the service over 20 years reflects changes in 
the complexity of medication and prescribing considerations and 
supports the ongoing need for this specialised service.

112 IMPLEMENTING THE PHARMACIST-LED GOUT CLINIC 
FOR TITRATION OF URATE LOWERING THERAPY IN AN 
AUSTRALIAN SETTING

Tim Chang1, Vanessa Sinclair1, A/Prof Helen Keen1

1Fiona Stanley Hospital, Perth, WA

EMAIL tim.chang@health.wa.gov.au

BOLT  LIGHTNING TALK L04

Background: A treat-to-target management strategy with urate 
lowering therapy (ULT) guided by uric acid (UA) levels is strongly 
recommended for treatment of gout. A North American study 
demonstrated that a pharmacist-led ULT titration gout clinic was 
more effective than usual care at achieving target UA levels.1

Objective: To evaluate the implementation of a pharmacist-led 
gout clinic in Australia.

Action: A clinical pathway was established according to the 
published method.(1) Rheumatologists refer patients to the 
pharmacist-led telephone gout clinic. A pharmacist advises on ULT 
titration guided by serum UA levels and flare prophylaxis according 
to a collaboratively developed treatment algorithm. When target 
UA levels are attained, further pharmacist follow-up is scheduled 
to ensure absence of gout flares. When asymptomatic, the patient 
is discharged to General Practitioner (GP) for maintenance 
management. 18 months of data was audited.

Evaluation: 45 patients were referred to the pharmacist in 
18 months. 22.2% were successfully discharged to their GP 
while 20% were lost to follow-up due to death, monitoring 
non-compliance or catchment relocation. 40% were still 
undergoing titration while 17.7% had ongoing follow up for 
flares after reaching target. The proportion of patients achieving 
UA target levels at 26 weeks was comparable with published data 
(n=16, 56.25% vs n=29, 44.83%. p=0.468).(1)

The pharmacist’s extended scope improved new to follow-up ratios 
in the rheumatologist gout clinic and achieved patient UA targets 
whilst alleviating workload for the medical team.

Discussion: Implementation of a pharmacist-led gout clinic in the 
Australian setting has led to successful titration of ULT therapy in 
some patients. Further data is required to evaluate if this is more 
effective than usual care.

References

1. Goldfien R, Pressman A, Jacobson A, Ng M, Avins A. 
A pharmacist-staffed, virtual gout management clinic 
for achieving target serum uric acid levels: a randomized 
clinical trial. Perm J 2016;20:15-234.
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113 MEDICATION HESITANCY IN PALLIATIVE CARE: 
A SYSTEMATIC REVIEW USING THE THEORY OF 
PLANNED BEHAVIOUR
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Dr David Hibbs1, Dr Jennifer Ong1

1The University of Sydney, Sydney, NSW, 2Chris O’Brien Lifehouse, 
Sydney, NSW
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Background: The demand of palliative care is increasing due 
to the ageing population and treatment hesitancy or intentional 
avoidance compromises symptom management.

Objective: To identify patient beliefs associated with medication 
hesitancy by using the theory of planned behaviour (TPB) namely, 
attitudes, subjective norms, behavioural intention and perceived 
behavioural control associated with medication hesitancy or 
intentional non-compliance by avoidance

Methods: A literature search was conducted in the CINAHL, 
Embase, MEDLINE and PsycINFO databases from inception until 
March 2022. Hand-searched articles from reference lists and grey 
literature were included. Thematic analysis was conducted on 
qualitative data and triangulated with quantitative data.

Results: 554 articles were retrieved from the literature search 
and 17 articles were included based on the eligibility criteria. 
Three subthemes were identified under TPB constructs; attitude: 
negative attitude towards medications, passive attitude towards 
illness, inaccurate information about disease or medication. 
Further, one subtheme was identified under subjective norms: 
perceived negative opinions from others. Lastly, one subtheme 
was identified under perceived behavioural control: perception 
of manageable symptoms. Quantitative data provided triangulation 
of qualitative findings related to fear of addiction and side 
effects, hopelessness, unclear direction and information, 
social stigma, endurable symptoms and illness as determinants 
for medication avoidance.

Discussion: This systematic review identified a proportion of 
patients in palliative care would intentionally avoid medications. 
Further, attitude, subjective norms and perceived behavioural 
control contributed to medication hesitancy or avoidance. 
Clinicians should take patient considerations into account when 
discussing medication regimens with palliative patients to achieve 
shared decision-making. Moreover, with patients’ fear of addiction, 
side effects and confusion about medications, pharmacists have 
a significant role in supporting palliative patients and normalising 
medication use in society to prevent stigmatisation, as well as 
providing adequate medication education in order to improve 
compliance and optimise quality of care.

114 THE ROLE AND EFFECTIVENESS OF SUBCUTANEOUS 
KETAMINE INFUSIONS FOR PAIN: A PALLIATIVE CARE 
RETROSPECTIVE AUDIT

Vivian Dinh1, Saly Rashed1

1Eastern Health, Melbourne, Vic

EMAIL vivian.dinh@easternhealth.org.au

Background: Patients receiving palliative care who fail to obtain 
pain relief from standard treatments may trial ketamine. Moderate 
quality evidence suggests efficacy in non-cancer pain, however 
there is insufficient evidence for cancer-related pain (CRP); 
which affects up to 83% of palliative care patients with cancer. 
Understanding the effectiveness and circumstances of use of 
ketamine can guide judicious prescribing and use.

Aim: To assess the effectiveness of ketamine continuous 
subcutaneous infusions (CSCI) in the improvement of refractory 
pain in an inpatient palliative care unit.

Methods: A retrospective audit was conducted for patients in 
an inpatient palliative care unit from June 2017 to June 2021. 
Patients who received ketamine were identified from Schedule 
8 drug registers. Electronic medical records were used to collect 
information such as medical history, ketamine dose, and degree 
of symptom control. Patient notes and observation charts 
were reviewed to assess pain status and adverse events whilst 
on ketamine.

Results: Thirty-eight patients were included in the study. 
Twenty-nine patients had a history of cancer; nine with non-cancer 
diagnoses, including cardiac and infectious disease history. 
Four patients had previously trialled other CSCI agents, whilst 
the remainder had either long-acting opioid therapy, or poorly 
documented history. As per patient’s reported pain score and 
physician/nursing assessment, twenty-seven patients (71%) 
experienced improved pain relief while receiving ketamine CSCI. 
Of those with CRP, 80% reported improved relief. There were 
sixty-two instances of adverse effects across twenty-one patients 
following administration of ketamine CSCI including sedation, 
nausea and delirium.

Discussion: Ketamine CSCI can be used to help with overall pain 
for patients receiving palliative care, and has a role in reducing pain 
for patients non-responsive to other forms of analgesia. Despite 
analgesic benefits, adverse effects can limit use. Further research 
is required to establish ketamine’s role in other patient cohorts, 
and effectiveness in larger sample sizes.
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115 INCIDENCE AND RISK FACTORS ASSOCIATED WITH 
LEUKOPENIA IN TRANSPLANT RECIPIENTS: A RETROSPECTIVE 
MEDICAL RECORD AUDIT

Winnie Zhao1, Elaine Chan1, Michelle Lee1, Kathy Kable2, 
Dr Ankit Sharma2, Prof Lisa Pont1

1Westmead Hospital, Department of Pharmacy, Sydney, NSW, 
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Background: Leukopenia is a common adverse effect observed 
post kidney and/or pancreas transplant with reports of 20-60% 
incidence in the first years post-transplant. Risk factors of 
leukopenia is poorly understood due to confounding causality 
between medications and immunosuppressive complications.

Aim: To identify the incidence and factors associated with 
leukopenia in the first 6 months post-transplantation.

Methods: A retrospective audit of a longitudinal cohort of patients 
who underwent a kidney and/or pancreas transplant at a large 
quaternary hospital in Sydney Australia between January 1 
2018 to January 1 2020 was conducted. Patients were followed 
for 6 months or until the first episode of leukopenia. Univariate 
statistics (chi squared for categorical variables, Mann-Whitney U 
for continuous) were used to identify factors associated with 
post-transplant leukopenia.

Results: The cohort consisted of 117 recipients. 88.9% of 
the cohort received kidney transplants (KTx). The incidence 
of leukopenia was 49.6% (n=58). Univariate analysis found no 
factors significantly associated (p<0.05) with an increased risk 
of leukopenia: age (OR=1.012, 95%CI=0.985-1.039), baseline 
CrCl (OR=1.001, 95%CI=0.984-1.018), baseline BMI (OR =1.015, 
95%CI=0.952-1.085). In the multivariate model, there was a 
borderline association between leukopenia and gender, with 
women having approximately double the risk compared to men 
(OR=2.132; 95% CI=0.990-4.589, p=0.053).

Discussion: Leukopenia was a common complication post-
transplant and whilst there are no significant risk factors found 
to be associated from this small cohort study, the concerns and 
complications of leukopenia in these patients remains. Review of 
the literature has reports of females significantly associated with 
leukopenia post lung transplant but no reports have been found 
post kidney and/or pancreas transplants. Given that the use of 
bone-marrow suppressive medications is similar between different 
solid organ transplants, larger cohort studies are required to 
establish the association of risk factors, particularly female gender, 
as a predictor for new-onset leukopenia post- kidney and/ or 
pancreas transplant.

116 A RETROSPECTIVE OBSERVATIONAL COHORT STUDY 
OF PRESCRIBING/ADMINISTRATION OF PSYCHOTROPIC 
MEDICATIONS IN ELDERLY PATIENTS WITH DELIRIUM

Winnifred Livitsanos1, Adam Livori
1Ballarat Base Hospital, Ballarat, Vic

EMAIL winsanos99@gmail.com

Background: The utilization of chemical restraint in delirium 
is a major issue in the management of delirium. Psychotropic 
medications are not associated with reduced duration of delirium, 
length of hospital stay, or mortality. Understanding the trends of 
prescribing/administration of psychotropic medications in patients 
with delirium is imperative to inform guideline development, 
target specific interventions and assess quality of psychotropic 
medications use.

Aim: In adult patients aged over 65 admitted to a general medical 
ward and coded for delirium, what are the trends in the prescribing 
and administration of psychotropic medications over time.

Method: A retrospective observational cohort study was conducted 
in a regional public hospital in Australia. National Inpatient 
Medication Charts (NIMC) of eligible patients were reviewed 
throughout their admission. Data surrounding psychotropic 
medications (anti-psychotics, benzodiazepines, z-drugs) 
such as date, dose and administration records were recorded 
and run-charts were generated with descriptive analysis.

Results: From July 2020 to July 2021, 64 admissions with 
139 prescriptions and 362 administrations of psychotropic 
medications were analysed. The study showed that preferences 
of psychotropic medications were not aligned with guidelines 
utilised within the health service. Although overall, antipsychotics 
were prescribed/administered in preference to benzodiazepines 
and Z-drugs for delirium, there were two-time frames when 
greater number of benzodiazepines were administered compared 
to antipsychotics.

Discussion: This study demonstrated partial adherence to 
the delirium guidelines with respect to the preferential use 
of antipsychotics. However, the preference of olanzapine over 
risperidone demonstrates further changes to prescribing and drug 
access are required. The use of run-charts allowed time based 
descriptive analysis, allowing for medical and nursing rotations 
to be reviewed with respect to prescribing and administration 
changes, with no clinically significant change seen. Data of the 
study will inform further practice change implementation and use 
as a comparator set following implementation of a delirium risk 
prevention program.
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117 INHALER OPTIMISATION AND COST-ASSOCIATED IMPACT 
OF INHALER POLYPHARMACY IN PATIENTS WITH CHRONIC 
OBSTRUCTIVE PULMONARY DISEASE

Yoshi Pogoy1

1Blacktown And Mt. Druitt Hospitals, Sydney, NSW
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Background: Inhaler Device Polypharmacy (IDP) is a growing 
problem in COPD patients and has been linked to poor technique 
and frequent hospitalisation. Device rationalisation is an essential 
component of medication management which improves cost-
effectiveness and reduces exacerbation rates.

Objective: To determine the appropriateness of inhaler 
rationalisation and association with rehospitalisations in older 
people (>65 years) with moderate-severe COPD and determining 
the cost-effectiveness of Single-Inhaler Triple Therapy (SITT) 
versus Multiple-Inhaler Triple Therapy (MITT).

Methods: Medical records of 106 admissions with moderate-
severe COPD (defined as Forced Expiratory Volume of less than 
50% predicted) in the respiratory wards between December 2020-
May 2021 were reviewed, along with pharmacy dispensing reports 
for cost evaluation.

Data collected include hospitalisation recurrence within 
12 months, co-morbidities, and degree of polypharmacy. Inhaler 
technique was also assessed, through a checklist prepared 
by COPD Nurse, and utilised as part of the parameter derived 
from UR-RADAR Criteria (UncontRolled COPD, Review-Assess-
Discuss-Allow-Re-educate) to evaluate appropriateness of inhaler 
simplification by switching MITT to SITT-eligible patients.

Results: Overall, 60 admissions (57%) were discharged without 
appropriate puffer rationalisation. Of this, 85% had two inhalers 
while 3.3% had three long-acting inhalers. Good puffer technique 
was observed in only 23.2%. There is a general prevalence of 4.2 
co-morbidities per admission, which includes Acid-reflux (58%) 
and Heart Failure (44.3%), that are strongly considered in inhaler 
selection given their potential to aggravate lung function decline. 
Exacerbation recurrences (>2 readmissions) were comparably 
higher in MITT (44.3%) compared to SITT patients (33.1%). 
$5,480.79 (19.9%) was spent on MITT, in comparison to $3,726 
(13.5%) for SITT on a dispensation-cost of approximately $30,000 
suggesting its cost-effectiveness.

Conclusion: IDP is prevalent among COPD patients and presents 
a clinical opportunity for Pharmacists to intervene by rationalising 
therapy and provide inhaler education, which could potentially 
reduce exacerbation rates thus, maximising cost-effectivity of 
inhaler expenditure and improve patient compliance.

118 INVESTIGATING PHARMACY STAFF AWARENESS OF 
INTERPRETERS, INDIGENOUS HOSPITAL LIAISON OFFICERS 
AND MEDICATION-RELATED RESOURCES IN HOSPITALS

Zoe Robinson1, Amy Le1, Benita Suckling1

1Caboolture Hospital, Caboolture, Qld

EMAIL zoe.robinson93@gmail.com

Background: Evidence illustrates a difference in patient 
experience and health outcomes between those of English-
speaking backgrounds and those who identify as being of 
Aboriginal and/or Torres Strait Islander origin or who are 
otherwise Culturally and Linguistically Diverse (CALD).

Objective(s): The aim of this project was to evaluate whether 
pharmacy staff are aware of resources, including interpreters 
and Indigenous Hospital Liaison Officers, to provide the best care 
to consumers who identify as being of Aboriginal and/or Torres 
Strait Islander origin or who are otherwise CALD.

Action (Method): A survey was developed and disseminated to 
all 36 pharmacy staff assessing current knowledge of resources, 
such as interpreters, Indigenous Hospital Liaison Officers, and 
medication access subsidy schemes to support optimal use of 
medicines. The survey also sought feedback on staff perceptions 
of providing care and any desired further education.

Evaluation: A total of 75% of staff responded to the initial survey, 
including Pharmacists, Pharmacy Assistants and Administration 
Officers. Results showed that: 51% of staff were unaware how 
to access interpreter services; 85% were unaware how to access 
medication-specific resources for diverse populations and less 
than 40% felt able to provide “the exact same level of care” 
irrespective of language or culture.

Results highlighted the need for educational presentations to 
be provided to the department on a regular basis to support 
knowledge and confidence around utilising interpreters, 
Indigenous Hospital Liaison Officers, and other medication-
related resources to best support patient care.

Following implementation of the education, a repeat survey 
will be conducted to assess whether improvements in awareness 
of resources are achieved. These results will also be presented 
if available by December.

Discussion: By investigating and addressing gaps in awareness 
of resources to deliver medicines information, this intervention 
will support the provision of equitable healthcare to all patients 
while respecting culture and language needs.
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119 PHARMACISTS BRANCHING OUT: LEADING THE WAY 
IN A VIRTUAL WORLD

Alexandra Brown1, Deanna Guy1, Vinod Chellaram1

1Northern Health, Melbourne, Vic

EMAIL alexandra.brown@nh.org.au

BOLT  LIGHTNING TALK L02

Background: The Virtual Emergency Department (VED) enables 
patients to register online for assessment by emergency nurses and 
medical practitioners from their home, providing an alternative for 
Emergency Department presentations. The Department of Health 
appointed VED as an avenue for patients to obtain COVID-19 
antiviral therapies to support community access to treatment and 
prevent hospitalisations. A pharmacist was best placed to co-lead 
the project design given the medication safety and Pharmaceutical 
Benefits Scheme (PBS) considerations required.

Objective(s): The objective of the VED Early Treatment (VED-ET) 
service is to provide access to antiviral therapies to high-risk 
populations across the state.

Action (Method): The pharmacist identified high-risk populations, 
noting difference between PBS and National Medication Stockpile 
(NMS) criteria and created an online screening/referral tool 
to ensure effective use of clinician resourcing. The tool uses 
branching logic accounting for factors that affect antiviral eligibility 
and provides an auto-populated eligibility outcome. This serves 
as a referral to the VED-ET team to complete a pharmacy/clinician 
review for appropriate therapy selection. Triage nurses complete 
the screening tool for all COVID-19 positive patients registering 
through VED.

Evaluation: The pharmacist conducts weekly reports of referral 
accuracy comparing preliminary eligibility to patient outcome. 
Since launch, 600 patients have been captured using the pharmacy 
screening tool with a preliminary eligibility of 34%. Patients that 
were deemed to require treatment following clinician review stand 
at 28%. The difference between preliminary versus actual eligibility 
can be attributed to human error and changes to NMS criteria.

Discussion: The pharmacy screening tool has successfully 
captured patients considered high-risk of hospitalisation due to 
COVID-19 and supported timely access to antiviral treatments. 
Operational application of clinical knowledge and PBS expertise 
in the VED puts pharmacists in a prime position to develop further 
screening tools to improve use of clinical resources and support 
large scale access to therapies.

120 ANTIBIOTIC-IMPREGNATED BONE CEMENT IN 
AUSTRALIAN HOSPITALS: CEMENTING THE JOINTS

Alice Teoh1, Nadine Hillock1

1Communicable Disease Branch, Department for Health 
and Wellbeing, Adelaide, SA

EMAIL alice.teoh@sa.gov.au

Background: Antibiotic-impregnated bone cement is frequently 
used in arthroplasty surgery to minimise the risk of infection in the 
prosthetic knee or hip joint. There is a lack of clarity regarding the 
routine management and documentation of antibiotic-impregnated 
bone cement in Australian hospitals.

Aim: The objective of this study was to gain greater insight into 
the use, documentation and stock management of antibiotic-
impregnated bone cement in Australian hospitals.

Methods: All 233 hospitals contributing to the National 
Antimicrobial Utilisation Surveillance Program (NAUSP) were 
invited to participate in an online survey regarding bone 
cements (BCs) used in their hospitals and the antimicrobial 
agents commonly added by surgeons. Participants were asked 
whether pharmacy managed the stock of bone cement, and the 
documentation of bone cement usage in the clinical notes. The 
questionnaire was created and distributed via Survey Monkey®.

Results: 35% reported that the BCs were in the pharmacy 
inventories. Of the hospitals where the BCs were not managed 
by the pharmacies, they were either managed by the operating 
theatres directly, the general stores or other departments that 
were not specified. Apart from commercially pre-loaded antibiotic 
BCs (gentamicin, tobramycin, clindamycin or vancomycin), 
respondents also mentioned nine other antimicrobials were added 
intra-operatively. While the majority of the respondents were able 
to find the clinical information regarding BC use in the patient 
notes, about 53% were unable to locate that information due 
to inconsistencies of documentation.

Discussion: These results suggest there is wide variability in the 
use of antibiotic-impregnated bone cement and inconsistencies 
regarding documentation of use in Australian hospitals. 
Standardisation of documentation would assist participation 
in clinical audits or national surveys (such as the National 
Antimicrobial Prescribing Survey (NAPS)), which aim to promote 
appropriate use of antimicrobials in this setting.
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121 MOULD-ACTIVE ANTIFUNGAL PROPHYLAXIS: 
A GAP ANALYSIS OF PRESCRIBING APPROPRIATENESS

Amirreza Zobdeh1,2

1Pharmacy Department, Launceston General Hospital, Launceston, 
Tas, 2Faculty of Pharmacy and Pharmaceutical Sciences, Monash 
University, Melbourne, Vic

EMAIL Zobdehamir@gmail.com

Background: Invasive fungal infections (IFIs) are a common and 
very serious complication of immune deficiency in haematology 
patients. Antifungals are used for the prevention of IFIs. Lower-
risk patients receive anti-candida prophylaxis, whereas higher-risk 
patients receive mould-active prophylaxis. The first line choice of 
primary and secondary mould-active prophylaxis are, respectively, 
posaconazole and voriconazole. Liposomal amphotericin B is 
the second line choice where azoles are contraindicated. Mould-
active antifungals should be prescribed vigilantly due to the risks 
of resistance, cost, variable pharmacokinetics and higher side 
effect profile. The national data in Australia shows that the rate 
of the appropriateness of antifungal prophylaxis in haematology 
inpatients is 95.1%.

Aim/objective(s): Compare the appropriateness of prophylactic 
mould-active antifungals in haematology inpatients of a regional 
hospital to the national data and identify the gaps in appropriate 
prescribing.

Methods: A list of haematology inpatients prescribed mould-active 
prophylaxis from July 2021 to February 2022 was extracted. 
To establish appropriateness for each patient, Digital Medical 
Records were used to compare the indication against the eviQ 
guidelines. The rate of appropriateness was compared with the 
national rate using a T-test.

Results: Out of 20 haematology inpatients prescribed prophylactic 
mould-active antifungals, 10 (=50%) were prescribed as per 
the guidelines. This was significantly (p<0.001) lower than the 
national rate.

Discussion: This study identified the following as the main gaps in 
guideline compliant prescribing: “Use of mould-active prophylaxis 
in low-risk patients” and “Switching from posaconazole to 
second-line liposomal amphotericin B ‘in transient posaconazole 
correlated rises of LFTs’ or ‘in venetoclax containing regimens.’” 
The gaps in appropriate prescribing were discussed and compared 
with the available literature. Further interventions must address 
these gaps and a future study can use this data to evaluate the 
effectiveness of the said interventions.

122 A RETROSPECTIVE AUDIT OF VANCOMYCIN USE 
IN ADULTS PATIENTS – HOW CAN WE DO BETTER?

Anastasia Baker-Finch1, Erin Dunn1, Megan Rice1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL asyabf@hotmail.com

Background: Administration of vancomycin requires individualised 
dosing based on weight, renal function and therapeutic drug 
monitoring. This study will audit local use against evidence-based 
guidelines to identify opportunities for improvement.

Aim/objective(s): To assess vancomycin prescribing compliance 
with the health service procedure and identify possible causes 
for deviation.

Methods: A retrospective observational cohort study (n=51) 
was conducted at a tertiary referral hospital between February 
to September 2020. Patients were identified from the statewide 
pathology clinical information system. Patients were excluded 
if they received treatment for less than 48 hours, or aged under 
18. Data collection ceased once treatment was completed, 
on discharge from hospital, after two therapeutic levels were 
achieved, or after five levels were obtained.

Results: 46.8% of loading doses were not compliant with 
procedure, with 72.7% classified as an underdose. 87.5% of 
underdosed patients were overweight or obese. 60% of loads 
and 44.4% of initial doses prescribed outside of business hours 
were not compliant with procedure. Of 164 levels, 48.8% were 
taken at inappropriate times, rendering them unusable and forcing 
clinicians to make difficult dosing decisions. This is an annual 
wastage of approximately $17,000 in cost of pathology tests only. 
Pharmacists were involved in 14.3% of initial doses, and 34.4% 
of dose adjustments. Of this, 71.4% and 55.8% respectively were 
advised correctly and followed.

Discussion: Despite easily accessible evidence-based guidelines, 
vancomycin prescribing remains inadequate, increasing the risk of 
treatment failure, particularly for overweight and obese patients, 
and where treatment was initiated outside business hours. 
Widespread prescriber education is critical, particularly at registrar 
level. Increased pharmacist involvement should be encouraged, 
with implementation of mandatory pharmacist referral for 
vancomycin use. Development of a dose calculator and an online 
learning module may improve compliance with hospital guidelines. 
AUC monitoring should be implemented to mitigate wastage 
incurred by inappropriately timed pathology tests.
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123 FIGHTING ANTIMICROBIAL RESISTANCE: REVIEW OF 
PIPERACILLIN/TAZOBACTAM USE ON A SURGICAL WARD

Ashleigh Henna1, Heather Mackenzie1, Vinod Chellaram1, 
Jeff Khoshaba1

1Northern Health, Melbourne, Vic

EMAIL ashleigh.henna@nh.org.au

Background: The emergence of drug-resistant pathogens and 
rise of antimicrobial resistance is an increasing threat to modern 
medicine. A significant contributing factor is the frequency of 
inappropriate use of broad-spectrum antimicrobials such as 
piperacillin/tazobactam. An increase of piperacillin/tazobactam 
use at a metropolitan hospital during quarter 4 (Q4) of 2021 
was identified in the quarterly National Antimicrobial Utilisation 
Surveillance Program (NAUSP) report. Further analysis revealed 
that one surgical ward had the highest number of piperacillin/
tazobactam supplied compared to other wards across the hospital 
during this period.

Aim/objective(s): The primary endpoint was to assess compliance 
with guidelines (either nationally or locally endorsed) or directed 
therapy when prescribing piperacillin/tazobactam. The secondary 
endpoint was to assess the indication for antimicrobial use and 
compliance with restriction program (iGuidance).

Methods: A retrospective audit was conducted which analysed 
dispensing data extracted from iPharmacy software for piperacillin/
tazobactam for the identified patients during Q4 2021. This 
information was compared with medical records, to determine 
whether prescribing complied with guidelines and if approval 
via iGuidance was obtained for piperacillin/tazobactam use in 
accordance with the local Antimicrobial Stewardship (AMS) policy.

Results: 65 patients were included in the data set. 91% of 
piperacillin/tazobactam prescribed was non-compliant to 
guidelines. Diabetic foot infections and peritonitis (perforated 
viscus) were the most common indications for antimicrobial use, 
of which all the prescribing was not compliant with guidelines. 
iGuidance approval was obtained for 60% of piperacillin/
tazobactam prescribed with 40% of approvals occurring within 
24 hours of initial prescribing.

Discussion: The prevalence of non-compliance to guidelines 
suggests the need for increased prescriber education and revision 
of current local guidelines to include other infectious diseases. 
Improving compliance to guidelines as well as prompt and routine 
use of iGuidance will assist in optimising antimicrobial use.

124 INVESTIGATING VARIANCE IN REPORTING TIMES 
OF VANCOMYCIN CONCENTRATIONS BY AVAILABILITY 
OF ON-SITE THERAPEUTIC DRUG MONITORING

Belinda Chappell1,2, Benita Suckling1

1Caboolture Hospital, Caboolture, Qld, 2University of Queensland, 
Brisbane, Qld

EMAIL bellinthe@gmail.com

Background: Vancomycin is a high-risk antibiotic and therapeutic 
drug monitoring (TDM) is required to ensure infections are treated 
effectively whilst minimising risk of serious adverse effects such 
as nephrotoxicity. Timely processing and reporting of trough 
vancomycin concentrations is crucial, however not all pathology 
laboratories can process TDM on-site. Local incidents at Hospital 1 
prompted an investigation into variance in reporting times across 
the hospital and health service (HHS).

Objectives: The aim of this study is to investigate the differences 
in average reporting times of vancomycin TDM between hospitals 
with and without on-site processing capabilities, with a view to 
quality improvement.

Action: A retrospective review of vancomycin concentrations 
from June to December 2021 was performed for 3 hospitals within 
the same HHS. The average time from collection to reporting was 
calculated. Vancomycin incidents will be reviewed for Hospital 1 
and up to two patient journeys will be described where prolonged 
reporting time may have contributed to adverse patient outcomes.

Evaluation: Hospital 1, a major secondary hospital without on-site 
TDM processing had an average reporting time of vancomycin 
concentrations of 13.29 hours (SD 6.96). The hospitals with 
access to on-site TDM – Hospital 2 (a tertiary site) and Hospital 3 
(a secondary hospital of comparable size) had average reporting 
times of 2.30 hours (SD 2.35) and 1.99 hours (SD 1.38) respectively.

On-site vancomycin TDM commenced recently at Hospital 1. 
Three months of post-implementation data will also be available 
by conference.

Discussion: Off-site processing of TDM for Hospital 1 introduced 
relative delays of greater than 12 hours when compared with 
hospitals offering services on-site. This delay has potential to 
significantly disrupt timely and safe management of vancomycin 
and invokes risk of adverse outcomes (assessment pending). 
A transition to on-site processing of TDM supports the provision 
of consistent care across the entire health service.
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126 TIME TO THERAPEUTIC VANCOMYCIN LEVELS WITH 
LOADING DOSE CAPPING ACCORDING TO LOCAL TERTIARY 
HOSPITAL GUIDELINES

Lily Arrate1, Kayla O’Kane1, Steven Pham1, Lauren Hopner1, 
Dr Robi Islam1, Kerrie Aitken1,2, Cassie Lanskey1,2

1James Cook University, Townsville, Qld, 2Townsville University 
Hospital, Townsville, Qld

EMAIL cassie.lanskey@gmail.com

Background: Vancomycin is a glycopeptide antibiotic with a narrow 
therapeutic index. Therapeutic drug monitoring is necessary to 
ensure that serum trough levels remain within a target range 
(15-20mg/L) that optimises efficacy and minimises the risk of 
adverse effects. Weight-based loading doses (e.g., 25-30mg/kg) 
are used for more rapid attainment of therapeutic levels. Recent 
evidence suggests that loading dose capping to a maximum of 
2000mg is conservative and may cause delays to therapeutic levels.

Aim: To assess the suitability of local guidelines by determining 
the time taken for vancomycin to reach therapeutic levels when 
a loading dose cap of 2000mg is applied.

Methods: This was a single-centre retrospective audit of electronic 
medical records linked to patients prescribed vancomycin between 
1st January 2021 and 31st December 2021. Patients were 
included if they were aged over 18 years, weighed over 80kg, and 
received intravenous vancomycin according to local guidelines for 
at least 48 hours. Patients in the intensive care unit were excluded 
due to potential for altered pharmacokinetics. Data was collected 
using a validated data collection tool and analysed with simple 
descriptive and inferential statistics. Ethics approval was obtained.

Results: Of the 81 patients included, 34 (42%) did not ever reach 
a therapeutic level (i.e., levels remained subtherapeutic). When 
therapeutic levels were reached, the average time taken was 
73.6 hours. Only 21 patients attained a therapeutic level within 
48 hours. A statistically significant relationship was found between 
advancing age and faster time to therapeutic level (P<0.05).

Discussion: There are substantial delays to therapeutic levels 
when current local guidelines are followed. The results support 
use of a larger loading dose cap (e.g., 3000mg), in line with 
international guidelines. Age-related changes in volume of 
distribution of vancomycin should be considered alongside 
weight and renal function when reviewing and optimising local 
vancomycin dosing guidelines.

127 TREATING CARBAPENEMASE-PRODUCING 
ENTEROBACTERALES UROSEPSIS WITH CEFTAZIDIME/
AVIBACTAM IN PREGNANCY

Tamara Lebedevs1, Claire Kendrick1, Dr Briony Hazelton1

1Women’s and Newborn Health Service, King Edward Memorial 
Hospital, Subiaco, WA

EMAIL tamara.lebedevs@health.wa.gov.au

BOLT  LIGHTNING TALK L03

Objective: Urinary tract infection (UTI) in pregnancy has maternal, 
fetal and neonatal implications including maternal sepsis, preterm 
birth and placental hypoperfusion. Carbapenemase-producing 
Enterobacterales (CPE) infections are associated with a higher rate 
of mortality than non-CPE infections. This case describes the use 
of an antimicrobial with no published human pregnancy safety data 
to treat CPE urosepsis in pregnancy.

Clinical features: HK presented to the Maternal Fetal Assessment 
Unit at 23+5 weeks’ gestation with urosepsis, on a background 
of recurrent UTIs, duplex left kidney and a partial nephrectomy, 
performed in India. HK was empirically treated with ceftriaxone, 
then meropenem with no clinical improvement. Urine culture and 
sensitivities then identified an OXA-48 carbapenemase-producing 
Klebsiella pneumoniae isolate, sensitive to ceftazidime/avibactam 
and colistin. Diagnosis was multi-drug resistant (MDR) urosepsis.

Ceftazidime/avibactam was considered the most appropriate 
antimicrobial. HK received ceftazidime/avibactam 2.5g eight-hourly 
for 10 days and was discharged at 25+4/40, with methenamine 
hippurate prophylaxis for the remainder of pregnancy.

HK represented with urosepsis at 36/40 and recommenced 
on ceftazidime/avibactam, continuing until delivery by non-
elective caesarean section at 37+3/40. HK’s baby developed 
symptoms of early-onset sepsis and was empirically treated with 
benzylpenicillin and colistin. Septic screen results were negative. 
Mother and baby were discharged after four days, with follow-up.

Pharmacists’ interventions: Collaboration between pharmacy, 
microbioiogy/infectious diseases, treating obstetricians and 
neonatology enabled a management plan for both HK and her 
infant. A neonatal colistin medication protocol was drafted with 
special considerations for the complex dosing of a rarely used drug 
in neonates. HK was provided the limited available information 
regarding ceftazidime/avibactam safety during pregnancy.

Conclusions: CPE are resistant to all beta-lactam antibiotics 
and therapeutic options are further limited in pregnancy due to 
a lack of safety data about newer, broad-spectrum antimicrobials 
used for MDR isolates. This case showed no association between 
ceftazidime/avibactam use in pregnancy and adverse outcomes.
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128 EVOLUTION OF PSEUDOMONAS AERUGINOSA 
ANTIMICROBIAL RESISTANCE IN A PATIENT WITH 
LOCALLY ADVANCED PENILE CANCER

Claudia Palma1
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EMAIL claudia.palma@lh.org.au
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Objective: We report a case of evolving Pseudomonas 
aeruginosa antimicrobial resistance, following recent surgery 
and commencement of piperacillin-tazobactam.

Clinical features: A 49-year-old male with advanced penile cancer, 
admitted to undertake a total penectomy, left radical orchidectomy 
and perineal urethrostomy, developed wound dehiscence and 
multi-organism infection.

Literature review: P. aeruginosa, exhibits intrinsic resistance 
to several antimicrobials, where infections are common in 
hospitalised patients and have a variable mortality at 30 days 
depending on the source of infection. The Antimicrobial 
Stewardship (AMS) Clinical Care Standard recommends regular 
review of therapy, with the frequency of review dependent on 
patient acuity and risk factors.

Pharmacist interventions, case progress and outcomes: 
Respiratory, tissue, wound and urine cultures returned positive 
for P. aeruginosa sensitive to piperacillin-tazobactam on DAY 1. 
Another respiratory culture was taken on DAY 10, returning 
positive for a mucoid strain of P.aeruginosa, resistant to 
piperacillin-tazobactam and sensitive to meropenem. The AMS 
Pharmacist recommended a switch to meropenem. Infectious 
Disease was consulted and recommended to continue piperacillin-
tazobactam, and change to meropenem if the patient deteriorated, 
which occurred over the following two days due to septic shock, 
malignancy, refractory metabolic and electrolyte imbalances 
and refractory anaemia. On DAY 16, the patient commenced 
meropenem (1g, IV, q8h). The patient continued to deteriorate 
and was palliated. All antimicrobials ceased on DAY 27, and 
unfortunately the patient died on DAY 32.

Discussion: This case demonstrates the importance of regular 
review of microbiology results for long-stay patients with previous 
positive cultures and adjusting treatment as required. The AMS 
Pharmacist plays a crucial role in the surveillance of appropriate 
use of antimicrobials and liaising with medical teams and ID to 
achieve the best possible patient outcome. The development 
of resistance is multifactorial. Unfortunately, our patient had 
multiple factors other than infection that together resulted 
in his poor prognosis.

129 MANAGEMENT OF TETANUS IN THE ED: A CASE STUDY

Diana Goubrial1, Cristina Roman1, Prof Biswadev Mitra1

1Alfred Health, Melbourne, Vic

EMAIL dianagoubrial@hotmail.com

Objective: To describe the clinical features and initial management 
of a patient with suspected tetanus presenting to an emergency 
department (ED).

Clinical features: An otherwise well male aged in his seventies 
presented from home to the ED with severe left thigh spasm on 
a background of squatting while gardening 3 days prior. While in 
the ED, the patient developed 2 episodes of self-resolving trismus 
with associated oxygen desaturations. History and clinical features 
were in keeping with presumed tetanus. Tetanus immunoglobulin 
and antimicrobials (metronidazole and benzylpenicillin) were 
administered, as well as the diphtheria-tetanus vaccine, as tetanus 
vaccination was out of date. The patient was intubated using 
propofol and rocuronium for hypoxic respiratory failure due to 
repeated episodes of tetany. Propofol and morphine infusions 
were used for ongoing sedation and analgesia.

Literature review: The prevalence of Clostridium tetani infections, 
the cause of tetanus, has decreased significantly due to high 
vaccination uptake. Those at risk include unvaccinated and 
immunocompromised patients. It is mostly located in dust, 
animal faeces and soil and usually enters the body via skin breaks. 
The diagnosis of tetanus is clinical, with positive culture results 
in 30% of cases. The treatment for tetanus includes antibiotics, 
tetanus immunoglobulin, neuromuscular junction blockade and 
management of complications.

Pharmacist interventions, case progress and outcomes: 
The pharmacist assisted the medical team in preparing for rapid 
sequence induction in the setting of respiratory compromise, 
advised on the dosing of antimicrobials and charted all medication 
given in the ED via the Partnered Pharmacist Medication Charting 
model. The patient was subsequently extubated and in the 
week after presentation, remained in an altered conscious state, 
experiencing ongoing episodes of tetanus.

Conclusion(s): Tetanus should be considered as a differential 
diagnosis in patients who present with trismus. A multidisciplinary 
approach to early management facilitated timely diagnosis 
and management.
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130 THE HIGHS AND LOWS OF FEBRILE NEUTROPENIA – 
REEVALUATING FEBRILE NEUTROPENIA MANAGEMENT

Eden Weeks1
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Background: Febrile Neutropenia (FN) is an oncological emergency 
that requires prompt treatment with appropriate broad-spectrum 
antibiotics and a thorough investigation into the source of infection 
to give each patient the best chance of survival. Relevant and up-
to-date guidelines on FN management is imperative to optimise 
clinical outcomes in this vulnerable cohort of patients.

Aims: To measure compliance with the local FN protocol in the 
emergency department, the haematology and oncology wards of 
a tertiary referral hospital, and to use these results to review and 
update the FN guideline.

Method: Six weeks of baseline FN patient data was retrospectively 
collected to measure compliance with the local FN pathway. 
Information gathered included time of fever; Absolute Neutrophil 
Count; lactate; time blood cultures were taken; time to antibiotic 
administration; time to registrar notification (if documented); 
and antibiotic/s prescribed. Following data collection, education 
sessions were delivered to haematology and oncology nursing 
staff; Basic Physician Trainees; and pharmacists on the current FN 
policy. During these sessions, feedback was sought from attendees 
regarding barriers to full compliance with the policy.

Results: During the audit period a total of 10 patients met criteria 
for review. Fifty percent of patients had blood cultures taken 
within 60 minutes from onset of fever, 40% (4/10) had a lactate 
level taken, and 40% (4/10) had antibiotics administered within 
60 minutes. Feedback from the education sessions highlighted 
areas for improvement in protocol compliance including 
ease of access to the policy. Interventions such as displaying 
management flow charts on the haematology and oncology 
wards were implemented.

Discussion: The results of this audit highlight that improvements 
can be made to the management of FN patients. Following the 
interventions post this audit, follow up data collection is planned 
to reassess compliance with the protocol.

131 THE IMPACT OF A REMOTE CLINICAL PHARMACY SERVICE 
ON ANTIMICROBIAL STEWARDSHIP IN DISTRICT HOSPITALS

Jane Frankling1, Heather Tomkinson1

1Statewide Hospital Pharmacy, Tasmanian Health Service, Tas

EMAIL jane.frankling@ths.tas.gov.au

Background: Local District Hospitals lacked a clinical pharmacy 
service to support medication management, including 
Antimicrobial Stewardship (AMS).

Objective(s): We aimed to improve safe medication management 
for District Hospitals, in a setting without onsite pharmacy or 
access to Electronic Medication Management (EMM) and electronic 
AMS tools.

Action (Method): In 2015 a project commenced to develop a 
remote clinical pharmacy service. We transitioned to an ongoing 
model in 2016, building from 1.1 pharmacist Full Time Equivalents 
(FTEs) to our current strength of 4.8 FTE pharmacists in late 2020.

We currently service 130 beds across multiple District Hospitals 
from a central base. Our initial services of review at admission 
and medication lists at discharge were expanded to include 
mid-admission reviews and, crucially, clinical review of medication 
charts prior to supply of medication.

Since 2016, the Infection Prevention and Control Unit has 
conducted an annual survey based on the National Antimicrobial 
Prescribing Survey (NAPS). Each September, this month-long 
program records all antimicrobials prescribed in our participating 
District Hospitals and assesses them according to NAPS definitions. 
Results are entered into the NAPS database and District Hospital 
staff are engaged regarding recommended actions.

Evaluation: Overall appropriateness of antimicrobial prescribing 
increased from 62% in 2016, to 82% in 2021. This compares 
favourably with the national figure of 76% from the Fourth 
Australian report on antimicrobial use and resistance in human 
health (AURA 2021). There was a particular improvement in 
Ceftriaxone prescribing from 33% appropriate (10/30 prescriptions) 
in 2016, to 89% appropriate (16/18 prescriptions) in 2021.

Discussion: With pharmacist input at multiple points during 
admission, and particularly prior to medication supply, our service 
has demonstrated that a remote clinical pharmacy model can 
effectively support appropriate use of antimicrobials even without 
access to EMM or electronic AMS tools.
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132 INCIDENCE AND SEVERITY OF CYTOMEGALOVIRUS 
INFECTION IN SEROPOSITIVE HEART TRANSPLANT RECIPIENTS
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Victoria Warner1,3, Sue Lee2, Prof Orla Morrissey2, Prof David Kaye3,4, 
Prof Anton Peleg2,5, Prof Andrew Taylor3,4
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Background: Cytomegalovirus (CMV) infection contributes 
to morbidity and mortality in heart transplant recipients (HTR). 
Donor positive, recipient seronegative (D+/R-) patients are high 
risk and generally receive antiviral prophylaxis. The burden 
of CMV infection in recipient seropositive (R+) HTR is unclear, 
with preventative recommendations mostly extrapolated from 
other solid-organ transplant groups.

Aim: Our aim was to define the incidence and severity of CMV 
infection in R+ HTR, and understand risk factors and outcomes.

Methods: R+ HTR from 2010-2019 were included. Antiviral 
prophylaxis was not routinely used, but rather targeted to patients 
considered high-risk by their treating clinicians. Clinically guided 
monitoring for CMV infection was the local standard of care. 
Outcomes included CMV infection and mortality within one-year 
post-transplant.

Results: This retrospective cohort study included 155 R+ HTR, 
27 (17%) of whom developed CMV infection. Patients with 
CMV had a longer length of stay (27 vs. 20 days, HR 1.02, 95% 
CI 1.00-1.02, p=0.01), higher rate of intensive care readmission 
(26% vs. 9%, HR 3.46, 95% CI 1.46-8.20, p-0.005), and increased 
mortality (33% vs. 8%, HR 10.60, 95% CI 4.52-24.88, p<0.001). 
The association between CMV and death persisted even after 
adjusting for multiple potential confounders (HR 24.19, 95% 
CI 7.47-78.30, p<0.001). Valganciclovir prophylaxis used in 
35/155 (23%) and was protective against CMV (4% vs. 27%, 
HR 0.09, 0.01-0.75, p=0.025), even though patients receiving 
it were higher risk.

Discussion: CMV infection occurred in 17% of R+ HTR and 
was associated with a high burden of disease, worse post-
transplant outcomes and increased mortality. Patients who 
received valganciclovir prophylaxis were less likely to develop 
CMV infection. These findings support the routine use of CMV 
preventative strategies such as antiviral prophylaxis following 
heart transplantation in all CMV R+ patients.

133 EVALUATING ANTIMICROBIAL STEWARDSHIP (AMS) 
PHARMACIST REVIEWS IN AN AUSTRALIAN MULTI-SITE 
TEACHING HOSPITAL NETWORK

Jessica Hughes1, Dr Kylie Horne2, Dr Lydia Upjohn2, 
Huda Abdullahi1, Erika Roberts1

1Pharmacy Department, Monash Health, Melbourne, Vic, 
2Infectious Diseases Department, Monash Health, Melbourne, Vic

EMAIL jessica.hughes2@monashhealth.org

Background: To increase the number of antimicrobial reviews, 
Antimicrobial Stewardship (AMS) pharmacist-only rounds were 
introduced in addition to Infectious Diseases (ID) physician-led 
AMS rounds (physician-only or with a pharmacist) at a multi-site 
hospital network.

Studies demonstrate benefits of independent AMS pharmacist 
reviews, however few studies assess the appropriateness and 
acceptance of these reviews.

Objectives: To evaluate AMS pharmacist reviews of inpatient 
antimicrobial orders compared to those led by ID physicians, 
and measure acceptance of AMS pharmacist recommendations 
by medical teams.

Methods: Adult inpatient antimicrobial orders that had been 
reviewed by an AMS pharmacist during two time periods (April 
2020 and January 2021) were retrospectively assessed by two ID 
physicians for appropriateness. Reviews were classified utilising an 
assessment tool of appropriateness as either optimal, satisfactory, 
suboptimal or unsatisfactory. The nature of recommendations 
were also assessed. In addition, acceptance of recommendations 
within 24 hours were compared with ID physician-led AMS 
recommendations during the same time period.

Results: The most common pharmacist recommendation related 
to incorrect duration (21%), followed by the need to obtain an ID 
approval number (16%) and incorrect dose (14%).

ID physicians agreed with pharmacists’ recommendations in 
80% of assessments (n = 113). Of the agreed recommendations, 
76% were optimal and 24% were satisfactory. The most frequently 
overlooked reason for suboptimal recommendations were missed 
opportunities for switching from IV to oral.

Pharmacist recommendations were accepted within 24 hours 
63% of the time, comparable to 70% of ID physician-led AMS 
recommendations (p value = 0.22 using chi square test).

Discussion: This investigation of AMS pharmacist reviews 
demonstrated pharmacists make appropriate recommendations 
with comparable acceptance rates to ID physician-led AMS 
reviews. Improvements in identifying oral switch opportunities 
may develop the impact of AMS pharmacist rounds further. This 
investigation substantiates AMS pharmacist reviews as an efficient 
and useful addition to AMS programs.
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134 REVIEW OF POSITION STATEMENTS ON ANTIMICROBIAL 
RESISTANCE AND STEWARDSHIP FROM PROFESSIONAL 
PHARMACY ORGANISATIONS
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Background: Much has been made of pharmacists playing a key 
role in tackling the global public health threat of antimicrobial 
resistance (AMR). Globally, this role has been promoted by 
professional pharmacy organisations who have highlighted AMR 
as an issue of importance to the profession, and in advocating for 
pharmacists’ continued involvement in antimicrobial stewardship 
(AMS) with key stakeholders, including governments.

Aim/objective: This research examined how pharmacy’s role 
in optimising antimicrobial use is articulated in pharmacy 
professional organisations’ position statements to explore 
how this is framed to the profession and publicly promoted.

Methods: Publicly available AMR position statements were 
sourced between February 2021 and May 2021 from the available 
websites of all International Pharmaceutical Federation (FIP) 
member organisations, supplemented by a general engine search. 
Descriptive analysis focusing on four key themes of interest was 
conducted: (1) rationale for pharmacists’ involvement in AMS) (2) 
characterisation of pharmacists’ AMS role; (3) perceived impact of 
pharmacists’ involvement in AMS; and (4) perceived enablers and/
or barriers to AMS involvement.

Results: 17 position statements were sourced and analysed. 
Characterisation of pharmacists as advisors and educators as 
their primary role in AMS, with this function supported by their 
medication knowledge and accessibility as a health service was 
a focus. Pharmacists were positioned as essential members of the 
healthcare team, and specific health settings such as hospital or 
community practice were referenced in the framing of the capacity 
and nature of pharmacists’ involvement. However, the limitations 
of pharmacists and their positions were not discussed.

Discussion: Given pharmacy professional organisations publicly 
promote pharmacists’ involvement in AMS, it gives cause to seek 
to bridge the gap in understanding the concordance between the 
expectation and reality of the profession’s involvement in AMS. 
This is of importance in the primary care setting, as a key access 
point to antimicrobials globally.

135 RESHAPING THE LANDSCAPE OF PHARMACIST 
VACCINATIONS: DELIVERING DTPA VACCINES IN 
A MATERNITY OUTPATIENT CLINIC

Kim Ta1, A/Prof Andrew Hale1, Stephanie Hoy1, Noor Aladhami1, 
Claudia Barkeij1, Prof Lisa Nissen2

1Royal Brisbane and Women’s Hospital Pharmacy Department, 
Brisbane, Qld, 2Queensland University of Technology, Brisbane, Qld

EMAIL kim.ta@health.qld.gov.au
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Background: Pertussis causes on average 1 death and 200 
hospitalisations in infants <6 months old annually. Whooping cough 
(dTpa) vaccination during pregnancy reduces risk of pertussis in 
infants by 90% and is recommended for each pregnancy between 
20 and 32 weeks. Despite this, only 34% of women take up 
recommended vaccinations in pregnancy.

Aim/objective(s): An established pharmacist outpatient clinic 
in maternity, identified an unmet scope for dTpa administration 
in pregnant women. Pharmacist-administered vaccinations 
were provided opportunistically in antenatal clinic with a view 
to increasing access to dTpa vaccines.

Action: Consultation was undertaken at hospital executive and 
service line level for communication of the proposal and to garner 
support from the wider multidisciplinary team.

A meeting with the Chief Health Officer enabled legislative 
changes to allow this in scope activity for pharmacists to include 
hospital administration.

Local funding was secured and an accredited vaccination training 
program was delivered in hospital for the first time to upskill 
maternity pharmacists to become suitably trained.

Clinic infrastructure was established to meet legislative 
requirements for safe vaccine administration and where 
appropriate, the pharmacist opportunistically offered dTpa 
vaccines as part of their clinic review.

Evaluation: From November 2020 to August 2022, 304 
pharmacist-administered dTpa vaccines were administered 
in Maternity Outpatients. Prior to implementation, no 
vaccinations were offered in clinic leaving vulnerable groups 
without access to vaccines. The vaccination rate peaked at 
17 pharmacist-administered doses per month. No adverse 
events were experienced.

Discussion: An unmet scope and opportunity to improve patient 
outcomes in an unvaccinated and vulnerable patient cohort was 
identified. We implemented a safe and sustainable model of care 
which resulted in a large number of pregnant women accessing 
dTpa vaccinations during their antenatal appointments, many of 
whom may not have been vaccinated without this service. This is 
the first hospital-based pharmacist-vaccination model offering 
dTpa vaccines.
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VACCINATION IN HIGH-RISK HOSPITAL OUTPATIENTS (EPIVHO)
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Background: Influenza outbreaks place a significant burden on 
the Australian healthcare system. There is strong evidence that 
increasing rates of influenza vaccination, especially amongst 
high-risk patients will decrease the number of confirmed cases of 
influenza, reduce hospital admissions, associated costs, and death.

Legislative changes to the State’s Pharmacist Vaccination 
Standard were realised through meeting with the Chief Health 
Officer, to include administration within a public sector hospital, 
where previously it was restricted to community pharmacies.

Aim: To assess the feasibility, acceptability and impact of 
pharmacists administering influenza vaccinations to patients 
in a hospital outpatient setting.

Method: A service evaluation study assessed the impact 
of hospital outpatient pharmacists opportunistically offering 
influenza vaccinations to patients booked into their clinic. 
Patients accepting a vaccine completed a questionnaire about 
their vaccination experience.

Results: Pharmacists administered influenza vaccinations 
to 30 patients, of which 44% had never received an influenza 
vaccination before, and 41% would not have been vaccinated 
if this service had not been available. Nearly half of all vaccines 
administered were given in Maternity Outpatients (47%), followed 
by Preadmission clinics (33%) and Renal Outpatients (13%). 
Patient satisfaction of the immunisation service was very high with 
100% of patients completely satisfied with the overall vaccination 
experience. Convenience was most frequently cited by patients as 
the reason for receiving the influenza vaccination at clinic.

Discussion: The convenience of our opportunistic model of care 
improved access to the influenza vaccine for high-risk patients 
and was adaptable across a number of outpatient clinics. Despite 
the small numbers achieved, the impact and high percentage of 
patients who had not and would not have been vaccinated if this 
service was not available, merits an expansion of the service and 
a coordinated roll-out across other hospital sites could further 
be investigated.

137 TOFACITINIB IN REFRACTORY DRESS: A CASE REPORT

Mary Sippe1, Christopher Kleemann1

1St John of God Subiaco, Perth, WA

EMAIL mary.sippe@sjog.org.au

BOLT  LIGHTNING TALK L03

Objective: Drug reaction with eosinophilia and systemic symptoms 
(DRESS) is a rare condition with few evidence-based guidelines. 
This case report describes a trial of tofacitinib in a 78 year old man 
who did not respond to standard treatments.

Clinical features: A 78 year old Caucasian man with severe 
infective discitis was commenced on meropenem and 
vancomycin after failure of other antibiotics. He developed a large 
maculopapular rash across the upper body, eosinophilia and 
acute kidney injury. After consultation with a dermatologist and 
immunologist a diagnosis of DRESS was confirmed. Topical and 
intravenous steroids were initiated. After no response to steroids, 
ciclosporin was commenced. Symptoms began to resolve, and 
meropenem was restarted. Unfortunately this precipitated a 
recurrence of DRESS.

Literature review: Current literature describing the use of 
tofacitinib for DRESS includes case reports of patients with 
myocardial or hepatic organ involvement, but not kidney 
involvement. There is no published data guiding dose modifications 
of tofacitinib for the treatment of DRESS in patients with impaired 
kidney function.

Pharmacist interventions/case progress/outcomes: 
The pharmacist consulted with the immunologist and infectious 
disease consultants regarding dose modifications due to renal 
impairment, and funding implications in a private hospital setting. 
Tofacitinib 5mg once daily was commenced in conjunction with 
steroids and ciclosporin. The patient made a full recovery with 
complete resolution of eosinophilia, rash and acute kidney injury. 
Tofacitinib was ceased after 1.5 months therapy, and steroids 
weaned to cessation.

Discussion: Tofacitinib appears to be a valid treatment option 
for the treatment of refractory DRESS and can be used safely 
in patients with impaired renal function.
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138 RIGHT ANTIBIOTIC, EVERY TIME: APPROPRIATE 
PRESCRIBING FOR SKIN AND SOFT TISSUE INFECTIONS 
IN RURAL AREAS

Max Groves1, Dr Minyon Avent2, Stephen Nocher2, Sally 
Carrington3, Sidony Miller-Waugh3, Katri Malinen3

1School of Clinical Sciences, Queensland University of Technology, 
Brisbane, Qld, 2Queensland Statewide Antimicrobial Stewardship 
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Background: Optimal antimicrobial prescribing has been 
associated with improved patient outcomes. Australian hospitals 
must demonstrate that they meet Preventing and Controlling 
Infections Standard requirement to review antimicrobial 
prescribing and use. Skin and Soft tissue infections (SSTIs) are 
one of the most common infections in rural and regional facilities.

Objective(s): To determine the appropriateness of prescribing 
antimicrobial prescribing in skin and soft tissue infections (SSTIs) 
in a Queensland rural Hospital and Health Service (HHS).

Methods: A retrospective audit was conducted to monitor the 
appropriateness of antimicrobial prescribing across four facilities in 
a rural Queensland HHS between March 2021 and February 2022. 
Patient medical charts were reviewed for clinical documentation, 
antibiotics prescribed, and pathology utilising the National 
Antimicrobial Prescribing Survey. The assessment was conducted 
by two independent reviewers and if there was any discrepancy, 
this was resolved by an infectious disease specialist.

Results: Eighty-four antimicrobial prescribing episodes from 
37 patients with a diagnosis of SSTIs were reviewed. Guideline 
compliance was 67% (56/84) and appropriateness of therapy was 
79% (66/84). This is higher than the national average. The most 
notable antibiotic for inappropriate prescribing was cephalexin 
where the spectrum was too broad and thus not concordant with 
guidelines. Where flucloxacillin was inappropriately prescribed, 
this was attributed to a lack of a documented purulent cellulitis 
(e.g. associated abscess, furuncle), and benzylpenicillin would 
have been indicated as the is the first-line agent per the eTG.

Discussion: Inappropriate use of antimicrobials contributes to 
the development of antibiotic-resistant pathogens and poor patient 
outcomes. Rural and regional facilities often have limited resources 
and/or skill sets to implement onsite antimicrobial stewardship 
(AMS) programmes. Identifying and implementing local strategies 
to support clinicians in optimal antibiotic prescribing may improve 
antimicrobial prescribing such as partnering with a Statewide 
AMS service.

139 RETROSPECTIVE AUDIT OF PATHOGENS AND EMPIRIC 
ANTIMICROBIAL THERAPY IN PATIENTS WITH DIABETIC 
FOOT INFECTION

Michele Arcidiacono1, Susan Welch1,2, Dr David Andresen3,4, 
Dr Joel Lasschuit5,6,7, Dr Katherine Tonks3,6,7, Dr Cindy Lau1,2,3

1Department of Pharmacy, St Vincent’s Hospital, Sydney, NSW, 
2School of Pharmacy, Faculty of Medicine and Health, University of 
Sydney, NSW, 3Department of Infectious Diseases and Microbiology, 
St Vincent’s Hospital, Sydney, NSW, 4School of Medicine, University 
of Notre Dame, Sydney, NSW, 5Department of Endocrinology, 
St Vincent’s Hospital, Sydney, NSW, 6Diabetes and Metabolism 
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Background: Foot ulceration is the leading cause of hospitalisation 
for people with diabetes, and diabetes-related foot infections 
place substantial pressure on healthcare systems. The Australian 
Antibiotic Therapeutic Guidelines (A-TG) version 16 recommend 
intravenous amoxicillin/clavulanate empirically for moderate 
infections, replacing the broader-spectrum piperacillin/tazobactam. 
Review of whether updated recommendations reflect effective 
empiric treatment based on the local antibiogram was required.

Objective: First, to review pathogens and antimicrobial 
susceptibility patterns isolated from patients admitted with 
diabetes-related foot infections, and determine the proportion of 
patients for which updated empiric antimicrobial recommendations 
are appropriate. Second, to determine whether prescribing 
practices reflect the updated guidelines.

Methods: Inpatients with a diabetic foot infection between June 
2018 and June 2019 were retrospectively reviewed. Data was 
collected on antibiotic prescription, microbiology, and patient 
characteristics using Research Electronic Data Capture (REDCap). 
Descriptive statistics were performed to assess appropriateness 
of empiric recommendations based on isolated pathogens, and 
whether therapy was consistent with the A-TG.

Results: Twenty-two patients (median age = 62 [IQR 52-75] years; 
86% male) were included; 12 received empiric therapy and 10 
received directed therapy. Eleven (50%) patients presented with 
polymicrobial infections. A higher percentage of gram-positive 
isolates were identified (65%, n=24) compared to gram-negative 
isolates (32%, n=12) and anaerobes (3%, n=1). The most common 
pathogens isolated were methicillin-sensitive Staphylococcus 
aureus (50%, n=11) and Pseudomonas aeruginosa (23%, n=5). 
The prescribed empiric agent reflected guidelines in 3 patients 
(25%). 21 bacterial isolates (62%, n=34) were susceptible to 
amoxicillin/clavulanate.

Discussion: This study identified that hospital presentations 
of diabetic foot infections are likely to be polymicrobial. 
Recommended empiric therapy in the A-TG version 16 are 
appropriate for this cohort, and would effectively treat isolated 
pathogens while minimising development of antimicrobial 
resistance. This study highlights the importance of monitoring 
local antibiogram data to ensure optimal empiric treatment of 
diabetes-related foot infections.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 142

Friday 2 December

140 VANCOMYCIN THERAPEUTIC DRUG MONITORING AND 
ACUTE KIDNEY INJURY IN HAEMATOLOGY AND BONE MARROW 
TRANSPLANT PATIENTS

Shannon Pallett1, Midori Nakagaki1, Sheba Alex2, 
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Background: Vancomycin is often used in haematology and 
bone marrow transplant (BMT) patients, either as a targeted 
or empiric therapy. Vancomycin is a known nephrotoxic 
medication, particularly when used in combination with 
other nephrotoxic medications.

Aim: To investigate vancomycin use and vancomycin-related 
acute kidney injury (AKI) within haematology and BMT patients.

Methods: This was a single-centre retrospective audit for 2021. 
All haematology and BMT patients hospitalised with available 
vancomycin levels were included. Data collected included: patient 
demographics, indication for vancomycin, vancomycin doses and 
trough levels, duration of treatment, other nephrotoxic agents, 
baseline creatinine and creatinine during treatment.

Results: A total of 120 patients (with 147 encounters) were 
included in the study. Of these, 27 patients (22.5%) had an AKI 
during vancomycin treatment. Higher vancomycin levels were 
correlated with increased incidence of AKI however, 19% of 
patients (n=5) developed AKI within the therapeutic range. There 
was no statistically significant difference in the incidence of AKI 
between patients using and not using concomitant nephrotoxic 
medications, except tacrolimus, which had a higher incidence of 
AKI (p=0.004). Dose adjustment prior to the next vancomycin dose 
occurred in 73% of trough levels that exceeded 20mg/L. 120 of 
147 encounters (82%) used vancomycin empirically. They had less 
AKI than targeted treatment (10% vs 22%) and a slightly shorter 
duration of treatment (mean duration 9.7 days vs 11.3).

Discussion: Vancomycin-related AKI was common in haematology 
and BMT patients. It can occur in the therapeutic range and higher 
incidence was observed in patients also using tacrolimus. There 
are rooms to improve in prompt dose adjustment and duration 
of empiric treatment.

141 AN INVESTIGATION ON CLOSTRIDIOIDES DIFFICILE 
INFECTION MANAGEMENT

Mitt Vongphakdi1, Nicholas Ah Yui1, Kevin OCallaghan1

1Redcliffe Hospital, Moreton Bay Region, Qld

EMAIL mittvongphakdi@gmail.com

Background: The rate of Clostridioides difficile (C. difficile) 
infections in Australia has increased by more than 8% between 
2016-18. This increase is potentially influenced by an ageing 
population and, the widespread use of proton pump inhibitors and 
antibiotics. However, information surrounding how well C. difficile 
infections are managed is not well studied.

Aim: To investigate the management, risk factors and outcomes 
for C. difficile infection to identify strategies to reduce its incidence.

Methods: A single centre retrospective audit was completed using 
medical records for patients admitted with C. difficile in 2020-21. 
Data surrounding C. difficile management for each patient was 
analysed against the Therapeutic Guidelines.

Results: There were 72 admissions with C. difficile colitis during 
the study timeframe, comprised of 54 individual patients. Recent 
antibiotic prescription, proton pump inhibitor (PPI) use, and 
antibiotic allergy labels were common.

35% of cases were treated appropriately according to the 
Therapeutic Guidelines. 8% died within 12 weeks of diagnosis, and 
9% had relapsed C. difficile within 12 weeks. Some common gaps 
found in the results included inappropriate selection of antibiotics 
to treat C. difficile based on the severity of disease and lack of 
documentation surrounding C. difficile cases left untreated.

Discussion: A review of local and international guidelines/practice 
and a focus on increasing recognition of C. difficile risk factors 
and severity criteria is paramount in reducing readmissions, costs 
associated with prolonged hospital stay and improving patient 
outcomes. The results of this study have prompted antimicrobial 
stewardship service review of all C. difficile admissions at the 
study site and indicates the need for a larger multiple-site study 
to introduce change across all hospitals in Australia. There are 
multiple opportunities for pharmacists to improve the care 
of patients with C. difficile colitis. This can range from early 
medication interventions and promoting guideline adherence, 
to multidisciplinary education.
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142 ADHERENCE TO PNEUMOCYSTIS JIROVECII PNEUMONIA 
PROPHYLAXIS GUIDELINES IN PATIENTS PRESCRIBED 
PREDNISOLONE FOR IMMUNE-RELATED ADVERSE EFFECTS

Natalie Summerlin1, Thi Nguyen1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL natalie.summerlin@health.qld.gov.au

Background: Immunotherapy drugs have become integral 
in the treatment of many types of cancer, which has resulted 
in a greater number of patients experiencing immune-related 
adverse effects (irAEs). Management of irAEs often involves 
prolonged prednisolone use, increasing risk of infections such as 
Pneumocystis jirovecii pneumonia (PJP). Guidelines recommend 
PJP prophylaxis for immunocompromised patients taking 
prednisolone 20mg/day for 4 weeks or greater.

Aim/objective(s): To audit PJP prophylaxis in patients prescribed 
prednisolone for irAEs against guideline recommendations.

Methods: A retrospective audit of patients dispensed 
prednisolone between January 2020 and December 2021 who 
were concurrently receiving immunotherapy at a tertiary referral 
hospital was conducted using dispensing software and electronic 
medication lists. Patients were excluded if the prednisolone 
indication was not irAEs or if prednisolone was dispensed outside 
the hospital.

Results: 37 prednisolone courses were audited. The most common 
irAEs were musculoskeletal (21.6%), pulmonary (21.6%) and 
gastrointestinal (18.9%). Prednisolone courses were generally 
greater than 4 weeks (75.7%). Of the 37 prednisolone courses, 
14 required PJP prophylaxis per guidelines, however, only 9 (64.3%) 
were prescribed PJP prophylaxis. Of the 23 courses that did not 
require PJP prophylaxis per guidelines, 5 (21.7%) were prescribed 
prophylaxis. The drug and dosage most commonly prescribed for 
PJP prophylaxis was Trimethoprim/Sulfamethoxazole 80/400mg 
daily, which aligns with guideline recommendations.

Discussion: This audit highlighted inconsistent PJP prophylaxis 
prescribing, with only 64.3% of patients taking prednisolone for 
irAEs prescribed prophylaxis per guideline recommendations. 
The potential consequence of PJP infection is increased 
mortality and morbidity, delays to cancer treatment and 
associated healthcare costs. It is acknowledged that fluctuating 
prednisolone doses and extension of courses may have reduced 
compliance with PJP prophylaxis guidelines. Pharmacist review 
and prescriber education could improve adherence to guidelines 
and patient outcomes.

143 WHAT TO DO? WE FORGOT ABOUT FLU! A VALUE BASED 
INFLUENZA VACCINATION INITIATIVE

Nicola Farrell1, Amelia Cossart2, Sharon Millhouse1

1Surgical Treatment & Rehabilitation Service (STARS), Brisbane, Qld, 
2University of Queensland, Brisbane, Qld

EMAIL nicola.farrell@health.qld.gov.au

Background: As of May 2022, only one influenza vaccine had been 
administered at our large 125 bed rehabilitation public hospital 
unit. Influenza cases were on the rise and the covid-19 pandemic 
outstretched resources. Current practice for influenza vaccination 
of inpatients was highly variable. A lack of standardisation risked 
patients not receiving a vaccine or suboptimal vaccine selection 
with a lack of compliance to mandatory documentation.

Unnecessary costs could be incurred due to national immunisation 
programme (NIP) vaccines not being utilised.

Objective: To implement a standardised process to increase 
the uptake of influenza vaccination, utilising NIP vaccines, 
to minimise costs.

Action: The antimicrobial stewardship pharmacist developed 
an ‘Influenza Vaccination For Long Stay Inpatients Procedure’. 
This was a multidisciplinary process for incorporation into 
business-as-usual practice. A novel aspect was the use of 
a digital pre-immunisation screen and consent.

An audit of patient’s receiving vaccination between May-July 
2022 was conducted. Variables were analysed using descriptive 
statistics, including number vaccinated per ward, vaccine type 
and cost, time between consent, prescription, dispensing, 
administration, and Australian Immunisation Register (AIR) entry.

Evaluation: 65 patients received vaccination. 97 % under the NIP. 
54 % were aged over 65 years. Medicines expenditure was minimal 
at $13.50. AIR entry was completed on all occasions. 98% of 
patients had documented digital consent.

A 132% increase in vaccine uptake, from the previous influenza 
season, was calculated using iPharmacy reporting (28(2021) 
vs 65(2022)).Overall, Influenza cases remained low (N=2). 
Nil adverse events were observed.

Discussion: The procedure resulted in the successful uptake of 
vaccination with all patients receiving an optimal age-appropriate 
vaccine. An influenza outbreak did not occur thus avoiding prolonged 
length of stays and adverse patient outcomes. The pharmacy team 
were pivotal in driving low cost, value-based healthcare and this 
has been incorporated into future business as usual.
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Background: Treatment of cytomegalovirus (CMV) infection in 
allogeneic haematopoietic stem cell transplantation (alloHCT) 
patients with ganciclovir is complicated by toxicity and resistance.
Aim/objectives: To develop an intravenous ganciclovir population 
pharmacokinetic model for post-alloHCT patients and to determine 
dosing regimens likely to achieve suggested therapeutic exposure 
targets.
Methods: We performed a prospective observational single-
centre pharmacokinetic study in adult alloHCT patients requiring 
treatment with intravenous ganciclovir for CMV viraemia or 
disease. Up to eight ganciclovir plasma concentrations were 
sampled per patient. Samples were analysed using a validated 
ultra-performance liquid chromatography method. Population 
pharmacokinetic analysis and Monte Carlo simulations (n = 1000) 
were performed using Pmetrics for R.
Results: Twenty patients were included in the study with median 
(range) age and creatinine clearance of 57.5 years (18–69) and 
79 mL/min (31–153) respectively. A 2-compartment model with 
linear elimination and between occasion variability from the central 
compartment best described the data. Ganciclovir clearance 
correlated with creatinine clearance (CLCR) estimated by the 
Chronic Kidney Disease Epidemiology Collaboration equation 
(CKD-EPI) which was included as a covariate along with continuous 
renal replacement therapy (CRRT). Compared to current dosing 
recommendations, simulations showed incorporation of loading 
doses were required to attain a target AUC24 of 80 – 120 mg.h/L 
on day 1 of induction therapy. An increased number of dose bands 
based on CLCR was also suggested to achieve exposure within this 
therapeutic range.
Discussion: Intravenous ganciclovir dosing in alloHCT patients can 
accurately be guided by CLCR estimated by CKD-EPI. Incorporation 
of loading doses into induction dosing regimens should be 
considered for timely achievement of currently suggested 
exposures. Pharmacokinetic variability and significant overlap 
between exposures associated with efficacy and toxicity makes 
achievement of the therapeutic range challenging. Further dose 
individualisation strategies such as therapeutic drug monitoring are 
potentially required for more optimal use of ganciclovir in alloHCT.

145 OPTIMISING ANTIFUNGAL PROPHYLAXIS IN ALLOGENEIC 
STEM CELL TRANSPLANTATION, A COHORT STUDY OF TWO 
DIFFERENT APPROACHES
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Background: Limited consensus exists on the optimal use 
of antifungal agents to prevent invasive fungal infection in 
the early post allogeneic haematopoietic stem cell transplant 
(alloHCT) period, particularly when patients cannot tolerate 
oral medication administration.

Aim/objectives: To assess the tolerability, efficacy and cost 
of a new antifungal prophylaxis pathway at a major tertiary 
alloHCT centre.

Methods: This was a retrospective observational cohort study. 
Patients aged ≥16 years who underwent alloHCT between 
February-2018 and October-2019 (cohort 1) or between 
April-2020 and November-2021 (cohort 2) were included. 
In both cohorts, first line prophylactic therapy was oral 
posaconazole. The second line drugs where oral therapy was 
unable to be administered were intravenous voriconazole 
(cohort 1) vs intravenous posaconazole (cohort 2).

Results: There were 142 patients enrolled in the study, 71 in 
each cohort. The median (range) age was 54 (16 - 69) years 
in cohort 1 and 51 (17 - 71) years in cohort 2. The proportion 
of patients remaining on first-line prophylaxis or progressing 
to second-, third- and fourth-line options was 22.5%, 39.4%, 
29.6% and 8.5% in cohort 1 and 39.4%, 59.2%, 1.4% and 0% in 
cohort 2 respectively. The frequency of neuropsychiatric adverse 
events was significantly higher in cohort 1 compared to cohort 2 
(49.3% vs 19.8%, p=0.0004). Occurrence of proven and probable 
fungal infections was not significantly different between cohorts. 
Antifungal drug expenditure was $359 935 (AUD) more in cohort 1 
($830 486 AUD) compared to cohort 2 ($477 149 AUD).

Discussion: This study indicated successful implementation 
of a new IFI prophylaxis pathway in alloHCT patients where 
intravenous posaconazole was the recommended agent in patients 
unable to tolerate oral antifungal administration. This resulted in 
reduced actual drug costs and a reduced antifungal adverse effect 
burden for alloHCT patients in the early post-transplant period.
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146 BUGGED FOR TIME! REVIEWING THE TIMELINESS 
OF MICROBIOLOGY TESTING AND DOCUMENTATION PLAN
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Background: The Antimicrobial Stewardship (AMS) Clinical Care 
Standard stipulates that patients with a suspected infection 
should have appropriate samples taken for microbiology testing 
and that patients prescribed an antimicrobial should have regular 
clinical reviews of their therapy. Currently, there is no standardised 
approach for review of these indicators across various Victorian 
health organisations.

Aim: To determine the appropriateness of microbiology testing 
time in relation to administering the first antimicrobial dose and 
the proportion of patients with an updated antimicrobial review 
plan within 48-hours of empirical therapy at hospital A.

Method: A retrospective study was conducted at hospital A in 
January 2022. General medical adult inpatients identified to be 
on antimicrobial therapy for greater than 48-hours were included 
in this audit. Long-term prophylactic antimicrobial prescriptions 
were excluded. Electronically scanned medical records and online 
pathology platforms were reviewed for data collection and analysis. 
Seventy patients met inclusion criteria and this comprised of 180 
antimicrobial orders.

Results: Fifty-one patients had microbiology testing undertaken. 
All patients (100%) had samples collected before administering 
the first antibiotic dose. The most common types of microbiology 
sample collected were urine cultures (51%) and blood cultures 
(37%). Seventy of 180 antimicrobial orders (42%) had an 
associated documented review plan within the first 48-hours. 
Though patients are reviewed on a regular basis, there appears 
to be inconsistencies in documenting an updated treatment 
plan for empiric antimicrobial therapy. Compliance was seen in 
infection types that required ongoing specialist Infectious Diseases 
review, such as multi-drug resistant infections, hospital acquired 
pneumonia and Helicobacter Pylori infections.

Discussion: Though microbiology testing was conducted 
in a manner that met best practice target, there is room for 
improvement with documenting updated antimicrobial review 
plans. These audit results will be shared with relevant stakeholders 
for targeted education led by the Pharmacy Department in 
collaboration with the AMS committee.

147 EVALUATING PHARMACIST USE OF THE QUALITY 
IMPROVEMENT NATIONAL ANTIMICROBIAL PRESCRIBING 
SURVEY (QINAPS) IN AUSTRALIA

Ron Cheah1, Dr Courtney Ierano1, Dr Rodney James1, Prof Karin 
Thursky1

1National Centre for Antimicrobial Stewardship, Melbourne, Vic

EMAIL ron.cheah@mh.org.au

Background: The Quality Improvement National Antimicrobial 
Prescribing Survey (QINAPS) is a simple auditing tool for 
improving practice by encouraging prescriber self-reflection 
and behaviour change by feeding back on quality improvement 
indicators. QINAPS’s main advantage is that it can be conducted 
by pharmacists without infectious diseases (ID) or antimicrobial 
stewardship (AMS) training; and therefore useful in areas with 
limited ID/AMS pharmacist or physician access to ensure that 
national clinical care standards are met, and to monitor the use 
of high risk or high cost antimicrobials.

Objective: To assess how QINAPS has been utilised by pharmacists 
(AMS specialists, hospital, and community) across Australia.

Action: Data were obtained from the QINAPS data repository from 
2016 to 2021, and a short qualitative survey was sent to QINAPS 
users in April 2021 to ascertain how QINAPS was being used and 
to seek feedback on the service.

Evaluation: Since its release in 2016, QINAPS has been used by 
126 auditors across 111 healthcare facilities throughout Australia. 
Over these six years, 16,248 prescriptions have been audited; 
and this figure continues to grow with prescriptions assessed 
increasing from 1,437 prescriptions in 2016 to 3,025 prescriptions 
in 2021. The majority of QINAPS users are pharmacists (n=87, 
69%), who are mostly non-ID or AMS specialists (n=65, 74%) 
largely located in inner and outer regional centres (n=58, 67%). 
Survey feedback were positive, “QINAPS data has been great 
during COVID when regular NAPS was not feasible”, “Great 
(educational) resources”, and “Amazing program for our AMS team. 
Don’t know what we’d do without it.”

Discussion: QINAPS enables health services to engage 
pharmacists without specific ID or AMS training to conduct 
antimicrobial audits for improved patient care. This has proven 
to be particularly useful in resource-limited settings, where it may 
be challenging for organisations to gain oversight of antimicrobial 
use and record clinician interventions.
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148 SEVERE CASE OF ANAPHYLAXIS TO CLAVULANIC ACID

Samantha Barhoun1

1St Vincent’s Public Hospital Melbourne, Melbourne, Vic

EMAIL samantha.barhoun@svha.org.au

Objective: To describe a case of severe anaphylaxis reaction to 
Amoxicillin/Clavulanic acid resulting in two Pulseless Electrical 
Activity (PEA) arrests.

Clinical features: A 57-year-old female was admitted with a 
suspected ST-Segment Elevation Myocardial Infarction (STEMI) 
following a PEA arrest at home. Preceding the PEA arrest the 
patient become hypotensive and hypoxic. Multiple diagnostic 
tests were conducted which eliminated pulmonary embolisms and 
cardiac causes. While investigations continued the patient was 
recommenced on amoxicillin/clavulanic acid to complete a course 
prescribed for a tooth infection. Immediately, after administration 
the patient suffered another PEA arrest requiring two days in 
intensive care. A thorough history revealed amoxicillin/clavulanic 
acid had been taken an hour before the first PEA arrest, and severe 
allergy to amoxicillin was considered as the initial diagnosis.

Literature review: Limited cases of amoxicillin/clavulanic acid 
causing PEA arrests have been reported. Majority of the reported 
PEA arrests have been attributed to penicillins. A significant portion 
of cases present with difficult breathing and/or tongue swelling.

Pharmacist intervention, case progress and outcomes: 
The pharmacist was asked to verify the patient’s existing allergies 
and conduct an in-depth medication history. Multiple allergies were 
identified by the pharmacist and documented. Significantly, it was 
discovered that the patient had received amoxicillin on previous 
occasions without incident; the differential diagnosis was changed 
to allergy to clavulanic acid.

The patient was educated about recognising anaphylaxis 
symptoms and advised to avoid this combination. Multiple blood 
tests indicated elevated levels of immunoglobulin-E and tryptase, 
signifying underlying immunologic response. Therefore, the patient 
was referred to an allergic clinic for definitive evaluation.

Discussion: This case illustrates the potential to develop a severe 
anaphylaxis reaction to clavulanic acid. In cases of adverse drug 
reactions, clinicians need to ensure thorough medication histories 
are taken and to be vigilant for agents not usually considered to 
be causative.

149 AN OVERVIEW OF MEROPENEM PRESCRIBING 
AT A PUBLIC TERTIARY HOSPITAL

Sarah Ingleton1

1Sunshine Coast University Hospital, Bokarina, Qld

EMAIL Sarah.ingleton@uqconnect.edu.au

Background: The emergence of global antimicrobial resistance 
emphasises the importance of appropriate antimicrobial 
prescribing, particularly of broad-spectrum agents.

Aim: To assess the quality and quantity of meropenem use against 
endorsed guidelines or microbiological cultures and sensitivities, 
and to determine if meropenem utilisation rates have increased 
over time, thereby identifying areas requiring improvement.

Methods: Patients admitted to a public tertiary hospital who 
received meropenem during a defined 12-month retrospective 
period were audited. Patients admitted under Paediatrics and 
Mental Health were excluded. Data collected from electronic 
medical records included: the prescribing specialty, whether 
empiric or directed antibiotic therapy, microbiology culture 
and sensitivities (where available), source of infection 
(confirmed or suspected), duration of therapy, and documented 
involvement of the Infection Diseases team or specialist. 
Appropriateness of meropenem was determined by adherence 
to Therapeutic Guidelines based on indication or prescribing 
based on microbiological cultures and sensitivities where more 
narrow-spectrum antibiotics were deemed inappropriate.

Results: 316 patients prescribed meropenem during the audit 
period were reviewed for guideline adherence and appropriateness 
of therapy. Of the 195 patients prescribed meropenem empirically, 
33 (17%) were adherent to Therapeutic Guidelines and 106 
(54%) were deemed appropriate due to previous infection or 
colonisation with one or more multidrug-resistant organism (total 
of 71% appropriate use). Of 121 patients prescribed meropenem 
based on directed therapy, 107 (88%) prescriptions were deemed 
appropriate, whereas in 14 (12%) patients, a less broad-spectrum 
antibiotic was indicated.

Discussion: Meropenem use was generally appropriate when 
based upon microbiological cultures and sensitivities, although 
improvement is warranted in some specialty areas. Reassuringly, 
total volume consumption of meropenem use did not increase over 
a defined 24-month period, but rather, remained static. Overall, 
a collaborative antimicrobial stewardship intervention is warranted 
to improve appropriateness of meropenem prescribing in targeted 
clinical areas and to decrease the overall usage of meropenem at 
the study site.
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150 EVALUATION OF ANTIMICROBIAL MANAGEMENT OF 
COMMUNITY-ACQUIRED PNEUMONIA (CAP) IN RESPIRATORY 
PATIENTS IN A METROPOLITAN HOSPITAL

Tram Huynh1, Dr Peter Kelley1, Viviane Khalil2, Julie Metcalfe1, 
Gillian Oates1, Dr Kasha Singh3

1Peninsula Health, Melbourne, Vic, 2Monash Health, Melbourne, Vic, 
3Royal Melbourne Hospital, Melbourne, Vic

EMAIL tram_huynh_611@outlook.com

Background: Pneumonia remains as one of the significant causes 
of morbidity and mortality. CAP is the second most common 
indication for antimicrobial prescribing in hospitals. Worldwide 
analyses demonstrated that adherence to CAP guidelines 
reduces inappropriate antimicrobial prescribing and improves 
patients’ outcomes. However, despite the introduction of 
national therapeutic guidelines, non-adherence to guidelines and 
inappropriate prescribing of antibiotics remain a common issue 
in many Australian hospitals and globally.

Aim: To assess adherence of antimicrobial management in 
respiratory patients with CAP to Therapeutic Guidelines: 
Antibiotics (TG) and local organisational guidelines (CPG).

Methods: Retrospective pilot audit evaluated antimicrobial 
prescribing for CAP patients according to TG and CPG. Adult 
respiratory inpatients with a diagnosis of CAP as per the 
International Statistical Classification of Disease and had received 
one or more doses of an antibiotic were assessed over four months. 
A standardised pneumonia severity score, CORB (Confusion, 
Oxygen saturation, Respiratory rate and Blood pressure) was 
calculated for each patient to determine the appropriate antibiotic 
regimen. The primary outcome was proportion of CAP patients that 
were prescribed guideline concordant antimicrobial therapy based 
on severity assessment.

Results: 35 patients with a mean age of 60 years were included in 
this pilot. From descriptive analyses, 31.4% were compliant with 
TG and CPG, 68.6% were non-compliant. 74.3% and 25.7% were 
identified as mild-moderate and severe CAP respectively based 
on CORB scoring. Of the non-compliant cases, 62.5% were over-
treated as severe instead of mild-moderate CAP and 37.5% were 
prescribed inappropriate antibiotic regimens.

Discussion: Adherence to TG and CPG for treatment of CAP was 
suboptimal with mild-moderate CAP being more likely to be 
treated as severe and may have resulted in the use of unnecessary 
broad-spectrum therapies. Further studies may highlight the need 
for pharmacy and/or organisational interventions to increase 
awareness for routine pneumonia severity assessment and 
treatment as per guidelines.

151 NATIONAL QUALITY USE OF MEDICINES INDICATORS: 
REVIEW ON USE, RELEVANCE AND POTENTIAL AUTOMATION 
IN EMR

Dr Alexandra Bennett1,2, Sarah Dinh1, Sharna Glover1

1NSW Therapeutic Advisory Group, Sydney, NSW, 2The University 
of Sydney, Sydney, NSW

EMAIL sasha.bennett@svha.org.au

Background: Clinical indicators to measure and monitor Quality 
Use of Medicines (QUM) in Australian hospitals and guide quality 
improvement (QI) were published in 2007. They were reviewed 
and expanded in 2014. The Indicators require periodic review 
for relevancy, utility and feasibility. QI will be more achievable 
with more efficient data collection, such as harnessing routinely 
collected data from electronic medical records (eMR).

Objectives: To: 1) determine the overall utilisation and relevance 
of the National QUM (NQUM) Indicators; 2) identify clinician priority 
and preferences for automated Indicators; and 3) investigate 
potential improvements to Indicators.

Methods: Six online questionnaires were distributed to clinicians 
with an understanding of QUM activities in Australian health 
service organisations (HSOs).

Results: There were 186 responses received (approximately 
30 per survey) across all Australian jurisdictions. All NQUM 
Indicators had been used since their update in 2014.The most 
frequently used indicators aligned with measures used in other 
programs. Nine of the top 10 most frequently used Indicators 
provide evidence for Standards 3 and 4 of the National Safety 
and Quality Health Service Standards. Respondents prioritised 
indicator automation according to their focus on a high risk 
medicine; availability of relevant data in eMR; and inter-operability 
of electronic systems. Practice change resolved evidence-based 
gaps and new emerging QUM gaps identified redundant and 
potential new QUM indicators.

Discussion: NQUM Indicators are useful tools to measure QUM 
and are used frequently by a broad range of HSOs. Review and 
update of the indicators is periodically required to keep pace with 
emerging technology, evidence and practice changes. A review 
process, led by a steering committee of relevant stakeholders, 
will make recommendations regarding future direction of the 
NQUM Indicators and consider funding models to facilitate 
updates. A proof of concept project using eMR for NQUM Indicator 
measurement is progressing.
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152 IMPLEMENTATION OF SPECIALTY-SPECIFIC TOOLKITS 
TO SUPPORT PHARMACIST ORIENTATION AND TRAINING 
FOR CLINICAL AND OPERATIONAL PROGRAMS

Alexandria McDonald1, Elira Menxhiqi1, Diana Sandulache1

1Alfred Health, Melbourne, Vic

EMAIL al.mcdonald@alfred.org.au

BOLT  LIGHTNING TALK L01

Background: Orientation of staff to new practice areas is a task 
required across all health services. In pharmacy departments, 
many areas have adhoc processes for the orientation of new staff 
members. A toolkit is a collection of standardised and adaptable 
resources that expedite the translation of evidence into practice.

Objective: To describe the implementation and use of speciality 
specific toolkits to standardise orientation and support 
pharmacist training.

Action: A large, multi-site, teaching hospital pharmacy department 
designed and implemented toolkits for each clinical and operational 
speciality. The senior managers of each area developed the 
resources based on a framework established by the Pharmacy 
Workforce and Development team. Toolkits are separated into 
three sections: fundamental tools, specific tools, and community. 
Fundamental tools included basic training for programs such 
the Electronic Medical Record and credentialing for extended 
scope of practice activities, such as nicotine replacement therapy 
prescribing. Specific tools included orientation packages to the 
service, such as specific clinical topics encountered throughout 
the rotation. These include interactive presentations, videos, 
multi-format self-directed learning modules, assessments, 
and links to external courses. A community section was developed 
to allow and encourage sharing of additional educational material 
relevant to the service including case presentations, journal articles 
and presentations.

Evaluation: There are currently 19 toolkits implemented across 
the department, developed on the hospitals digital learning 
management system. Toolkits include areas such as Cardiology, 
Surgery, Inpatient Pharmacy Dispensary and Smokefree Services. 
Feedback from senior staff who previously delivered content agree 
the toolkit has streamlined training. Development of the toolkits 
ensured each pharmacist has access to required resources and 
content when rotating to a new specialty or clinical area and 
provide a centralised repository for further additions.

Discussion: Development of digital and interactive toolkits 
facilitated centralisation of educational resources and streamlined 
delivery of clinical content to the pharmacy department.

153 NAVIGATING CHOPPY WATERS – IMPLEMENTATION 
OF A DISPENSARY NAVIGATOR

Alison Walker1

1North West Regional Hospital, Burnie, Tas

EMAIL alison.walker1@ths.tas.gov.au

Background: Recruitment and retention of pharmacists in regional 
hospitals is challenging. Resultant staffing shortages can lead to 
a dependence on senior managers being rostered in operational 
positions with limited capacity for high level and strategic tasks. 
In the dispensary of a regional hospital, this resulted in dependence 
on the Dispensary Manager and subsequent confusion for staff 
when the Dispensary Manager is unavailable.

Objectives: To develop a dispensary role, titled the Dispensary 
Navigator, that ensures pharmacist support to the dispensary team 
whilst enabling the Dispensary Manager to undertake other duties.

Action: The Dispensary Navigator is the first point of contact 
for pharmacist related dispensary queries as well as overseeing 
completion of daily and weekly dispensary tasks.

Evaluation: The first pharmacist rostered in the Dispensary 
Navigator position occurred in October 2021. Two rotational 
pharmacists were rostered to the dispensary on a twelve-week 
rotation, each working a 6-week block as the Navigator.

Ten pharmacists have now spent time in the Navigator role. 
Of those, two staff have gained employment at a tertiary referral 
hospital and three have since advanced to senior or specialised 
positions. Feedback from those recruitments has been that these 
staff were able to utilise aspects of their experience gained whilst 
in the Navigator role to demonstrate and provide examples of 
leadership skill and growth.

Feedback from staff in the Navigator role and other dispensary 
staff has been positive, noting that pharmacists rotating through 
the role are demonstrating improved confidence in problem 
solving, overseeing dispensary operations, managing under 
pressure and development of leadership skills. Productivity 
for the Dispensary Manager has also increased with more time 
allocated to their required duties.

Discussion: The Navigator role has been a successful addition 
to a regional hospital both for the workplace and the pharmacists. 
This role is being implemented at a second regional hospital.
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154 A DIGITAL SOLUTION FOR THE INDIVIDUAL PATIENT 
APPLICATION PROCESS

Anita Shutt1, Lisa Crisp1

1Department of Health Tasmania, Hobart, Tas

EMAIL anita.thomas@health.tas.gov.au

Background: Drug and therapeutic committees (DTCs) use 
Individual Patient Applications (IPAs) to consider high cost 
medicines for individual patients with rare conditions or 
extenuating clinical circumstances. Effective data management 
and recall is essential for consistency in decision making 
and ensuring equity in committee decisions. Preparation and 
submission of IPAs can be administratively burdensome for 
prescribers and management and review of IPAs can constitute 
a significant workload for DTC staff.

Description: After decades of paper based submissions a more 
transparent and efficient process was required. The push away 
from paper based forms as a result of COVID-19 also provided 
greater urgency for a digital solution.

Action: Working with a local software developer an online portal 
was built for the submission of IPAs by clinical staff, managing the 
data from these for recall and reporting, and communicating DTC 
outcomes to clinicians. A soft roll out occurred in mid-2020 for 
internal DTC use, followed by education and roll out to clinicians 
in early 2021.

Evaluation: Uptake by clinicians was used to evaluate the utility 
of the portal. While the paper based forms remain available 
indefinitely, uptake of the portal was rapid with applications being 
received within days of providing clinician education. Usage of the 
portal soon consistently exceeded 43% of all new IPAs submitted, 
with rates as high as 78% in some months.

Implications: As well as immediately streamlining processes and 
communication for both clinicians and the DTC, this innovation will 
support the recall of quality information into the future for greater 
consistency in decision making, reporting of trends and analysis 
of high cost drug usage across the health service.

155 CONNECTING CLINICAL PHARMACY SERVICES WITH 
TERTIARY DIABETES AND ENDOCRINE CLINICS

Bradley Jeffery1, Scott Mitchell1, Kunaal Maharaj1

1Princess Alexandra Hospital, Brisbane, Qld

EMAIL Bradleyjeffery93@gmail.com

Background: A pharmacist in a diabetes specialist clinic creates an 
opportunity to optimize diabetic and pharmaceutical management. 
Pharmacists working collaboratively within a multidisciplinary 
team can enhance the provision of disease state education, 
develop individualized pharmaceutical action plans, and assist in 
the transition and continuity of care for patients with community 
care providers.

Aim: Trial provision of clinical pharmacy services over three 
months from June to August 2022 within a tertiary Diabetes 
Specialist Clinic to optimize medication safety and improve 
patient centered care.

Summary of activities: We reviewed 43 patients face to face 
and 11 over the phone reviews which provided services including 
optimization of diabetic management and therapy, individualized 
pharmaceutical action plans, collaboration with community 
care providers and provision of education and counseling. 
From 54 patient reviews, we recorded 100 interventions, 
81% were actioned by either a pharmacist, general practitioner 
or endocrinologist. Using the Harm categorization document from 
SHPA, drug related problems were classified as minor, moderate 
or severe. Of the 100 pharmacist interventions, 49% were 
classified as minor, 48% as moderate, and 3% as severe drug 
related problems. Common pharmacist interventions for drug 
related problems included disease states not adequately treated 
and provision of specialized medication education to patients.

Improvements: This model of care will expand to other outpatient 
endocrinology clinics to increase and optimize outpatient care by 
providing more reviews (via Telehealth, Face to Face). By ensuring 
collaborative approaches to diabetes care, and adequate follow-up 
post physician review, this model will reduce drug related problems.

Conclusion: A model of care that includes a pharmacist within a 
diabetes specialist clinic improves patient outcomes and continuity 
of care through primary and secondary care providers.
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158 IMPLEMENTATION OF A WORKFORCE MANAGEMENT TOOL 
(CGOV®) TO STREAMLINE WORKFORCE REQUIREMENTS AND 
CREDENTIALING

Diana Sandulache1, Elira Menxhiqi1, James Wei1

1Alfred Health, Melbourne, Vic

EMAIL d.sandulache@alfred.org.au

Background: The ability to accurately track and maintain 
workforce data and requirements is important to all pharmacy 
departments. Historically, much of this documentation has 
been manual, involved multiple spreadsheets and documents, 
with potential for error and difficulty in maintaining currency.

Objective: To describe the implementation and use of a 
medical workforce management tool to support pharmacy staff 
appointments, rotations and documentation of competency 
and training.

Action: A large, multi-site, teaching hospital pharmacy 
department designed and implemented a purpose-built workforce 
management tool, using the Cgov® platform. The system was 
developed by collaboration between the pharmacy Workforce 
and Development team, Administration team, and the Pharmacy 
Executive. Existing workflows were mapped and four applications 
developed: Pharmacy Appointments, Rotations & Credentialing, 
Key Documents and AHPRA Registration. All staff are represented 
in the system, with data migrated into Cgov® on implementation. 
New staff are added in by completion of a “New appointment form” 
on commencement. They are allocated a rotation by the Workforce 
and Development team and requested to upload evidence 
of required credentials. Credentials may include Partnered 
Pharmacist Charting, Sepsis callouts or Pharmacist-led Warfarin 
management. The Cgov® system tracks expiry of key documents 
and requests additional information as required. Credentialing 
information and requirements can be managed by the Workforce 
and Development team, as well as the Seniors within the staff 
member rotation.

Evaluation: There are currently 305 active staff in the Pharmacy 
Cgov® system, each with a corresponding rotation and an average 
of six key documents per staff member. Data and reports are 
available from the system, which replace previous manual Excel 
spreadsheets and reduce human error. Integration with the 
Learning Management System is currently limited to CSV imports; 
future integration would further automate the process.

Discussion: The Pharmacy-managed Cgov® solution has centralised 
the management of workforce data, ensuring accurate records and 
streamlining processes.

159 IMPLEMENTING A CREDENTIALING PROGRAM 
TO SUPPORT PHARMACY CLINICAL TRIAL COMPETENCY 
IN HOSPITALS AROUND VICTORIA

Elira Menxhiqi1, Adam Cunningham1, Diana Sandulache1, 
Susan Poole1, Prof Michael Dooley1, Steven Walker1, Anne Woollett2

1Alfred Health Department of Pharmacy, Melbourne, Vic, 
2Trial Hub, Alfred Health, Melbourne, Vic

EMAIL e.menxhiqi@alfred.org.au

Background: There is a range of identified barriers to conducting 
clinical trials in rural/regional hospitals and this includes 
pharmacy expertise. To expand clinical trial (CT) capacity, a large 
metropolitan hospital established a partnership with rural/regional 
hospitals. At these sites, the CT pharmacy department, managing 
over 300 clinical trials, designed (Sep-Dec 2020) and delivered 
a CT training program.

Objective: To describe the development of a structured 
credentialing program for pharmacists and pharmacy sites 
in CT delivery.

Method: The training program was designed using evidence-
based teaching methodology grounded in adult learning theory. 
Competency assessment criteria was established deductively from 
existing CT guidelines and refined via an iterative process by an 
expert CT pharmacy team (n=7). A prototype of the program was 
validated after completion by pharmacists (n= 2) new to CTs.

Evaluation: The training program (launched January 2021) 
comprised of three credentialing sub-sections: pharmacy 
site, pharmacist, and clinical trial credentialing. Two major 
regional hospitals and 10 pharmacists have undertaken the 
credentialing program.

In the pharmacy site credentialing, an initial site visit was 
performed to assess current candidate site competency. 
Following implementation of recommended changes, 
a final site visit assessment was performed to establish 
provisional competency.

In the pharmacist credentialing, participants completed 
preparatory self-directed online learning and knowledge 
assessments. This was followed by experiential onsite training 
within the developer’s pharmacy CT department during which 
a participant’s provisional competency was assessed using 
a validated assessment tool and an observed structured 
clinical examination.

Following site and pharmacist credentialing, the credentialing 
for individual CTs was undertaken. The candidate site notified the 
developer about initiation of a new CT. The trial set-up and delivery 
were assessed to establish the candidate sites competency to 
independently manage the trial.

Discussion: Rural and regional sites wishing to progress CT 
pharmacy services should consider the adoption of this formalised 
credentialing program.
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160 TRACKING CLINICAL PHARMACISTS IN ED: A LOCAL TIME 
IN MOTION STUDY

Emma Megram1, Sophie Paviour1, Ashley Graham1, Chelsea Ly2

1Redcliffe Hospital, Redcliffe, Qld, 2Queensland University 
of Technology, Brisbane, Qld

EMAIL emma.megram@health.qld.gov.au

Background: Emergency Departments (ED) are dynamic and 
unpredictable clinical environments. As they are often staffed by 
a sole pharmacist, prioritisation of competing tasks is essential.

Aim: To understand the impact of pharmacy services on patient 
flow, medication access and medication safety. To analyse the time 
a clinical pharmacist spends performing various tasks in the ED at 
a metropolitan hospital.

Methods: Two ED pharmacists were shadowed for 6 hours per day 
for 10 weekdays using the Toggl Track Application. Twenty-five 
different activities were recorded and categorised to align with the 
Emergency-Department-Information-System (EDIS) pharmacist 
procedures. Additional information including total patients in 
department, awaiting patients, pharmacy assistant availability 
and number of patients seen were recorded.

Evaluation: The majority of the pharmacists’ time was spent 
performing clinical activities (93%). On average per audited 
period, medication histories (45%) and pharmaceutical review 
(18%) accounted for most of pharmacists’ time. Whereas, time 
spent involved in ED resuscitations, supplying medications and 
processing discharges were 5 minutes (2%), 16 minutes (5%) 
and 19 minutes (6%), respectively. Interruptions for therapeutic 
advice accounted for 32 minutes (11%).

Discussion: This data demonstrates the ED pharmacists are 
currently practicing within the essential services outlined in the 
SHPA Standard of practice in Emergency Medicine.

As ED pharmacy services are increasingly being sought nationally, 
there is demand for expansion of the current service to consistently 
provide ‘emerging services’. Service expansion is challenging 
with limited staffing capacity and increasing pressures for early 
medication histories to aid medical review and inpatient flow.

Despite efforts to integrate ‘emerging services’ into the ED 
pharmacists role, these findings demonstrate that limited time 
is currently being spent performing these. Re-evaluation and 
investigation into the multi-disciplinary-team pharmacist role 
could identify strategies to further integrate the pharmacist into 
this ED’s model of care, providing optimal support and enhancing 
future service expansion.

161 EXPLORING INTERVIEWS – ARE INTERN PHARMACISTS’ 
RESPONSES WHAT EMPLOYERS WANT?

Eugene Ong1,2, Steven Walker1, Tahlia Bothe1, Hamilton Gray1, 
Esther Liu1, Dr Angelina Lim1,3

1Faculty of Pharmacy and Pharmaceutical Sciences, Monash 
University, Melbourne, Vic, 2Pharmacy Department, Monash Health, 
Melbourne, Vic, 3Hormone Research, Murdoch Children’s Research 
Institute, Melbourne, Vic

EMAIL eugene.ong@monashhealth.org

Background: The National Competency Standards Framework for 
Pharmacists in Australia 2016 (NCSF) describes the skills, attitudes 
and attributes that enable a pharmacist to practice effectively. 
However, little is known about what skills and attributes entry-level 
pharmacists perceive to be important to attract future employment.

Aim: To describe and categorise intern pharmacists’ self-perceived 
skills, attributes and experiences required for hospital employment.

Methods: In 2021, intern pharmacists enrolled in an extension 
intern program completed a video recorded mock job interview for 
a hospital residency position. Participants were asked what skills, 
attributes and experiences they could bring to the job. Responses 
were transcribed and coded using team-based framework analysis 
against an inductive codebook mapped to the NCSF.

Results: A total of 83 intern pharmacists participated. 
The frequency of interns that mentioned each of the five NCSF 
competency domains were: Domain 1 (78/83, 94%), Domain 2 
(78/83, 94%), Domain 3 (75/83, 90%), Domain 4 (83/83, 100%) 
and Domain 5 (54/83, 65%). The most common competency 
standards mentioned by interns were: show leadership of self 
(82/83, 99%) and collaborate with professional colleagues (78/83, 
94%). Participants most commonly drew upon prior experiences 
working in various pharmacy settings to answer questions, but 
rarely mentioned experiences outside of pharmacy practice.

Discussion: In comparison to other studies of entry-level 
pharmacy position interviews that have focused on personal 
attributes desired by employers (e.g. enthusiasm), the results 
provide insight into the types of skills and competencies that 
interns perceive are important when applying for entry-level 
hospital pharmacy positions. Interns mentioned education and 
research competencies (Domain 5) the least which may suggest 
they perceive these as less relevant to entry-level residency 
positions or that they find it more difficult to use examples in 
this domain. Further studies should investigate how well these 
perceptions match those desired by hospital pharmacy employers.
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162 DEVELOPMENT OF A WEB-BASED FINANCIAL 
APPLICATION FOR CLINICAL TRIALS PHARMACY SERVICES

Eugenia Hong1

1The Royal Melbourne Hospital, Melbourne, Vic

EMAIL eugenia.hong@mh.org.au

Background: To ensure that there are adequate resources for 
the efficient provision of clinical trials pharmacy services, fees are 
levied to cover the costs incurred in the provision of these services. 
The clinical trials pharmacy and Health Intelligence teams have 
worked together and developed a new web-based clinical trials 
pharmacy financial administration application.

Objectives: To develop a web-based program to streamline 
the invoicing procedures for clinical trials pharmacy.

Action: A multi-disciplinary team of pharmacists, financial 
accountants and application developers collaborated to develop 
a web-based application which would integrate with the hospitals 
existing finance and pharmacy dispensing systems. Each clinical 
trial study has a different fee structure depending on the year of 
study initiation, study duration, complexity of dispensing and other 
tasks required to conduct the study. These associated fees and 
invoicing details are entered into the application at study initiation. 
At the end of each month, the application extracts dispensing 
data from the pharmacy dispensing system. The application then 
creates an invoices data file, which is imported into the hospital’s 
financial system in order to automatically generate invoices.

Evaluation: The application has reduced the total time spent 
generating invoices for clinical trials pharmacists to less than 
3 hours a month which is over 95% reduction in time spent 
when compared to the previous invoicing procedure.

Discussion: The pharmacy fees for conducting clinical trials are 
raised on the principle of cost-recovery but due to the complexity 
of invoicing procedures and resource constraints, pharmacy 
payments are often delayed or neglected which could result in 
inadequate reimbursement of the costs incurred to provide the 
service. The clinical trials pharmacy financial administration 
application simplified the invoicing procedure and significantly 
saved the pharmacist’s time when generating invoices. The 
application ensures that the pharmacy fees are charged 
accurately and efficiently.

163 STANDARDISING PHARMACY KEY PERFORMANCE 
INDICATOR (KPI) COLLECTION IN SEVEN HOSPITALS

Dr Faith Yong1,2, Martin Canning2, Amelia Cossart1,2, 
A/ Prof Chris Freeman1,2

1University Of Queensland, Brisbane, Qld, 2Metro North Hospital 
and Health Services, Brisbane, Qld

EMAIL f.yong@uq.edu.au

Background: Implementation of hospital pharmacy key 
performance indicator (KPI) measures in Australia, Canada and 
other countries are well documented, contributing to the quality 
assurance of hospital pharmacy services. Multiple challenges 
have resulted in pharmacy departments in one health service 
largely performing KPI collection independently (e.g. differences 
in electronic/paper documentation, and resources). An upcoming 
change from scheduled to short notice hospital accreditation 
in 2023 highlighted the need for standardisation of collection, 
monitoring and reporting across pharmacy departments and 
associated sites.

Objective: To standardise KPI definitions and collection across 
multiple pharmacy departments.

Action: Representatives from consenting pharmacy departments 
met virtually on Microsoft Teams© for codesign, undertaken from 
June to August 2022, to develop standardised KPI definitions 
and data collection sheets. This afforded representatives the 
opportunity to present and trial incremental changes with their 
team for iterative informed improvements. A researcher provided 
administrative and research support, collating feedback, input 
and literature for iterative revisions. Seven revisions resulted 
in the production of five different categories of pharmacy KPI 
sheets: inpatient, discharge, emergency department, (outpatient) 
clinic, and outpatient dispensary. Changes addressed differing 
definitions and methods of capturing medication-related problems 
and pharmacist work. Examples and ‘cheatsheets’ were produced 
for training purposes. Representatives and education officers 
explained changes to team leaders, who supported their respective 
teams during seven days of data collection in August 2022. Data 
was collated and presented.

Evaluation: Clinician feedback was collected. A structured 
reflection session with department representatives analysed utility 
and future opportunities.

Discussion: Manual KPI collection was completed with 
standardised sheets, despite a peak of COVID-19 and flu workload 
during this period. Using virtual meetings and acknowledging 
pharmacy department efforts and differences, a baseline of KPI 
data was collected to inform department productivity and future 
resource utilisation.
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164 AUDIT OF PHARMACIST COMPLIANCE WITH 
QUEENSLAND’S REAL TIME PRESCRIPTION MONITORING 
SYSTEM IN A PUBLIC HOSPITAL

Martin Canning1, Hollie Wilczynski1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL Martin.Canning@health.qld.gov.au

Background: A real time prescription monitoring system 
was implemented as part of the Medicines and Poisons Act 
in Queensland in September 2021.

Aim: To assess pharmacist compliance with the requirements 
for real time prescription monitoring.

Methods: All patients dispensed a monitored medicine between 
7th and 13th February 2022 were identified via an iPharmacy 
stock movement report. The discharge prescriptions were 
reviewed. For patients dispensed a monitored medicine upon 
discharge, their clinical notes were reviewed and assessed to 
determine if any high-risk clinical scenarios existed. Where 
high-risk clinical scenarios existed, two pharmacists reviewed 
to identify if significant concerns were present. Their medication 
action plan (MAP) and inpatient monitored medicine prescriptions 
were also assessed to identify any monitored medicine-related 
documentation.

Results: There were 69 monitored medicines dispensed to 
55 individual patients. Pharmacists documented checking of the 
monitored medicine database on the discharge prescription prior 
to dispensing 64% (n=44) of the time. Oxycodone was the most 
common monitored medicine dispensed.

When assessed, there were high-risk scenarios present (as defined 
by the monitored medicine standard) on 44% (n=30) of occasions. 
When independently assessed by two pharmacists, only six cases 
had medicine-related problems with significant concerns. On two 
occasions there was documentation regarding identification 
and resolution of the medicine-related problem. Pharmacists 
documented checking the monitored medicine database as part 
of their medication history taking process for 14% of patients 
talking a monitored medicine on admission, and nil pharmacists 
documented on active monitored medicine inpatient prescriptions.

Discussion: Checking of the monitored medicine database was 
performed by pharmacists 64% of the time. Compliance could be 
improved by familiarising pharmacists with the required process, 
development of a standardised template for MAP and clinical note 
documentation when a high-risk scenario exists and by integrating 
prescribing and dispensing software with the database.

165 DEVELOPMENT OF AN ALGORITHM FOR EVALUATING 
INDIVIDUAL PATIENT USE (IPU) REQUESTS

Jane Booth1, Claire McAvaney1, Tom Chynoweth1, A/Prof Sue Kirsa1

1Monash Health, Melbourne, Vic

EMAIL jane.booth@monashhealth.org

Background: The multidisciplinary Single Patient Use (SPU) 
Committee reviews requests to use medicines outside of the 
formulary. Requests are often for high-cost medicines not funded 
by other means and/or where there is limited published evidence. 
The committee needs to ensure that the allocation of resources is 
equitable and sustainable.

There were previously no strategies to ensure that decisions made 
by the committee were consistent. Meeting minutes reflected 
the outcome, but not all points considered in reaching a decision. 
This presented an ethical and reputational risk.

Objective: To develop a decision algorithm for evaluating complex 
IPU requests.

Action: Benchmarking was conducted with other Therapeutics 
Committees. Many did not have a formal process despite agreeing 
that the lack of demonstrably consistent decision making was a 
concern. A review of national and international guidelines identified 
useful principles.

A decision flowchart was developed for use at committee 
meetings. One member acts as Quality Checker, completing the 
tool and prompting if a section has not been addressed in the 
discussion of a complex request. The flowchart becomes the 
meeting minutes.

Evaluation: The committee reviews an average of 40 requests 
each month. While some requests are straightforward, the tool 
has been used for 10 complex requests (one per month) since 
introduction. Notably when the tool has been used, the Quality 
Checker has not needed to prompt the group to consider a section, 
indicating that committee discussions generally address relevant 
points organically.

Discussion: Failure to demonstrate fairness in decision making 
raises ethical and reputational risks for the health service. The 
decision flowchart addresses this issue. It was developed following 
discussion with other Australian Therapeutics Committees, local 
governance committees and health service executives and aligns 
with the CATAG guidelines. The flowchart enables application of 
concepts that are well described in the literature but challenging 
to interpret in practice.
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166 EVALUATION OF THE IMPACT OF A PHARMACIST WITHIN 
A PRE-ADMISSION CLINIC

Jane Stidworthy1

1Macquarie University Hospital Pharmacy, Sydney, NSW

EMAIL jane@mupharm.com.au

Background: In 2020 an anaesthetist led PreAdmission Clinic 
(PAC) was introduced to the hospital which included a pharmacist 
to conduct medication reconciliation. The goal of the PAC was to 
reduce the incidence of cancelled surgeries, medication errors 
and improve patient safety.

Aim: An audit was conducted to measure impact of the 
pharmacist’s role in the PAC by measuring the incidence of 
prescribing errors of patient’s regular medications on admission 
to the hospital both pre and post-PAC implementation.

Methods: Over a two week period in March 2020, prior to the 
PAC commencing, an audit of the medication chart for every 
admitted patient (excluding day procedures) was conducted. 
The pharmacists compared the medications charted to various 
sources including the patient health questionnaire, medication lists 
in the patient records and transfer records from other hospitals.

They then conducted a bedside interview with the patient where 
possible. When discrepancies were found they contacted the 
prescriber or referred to the notes to ascertain if the discrepancy 
was intentional. At the conclusion an error rate in medications on 
admission was determined.

The PAC was implemented in June 2020. In March 2022 the audit 
was repeated.

Results: Prescribing errors identified in 2020 for patient’s regular 
medications was 12%. In 2022 the error rate was 12%.

Discussions: The same proportion of prescribing errors was found 
in the 2020 and 2022. Not all patients admitted will be seen in 
PAC. In this audit 35% of the 2022 patients were and prescribing 
errors were found in this cohort. The audit has prompted a review 
of the barriers to correct prescribing including awareness of 
the service and medication list availability within the electronic 
Medication Record (eMR). It has uncovered old perceptions of poor 
medication reconciliation within the eMR by non-pharmacists prior 
to commencement of the PAC.

167 THREE YEARS ON: IMPACT TO HOSPITAL PHARMACY 
REVENUE FROM CUTS TO PBS MARGINS IN HOSPITALS

Jerry Yik1

1The Society of Hospital Pharmacists of Australia, Melbourne, Vic

EMAIL jyik@shpa.org.au

Background: In October 2019, the wholesale mark-up for PBS 
medicines supplied by public hospital pharmacies was cut without 
consultation from 11.1% to 7.52% and capped at $69.94 for 
Section 85 medicines, by the Commonwealth due to listing of 
high-cost Hepatitis C medicines.

Aim: To examine the impact on hospital pharmacy remuneration 
and revenue from this funding cut.

Methods: Monthly data PBS data from July 2019 - June 2022 
was examined from obtaining PBS data from Services Australia. 
These datasets reported on PBS remuneration and quantity of 
PBS prescriptions supplied (over and under co-payment), across 
different PBS schedules (Section 85, Section 100 HSDP, Section 
100 Chemotherapy etc) and different dispenser types (Section 90 
Community Pharmacy, Section 94 Public and Private hospitals).

Results: Calculations from the data on remuneration per PBS 
prescription compared from before and after the funding cut 
came into effect, evidences reduced remuneration for hospital 
pharmacies on a per prescription basis.

Discussion: Reduced remuneration for the hospital pharmacy 
sector is compounded by other factors that reduce remuneration, 
such as price disclosure policies, and overall will negatively impact 
on the ability to provide and fund clinical pharmacy services.
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168 CHALLENGES FACED BY PART-TIME FEMALE HOSPITAL 
PHARMACISTS

Joyce Yeap1, Karlee Johnston2

1Calvary Public Hospital Bruce, Canberra, ACT, 
2Australian National University, Canberra, ACT

EMAIL joyc3e86@gmail.com

Background: According to a 2016 census by the Australian 
Bureau of Statistics, 79% of hospital pharmacists are female 
while approximately 27% of them work part-time. Interestingly, 
despite the high proportion of women in pharmacy, they are 
underrepresented in leadership and management positions. 
There is a need to better understand the challenges and therefore 
opportunities facing mid-career female pharmacists working 
part-time in hospital settings.

Objective: This paper describes the experience of a female 
hospital pharmacist working part-time in a metropolitan hospital.

Action: There has been a large number of mid-career pharmacists 
who have transitioned to part-time positions over the last few years 
at our hospital. As someone who has returned from maternity 
leave to a part-time position, I found the transition challenging. 
I have set out to better understand the challenges of the part-time 
hospital pharmacist workforce.

Evaluation: After speaking with other part-time colleagues, I came 
to realise this was a barrier for career progression for many female 
pharmacists and wanted to raise awareness of the situation.

Discussion: Pharmacists who go on maternity leave often return 
in a part-time position to support family life. Upon returning to 
a mentally demanding clinical position, we are also thrust into 
random backfill roles due to our short work week. This hinders 
us from consolidating clinical knowledge pertaining to specific 
areas, work continuity, bonding with other clinicians, and work 
recognition. However, the impact extends beyond job satisfaction; 
part-time staff tend to be more experienced pharmacists with skills 
that could contribute to leadership roles within the department. 
More research into the part-time female hospital pharmacist 
workforce should be prioritised to assist with recruitment and 
retention, as well as identify barriers to longevity in the workplace 
for them. Understanding the perspective of part-time employees 
would help employers to increase job satisfaction and productivity, 
and reduce staff turnover.

169 WORKING NINE TO FIVE: WHAT WAS LEARNED THROUGH 
TIME AND MOTION

Kerryn Griffett1, Viki Lui1, Michelle Nalder1, Alex Edwards1, 
Paul Toner1

1Royal Melbourne Hospital, Parkville, Vic

EMAIL kerryn.griffett@mh.org.au

Background: The introduction of an Electronic Medication Record 
(EMR) offers many opportunities to improve patient safety and 
efficiency but can also result in significant disruptions to clinical 
workflows including those of pharmacists.

Aim: To describe clinical pharmacist workflows pre and post-
implementation of an EMR.

Methods: A prospective time and motion study was conducted 
four months prior to the implementation of an EMR in a tertiary 
metropolitan hospital, and repeated eight months post-
implementation. Clinical pharmacists working on medical, surgical 
and subacute units were observed continuously for an entire 
working day, by a trained intern pharmacist. Observations were 
recorded in a custom-designed REDCap® tool. Activities were 
classified under seven categories, each with associated sub-
categories. Information relating to where, how and with whom 
each activity was performed was collected. Time spent on activities 
was reported as a proportion of total time observed.

Results: A total of 441 hours of activity was observed (223 hours 
pre and 218 hours post). A reduction in proportion of time spent 
on administrative activity (including time in transit and locating 
records) was observed; decreasing from 20.9% pre to 16.2% 
post. An increase in the proportion of time spent taking admission 
medication history (11.5% pre to 16.2% post), ongoing medication 
review (12.2% pre to 15.7% post) and clinical documentation 
(2.2% pre to 4.8% post) was observed. A decrease in the 
proportion of time spent on discharge planning (8.7% pre and 
6.4% post) and clinical discussion (7.9% pre and 6.1% post) was 
observed. No significant change in the proportion of time spent 
with patients was observed (10.2% pre and 11.2% post).

Discussion: The study highlights changes in clinical pharmacy 
workflows following implementation of an EMR, notably a 
reduction in time spent on administrative tasks allowing more 
time for clinical activities. Reassuringly, time spent with patients 
remained similar pre and post-EMR.
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170 ACCELERATING EARLY CAREER PHARMACIST 
DEVELOPMENT THROUGH FOUNDATION RESIDENCIES: 
FEEDBACK FROM RESIDENTS AND PROGRAM STAFF

Kylee Hayward1, Daniel Guidone1,2, Dr Jacinta Johnson2,3

1The Society of Hospital Pharmacists of Australia, Melbourne, Vic, 
2SA Pharmacy, Adelaide, SA, 3University of South Australia, 
Adelaide, SA

EMAIL khayward@shpa.org.au

Background: Foundation Residencies provide a two-year 
development pathway for practitioners new to hospital pharmacy 
practice. Hospital sites are accredited by a national professional 
organisation to deliver Foundation Residencies locally, and the first 
cohort of foundation residents completed their program in 2019.

Objective/aim: To identify opinions of recently completed 
foundation residents and their program staff regarding the 
contribution of Foundation Residencies to professional 
development, to gauge their attitude to the program and 
identify areas for program improvement.

Methods: In line with organisational quality assurance processes, 
an anonymous, branched, online survey was sent to practitioners 
who have completed an Foundation Residency and program leads 
at their respective residency sites.

Results: 14 program staff and 25 residents completed the survey, 
representing an overall response rate of 46%. Both residents and 
program staff reported that the residents developed professionally 
across key domains, and that the residency accelerated this 
development. This acceleration was most strongly reported in the 
domains of Direct Patient Care and Research and Education, which 
are strong focus points for the program. Residents are pleased to 
have taken part, and the majority agree the program has improved 
their career prospects. Program staff feel participation has 
improved their workplace. Some effort is required to implement 
and sustain the program locally.

Discussion: Participants in Foundation Residencies report 
accelerated practitioner development, improvements to 
departmental culture and a willingness to recommend the 
program to others.

171 PERCEPTIONS AND EXPECTATIONS OF HEALTH 
PROFESSIONALS REGARDING HOSPITAL PHARMACY 
SERVICES: A QUALITATIVE SYSTEMATIC REVIEW

Kyung-Min Lee1, Dr Amy Page3, Sangseo Kim1, 
Dr Jacinta Johnson1,2

1Clinical and Health Sciences, University of South Australia, 
Adelaide, SA, 2SA Pharmacy, Adelaide, SA, 3WA Centre for Health 
& Ageing, University of Western Australia, Perth, WA

EMAIL jacinta.johnson@unisa.edu.au

Background: With increasing complexity and greater workloads 
in healthcare, there is a need to understand how other health 
professionals perceive the activity of hospital pharmacists within 
multidisciplinary teams. Exploring how hospital pharmacy practice 
is perceived and valued by non-pharmacy health professionals 
is important to allow the incorporation of their views when 
developing pharmacy services.

Aim/objective(s): Identify and describe what is known about the 
perception of hospital pharmacists’ roles held by non-pharmacy 
health professionals.

Methods: A systematic literature search was conducted in 
MEDLINE, Embase and CINAHL for peer-reviewed articles 
published between 01-01-2011 and 12-08-2022. Title/abstract 
and then full-text articles were screened by two independent 
reviewers against the inclusion criteria, with a third reviewer 
resolving conflicts. Articles were eligible if they contained original 
qualitative data describing non-pharmacy health professionals’ 
perspectives on roles performed by hospital pharmacists. Study 
information from each article was extracted, followed by inductive 
thematic analysis of qualitative results. Initial codes generated 
from each study independently by two reviewers were merged 
into themes through a consensus process.

Results: A total of 10552 studies (excluding duplicates) were 
retrieved. After screening, 37 studies were included for data 
extraction and analysis. Codes extracted were grouped into four 
over-arching themes: comments on specific roles of hospital 
pharmacists; positive perceptions; negative perceptions; 
expectations/future implications. Positive perceptions were 
more prominent than negative perceptions. Pharmacist roles 
mapped to each step within the medication management process 
were described. Health professionals favoured patient-centred 
roles, pharmacists delivering drug information/education and 
pharmacists’ proactive influence in therapeutic decision-making. 
Differences were observed between perceptions held by those 
in developed vs developing countries, with supply-based roles 
emphasised more in developing regions.

Discussion: Health professionals’ perspectives on hospital 
pharmacists’ roles were primarily positive and varied worldwide. 
Perceptions regarding the value of specific activities have 
implications for practice and policymakers when developing 
hospital pharmacy services.
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172 RECONNECTING MEDICATION SERVICES AFTER 
A ‘ONCE IN A CENTURY’ FLOOD

Lana Steward1, Robert Steine2

1Tweed Byron Network, Tweed Heads, NSW, 2Richmond Network, 
Lismore, NSW

EMAIL stewardlana@gmail.com

BOLT  LIGHTNING TALK L01

Background: On the last day of February 2022, our region faced 
their most extraordinary flood on record. Hospital pharmacy 
leadership was imperative in creating a dynamic response to 
medication needs across hospital, community and disaster 
response settings

Objective: To describe the pharmacy service impact, the actions 
taken and the learnings from the disaster to aid in the planning 
of inevitable future climate-related events

Action: As hospital pharmacy leaders in the disaster zone we 
had to respond rapidly without the backup of the long relied-upon 
systems. We had staff stranded in rising flood waters, medication 
deliveries cut off, electronic medication management systems 
in downtime, and general practitioners, community pharmacies, 
methadone clinics and sexual health clinics flooded. The pharmacy 
services started in survival mode with minimal staffing and 
communication. As flood waters began to subside, our services 
transitioned to a reactive approach, responding to events as 
they occurred. In one town alone, only 2 out of 10 community 
pharmacies were left operating. The majority of GPs were flooded 
leaving patients not only without medications but without access 
to prescriptions and health records. Recovery was slow with staff 
exhaustion, concomitant COVID outbreaks and vast requirements 
for the hospital pharmacies to meet demands in new settings such 
as ‘pop up’ medical centers.

Evaluation: In the months post the flood event, a proposal of 
the concept of ‘medication governance in disasters’ procedure 
was endorsed, with the aim to provide principles for medication 
management in these settings.

Discussion: This event has provided hospital pharmacy learnings 
about the importance of governance, emergent legislative updates, 
team work, staff safety, appropriate communication in disasters 
and collaboration with parallel services

173 IMPROVING OPERATIONAL EFFICIENCIES AND STAFF 
SATISFACTION IN OUTPATIENT PHARMACY: ONLINE 
MEDICATION ORDERING FOR AMBULATORY PATIENTS

Libby Dunkley1, Belinda Theobald1, Lorraine Xavier-Ambrosius1

1Alfred Health, Melbourne, Vic

EMAIL e.dunkley@alfred.org.au

Background: At a major metropolitan hospital in Melbourne, 
traditional face-to-face health services for ambulatory patients 
progressed largely to telehealth through COVID. Patients also 
changed the way they accessed medication through Outpatient 
Pharmacy (OP), where face-to-face prescription drop-off and 
consultation, was largely replaced with phone consultations 
with increased medication posting requests.

Objective: Implement an innovative online medication ordering 
process through REDCAP, providing patients with improved access to 
pharmacy, meet changing demands through restructure, enhanced 
OP workflows and improve staff satisfaction and wellness.

Action: Staff in OP were surveyed in April 2022 to assess 
satisfaction levels and subjective changes in workload due 
to COVID. OP phone call and postage data were evaluated to 
determine time spent on phone and changes in postage demands. 
Through multidisciplinary collaboration, an online medication 
ordering tool was developed and implemented (May 2022) 
to streamline patient requests for medication supply.

Evaluation: Through COVID, OP postage requests rose 
approximately five-fold (10% of prescriptions posted pre-
pandemic (average 202/month) compared to 61% during COVID 
(average 1120/month)), significantly increasing prescription 
preparation time. OP phones were in-use for an average of 
5hrs-45mins/day (average 127 calls/day Jun-2021 to Apr-2022). 
Patients frequently complaining of lengthy on-hold periods. 
Over 80% of staff survey respondents stated OP workload was 
“frequently/constantly excessive”. Significant improvements 
followed implementation of online medication requests; with 
daily phone calls reducing to average 86 calls (3hrs-30 min/day) 
in July 2022.

Discussion: The development and implementation of online 
medication ordering tool enabled staff resources to be redistributed 
to planned dispensing tasks and postal services, contributing to an 
improvement in operational efficiencies. Patients have increased 
flexibility and access to request medication orders, without being 
limited to pharmacy opening hours, or staff availability to accept 
requests via phone or email. With reduced time spent on phones, 
resources are redirected to managing workload, reducing fatigue 
and stress levels.
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174 DEVELOPMENT OF A SMART PUMP FRAMEWORK TO 
GUIDE HEALTH SERVICES ON THEIR IMPLEMENTATION 
AND MAINTENANCE

Madonna Dixon1, Amelia Rattle1, Viviane Khalil1,2

1Monash Health, Melbourne, Vic, 2Monash University, Melbourne, Vic

EMAIL Madonna.khreish@gmail.com

Background: Smart pumps are increasingly used in healthcare 
settings as a standard of care for reducing infusion related 
medication errors. The features of smart pump dose error 
reduction software (DERS) include a medication library with 
profiles of care areas and soft and hard limits for medication 
concentrations and/or rates. Implementation of smart pumps 
requires operational, financial, information technology, and clinical 
input and commitment from key stakeholders in health services.

Objective: To outline the development of a framework to guide 
health services to implement and maintain smart pumps with DERS.

Action: A successful grant application was received to implement 
the project. The initial phase involved forming a stakeholder group 
to plan project timelines, key deliverables and establish a working 
group. Representatives from Victorian and Tasmanian hospitals 
formed the working group and shared key learning points for 
smart pump implementation and medication datasets.

Evaluation: The working group identified key elements required 
for implementing smart pumps in a health service: details and 
requirements of the tender process for procurement, governance, 
staffing levels, implementation process, library development and 
bi-directional interoperability with electronic medical records 
(EMR), and education and ongoing maintenance. A review of 
all participating health services medication datasets identified 
a total of 130 adult and 121 paediatric medications and fluids 
including high risk medications, neuromuscular blocking agents 
and others commonly used in clinical practice. Data was analysed 
and independently reviewed by the working group to include in the 
framework as a sample dataset. Discrepancies were discussed and 
consensus was reached after consultation with relevant experts

Discussion: The working group was successful in developing 
the key elements of a framework and sample medication library 
dataset for health services to successfully implement and maintain 
smart pumps in their organisation.

175 BEST POSSIBLE MEDICATION HISTORIES FOR BEST 
POSSIBLE CARE; MEDICATION RECONCILIATION FOR RURAL 
AND REMOTE HOSPITALS

Nathan Chahoud1

1Orange Health Service, Orange, NSW

EMAIL njchahoud@gmail.com

Background: There are 20 sites in our health district with no 
pharmacy service, these sites have poor rates of best possible 
medication histories (BPMH) taken and medications reconciled 
on admission and discharge. Best possible medication histories 
and accurate reconciliation is an essential tool in reduction of 
medication related harm and errors. This intervention ensures 
patients from our regions receive an equal level of care as those 
in the city.

Objective: The primary function of the project was to develop 
BPMH skills and capacity in non-pharmacist clinicians. The project 
involved liaising with stakeholders to develop targeted education 
and then deliver capacity building education including tools to 
improve the care provided to inpatients across eight sites in 
the district.

Action: A four step program was developed and actioned over 
a 13 week period: 

1. Initial engagement and identification of key stakeholders 
and “Champions” at individual sites.

2. Development and provision of targeted education and data 
collection tools.

3. Data collection to identify areas to improve.

4. Review data collected and target further interventions 
and one on one education.

Evaluation: The project saw a four-fold increase in medication 
histories taken on admission over a three month period. Medication 
reconciliation on admission and discharge doubled over the three 
month period. Surveys of nursing staff and doctors who received 
education and participated in the ongoing support mirrored 
these results.

Discussion: The project increased completion of medication 
histories and reconciliations at the time of admission which 
has been cited as the cause of at least 27% of prescribing 
errors in hospital Documentation and reconciliation of a best 
possible medication history helps to prevent prescribing errors 
and underpins medication safety. Upskilling non-pharmacist 
clinicians to undertake this role is important in a geographically 
expansive LHD.
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176 ADVANCING CLINICAL PRACTICE AND SPECIALISATION: 
BENEFITS OF THE ADVANCED TRAINING RESIDENCY PROGRAM

Dr Courtney Ierano1, Grace Shaw1, Karen Mak1, Li Xian Simon Du1, 
Megan Denton-Brown1, Meng Yap1, Nathan Kwong1, Rosemarie 
Kairuz1, Erica Marsom1

1Alfred Health, Melbourne, Vic

EMAIL nait.kwong@gmail.com

Background: The Society of Hospital Pharmacists Australia (SHPA) 
Advanced Training Residency (ATR) was developed to support 
pharmacists in advancing their professional practice towards 
consolidation level as per the National Competency Standards 
Framework for Pharmacists.

Objective: To address the need for advancing specialist pharmacist 
training, a major metropolitan healthcare network supported 
inaugural ATR programs for the following specialties; critical care, 
digital health, general medicine, infectious diseases, peri-operative 
medicine, respiratory and surgical services. Eight pharmacists 
undertook two-year structured workplace training programs, with the 
objective to increase their expertise of their respective specialties.

Action (Method): The program required ATR pharmacists 
to collaborate and develop local initiatives to support their 
educational needs including engagement with other pharmacy, 
medical and nursing colleagues. The program provided many 
benefits to the ATR pharmacists; including regular access 
to a mentor with extensive clinical experience in their field, 
significant clinical time in their specialty of interest and exposure 
to leadership roles and senior pharmacist opportunities. ATR 
pharmacists benefited from additional opportunities to expand 
their scope of practice as educators within an Undergraduate 
University Pharmacy program and SHPA Seminars.

ATR pharmacists developed critical research skills to 
conceptualise, develop and implement research methodologies. 
They were able to disseminate their findings and network at 
conferences that may have previously had limited pharmacy 
representation.

Evaluation: A novel aspect of the program was the ongoing 
support from the Pharmacy Departments’ education and research 
teams, and pharmacy mentors who supported progression of the 
key objectives and research projects. 88% of ATRs have completed 
the program and 50% have since been promoted to senior roles. 
Formal evaluation has yet to occur.

Discussion: This inaugural ATR program enabled clinical 
pharmacists to advance their practice in their specialities of 
interest. Ongoing program development and enhancement will 
impact the future of clinical pharmacist specialist training outside 
of post-graduate education.

177 CREATING NEW ENTRUSTABLE PROFESSIONAL 
ACTIVITIES (EPAS): DEVELOPMENT AND EVALUATION 
OF AN INTERPROFESSIONAL WARD ROUND EPA

Sally Marotti1,2, Caroline Earley1,3, Prof Debra Rowett2, 
A/ Prof Josephine Thomas3,4, Pak Yin Ian Leong2, Dani Chene4, 
Dr Carolyn Murray2

1SA Pharmacy, Adelaide, SA, 2The University of South Australia, 
Adelaide, SA, 3Central Adelaide Local Health Network, SA Health, 
Adelaide, SA, 4Adelaide University, Adelaide, SA

EMAIL sally.marotti@sa.gov.au

Background: Entrustable Professional Activities describe a unit 
of professional practice that an individual may be entrusted to 
perform with various level of supervision. In hospital pharmacy 
these have been implemented to support the development of 
students, interns, assistants, and early career pharmacists, and 
provide a structure for feedback and entrustment. This study seeks 
to develop, pilot and evaluate an EPA tool that can be used by 
physicians and pharmacists to support the development of intern 
pharmacists participating in an interprofessional ward round.

Aim/objective: To develop, pilot and evaluate an interprofessional 
ward round EPA for intern pharmacists under the supervision of 
medical practitioners.

Method: A multi-professional focus group was convened to identify 
activities undertaken by a pharmacist on an interprofessional ward 
round. These were mapped against the National Competency 
Standards through content analysis. An EPA tool was developed 
and shared with members of the focus group to assess face 
validity. The refined tool was then piloted with 15 intern 
pharmacists over 2 years. Physicians and intern pharmacists who 
participated in the pilot were interviewed to assess usability and 
value of the EPA tool. All interviews were recorded, transcribed and 
analysed using an inductive coding approach in NVivo and mapped 
against the seven dimensions of Evidence Based Medicine learning.

Results: Two clinical pharmacists, one nurse and three physicians 
contributed to the focus group discussion. 39 tasks were identified 
and mapped against the 5 pharmacist competency domains to 
form the EPA. Five consultants, and eight intern pharmacists 
working across 3 metropolitan teaching hospitals were interviewed 
as part of the evaluation. Participants valued the experience 
and felt the tool guided intern pharmacist development and 
the entrustment decision.

Discussion: This study demonstrates an evidence-based approach 
to EPA development results in a useful training tool which can be 
used to provide a structured interprofessional learning opportunity.
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178 RESHAPE AND INNOVATE OUR EXPERIENTIAL 
LEARNING PLACEMENTS FOR STUDENTS

Sally Marotti1,2, Prof Debra Rowett2, Timothy Martin1, 
Dr Ivanka Koeper1, Annabel Calder1, Dr Alka Garg1, Jimit 
Gandhi1,2, Paul Thorburn1, Claire LePoidevin1, Laura Zanin1, 
A/ Prof Michael Ward2

1SA Pharmacy, Adelaide, SA, 2The University of South Australia, 
Adelaide, SA

EMAIL sally.marotti@sa.gov.au

Background: Research is essential for evidence-based practice 
and continuous improvement in health care, yet engagement is 
low for hospital-based pharmacists.

Objective: Students as partners in research creates a rich platform 
for reflective learning for students and pharmacist preceptors. 
This study aims to support the development of research culture, 
skills and capacity while enhancing multisite collaborative research 
at scale.

Action: “Consumer engagement in the decision to commence 
a new medicine” was chosen as the research question based 
on the following criteria:

• Relevance to clinical practice

• Suitable for data collection by pharmacy students in all sites 
and locations

• Utilises a range of research methods, important for the 
development of student and preceptor research skills

• Data collected in a simple and standardised manner

A research team was identified to develop the research methodology 
and supports for students and preceptors. This research included 
randomisation, screening patients for eligibility, verbal consenting 
processes, data collection utilising REDcap, de-identification of 
patient data, semi-structured interview, validated questionnaire 
tools, and thematic analysis. Ethics and governance approval 
was obtained from all sites. Site leads were identified and trained 
in educational visiting to support the project over the 2-year 
time-frame of the project. Data on uptake was collected between 
each block of students to enable implementation methods to be 
adapted to improve engagement.

Evaluation: Patients’ were screened, and consent obtained 
for involvement in the study. Preceptors were surveyed at the 
completion of the placement in relation to the research project, 
and how they engaged with the research.

Discussion: Student experiential learning placements offer a 
unique opportunity for students and pharmacist preceptors to 
partner in clinical research. Implementation of a program such as 
this offers valuable opportunities in research development for both 
students and preceptors, but investment into preceptor support 
must be made to ensure engagement.

179 PARTNERING FOR THE SEAMLESS TRANSITION OF YOUNG 
PEOPLE ON HIGH COST MEDICINES TO ADULT CARE

Dr Alexandra Bennett1,4, Sarah Dinh1, Sophie Brown2, 
Peter Barclay2, Silvana Techera3, Paula Carroll3, Angie Myles3, 
Rachael Havrlant3, Anne Preisz2, Prof Christopher Liddle4,5

1NSW Therapeutic Advisory Group, Sydney, NSW, 2Sydney Children’s 
Hospital Network, Sydney, NSW, 3Agency for Clinical Innovation, 
Sydney, NSW, 4The University of Sydney, Sydney, NSW, 5Western 
Sydney Local Health District, Sydney, NSW

EMAIL sarah.h.dinh@gmail.com

Background: For numerous reasons, access to high cost or 
complex medicines in Australia is problematic particularly during 
transitions such as paediatric to adult care transitions and can 
lead to disrupted or discontinued therapy. If ineligible for the 
Pharmaceutical Benefits Scheme, medicines may need to be 
accessed via the public hospital system, private health funding, 
sponsor-supported medicines access programs, participation in 
clinical trials and self-funding. A patient may have a medication 
regimen that requires obtaining medicines from a variety of sources.

Objectives: To develop a governance framework to facilitate ongoing 
timely access to high cost and/or complex medicines and seamless 
transfer of relevant information regarding these medicines for 
paediatric patients transitioning to adult care services.

Actions: A search of Australia-wide guidance was undertaken. 
A working party including paediatric and adult hospital Drug and 
Therapeutics Committee (DTC) representatives, Directors of 
Pharmacy and Transition Care Nurses was convened. Key target 
areas that needed to be addressed were identified and an agreed 
process developed.

Evaluation: Guiding principles have been developed. 
Accompanying tools include a list of notification times for alerting 
adult hospitals according to medicine category, a medicines 
information transfer form, a list of commonly encountered 
complex or high cost medicines requiring specific strategies to 
access, and a list of First Contact Points for interhospital medicine 
communications. Intrajurisdictional DTCs have reviewed and 
endorsed the documented process.

Discussion: A set of guiding principles accompanied by practical 
tools provides a framework to promote timely access to high cost 
and/or complex medicines and seamless transfer of relevant 
information regarding these medicines to ensure appropriate, 
effective and safe use of medicines as the young person transitions 
from paediatric to adult care services. A barrier to timely seamless 
transition remains if early acceptance by a clinician to take over 
care is not achieved.
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180 EXPANDING AND SUSTAINING A RURAL HOSPITAL’S 
CLINICAL MEDICATION MANAGEMENT SERVICES

Susan Trevillian1,2, Angela Lawrence1, Dr Ken Cheng1

1Benalla Health, Benalla, Vic, 2Northeast Health Wangaratta, 
Wangaratta, Vic

EMAIL susantrevillian@hotmail.com

Background: Our rural city’s hospital provides healthcare to a 
local population of approx. 14,000, with a catchment of 20,000, 
in a Modified Monash Model (MMM) 4 Rural location.

The on-site pharmacy department provides operational and 
clinical services to the Urgent Care Centre, Acute Ward (20 general 
medicine, subacute & general surgery beds), Maternity Unit, Day 
Procedure Unit & Operating Theatre suites, Community Services 
(such as Hospital in the Home), plus medication-related governance 
for the on-site Residential Aged Care Facility.

Objectives: To enhance the pharmacy department’s capacity 
to perform Best Possible Medication History and Medication 
Reconciliation on Admission, while continuing to provide 
Medication Information at Transfer of Care.

Actions: An external consultant recommended a modest uplift 
in pharmacist and pharmacy technician workforce, along with 
re-prioritisation of pharmacist workload towards admission-related 
clinical pharmacy activities rather than at discharge.

The challenge of providing clinical pharmacy services with a 
medical workforce of Visiting Medical Officers, during the early 
part of the COVID pandemic, reinforced the need to expand the 
pharmacy workforce.

Funding for a Pharmacy Intern position as part of a state Health 
Department-funded expansion for 2021 was sought and granted. 
A collaborative training program was developed with a nearby 
larger (MMM3) hospital, and the Pharmacy Intern was tasked with 
undertaking Admission History & Medication Reconciliation for 
patients in the Acute Ward, under supervision of a pharmacist.

Visiting Medical Officers were encouraged to resolve 
medication-related problems soon after admission, fostering a 
multidisciplinary approach to medication safety, while enhancing 
the Pharmacy Intern’s development.

Evaluation: Enhanced clinical medication management services 
were established as a result, with benchmarking demonstrating 
our hospitals’ exemplar status in Medication Reconciliation 
throughout 2021.

Discussion: In 2022 a new Grade 1 Pharmacist position was 
approved to ensure sustainability of the pharmacy service and 
in recognition of its value in promoting medication safety.

181 ENHANCING A LOCAL RURAL HOSPITAL PHARMACY 
WORKFORCE VIA COLLABORATION AND PARTNERSHIP

Susan Trevillian1,2, Angela Lawrence1, Dr Ken Cheng1

1Benalla Health, Benalla, Vic, 2Northeast Health Wangaratta, 
Wangaratta, Vic

EMAIL susantrevillian@hotmail.com

Background: Our rural city’s hospital provides healthcare to a 
local population of approx. 14,000, with a catchment of 20,000, 
in a Modified Monash Model (MMM) 4 Rural location.

The on-site pharmacy department provides pharmacy services 
to the Urgent Care Centre, Acute Ward (20 general medicine, 
subacute & general surgery beds), Maternity Unit, Day Procedure 
Unit & Operating Theatre suites, Community Services (such as 
Hospital in the Home), plus medication-related governance for 
the on-site Residential Aged Care Facility.

In early 2020, the hospital pharmacy workforce comprised 1 
Equivalent Full Time (EFT) Pharmacist and <1 EFT Pharmacy 
Technician, with 3 local experienced pharmacists providing 
leave cover on a casual basis.

Objectives: To develop an innovative and collaborative Pharmacy 
Intern Training program, enhancing local rural hospital pharmacist 
workforce capacity.

Actions: Funding for a Pharmacy Intern position as part of a State 
Health Department-funded expansion was sought and granted, 
and a collaborative training program was developed with a nearby 
larger referral (MMM3) hospital.

A Pharmacy Intern from interstate was recruited, and our 
hospital assisted with housing. The Pharmacy Intern commenced 
orientation at the neighbouring MMM 3 hospital with 3 other 
pharmacy intern peers. Our Pharmacy Intern developed and honed 
their clinical and operational pharmacy skills across both the 
MMM 4 and MMM 3 hospitals during 2021.

Evaluation: In 2021 our first Pharmacy Intern successfully achieved 
general registration as a pharmacist, and was subsequently retained 
as a Grade 1 Pharmacist in a newly created position, strengthening 
the support and supervision for the 2022 Pharmacy Intern, and 
providing leave cover to the existing full-time pharmacist.

Our 2022 Pharmacy Intern program was enhanced to include 
community pharmacy exposure.

Discussion: We have demonstrated that with executive support, 
and via collaboration and partnership, a small rural hospital 
can attract, train, retain and support a skilled rural hospital 
pharmacy workforce.
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182 ESTIMATING VALUE OF A PHARMACIST-LED OBSTETRIC 
MEDICINES INFORMATION SERVICE THROUGH USER 
EXPERIENCE

Nabeelah Mukadam1, Prof Lynne Emmerton2, Prof Petra Czarniak2, 
Stephanie Teoh1, Tamara Lebedevs1

1King Edward Memorial Hospital, Subiaco, WA 2Curtin University, 
Perth, WA

EMAIL tamara.lebedevs@health.wa.gov.au

Background: Medicines information services should be evaluated 
to ensure a robust, evidence-based approach is taken to deliver 
quality information to the callers and demonstrate value and 
impact of the service.

Aim: To conduct a user experience survey to identify knowledge, 
use and value of an obstetric medicine’s information service.

Methods: A telephone survey was conducted to prior users of 
the service. The surveys were collated in real-time during the 
telephone interview for data analysis. Results were reported 
descriptively, with verbal feedback analysed thematically.

Results: A total of 181 user surveys were conducted over a 
three-month period. 66% (n=119) of participants were health 
professionals, and 34% (n=62) were health consumers. 118 
respondents (65%) indicated they had used the service before. 
All respondents reported that they did follow the advice provided, 
and all found the information either ‘very useful’ or ‘useful’. All 
users rated the service positively, from three to five on a 5-poiny 
Likert-type scale, with 56% (n=101) users indicating a score of 
four. In the event of the service being unavailable, most users 
reported the use of health professionals (47%) and existing 
services in accessing medicines information (17%). A Google® 
search for information was captured in 3% (n=5) of responses. 
The majority of health professionals’ (72%) cited the use of current 
pharmaceutical resources as an alternative source of information. 
Feedback suggested a need for online capability, a larger social 
media presence, educational material and increased awareness 
of the service.

Discussion: The user survey identified high levels of satisfaction 
with the service, with all users indicating personal value of the 
service. Increasing awareness and accessibility of the service 
to health consumers should reduce risks with self-management 
of medication, particularly given the increasing volume of 
open-access and often unverified information.

183 ECOPHARM: SUSTAINABLE ACTIVITIES IN THE HOSPITAL 
PHARMACY DEPARTMENT

Xin Yu Yan1,2, Christine Gilmartin1, Laura Leung1, Binaisha D’Souza1

1The Royal Women’s Hospital, Melbourne, Vic, 2Ballarat Hospital, 
Ballarat, Vic

EMAIL 159lisan@gmail.com

Background: In 2014-15 spent $161.6 billion on healthcare in 
which pharmaceuticals and hospitals were responsible for 63% of 
all healthcare greenhouse gas emissions. With a large portion of a 
hospital’s carbon footprint linked to the quality use of medications 
and devices, sustainable strategies must be implemented to 
minimise the large-scale impact on the environment. This situates 
the pharmacy sector in an ideal position to be a significant 
contributor in change leading toward a more sustainable 
healthcare industry. However, there remains a shortcoming 
in the awareness of pharmacy sustainability practices.

Aim: To identify sustainable strategies implemented in hospital 
pharmacy departments across Australia.

Methods: All private and public Australian hospitals with an on-site 
pharmacy department were contacted and asked to complete an 
electronic questionnaire. The questionnaire included a multiple 
choice section with pre-populated sustainable strategy options and 
a free-text section to submit other strategies.

Results: 98 responses were collected from hospitals across 
Australia excluding Tasmania. From the pre-populated 
section, the top three sustainable actions all involved recycling 
methods. A further 69 free-text responses were submitted 
covering sustainable activities that can be summarised into the 
following categories: resource consumption (51), devices (10), 
environmental sustainability (3) and other (5).

Discussion: The questionnaire responses were collected from 
pharmacy departments that varied in size, location and legislation. 
Although the effectiveness and outcome of these strategies 
were not measured, the results represent the vast array of 
different pharmacy activities currently underway. Different multi-
stakeholders e.g. pharmaceutical companies, health professionals 
and consumers were also involved. These sustainable strategies 
are not only limited to the hospital pharmacy sector, but can be 
redesigned for all pharmacies and different industries alike.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 163

Friday 2 December

184 EVALUATION OF PHARMACOLOGICAL MANAGEMENT OF 
AGGRESSIVE BEHAVIOURS OF CONCERN IN THE INPATIENT 
PSYCHIATRY UNIT

Aisling McEvoy1, Viandro Borja1, Susan Poole1, Mia Percival1

1Alfred Health, Melbourne, Vic

EMAIL a.mcevoy@alfred.org.au

Background: Behaviours of concern (BOC) put patients at harm to 
themselves, other patients, and staff. However, managing harmful 
behaviour is complex.

Aim/objective(s): To describe the pharmacological management 
of BOC in the inpatient psychiatry unit (IPU) of a major 
metropolitan tertiary referral health service. Also to compare the 
pharmacological management with the current IPU guideline; 
and determine if management of nicotine dependence is a 
contributing factor to BOC.

Methods: This was a retrospective audit. Included patients were 
admitted to the IPU between October 2020 and March 31st 2021; 
involved in a documented BOC classified as “aggressive”, and 
received pharmacological therapy for management. Data were 
extracted from the clinical risk database and medical records. 
Descriptive analysis utilised Excel.

Results: One hundred and ninety-two patients experienced an 
“aggressive” BOC, of whom 103 were randomly selected for 
review. Seventy-one received pharmacological management 
and were included. The most frequently administered first-
line medications were lorazepam (31%), droperidol (30%) and 
olanzapine (17%); 92% were compliant with guideline. Forty-one 
patients received a second medication for BOC management, 
with 35 (85%) being guideline compliant. Respiratory rate (40%) 
and ECG (12%) monitoring were sub-optimal. Fifteen of 59 (25%) 
current smokers received comprehensive smoking assessment 
prior to BOC, 88% were charted NRT and 36% administered NRT 
prior to the BOC. Fifty-three (75%) patients had a documented 
history of substance misuse.

Discussion: Pharmacological management of aggressive BOC 
incidents were guideline compliant. Improvements in monitoring 
and documentation are required. Recommendations include 
guideline simplification, with a tiered monitoring system and 
incorporation of guideline templates into the electronic medical 
record. Timely assessment of nicotine dependence and addressing 
NRT refusal is warranted. The contribution of substance misuse 
to the occurrence of BOC warrants further research.

185 ANTIPSYCHOTIC PRESCRIBING PATTERNS 
IN AMPHETAMINE INDUCED PSYCHOSIS

Alice Wisdom1, A/Prof Oliver Schubert1

1Northern Adelaide Local Health Network, Elizabeth Vale, SA

EMAIL alice.wisdom@sa.gov.au

BOLT  LIGHTNING TALK L03

Background: Pharmacists have an important role in 
documentation and counselling on duration and adverse effects 
of antipsychotic treatment. Whilst antipsychotics are commonly 
used to treat amphetamine-induced psychosis, the absence of 
systematically evaluated treatment guidelines results in a variable 
approach to antipsychotic treatment often based on clinical 
experience and established schizophrenia treatment guidelines.

Aim: To investigate current pharmacological management of 
amphetamine-induced psychosis within two Australian Emergency 
Department’s (ED).

Methods: A double-centre observational study was conducted to 
assess prescribing patterns in patients presenting to the ED with 
amphetamine-induced psychosis between January and December 
2020. Antipsychotic prescribing patterns were described including 
agent, dose and intended duration.

Results: Of the 63 patients identified, a discharge prescription 
for a new antipsychotic was provided to 25 patients (40%), 
5 (8%) were advised to continue existing antipsychotic therapy 
and 33 (52%) were discharged with no antipsychotic treatment. 
The most common newly prescribed antipsychotic was 
risperidone (15/25, 60%), median dose 2mg/ day (IQR:1-3), 
followed by olanzapine (7/25, 28%), median dose 10mg/ day 
(IQR:10-10). The recommended duration of antipsychotic 
treatment was not specified on the prescription, discharge 
letter or case notes in 44% of patients (11/25) and where 
specified, varied from 1 to 24 months. Patients were more likely 
to be prescribed ongoing antipsychotic treatment on discharge 
if admitted to hospital compared to if discharged from ED 
(78% (14/18) vs 24% (11/45), P<0.01).

Discussion: The results reflect a wide variation in antipsychotic 
prescribing with more than 50% of patients not receiving 
antipsychotic treatment. Given the variable and often poorly 
documented duration of treatment within this population, 
pharmacists have a role in documentation and individually targeted 
education on long term adverse effects, monitoring and intended 
duration of antipsychotics. Further research into outcomes 
associated with antipsychotic prescribing within this population 
is urgently warranted to inform evidence-based treatment.
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186 OLANZAPINE LONG-ACTING INJECTION: DOES THE BENEFIT 
OUTWEIGH THE RISK OF POST INJECTION SYNDROME?

Alice Wisdom1, Susie Loeser1

1Northern Adelaide Local Health Network, Elizabeth Vale, SA

EMAIL alice.wisdom@sa.gov.au

Background: Olanzapine Long-Acting Injection (LAI) is an 
effective treatment of schizophrenia, however the monitoring 
requirements for Post Injection Syndrome (PIS) often limits its’ 
utility in consumers who most benefit. Despite education around 
risks and encouragement to stay a proportion of consumers choose 
to leave against medical advice prior to the completion of face-to-
face monitoring. As part of a pharmacist led quality improvement 
project to improve engagement with monitoring, a review of overall 
suitability of initiation and longitudinal benefit was conducted.

Aim: To describe the group of consumers receiving olanzapine 
LAI and assess changes in hospital admissions following initiation.

Method: A point prevalence study was undertaken to identify 
and describe all consumers receiving olanzapine LAI within a 
Community Mental Health Team (CMHT). Information on previous 
medication trials and hospital admissions were collected. 
A comparison of hospital admission rates 12 months pre- and 
post-initiation was conducted for consumers who had been 
receiving olanzapine LAI for at least 12 months.

Results: A total of 18 consumers were receiving olanzapine LAI 
within our CMHT. On average consumers had previously trialled 
4.4 antipsychotic agents (range 1-9), including 8 consumers 
(44%) who had failed a trial of clozapine due to adverse effects 
or non-adherence. A total of 8 consumers had been maintained 
on olanzapine LAI for >12 months. The rate of admissions over 
12 months reduced by 83% following initiation from an average 
of 1.5 (range 0-3) to 0.25 (range 0-1), P=0.03.

Discussion: The results demonstrate this is a complex group 
of consumers, the majority with treatment resistance. Whilst 
individual clinical review of risk and benefit is pertinent, these 
results show overwhelming benefit for offering olanzapine LAI to 
this consumer group. Engaging with consumers to improve their 
understanding and experience of PIS monitoring and development 
of risk mitigation strategies is the focus of future improvements.

187 RATIONALISING ANTIPSYCHOTIC POLYPHARMACY 
IN AN INPATIENT MENTAL HEALTH UNIT

Alice Wisdom1, Susie Loeser1

1Northern Adelaide Local Health Network, Elizabeth Vale, SA

EMAIL alice.wisdom@sa.gov.au

Background: While no robust evidence exists favouring the 
use of multiple antipsychotics over monotherapy in the routine 
treatment of psychotic disorders, antipsychotic polypharmacy 
prescribing remains prevalent. Antipsychotic polypharmacy 
has been shown to increase the side effect burden, regimen 
complexity, incidence of drug interactions and overall tolerability 
within a population with existing vulnerabilities to non-compliance 
and poorer health outcomes.

Aim: To assess the incidence of antipsychotic polypharmacy 
prescribing in adult mental health consumers within an 
inpatient facility.

Methods: An observational study was conducted within an adult 
inpatient mental health unit between September and November 
2020. Antipsychotic polypharmacy was defined as the use of more 
than one antipsychotic and assessed on admission, during the 
admission and at the time of discharge.

Results: Of the 75 patients identified, 8 (11%) were prescribed >1 
antipsychotic on discharge. Of these, 88% (7/8) had a documented 
indication and/ or plan for ongoing treatment. Prior to admission 
10 patients (13%) were prescribed >1 antipsychotic agent with 
60% (6/10) rationalised during the admission and discharged 
on a single agent. During the inpatient stay the use of PRN 
antipsychotics contributed to short term polypharmacy in 
65% of patients (42/65).

Discussion: Overall the incidence of antipsychotic polypharmacy 
prescribing on discharge was low, and when >1 antipsychotic 
was prescribed a documented indication and/ or plan was 
commonplace demonstrating a considered approach to 
polypharmacy antipsychotic prescribing. High rates of treatment 
optimisation in patients with existing antipsychotic polypharmacy 
indicates deprescribing can be effective even in an acute setting. 
The contribution of PRN antipsychotics to polypharmacy during 
the inpatient stay was high and often overlooked. Clinical 
pharmacists are well placed in an inpatient unit to provide advice 
around polypharmacy prescribing and identify and facilitate safe 
deprescribing and optimisation of medication regimens.
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188 LONG-ACTING ARIPIPRAZOLE DEPOT – A POTENTIAL 
SOLUTION FOR REFRACTORY PSYCHOSIS SECONDARY 
TO ADVANCED PARKINSON’S DISEASE

Annie Huang1, Alborz Shahsavand1, Dr Nicola Hogan1

1Eastern Health, Melbourne, Vic

EMAIL annie.huang@easternhealth.org.au

Objective: To present a case on the use of a long-acting 
aripiprazole depot for the management of relapsed psychosis 
in a patient with advanced Parkinson’s disease.

Clinical features: A 75-year-old female from a residential care 
facility was admitted with persecutory delusions, auditory and 
visual hallucinations; leading to reduced oral intake and increasing 
resistance towards care. The patient had a longstanding history 
of Parkinson’s disease and genetic generalised epilepsy, requiring 
full assistance with daily activities. At the time of admission, the 
patient was on levodopa-carbidopa 150mg-37.5mg three times 
daily, sodium valproate 200mg in the morning and 500mg at night, 
and (refusing) aripiprazole 5mg twice daily.

Literature review: Psychotic symptoms can manifest in up to 
40% of patients with Parkinson’s disease, especially in correlation 
to high dose dopamine agonists. Available literature on the use of 
antipsychotics is limited with inconsistent conclusions due to their 
propensity to augment motor function.

Pharmacist interventions, case progress and outcomes: 
Previously trialled quetiapine and olanzapine were inadequate 
in regulating the patient’s psychosis, so were deemed unsuitable. 
The mental health pharmacist reviewed the case, identifying that 
the next line treatment option of clozapine was also inappropriate 
due to monitoring and compliance requirements. Following a 
literature review, the pharmacist suggested that a depot would 
mitigate adherence issues. The treating team decided to commence 
aripiprazole 400mg intramuscularly four-weekly, initially continuing 
oral aripiprazole 10mg for fourteen days. The patient was 
successfully discharged with a PBS exempted prescription back 
to the residential care facility. Thereafter, the patient’s mental 
health improved, with diminished paranoia towards staff and 
no deterioration in movement or cognitive function.

Discussion: Despite the common manifestation of hallucinations 
or delusions in Parkinson’s disease patients, their management 
continues to propose a challenge. Although further studies are 
required, a long-acting aripiprazole depot may present as a 
suitable option in select patient cohorts.

189 SODIUM VALPROATE AND CONTRACEPTION IN FEMALES 
OF CHILD-BEARING AGE-A TALE OF THREE AUDITS

Diana Mukasa1

1North Metropolitan Health Service Mental Health Pharmacy, 
Mt Claremont, WA

EMAIL dianamukasa@hotmail.com

Background: Sodium valproate, an established human teratogen 
is also a mood stabiliser prescribed at a tertiary mental health 
hospital where the mean age of female patients is 38 years.

Aim: To determine out how many females of child-bearing age 
prescribed valproate were also on contraception and to assess 
the effectiveness of targeted intervention.

Methods: Three successive retrospective audits (N=59, 72 and 
25) were performed by extracting data from a clinical program 
to identify all female inpatients of child-bearing age prescribed 
valproate in each study period and whether concurrent 
contraception was prescribed. The audits also reviewed 
documentation to check whether contraception had been 
discussed by clinicians.

Results: 56%, 61% and 64% of the audited patients were not 
on contraception respectively in the first, second and third audits. 
Out of the audited patients that had valproate initiated in hospital, 
59%, 61% and 72% in the respective audits had no contraception 
prescribed. Pharmacist documentation improved from 18% in the 
first audit to 63% in the third audit. Documentation by prescribers 
remained consistent at 12% throughout the audits.

Discussion: An education drive was put in place following 
the initial audit and the results presented to clinicians. New 
guidelines were established and a warning label for that cohort 
of female patients developed for placing on repackaged packs of 
valproate. After the second audit, a Mental Health Drug Bulletin 
with a state-wide prescriber readership was published with the 
first and second audit results and relevant recommendations 
made. Although the results of the third audit showed that 64% 
of patients were not on contraception, improved pharmacist 
documentation made it easier to identify the reason. Another 
encouraging result is the downward trend of child-bearing female 
patients prescribed valproate. Currently, we are in the process of 
implementing a Pregnancy and Medication Risk Assessment Form 
to improve prescriber documentation.
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190 PREVALENCE AND PATTERNS OF LONG-TERM 
ANTIDEPRESSANT USE IN OLDER FEMALE AUSTRALIANS

Edgar Poon1,2, A/Prof Maria Donald3, Emeritus Prof Mieke 
van Driel3, Dr David Pache1,2,4, Dr Samantha Hollingworth1, 
A/ Prof Treasure McGuire1,2,4

1School of Pharmacy, The University of Queensland, Brisbane, Qld, 
2Mater Hospital, Mater Health, Brisbane, Qld, 3General Practice 
Clinical Unit, Faculty of Medicine, The University of Queensland, 
Brisbane, Qld, 4Faculty of Health Sciences and Medicine, Bond 
University, Gold Coast, Qld

EMAIL e.poon@uq.net.au

Background: Antidepressant use is common and widespread 
among older people worldwide. Patients often use antidepressants 
longer than guideline recommendations (>one year), with long-term 
use associated with a higher risk of polypharmacy and adverse 
drug events. Women experience a higher prevalence of depression 
and anxiety and are more likely to be prescribed antidepressants. 
Although literature suggesting long-term antidepressant use is 
substantial, no studies have focused on older Australian women.

Aim: To determine prevalence and patterns of antidepressant 
use among older Australian women.

Methods: We used data from the Australian Longitudinal 
Study on Women’s Health, mid-cohort (participants born: 
1946-1951) and its linked Pharmaceutical Benefits Scheme data 
(July 2012-December 2019). Long-term antidepressant use was 
defined as >1 year. Participants with any antidepressant dispensing 
in 2019 were considered current users. Antidepressant use was 
compared, including and excluding amitriptyline, as it is commonly 
used for indications other than anxiety and depression.

Results: Of 12,956 participants with consent for PBS linkage, 
4,680 (36.1%) had ≥one antidepressant dispensed over the 
7.5 study years (current:past users: 2.5:1). Of these, 3,473 (74.2%) 
were long-term users. After excluding amitriptyline, 28.5% had 
≥one antidepressant dispensed, the ratio of current:past users 
was 1.9:1 and 76.4% were long-term users. Mean estimated 
duration of use was 1,599 days (4.4 years) for all users and even 
longer when amitriptyline was excluded (1,662 days, 4.6 years). 
Regardless of indications, the five most common antidepressants 
were: amitriptyline, sertraline, escitalopram, mirtazapine, 
and venlafaxine.

Discussion: Long-term antidepressant use is common in older 
Australian women, with an average estimated duration of use more 
than fourfold the guideline recommendations. Our data suggest 
that long-term users are more likely to remain as current users. 
Given the associated burden on healthcare, pharmacists working 
in geriatric and primary healthcare, are well-positioned to review 
antidepressant appropriateness and encourage deprescribing of 
unnecessary long-term antidepressants.

191 PAIN IN THE NAC – A REVIEW OF PARACETAMOL 
OVERDOSES

Hailey Doodson1, Michael Quach1

1Shellharbour Hospital, Shellharbour, NSW

EMAIL hailey.kikalis1@health.nsw.gov.au

Background: Paracetamol overdose is a frequent presentation to 
Emergency Departments due to the accessibility of paracetamol in 
the community. A paracetamol level is utilised in the management 
of overdose cases to appropriately guide treatment with N-acetyl 
cysteine (NAC). Treatment is dependent on factors including 
formulation of paracetamol ingested, dose ingested and time since 
ingestion, all of which guide clinicians in determining the timing of 
paracetamol levels.

Objective: To identify the frequency of inappropriate paracetamol 
level requests and subsequent NAC initiation in a regional hospital.

Methods: 52 cases of paracetamol overdose (n=52) from 
1/1/2019 to the 1/6/2022 were identified through medical 
records. The audit assessed formulation of paracetamol ingested 
(slow release versus immediate release), time since ingestion 
and dose ingested. The audit excluded cases of unknown time 
of paracetamol ingestion and cases in which paracetamol levels 
were taken at another hospital. Timing of paracetamol levels were 
classified as appropriate if taken ≥ 4 hours and inappropriate if 
<4 hours since ingestion, according to Therapeutic Guidelines. 
Of inappropriate paracetamol levels, cases were reviewed to 
ascertain whether NAC was initiated and appropriate.

Results: 45 cases were included. 64.4% (29) of paracetamol levels 
were taken at an appropriate time since ingestion whilst 35.6% 
(16) were classified as inappropriate. Of the 16 inappropriate 
paracetamol levels, 37.5% (6) were initiated on NAC prior to 
collection of levels. Subsequently, 83.3% (3) of those initiated 
on NAC did not warrant treatment based on dose and formulation 
ingested as per Therapeutic Guidelines.

Discussion: This audit highlights the importance of appropriately 
timing paracetamol levels to guide treatment of paracetamol 
overdose. Each paracetamol level processed by pathology costs 
money to the healthcare system and therefore, inappropriate 
paracetamol levels provide insight into unnecessary costs and 
prescribing of NAC in an already stretched healthcare system.
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192 MEDICATION-RELATED PROBLEMS AT HOSPITAL 
ADMISSION IN ADULTS WITH MENTAL ILLNESS

Hana Amer1, Dr Alice Gilbert1,2, Dr Kate Postans2,3, 
Jessica Dawson1, Prof Elizabeth Roughead4, Michelle 
Edmonds2, Prof Nicole Pratt2, Dr Gizat Kassie2, Bhavini Patel2,5, 
A/ Prof Lisa Kalisch Ellett4

1SA Pharmacy, Flinders Medical Centre, Adelaide, SA, 2NT Health, 
Darwin, NT, 3Northern Territory Medical Program, Flinders 
University, Tiwi, NT, 4Quality Use of Medicines and Pharmacy 
Research Centre, Clinical and Health Sciences, University of South 
Australia, Adelaide, SA,5Charles Darwin University, Darwin, NT

EMAIL Hana.amer@sa.gov.au

Background: Medicines are the most common therapy for mental 
illness in Australia. There is no literature on hospital admissions 
caused by medication-related problems (MRPs) for Australians 
with mental illness.

Aim: To identify the number and type of MRPs at hospital 
admission for people with mental illness.

Methods: A multicentre retrospective study was conducted of 
patients 18 years and over, admitted to mental health wards from 
1 July 2019 onwards until a sample size of 50 admissions per site. 
Psychiatric patients admitted to non-mental health wards and 
unavailable medical records were excluded. Patient demographics, 
best possible medication history (BPMHx), blood tests on 
admission, and charted medications were reviewed to identify and 
classify MRPs using the Cipolle criteria: adverse drug reactions, 
unnecessary medicines, untreated indication, ineffective medicine, 
sub-therapeutic/supra-therapeutic dose and medication non-
adherence. The number and type of MRPs were analysed.

Results: 104 patients were audited. 60 (58%) were male, all were 
aged between 18-65 years with 0-10 comorbidities. 99 (95%) had 
existing mental illness, most commonly, schizophrenia 27 (26%). 
70 (67%) were taking medications on admission, most commonly 
psychotropics (n=65, 63%). BPMHx was undertaken by a 
pharmacist for 53 (51%) patients.

A total of 105 MRPs were identified; 78 (75%) patients had at 
least one MRP on admission and 22 (21%) had more than one 
MRP. The most common MRPs were medication non-adherence 
(n=29, 28%), untreated indication (n=21, 20%) and adverse drug 
reaction (n=21, 20%).

Discussion: These findings support the need for targeted 
interventions to improve medicine use and prevent hospitalisation 
for adults with mental illness. Mental health pharmacists are 
well placed to improve rates of BPMHx, empower patient choice, 
provide clinician advice and ensure early identification and 
resolution of MRPs.

193 WHEN DOUBLE DOSING DOES GOOD: USE OF THE TWO-
INJECTION START PROTOCOL FOR ARIPIPRAZOLE DEPOT

Isabelle Wu1

1Logan Hospital, Brisbane, Qld

EMAIL isabelle.wu@health.qld.gov.au

Objective: Describe the successful use of the two-injection start 
regimen for aripiprazole 400mg long-acting injection (LAI) in a 
consumer admitted to a tertiary Australian inpatient psychiatric unit.

Clinical features: A 25-year-old female was admitted to a 
psychiatric unit following non-adherence to clozapine. The 
consumer has a previous diagnosis of schizophrenia and 
known chronic methamphetamine misuse. With prior history 
of response to aripiprazole LAI, conversion to this agent was 
desired. Poor insight placed the consumer at high risk of relapse 
from non-adherence to the 14 days of oral aripiprazole therapy 
required following commencement of aripiprazole LAI using the 
conventional one-injection start regimen. Thus, a two-injection 
start was proposed: 2 separate 400mg aripiprazole LAIs along 
with a single 20mg dose of oral aripiprazole.

Literature review: Limited published case reports exist for 
aripiprazole two-injection start. An Italian report suggests the 
two-injection start regimen was safe and effective. A population 
pharmacokinetic modelling study indicated that the two-injection 
regimen would produce comparable aripiprazole plasma 
concentrations to the one-injection start method combined 
with 14-days oral therapy.

Pharmacist interventions, case progress, outcomes: 
The pharmacist supported the psychiatrist to obtain informed 
consent as the two-injection start regimen is currently unlicensed 
within Australia. Both aripiprazole LAIs were administered and 
well tolerated in hospital, with no evidence of akathisia or other 
side effects. Counselling was provided to the consumer regarding 
potential side effects of high dose aripiprazole. The consumer 
was discharged 4 days following administration and was referred 
to pharmacists working in the community team for follow up with 
specific regards to safety and tolerability. No adverse reactions 
were reported 4 weeks post-discharge.

Discussion: Aripiprazole two-injection start is not currently 
licensed in Australia, but available published evidence and United 
Kingdom guidelines support the safety and efficacy of this regimen. 
This case report adds to the Australian experience of this regimen.
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194 NON-PBS PRESCRIBING OF ANTIPSYCHOTIC DEPOTS 
IN THE STATE PUBLIC HOSPITALS

Lauren Sands1

1Launceston General Hospital, Launceston, Tas

EMAIL lauren.j.sands@gmail.com

Background: The State’s Public Health Service offers outpatient 
mental health services, providing access to publicly funded 
clinics for patients to receive treatment such as antipsychotic 
depot injections. Patients on a Treatment Order under the Mental 
Health Act may be required to visit these outpatient clinics as a 
requirement of that order. Therefore, the quality use of medicines 
should be continuously reviewed and updated for this cohort 
of patients.

Aim: To identify the extent of prescribing of publicly funded 
antipsychotic depot medications in the outpatient setting from 
the State’s Public Hospitals and determine the appropriateness 
of prescribing based on indications.

Method: Reports from the hospitals dispensing software were 
run for all outpatient dispensing of non-PBS antipsychotic depots 
on Formulary over a 3-year period.

Analysis was conducted using the patient’s age at time of dispensing, 
the prescriber’s diagnosis or impression, if the prescription met 
formulary requirements, required an individual patient application 
(IPA) or met Pharmaceutical Benefits Scheme (PBS) requirements, 
if the medication was given for a clear indication.

Results: Sixty-nine patients were recorded as having a non-PBS 
dispensing. Ten percent of these antipsychotic depot medications 
did not meet PBS or Formulary requirements and therefore did not 
have a clear indication for use. Three of these patients received 
aripiprazole. One of sixty-nine patients had an IPA submitted and 
approved. Thirteen patients not eligible for PBS prescriptions 
had access to the medication through public hospitals under 
Formulary indications.

Discussion: With input from Statewide Psychiatrists, the following 
recommendations were made and accepted by Statewide 
Formulary thereby improving accessibility:

1. “Adolescence” to be removed from formulary requirements 
for aripiprazole in first episode psychosis to reduce prescribing 
and dispensing discrepancies and to assist in continued care.

2. Update the Formulary to include TGA listed indications for 
flupentixol and zuclopenthixol to assist prescribing and 
increase availability for use.

195 MAXIMISING METABOLIC MONITORING: 
PHARMACIST MANAGEMENT MAKING AN IMPACT

Lesley Smith1, Timothy Tanzer1,2,3, Dr Theo Theodoros4, 
Tiffany Hui2

1Princess Alexandra Hospital – Pharmacy Department, Brisbane, 
Qld, 2School of Pharmacy – University of Queensland, Brisbane, 
Qld, 3Faculty of Medicine – University of Queensland, Brisbane, Qld, 
4Metro South Addiction and Mental Health Service, Brisbane, Qld

EMAIL lesley.smith@health.qld.gov.au

Background: Antipsychotic-induced cardiovascular disease is an 
avoidable contributor to premature mortality amongst patients 
with severe mental illness. Baseline monitoring of fasting lipid 
profiles and blood glucose levels is vital for the diagnosis of 
metabolic syndrome.

A 2018 audit found poor metabolic screening rates; 50% of 
patients had screening with 4% in the required fasting state. 
De-prioritised phlebotomy services and inconsistent ordering 
prompted changing phlebotomy service times and pharmacist-
initiated metabolic ordering. A follow up audit in 2019 showed 
marginal improvement with 55% screening rates, and 33% fasting.

Aim/objective: This third phase audit aimed to determine whether 
the improved metabolic screening rates due to pharmacist-
initiated metabolic ordering continue to be effective and audit 
pharmacological and non-pharmacological interventions made 
from abnormal screening results.

Method: We conducted a retrospective analysis of 144 patients 
taking regular antipsychotics admitted to the adult psychiatric unit 
at a tertiary level hospital from July-December 2020. Patients were 
identified using the Integrated Electronic Medical Record (ieMR) 
detail order report and data was extracted for lipid pathology 
and clinical interventions. We compared the rates of metabolic 
screening and fasting status to previous audits and audited the 
documentation for therapeutic interventions.

Results: Results showed further improvement in metabolic 
screening rates (73%), and fasting status (44%). For patients 
with abnormal results, 16 out of 25 (64%) received a therapeutic 
intervention. Pharmacological interventions were more likely to be 
actioned when requested by a ward pharmacist (7-fold increase).

Discussion: Our results show that pharmacist-initiated metabolic 
ordering continues to improve metabolic monitoring and effective 
use of pathology services. Ward pharmacist-initiated interventions 
were shown to be the most effective method of initiating 
treatment in response to abnormal lipid pathology. There remains 
an ongoing need for abnormal results to have interventions 
actioned and documented.
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196 CASE REPORT: CAN LITHIUM MASK AN UNDERLYING 
THYROTOXICOSIS?

Lina Tran1

1Glenside Health Services, Adelaide, SA

EMAIL lina.tran@sa.gov.au

Objective: Thyrotoxicosis uncommonly occurs with lithium 
treatment and even post-cessation. This case report documents 
a rare case of thyrotoxicosis after lithium cessation.

Clinical features: The patient was a 21-year-old female admitted 
to a psychiatric facility for mania on a background of bipolar 
disorder. She had a history of lithium treatment for two years, 
which she had ceased one year before this admission. The patient 
had no previously known thyroid disorder either prior to lithium 
therapy or during therapy. Thyrotoxicosis was diagnosed after 
admission screening showed undetectable thyroid stimulating 
hormone level and high free thyroxine. Her symptoms included 
intermittent palpitations, anxiety, tremors, weight loss and fatigue.

Literature review: Literature review shows eight other 
case reports of thyrotoxicosis post-lithium discontinuation. 
Patients were aged 21-64 years and six were female, the same 
demographic as this patient. Thyrotoxicosis was documented to 
start as early as three weeks post-lithium cessation or appeared 
months later, irrespective of symptoms. Management included 
patients receiving carbimazole treatment, and three of those 
patients reinitiated lithium concurrently.

Pharmacist interventions, case progress and outcomes: 
She received carbimazole for thyrotoxicosis and atenolol for 
palpitations. Medication history was conducted, including 
consideration of retrospective medications that can affect 
thyroid function to help determine causation. Discharge 
occurred 36 days later with improving thyroid function tests, 
without lithium re-initiation.

Discussion: Although this issue is rarely reported in the 
literature, pharmacists should be aware of its management 
to work with the psychiatry team and take a multidisciplinary 
approach to decide whether lithium re-initiation, continuation 
or cessation is appropriate. The small number of cases showed 
that thyroid dysfunction does not necessarily preclude its use 
if otherwise indicated and can be safely achieved in a hospital 
setting. Additionally, it would be prudent to monitor thyroid 
function at least three weeks after lithium cessation for early 
thyrotoxicosis detection.

197 PRIMROSE: A NEW WAY TO ASSESS CARDIOVASCULAR 
RISK IN PATIENTS WITH SEVERE MENTAL ILLNESS?

Ruby Cole1, Minnie Park1, Karthik Gurunathan1

1Royal Brisbane and Women’s Hospital, Brisbane, Qld

EMAIL minnie.park@health.qld.gov.au

Background: People with severe mental illness (SMI) are 
at higher risk of cardiovascular (CV) events than the general 
population. The current calculator used by pharmacists to 
assess CV risk, the Australian Absolute Cardiovascular Disease 
calculator (ACC) requires blood recent test results and is only 
validated for ages 35–74 years. Previous pharmacist audits on 
mental health inpatients showed 59% fall outside this age range, 
potentially resulting in a large cohort having CV risk undetected 
by pharmacists. Prediction and management of cardiovascular 
risk for people with severe mental illness (PRIMROSE) is a CV risk 
calculator validated in the UK and does not require age restrictions 
or blood tests.

Objective: To calculate and compare CV risk for mental health 
inpatients using ACC and PRIMROSE to assess if PRIMROSE 
increases CV risk detection compared to ACC.

Method: A retrospective audit was conducted over a 2-month 
period on mental health inpatients taking at least one 
antipsychotic. CV risk was calculated using ACC and PRIMROSE.

Results: Of 215 consumers, CV risk could be calculated in 47% 
using ACC and 63% using PRIMROSE. Average risk scores were 
7.59% for ACC and 2.21% for PRIMROSE. An additional 34 (16%) 
consumers were able to have CV risk calculated when using 
PRIMROSE however all yielded low-medium risks, with the average 
score for patients outside ACC age range being 2.09%.

Discussion: Results from ACC were more conservative, with 
patients receiving higher CV risk scores with ACC than PRIMROSE. 
PRIMROSE increased number of patients able to be assessed but 
did not increase risk detection. Current process of pharmacists 
using ACC to calculate CV risk is therefore assumed to be 
adequately capturing the high-risk population. Developing a 
similar tool validated for the Australian population considering 
indigenous and socioeconomic status and geographical location 
should be considered.
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198 PHARMACIST LED ORDERING OF FASTING 
METABOLIC MONITORING TESTS IN MENTAL HEALTH: 
ONGOING SURVEILLANCE

Phillippa Scott1, Lesley Smith1, Timothy Tanzer1

1Princess Alexandra Hospital, Brisbane, Qld

EMAIL phillippa.scott@health.qld.gov.au

Background: Patients treated with antipsychotics are at greater 
risk of weight gain, dyslipidaemia, and diabetes, increasing 
cardiovascular disease risk. To improve rates and accuracy of 
testing for early detection of metabolic changes, pharmacist-
initiated ordering of the lipid profile and glucose levels was 
introduced in 2018 on the acute adult mental health unit (MHU) 
at a tertiary hospital.

Patients receiving antipsychotics are screened on admission to 
the inpatient MHU and orders placed as appropriate. Each week, 
a patient list is compiled and forwarded to pathology in preparation 
prior to Tuesday – the pathology scheduled day for fasting 
collection on the MHU.

Aim/objective(s): To ensure pharmacist-initiated orders are 
completed correctly, appropriately, reviewed in a timely manner 
and abnormal results acted upon, in accordance with the 
overarching Guideline for Allied Health Professionals Requesting 
Pathology Tests.

Methods: A retrospective audit of 37 patients ordered metabolic 
monitoring tests by pharmacists between May to June 2022 on 
the inpatient wards of the MHU was completed. Patients were 
identified from pharmacist compiled weekly pathology lists.

Results: A total of 53 orders were reviewed to identify 37 
pharmacist-initiated orders placed. 97.3% of orders were completed 
correctly and 91.9% were appropriate. Despite this only 47.2% of 
orders were collected by pathology due to order cancellation or 
patient unavailability. Of the orders collected, 53.3% were reviewed 
in a timely manner and 80% followed up appropriately.

Discussion: Previous audits have demonstrated improving rates of 
metabolic monitoring when pharmacists initiate orders. This audit 
highlights the importance of on-going surveillance as it identified 
unexpected issues – orders cancelled, not collected, or not 
followed up in a timely manner. Consequently, multi-disciplinary 
stakeholder re-engagement in metabolic monitoring test ordering, 
process, education, and an update of the work unit guideline has 
been undertaken.

199 PARENTERAL THIAMINE: REAL WORLD PRESCRIBING 
VS STATEWIDE GUIDELINES

Samantha Cole1, Richard Marotti1

1SA Pharmacy, Adelaide, SA

EMAIL richard.marotti@sa.gov.au

Background: Thiamine, also known as vitamin B1, is essential 
for a variety of functions to enable the human body to function 
properly. One of the specific conditions that impair thiamine 
levels is alcoholism, due to both intestinal malabsorption 
and/or poor dietary intake of thiamine, which can result in 
Wernicke-Korsakoff syndrome. Parenteral thiamine is used 
in these circumstances, where rapid restoration of thiamine is 
required. This audit was conducted to understand current clinical 
practice across the hospital network compared to state-wide 
guideline recommendations.

Objective(s): To evaluate the appropriateness of parenteral 
thiamine dosing and duration of therapy in comparison to 
statewide guidelines, assessing for opportunity to improve 
both clinical use and cost effectiveness.

Methods: A retrospective chart review of adult inpatients 
meeting study inclusion criteria was conducted and analysed 
according to approved research governance methodology. Patient 
demographics, parenteral thiamine regimes and dosing, route and 
indication for therapy were collected from the patient’s medication 
chart and clinical record. Prescribing patterns were subsequently 
compared against statewide guidelines.

Results: Analysis of medication charts and patient clinical records 
showed that 94% of parenteral thiamine orders were written for 
the intravenous route. A wide distribution of dose and frequencies 
were prescribed for administration, with 300mg IV TDS the most 
common regime prescribed. Overall compliance with statewide 
recommendations was low, with 26% receiving less parenteral 
thiamine while 56% received excess doses. Extrapolation of 
results to drug use across the network over the last financial 
year estimated that 6305 vials were used superfluous to 
recommendations.

Discussion: The audit findings suggest that improvements can be 
made to optimise the clinical management of patients presenting 
to an acute hospital with alcohol withdrawal regarding parenteral 
thiamine prescribing practices. Additionally, compliance with 
statewide guideline recommendations will result in meaningful 
cost savings for the hospital network
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200 ANTICHOLINERGIC BURDEN IN AN OLDER PERSONS 
MENTAL HEALTH UNIT: TO ACCEPT OR CHALLENGE

Sandra Niloufar Pepperell1

1Royal Hobart Hospital, Hobart, Tas

EMAIL niloufar.pepperell@gmail.com

Background: Anticholinergic burden is of particular concern in 
older persons, who are more susceptible to side effects. In an 
inpatient older persons mental health unit the dilemma arises 
where many of the treatments used are also highly anticholinergic.

Objective: The objectives were to measure the anticholinergic 
burden among patients at an inpatient mental health unit and 
present this back to the treating team for consultation.

Method: The Anticholinergic Cognitive Burden (ACB) scale was 
used to measure the anticholinergic burden in patients at a 
point in time; 29th of September 2021, as well as at the point 
of admission to hospital. Medical officers and nursing staff were 
invited to an in-service where education on anticholinergic burden 
was given and the data presented. A discussion was had about the 
significance of this issue and how we can address it.

Evaluation: 22 patients were included in the data collection. 50% 
of patients had a ACB score of 3 or above which warrants a review 
of their medication. 3 people had a score of more than 6, with the 
highest being 12. There was also a trend towards scores increasing 
during admission. The results were received by the treating team 
positively with the head psychiatrist saying this was an important 
issue for the unit to address. Ideas were given for interventions, 
including the desire to integrate the use of the ACB score in practice.

Discussion: In the area of older persons mental health, it is not 
always possible to avoid medications with high anticholinergic 
burden. What this quality improvement study showed was that 
there was an appetite in this inpatient unit to be greater educated 
about anticholinergic burden scales and how their use can be 
implemented in everyday practice.

201 AN INPATIENT REVIEW OF ATYPICAL ANTIPSYCHOTIC USE

Stuart Birnie1, Dr Simone Taylor1, Madeline Lack1, Jessica Lim1, 
Michael Cheung1, Mark Sheppard1

1Monash Health, Melbourne, Vic

EMAIL stuart.birnie@monashhealth.org

Background: Atypical antipsychotic medications are widely 
prescribed for multiple indications. Following their development, 
prescribing has extended to off-label indications including anxiety, 
depression, insomnia and delirium. Quantifying rates of off-label 
prescribing can help assess best practice prescribing within a 
hospital network.

Aim: To investigate off-label prescribing of atypical antipsychotics 
within a hospital network.

Methods: A retrospective analysis of patients administered 
one or more atypical antipsychotics (aripiprazole, olanzapine, 
paliperidone, quetiapine and risperidone) over the three-month 
period of October to December 2020.

Administration reports drawn from Electronic Medical 
Records(EMR) identified patients administered antipsychotics 
within the hospital network. Additional information was gathered 
from EMR against specified outcomes including the indication 
and number of off-label antipsychotics per patient; proportion 
of patients administered antipsychotics for off-label indications; 
proportion of patients newly commenced antipsychotics for 
off-label indications.

Results: A total of 64137 patients were prescribed and 
administered any medication within the study period. Patients 
prescribed one or more atypical antipsychotics were reviewed, 
totaling 1817(2.83%) patients. These patients were prescribed 
2423 atypical antipsychotics averaging 1.33 specified atypical 
antipsychotics per patient. A total of 1229(50.7%) antipsychotics 
were newly commenced, of which 994(80.9%) were prescribed 
for off-label indications. The most prevalent off-label indications 
identified were agitation, anxiety/depression, delirium and insomnia.

Discussion: Study results align with evidence published in America 
and New Zealand identifying high levels of off-label antipsychotic 
prescribing. In this study, high levels of antipsychotic prescribing 
for off-label indications could be attributed to local guideline 
support within the hospital network. As evidence lacks for many 
indications, further research within this area can help shape 
clinical guidelines while directing formulary changes within the 
hospital network. Opportunities for ongoing pharmaceutical review 
and collaboration with prescribers can help ensure best practice 
evidence based care is achieved through conformation with local 
guidelines, ultimately helping minimise risk of harm to patients.
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202 IMPLEMENTATION OF A CLINICAL PHARMACY SERVICE 
IN A MENTAL HEALTH SHORT STAY UNIT

Susie Loeser1, Alice Wisdom1, Peter Cheung1, Emma Fazzini2

1SA Pharmacy, Adelaide, SA, 2University of South Australia, 
Adelaide, SA

EMAIL susan.loeser@sa.gov.au

Background: Pharmacists have been shown to play an important 
role in reducing hospital readmission by assisting with medication 
management including medication reconciliation and discharge 
education. The Mental Health Short Stay Unit (MHSSU) is an 
acute, high turnover adult mental health ward without a clinical 
pharmacist as part of the multi-disciplinary team.

Objective: To implement clinical pharmacist services in the 
MHSSU and perform a service implementation assessment.

Method: A 0.5 full time equivalent (FTE) clinical pharmacy service 
was implemented for a trial period of three months. Activity data 
was collected for 8 weeks (15 working days) of the trial period 
to analyse types of clinical pharmacy activities performed and 
quantify clinical interventions. A staff satisfaction survey was 
also undertaken.

Evaluation: Thirty-nine patients were reviewed and a total of 
183 activities were completed by the pharmacist during the 
data collection period. All patients reviewed by the pharmacist 
had a medication history and reconciliation completed. During 
medication reconciliation the clinical pharmacist identified 
fourteen clinical interventions for thirteen patients at an average 
of 0.93 interventions per working day. 100% of recommendations 
were accepted by the prescriber. Overall, 14% of clinical activities 
performed were related to patient discharge. More than 75% of 
staff responding to the survey rated their satisfaction as high or 
very high for all clinical activities surveyed and recommended 
ongoing clinical pharmacy services, with preference for service 
split across 5 days.

Discussion: A clinical pharmacy service was successfully 
implemented into the MHSSU. Medication history and 
reconciliation proved valuable to identify clinical interventions. 
A lower rate of discharge activities was likely a result of the 0.5FTE 
service which was also identified as an improvement strategy in 
the staff survey. The data shows the important role of the clinical 
pharmacist in medication management in high turnover mental 
health wards.

203 ATTENTION DEFICIT HYPERACTIVITY DISORDER: 
OBSTETRIC MEDICINES INFORMATION SERVICE ENQUIRIES

Monica Sajogo1, Tamara Lebedevs1

1King Edward Memorial Hospital, Perth, WA

EMAIL tamara.lebedevs@health.wa.gov.au

Background: The use of medications for Attention Deficit 
Hyperactivity Disorder (ADHD) has been steadily increasing. 
Pharmacotherapy has been shown to be effective, especially 
in compliant patients. There are numerous factors to poor 
compliance including concurrent mental health disorders and 
employment status. There’s also an added safety concern in 
obstetric patients, which can further reduce compliance towards 
prescribed medications, despite documented evidence of the 
benefits of pharmacotherapy in this setting.

Objectives: The objective of this study was to evaluate ADHD 
medication phone enquiries made between January 2014 
to September 2018 and to present current evidence for 
pharmacotherapy in pregnancy and breastfeeding.

Methods: All ADHD medications enquiries made to the obstetric 
medicines information service within the study period were 
evaluated. Exclusion criteria included enquiries related to other 
indications such as narcolepsy, analgesia, and hypertension. 
A literature search was conducted to evaluate the current evidence 
of pharmacotherapy for ADHD in pregnancy and breastfeeding.

Results: There were 10,799 enquiries, with 118 (1.1%) related 
to ADHD medications. From the ADHD medications, 51% related 
to safety in pregnancy, 45% in breastfeeding, and 2% in concurrent 
pregnancy and breastfeeding. 2% were “other” enquiries such as 
drug interactions and contraceptive options for women on ADHD 
medications. 47% were made by the public, 32% by doctors, 12% 
by nurses and midwives, and 9% by pharmacists. The medications 
enquired included dexamfetamine (73%), methylphenidate 
(19%), lisdexamfetamine (4%), clonidine (3%), and atomoxetine 
(1%). Evidence collated from the literature search indicated that 
untreated and undertreated ADHD can negatively affect both the 
mother and infant’s wellbeing. Pharmacotherapy can help improve 
pregnancy outcomes and allow mothers to provide a safe and 
supportive environment for her breastfeeding infant(s).

Discussion: The study indicates that there is a concern and 
need for evidence-based information from both the public 
and healthcare professionals regarding ADHD medications 
in pregnancy and breastfeeding.
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204 EVALUATING THE IMPACT OF PHARMACISTS IN THE OLDER 
PERSONS COMMUNITY MENTAL HEALTH SETTING

Temitope Afolabi1,2, Gemma Meredith3

1Lyell McEwin Hospital, Adelaide, SA, 2Northern Older Persons 
Community Mental Health Service, Adelaide, SA, 3University of South 
Australia, Adelaide, SA

EMAIL Esther.Afolabi@sa.gov.au

Background: In January 2019, the Older Persons Community 
Mental Health Team (CMHT) within our network broadened its 
services to include a clinical pharmacist. The ratio of pharmacists 
to consumers was 1:91 consequently, medication reviews were 
conducted on a referral basis. To optimise service delivery, in 
August 2021, pharmacist-initiated medication reviews of newly 
allocated consumers commenced in addition to reviewing 
consumers on request.

Aim: To identify common pharmacist-led interventions and 
determine if pharmacist-initiated medication reviews impact 
on timeliness of interventions.

Method: A retrospective review of pharmacist medication review 
reports compiled over a 47-week period and consumer electronic 
records was conducted. Reasons for referrals to the clinical 
pharmacist and pharmacist-led interventions were identified. 
Consumers were divided into two groups: ‘pre-intervention’ group 
included consumers reviewed prior to the start of pharmacist-
initiated reviews, and the ‘post-intervention’ group were those 
reviewed from August 2022.

Results: A total of 69 pharmacist reports were identified, 
including 36 performed in the pre-intervention group, all on a 
referral basis, and 33 in the post-intervention group (9 referral-
based reviews and 24 initiated by the pharmacist). The most 
common reasons for referral included medication review (33%), 
psychotropic medication related enquiries (31%), and patient 
education (22%). The most common pharmacist-led interventions 
included medication history gathering and reconciliation (100%), 
psychotropic treatment recommendations (48%), and patient 
education (48%). Post commencement of pharmacist-initiated 
medication reviews, the median time from entry into the service 
to pharmacist review decreased from 41 to 8 business days 
(p<0.001), resulting in 82% of consumers reviewed being seen 
within the first four weeks compared to 36% pre-intervention.

Discussion: Pharmacists in CMHTs are a specialised resource 
within the multi-disciplinary team and are well positioned to 
support consumers with mental illnesses. Pharmacist-initiated 
medication reviews demonstrated that proactive pharmacist 
reviews are feasible and facilitate timely interventions within 
this population.

205 SEMAGLUTIDE: AN EFFECTIVE WEIGHT LOSS ADJUNCT 
FOR MENTAL HEALTH CONSUMERS UTILISING AN INNOVATIVE 
METABOLIC CLINIC?

Yvette Haselden1, Dr Mridula Kayal1

1Cairns Hospital, Cairns, Qld

EMAIL yvette.haselden@health.qld.gov.au

Background: Consumers experiencing severe mental illness (SMI) 
have a 20 year mortality gap compared to the general population. 
This gap is linked to increased rates of cardiovascular disease, 
type 2 diabetes and the social determinants of mental illness & the 
medications for treatment. A one-of-a-kind metabolic clinic has 
been set up in a regional hospital to address the physical health of 
SMI consumers with the aim of reducing long-term cardiovascular 
risk. The multidisciplinary clinic offers a range of interventions, 
including semaglutide.

Semaglutide is a human glucagon-like-peptide-1 receptor agonist 
licensed for the treatment of diabetes mellitus. Evidence shows 
that semaglutide, used as an adjunct to diet and lifestyle measures, 
assists with weight loss in the non-diabetic population, but there 
is no current evidence specific to the mental health population.

Aims/objectives: To gauge the effectiveness and acceptability 
of semaglutide as a weight loss adjunct at an innovative metabolic 
clinic for mental health consumers.

Methods: Consumers attending the clinic were offered 
semaglutide as part of a structured 16-week program if they 
demonstrated good initial engagement.

Consumers were titrated to a dose of 1mg per week which, 
if tolerated, was continued indefinitely.

Results: 17 participants commenced on semaglutide, with 
current length of treatment between six and 52 weeks. To date 
recorded weight loss is an average of 0.5 kilograms per week. 
Dispensing records indicate good adherence with 85% of patients 
regularly collecting their injections. Three patients discontinued 
semaglutide; one due to adverse effects and two were lost to 
follow-up.

Discussion: Limitations of the study include that weight loss 
cannot be attributed solely to semaglutide & supply issues have 
had an impact.

The results of this study show that the use of semaglutide is 
well tolerated in this population and can support weight loss in 
conjunction with other measures with further research warranted.
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206 NO RASH DECISIONS – A PROBABLE CASE 
OF HYPERSENSITIVITY TO INERT INGREDIENTS

Aleesha Lindsay1, Renee Dimond1

1Grampians Health Ballarat, Ballarat, Vic

EMAIL aleeshalindsay@outlook.com

Objective: To describe a probable case of hypersensitivity 
to levothyroxine tablet.

Clinical features: A 12-year-old Caucasian female presented with 
a two-month history of pain and fatigue with no significant past 
medical history. Baseline bloods including thyroid function tests 
(TFT) identified hypothyroidism with antithyroglobulin antibody 
in normal range and antithyroid peroxidase markedly elevated 
(greater than 1300 U/mL). The patient was diagnosed with 
Hashimoto’s thyroiditis and commenced on levothyroxine tablets 
50 microgram daily. On day 5 of treatment, the patient developed 
a rash including “itchy red spots” across the chin and forehead.

Literature review: Hypersensitivity to levothyroxine has not been 
documented, however, inactive ingredients in tablet formulations 
may cause hypersensitivity reactions, including urticaria, pruritus, 
rash, flushing, angioedema, gastrointestinal symptoms, fever, 
arthralgia, serum sickness, and wheezing. Case reports in adults 
have been published however to the best of our knowledge, no 
cases in children have been reported.

Pharmacist interventions, case progress and outcomes: 
Levothyroxine administration was ceased. Consultation with the 
paediatric endocrinologist occurred who confirmed that allergy 
to levothyroxine itself would be unlikely. The question of how to 
manage ongoing thyroid hormone supplementation was posed 
to the paediatric pharmacist. A literature search concluded the 
reaction was likely due to tablet excipients, or was incidental. 
Review of available levothyroxine tablet formulations including 
excipient lists occurred, with trial of an alternate tablet brand 
being recommended. The patient tolerated the new brand of 
levothyroxine with no rash reported after 7-days of treatment. 
Ongoing paediatrician review and TFT monitoring to assess 
response will occur.

Discussion: Hypersensitivity reactions to levothyroxine including 
urticaria, pruritis and rash are most likely due to inactive tablet 
ingredients. Common allergens including food components and 
colouring agents should be considered. Trial of an alternate brand 
with differing excipients should occur prior to consideration of the 
need for alternate agents or allergy testing.

207 A PROSPECTIVE OBSERVATIONAL STUDY OF 
ANTINEOPLASTIC INDUCED NAUSEA AND VOMITING (AINV) 
PROPHYLAXIS AND MONITORING

Andrew Paton1

1Queensland Children’s Hospital, Brisbane, Qld

EMAIL andrew.paton@health.qld.gov.au

Background: Antineoplastic induced nausea and vomiting 
(AINV) is a common and debilitating side effect associated with 
antineoplastic agents. Since introducing an AINV guideline, 
assessment of the effect, guideline adherence and AINV 
assessment tools has not occurred.

Aims: Firstly, to determine the proportion of patients experiencing 
AINV at a paediatric hospital. Secondly, to determine the proportion 
of patients receiving appropriate AINV prophylaxis and effect on 
AINV. Finally, to understand the AINV assessment tools used and 
frequency of monitoring.

Methods: Data from patients receiving antineoplastic therapy 
as an inpatient was prospectively collected over a two-week 
period. Demographics, antineoplastic therapy, AINV prophylaxis, 
AINV response, AINV assessment and frequency of assessment 
were collected.

Results: 27 patients, including 4 antineoplastic naive, received 
27 cycles of antineoplastic therapy. 67% were highly emetogenic 
chemotherapy (HEC) and 30% were moderately emetogenic 
chemotherapy (MEC). 58% of patients we treated for solid tumours.

Complete protection (CP) occurred in 61% of HEC patients in 
the acute phase and 67% in the delayed phase. CP occurred 
in 13% of MEC patients in the acute phase and 50% in the 
delayed phase. 52% of patients received AINV prophylaxis 
adherent to institutional guidelines. The most common reason 
for nonadherence was omission of regular dexamethasone. 
Patients had higher risk of both acute and delayed AINV when 
AINV prophylaxis did not adhere to guidelines.

AINV monitoring was mainly documented by nurses (65%) 
and medical officers (33%). AINV reporting was predominantly 
qualitative (59%) followed by FLACC (33%).

Conclusion: Despite the use of AINV prophylaxis, AINV remains 
a significant concern for paediatric patients. While HEC AINV 
response was encouraging, MEC response rates were poor. This 
may be due to underutilisation of dexamethasone. Adherence to 
AINV prophylaxis guidelines may reduce AINV in these patients. 
The use of validated AINV assessment tools may more accurately 
describe AINV in these patients.
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208 IDENTIFYING HOSPITALISED CHILDREN LIVING WITH 
ADULTS WHO SMOKE CIGARETTES: ASSESSING PREVALENCE 
AND ADMISSION PRACTICES

Breanna Slattery1, Renee Dimond1, A/Prof Anna Ugald2, 
Grace Went, A/Prof Anna Wong Shee1,3

1Grampians Health – Ballarat, Vic, 2Deakin University, Melbourne, 
Vic, 3Deakin University Rural Health, Ballarat, Vic

EMAIL reneejhowlett@hotmail.com

Background: The Royal Australian College of General Practitioners 
recommends that all parents/carers of hospitalised children 
are asked about their smoking status by health professionals as 
part of routine care. However, international literature suggests 
that addressing smoking status in this group is not consistently 
performed by health professionals.

Aim: To explore the prevalence and identification of hospitalised 
children who are exposed to second-hand cigarette smoke in 
their home.

Methods: This prospective observational study was conducted in 
two parts: Part 1 utilised a cross-sectional survey to identify the 
proportion of children admitted to a regional general paediatric 
unit who live with adults who smoke cigarettes. Parents/carers of 
children admitted between April to September 2021 were invited 
to participate in the survey during the standard nursing admission 
process. Part 2 involved a survey across 15 metropolitan and 
regional public health services to determine if identification of 
parent/carers’ smoking status is a routine part of the standard 
paediatric admission process.

Results: 453 parent/carer responses were obtained from 782 
consecutive new admissions (response rate: 58%). Nearly a 
third of respondents (n=136, 30%) indicated that their child, 
requiring hospital admission, lived with at least one parent/
carer who identified as a current cigarette smoker. Of the 15 
health services surveyed, four (27%) nursing units reported 
routinely asking parents/carers about their smoking status as 
part of the standard admission process. Only 11 of the 15 health 
services had a dedicated clinical pharmacy admissions service. 
No pharmacists reported routinely assessing parent/carer 
smoking status at admission.

Discussion: Admission to hospital provides an opportunity to 
enhance care for children by addressing nicotine dependence 
within their families. Findings suggest routine recording of 
smoking status can be improved. This would allow for progression 
of smoking cessation interventions to drive quit attempts in 
parents/ carers of children admitted to hospital.

210 RANIBIZUMAB FOR RETINOPATHY OF PREMATURITY – 
A VISIONARY GAME CHANGER!

Deshina Naidoo1, Dr Pathma Joseph1,2, Heloise Payne1,2, 
Lillian Bruce1,2

1Sydney Children’s Hospitals Network, Sydney, NSW, 
2University of Sydney, Sydney, NSW

EMAIL deshina.naidoo@health.nsw.gov.au

Background: The standard treatment of Retinopathy of 
prematurity (ROP) in neonates is peripheral retinal laser 
photocoagulation which is not risk free. Intravenous bevacizumab, 
a vascular endothelial growth factor inhibitor is also used 
intravitreal. Ophthalmologists were using ranibizumab (intravitreal 
formulation) off-label as an alternative therapy. This study audits 
the safety, efficacy and cost effectiveness of ranibizumab for ROP 
treatment at a tertiary paediatric hospital.

Methods: A retrospective chart review of medical and laboratory 
records from May 2019-June 2021 of patients who had received 
ranibizumab intravitreal injection for ROP was conducted. 
Indication, dose, duration, monitoring parameters, adverse 
effects, ophthalmologists review and projected cost were 
assessed. A literature review was completed on the use of 
Ranibizumab for ROP.

Results: 9 patients (n=5 males), median age 79 days (range 
57–148 days), born at median gestational age of 25 weeks 
(range 23–28 weeks) with median birth weight 635 g 
(range = 540 g–750 g) 9 patients received 17 doses (13 doses 
of 0.2 mg and 4 doses of 0.15 mg) of ranibizumab. One patient 
received ranibizumab treatment at another hospital and was 
admitted for follow-up. Six patients treated with ranibizumab 
required no further treatment for ROP. Two patients required a 
follow-up treatment of laser therapy to both eyes and another 
patient required an additional dose of ranibizumab in one eye. 
Adverse effects reported included swollen eyes and haziness of 
the cornea in 3 patients. The projected average cost of ranibizumab 
treatment per patient was $1967 in comparison to bevacizumab 
cost of $122.

Conclusion: In our patient cohort, ranibizumab was found to be 
safe and effective for ROP treatment with minimal adverse effects. 
Further investigation on long-term safety and developmental 
outcomes as well as comparison with bevacizumab and laser 
therapy in terms of safety, benefits and cost-effectiveness is 
required to support access and funding.
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211 PAEDIATRIC IDIOPATHIC PANCREATITIS – COULD 
GUANFACINE BE A CULPRIT?

Erin Randall1, Dr Alka Garg1

1SA Pharmacy, Adelaide, SA

EMAIL Erin.Randall@sa.gov.au

Objective: To report two local cases of acute idiopathic 
pancreatitis in children using guanfacine for management 
of Attention Deficit Hyperactivity Disorder (ADHD).

Clinical features: Two male children - aged thirteen and ten, 
developed first episodes of pancreatitis while taking guanfacine 
for ADHD. Both patients had no reasonable explanation for 
pancreatitis and both recovered when guanfacine was withheld.

Literature review: There is no concrete literature linking 
guanfacine with paediatric pancreatitis. Some case reports are 
however available. A total of four case reports have been reported 
through Eudravigilance, (adverse drug reactions in the European 
Economic Area) and the U.S Food & Drug Administration linking 
paediatric pancreatitis to guanfacine use.

Pharmacist intervention, case progress and outcomes: 
Two patients (male, ages 10 and 13) were admitted to a tertiary 
Paediatric hospital within one-month period with pancreatitis, 
most likely linked to guanfacine. Presentation symptoms included 
abdominal pain, anorexia, nausea and vomiting. On investigation, 
elevated lipase of 701 and 5613 units/litre respectively were found.

Both children were treated as inpatients with weaning clonidine 
prescribed to avoid rebound hypertension, associated with 
guanfacine cessation. In both cases, symptoms resolved following 
guanfacine cessation.

The children were managed differently on discharge; one was 
recommenced on low dose guanfacine and the other completely 
ceased awaiting follow up. The decision to recommence was 
determined by the treating consultant and private paediatrician 
managing the ADHD.

A Clinical Pharmacist was involved throughout both admissions to 
facilitate safe guanfacine withdrawal and provide education to the 
treating team and patient families. Consequently, the pharmacy 
department were educated on guanfacine treatment interruption 
and managing pancreatitis.

Discussion: These cases of pancreatitis subsequent to guanfacine 
usage, along with other global case reports, highlight that guanfacine 
may be linked with pancreatitis. Paediatricians should prescribe 
with caution and pharmacists be educated and aware of this 
potential reaction.

212 PAINCHEK® INFANT: CLINICAL FEASIBILITY FOR 
ASSESSING PROCEDURAL PAIN

Prof Jeff Hughes1,2, A/Prof Paola Chivers3,4, Prof Kreshnik Hoti2,5

1Painchek Ltd, Sydney, NSW, 2Curtin University, Perth, WA, 
3University of Notre Dame, Fremantle, WA, 4Edith Cowan University, 
Perth, WA, 5University of Pristina, Kosovo

EMAIL j.d.hughes@curtin.edu.au

Background: The management of procedural pain in infants 
is suboptimal, in part, compounded by the scarcity of a simple, 
accurate, and reliable method of assessing such pain.

Aims: In this study, we aimed to evaluate the clinical feasibility 
of PainChek® Infant, a point-of-care mobile app that uses artificial 
intelligence to assess procedural pain in infants.

Methods: Four trained assessors completed pain assessments 
on a total of 160 videos of infants undergoing immunisation, 
using PainChek® Infant standard, PainChek® Infant adaptive, 
the Neonatal Facial Coding System-Revised (NFCS_R) single, the 
NFCS-R multiple, and the observer administered Visual Analogue 
Scale, on two separate occasions. Accuracy and precision of the 
tool were evaluated, together with the cut-off score using Receiver 
Operator Characteristic (ROC) analysis. Clinician comprehensibility 
was evaluated using a standardized questionnaire. Other feasibility 
aspects where evaluated based on COSMIN Guidelines for 
selecting Outcome Measurement Instruments (OMIs).

Results: A total of 4,303 pain assessments were completed. 
The study involved 40 videoed infants aged 2.2–6·9 months 
(median age 3.4 months). ROC analysis demonstrated high 
accuracy for PainChek® Infant Standard and Adaptive modes 
(Area under the curve [AUC] = 0.966 and 0.966, respectively). 
Accuracy and precision at the chosen cut-off score of ≥ 2 
were 0.912 and 0.897, respectively for the adaptive mode. 
PainChek® Infant performed well across a range of feasibility 
aspects, including interpretability (defined cut-off score), 
ease of administration (fully automated), length of OMI (only 
6 items), completion time (3 seconds), ease of standardization 
(AI-enabled facial analysis), clinician’s comprehensibility (clear 
and easily understood), type of OMI (unidimensional), required 
equipment (iOS smart-device), type of administration (point-of-
care), availability in different settings (setting agnostic) and ease 
of score calculation (automated).

Discussion: The available evidence supports the feasibility of 
using PainChek® Infant in clinical practice for its intended use, 
i.e. assessment and monitoring of procedural pain.
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213 ADVANCED THERAPEUTICS: IS PHARMACY PREPARED 
FOR THE FUTURE?

Joni Donagher1, Lani Attwood1, Deshina Naidoo1, Peter Barclay1

1The Children’s Hospital at Westmead, Sydney, NSW

EMAIL joni.donagher@health.nsw.gov.au

Background: Advanced therapeutics (AT) are a new class of 
medicines based on genes, cells and tissues. Broadly speaking 
these can be gene therapies, somatic cell therapies, tissue 
engineered or bacteriophage therapy products. AT have the 
potential to treat rare diseases with currently limited treatment 
options or cures. Our LHD was one of the first sites to commence 
gene therapy clinical trials and were the first hospital site in 
Australia approved for Zolgensma® & Luxturna® treatment; the 
first two TGA approved gene therapies in Australia used for the 
treatment of spinal muscular atrophy and inherited retinal disease.

Objective(s): To outline the different gene therapy types, complex 
regulation processes, critical role pharmacy plays in preparation 
and delivery of AT and the impact on the hospital pharmacy system.

Action: Our LHD is currently involved in creation of one the first 
AT centres where it is likely most patients requiring AT treatment 
within NSW or Australia will be treated. The centre is involved in 
clinical research, policy and guideline development for clinicians 
and patients/families regarding gene therapy and establishing 
a new, innovative role for hospital pharmacists.

Evaluation: AT products are going from clinical trial to registered 
therapeutic product at a faster pace than ever before. Horizon 
scanning tells us that the number of ATs going to clinical trials is 
increasing with researchers looking at indications impacting every 
speciality and age range.

Discussion: Currently, these are the most expensive therapies 
globally but come with the promise of potentially life changing 
outcomes for patients. Pharmacy departments across Australia 
need to ensure we have a seat at the table when dealing with 
this new exciting era of AT medicines. Our LHDs’ early adoption 
and experience with these therapies means we are being seen 
as leaders in this space as other sites begin dealing with these 
complex therapies.

214 ALPHA AGONISTS IN CHILD AND ADOLESCENT 
PSYCHIATRY – CASE SERIES

Judy Longworth1

1Children’s Hospital at Westmead, Sydney, NSW

EMAIL judy.longworth@health.nsw.gov.au

Objective: Given the increase in reported poisonings for clonidine1 
and guanfacine is the use warranted?

Clinical features: Two different adolescent presentations will 
show the variation in use of alpha agonists in either neurotypical 
such as in functional neurological disorder (FND) or autistic 
intellectual disability populations.

Literature review: Increasing recognition of the role of stress 
systems in the activation of the autonomic nervous system and the 
presentation of patients with FND and other forms of behavioural 
activation. Clonidine and guanfacine block the arousal by blocking 
the alpha 2A, 2B, 2C and imidazole receptors. With the associated 
decrease in adrenaline thus ability to participate in other clinical 
interventions.

Pharmacist interventions, case progress and outcomes: 
As part of the multidisciplinary teams looking after these patients, 
input into various pharmacological measures is sought together 
with psychological and other therapies. These therapies enable 
the patient and carers to utilise the other modalities to be more 
effective and thus enable the adolescent to help develop their 
own regulatory strategies.

Discussion: Given the lack of medication fixes for behavioural 
issues in neurodevelopmental patients as often requested. 
Clonidine is utilised as it has a profile to quieten the arousal 
associated when a patient is unable to self-regulate and control 
their actions instead of using sedating antipsychotics associated 
with significant weight gain.

In both cases the utilisation of clonidine and guanfacine has enabled 
the patients to be managed at home and thus reducing the burden 
on an overstretched health service. The use also enables both the 
patient and family engage in useful behavioural skills education.

References: 

1. Cairns R, Brown JA, Buckley N. Clonidine exposures in children 
under 6 (2004-2017): a retrospective study. Arch Dis Child 
2018;0:1-5
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215 DRUG USE EVALUATION: THE APPROPRIATENESS 
OF CEFTRIAXONE PRESCRIBING IN A REGIONAL 
PAEDIATRIC POPULATION

Kane Suchenia1,2, Dr Georgina Trotter1,2, Deborah Trotta1,2

1Kalgoorlie Health Campus, Kalgoorlie, WA, 2WA Country Health 
Service, Perth, WA

EMAIL kane.suchenia@gmail.com

Background: Prescribing of antimicrobials according to current 
Therapeutic Guidelines or locally endorsed guidelines is important, 
as recognised in the Antimicrobial Stewardship (AMS) Clinical Care 
Standard. A regional AMS service recognised the need for evaluation 
of ceftriaxone prescribing due to an increased frequency of use in 
paediatric populations where appropriateness was uncertain.

Aim/objectives: To assess the appropriate prescribing of 
ceftriaxone at a regional hospital for patients aged between one 
month and 16 years old.

Methods: This is a retrospective observational case-control study. 
Patients who were discharged from the paediatric ward between 
the 1st of January and the 1st of April 2022 were screened using 
discharge summaries and medical records. Patients prescribed 
ceftriaxone were included in the study. Therapeutic Guidelines and 
locally endorsed guidelines were used to assess compliance, and 
the National Centre for Antimicrobial Stewardship (NCAS) matrix 
was used to assess appropriateness.

Results: Ceftriaxone was charted in 26% (n=42) of screened 
patients (n=161), with 11 patients receiving a once-only dose that 
differed from the regular dose charted in route, dose or frequency. 
Of the 53 chart orders of ceftriaxone prescribed, 60% (n=32) 
were compliant with guidelines, 32% (n=17) were non-compliant 
with guidelines, and 8% (n=4) were directed therapy. Using the 
appropriateness matrix, 66% (n=35) were appropriate, and 34% 
(n=18) were inappropriate.

Discussion: Ceftriaxone is a commonly used broad-spectrum 
antibiotic in paediatric populations with several indications. The 
study revealed that approximately one-third of chart orders were 
inappropriately prescribed. Greater adherence to guidelines by 
prescribers is required to optimally treat microbial infections and 
to reduce the incidence of resistance, toxicity and unnecessary 
costs. Potential areas for intervention include skin and soft tissue 
infections and other indications where ceftriaxone is not first-line 
therapy. Additionally, clear documentation in medical records to 
ensure all health care professionals have access to consistent 
and current information remains critical.

216 OMALIZUMAB FOR ALLERGIC BRONCHOPULMONARY 
ASPERGILLOSIS IN PAEDIATRIC PATIENTS WITH CYSTIC 
FIBROSIS

Kate McLellan1, Kate Stanford1, Joni Donagher1, Melanie Wong1, 
Hiran Selvadurai1, Dr Pathma Joseph1

1Children’s Hospital at Westmead, Sydney, NSW

EMAIL knstanford@gmail.com

Background: Allergic bronchopulmonary aspergillosis (ABPA) 
in acute exacerbations, further complicates a cystic fibrosis (CF) 
patient’s condition. Antifungal agents and high dose systemic 
glucocorticoids are the mainstay treatment in acute ABPA 
exacerbations. These present limitations where patients are 
presenting with poor symptom control, continual exacerbations 
and adverse effects as a result of the prolonged therapy. Off-label 
omalizumab is a steroid-sparing alternative therapy.

Aim: To investigate the efficacy, safety, and cost of omalizumab for 
the treatment of ABPA in CF patients at a tertiary paediatric hospital.

Methods: A retrospective study to assess the efficacy of 
omalizumab in the treatment of ABPA in CF patients was 
conducted. We reviewed medical and laboratory records from June 
2013 to June 2022 of patients who have received one or more 
doses of omalizumab (XolairTM). We measured symptom control, 
adverse effects of treatments, body mass index, FEV1% predicted, 
immunoglobulin E levels and cost to date.

Results: 11 patients with an average age of 14 (range 10-19) 
years received 300 mg/dose monthly initially. 5 patients have 
been successfully stretched to 6−8 weekly and 2 patients have 
stretched and ceased omalizumab, average treatment duration of 
3.5 years. These patients ceased or reduced oral corticosteroid and 
antifungal use. Omalizumab therapy was less effective in patients 
with poor compliance and concomitant long-term infections. 
Unwanted side effects of systemic steroids were reduced and 
ABPA remission prolonged. The total average cost of omalizumab 
treatment per patient was $38,522.55 (range $6560-$82841) for 
566 treatment sessions with an average of 52 treatments/patient, 
an annual cost of $9840 per patient.

Conclusion: Omalizumab has the potential to be an alternative 
treatment for ABPA in CF patients due to its steroid-sparing effects 
and beneficial clinical outcomes and, particularly beneficial in the 
paediatric population where growth suppression and poor glucose 
control is often worsened by prolonged systemic steroid use.
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217 OFF LABEL INTRANASAL CORTICOSTEROIDS 
& DECONGESTANTS: YOU NOSE THEIR PAEDIATRIC 
USE WILL BLOW YOU AWAY!

Kate Stanford1, Kate McLellan, David Luo, Dr Pathma Joseph, 
Mohammad Azeem, Dr Alan Cheng
1The Children’s Hospital at Westmead, Sydney, NSW

EMAIL knstanford@gmail.com

Background: The off-label prescribing of intranasal corticosteroids 
and decongestants in young children where there is a paucity of 
safety and efficacy evidence occurs in practice. This study will 
audit the prescribing of these intranasal medications in order 
to inform best practice at a tertiary paediatric hospital.

Aim: To retrospectively audit the off-label prescribing of intranasal 
corticosteroids and decongestants in young children and for 
indications for which there is limited evidence to inform the 
formulary and local guidelines.

Methods: A survey was conducted among clinical pharmacists 
to identify intranasal corticosteroids and decongestants that are 
commonly prescribed off-label at a tertiary paediatric hospital, 
informed by the Australian Medicines Handbook Children’s Dosing 
Companion dosing guidelines. A retrospective chart review of 
medical and laboratory records over 12 months (1 June 2021 
– 31 July 2022) of patient’s age and indications who had been 
prescribed the medicines of interest was conducted.

Results: The clinical pharmacist survey identified intranasal 
mometasone, fluticasone, budesonide, oxymetazoline and 
xylometazoline being used off-label. 22 patients age <2 years 
were prescribed mometasone and 16 for off-label indications 
e.g. periorbital cellulitis (7), acute sinusitis (3). Fluticasone 
was prescribed to 10 patients age <4 years and to 2 patients 
for eosinophilic esophagitis and nasal polyps. Xylometazoline 
(19 patients) and oxymetazoline (30 patients) were prescribed 
to children <6 years and for 11 (e.g. periorbital cellulitis (4), 
epistaxis (4)) and 65 (e.g. epistaxis (38), orbital sinusitis (6), 
preseptal cellulitis (2), post adenoidectomy surgery (2)) 
off-label indications respectively.

Discussion: This data on off-label use of intranasal corticosteroids 
and decongestants in children will inform possible extension of 
formulary and development of local paediatric guidelines based 
on practice and expert opinion. Further studies are required to 
determine the safety, efficacy and relevance of using intranasal 
corticosteroids and decongestants in young children and for 
off-label indications to explore medication re-labeling.

218 KEEPING BABIES SAFE DURING RESUSCITATION

Megan Clark1,2, Dr Risha Bhatia3,4, Kate Duthie4, Dr Simon Craig3,5,6

1Pharmacy Department, Monash Health, Melbourne, Vic, 
2Department of Pharmacy and Pharmaceutical Science, Monash 
University, Melbourne, Vic, 3Department of Paediatrics, Monash 
University, Melbourne, Vic, 4Monash Newborn, Monash Children’s 
Hospital, Melbourne, Vic, 5Paediatric Emergency Department, 
Monash Medical Centre, Emergency Service, Monash Health, 
Melbourne, Vic, 6Emergency Research Group, Murdoch Children’s 
Research Institute, Melbourne, Vic

EMAIL megan.clark@monashhealth.org

Background: Medication errors during emergencies are common. 
A recent survey of neonatal medical and nursing staff suggested 
that team members lacked confidence in appropriate prescription, 
preparation and administration of drugs with over 50% of 
respondents involved in medication errors1.

Objective: We aimed to develop a resource for resuscitation team 
members that may prevent medication errors during neonatal 
emergencies to reduce harm.

Method: In response to a critical incident, a weight-based guide 
was developed with multi-disciplinary consultation involving team 
members across the neonatal nursing and medical, pharmacy and 
paediatric emergency departments.

Evaluation: A weight-based equipment size and medication guide 
in an A4 size book format with the medications and equipment 
needed during an emergency was developed. Pages of the open 
face of the book corresponded to a single weight starting at 300 g 
and increasing incrementally to a maximum weight of 7 kg. Each 
page features a set of standardised colour-coded tables outlining 
equipment and doses (including preparation and administration) 
of commonly used medications in the management of sedation, 
paralysis, shock, infection, bleeding, electrolyte abnormalities 
and seizures. Algorithms for newborn life support, difficult 
airway, supraventricular tachycardia, seizure management, 
and a medication compatibility table were also included.

This resource was rolled out to the emergency departments, 
postnatal wards, birth suites, operating theatres and neonatal 
units across our health service. Early anecdotal experiences have 
described reduced cognitive load for clinicians, and reduced time 
taken for medication preparation.

Discussion: This quality improvement initiative may reduce 
medication errors in high-pressure neonatal resuscitations. 
Ongoing quality assurance projects are planned following 
implementation.

Reference: 

1. Nguyen T, Illipparampil R, Wylie L, Cohen NS, Clark M, 
Bhatia R, et al. Cross-sectional survey of Australian and New 
Zealand clinical staff to explore attitudes regarding medication 
prescription and administration during neonatal emergencies. 
J Paediatr Child Health. 2022 Apr;58(4):641-648.
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219 MEDICATION ERRORS DURING NEONATAL EMERGENCIES: 
ATTITUDES OF CLINICIANS IN AUSTRALIA & NEW ZEALAND

Megan Clark1,2, Dr Risha Bhatia3,4, Kate Duthie4, 
Dr Timothy Nguyen3,5, Dr Simon Craig3,5,6

1Pharmacy Department, Monash Health, Melbourne, Vic, 
2Department of Pharmacy and Pharmaceutical Science, Monash 
University, Melbourne, Vic, 3Department of Paediatrics, Monash 
University, Melbourne, Vic, 4Monash Newborn, Monash Children’s 
Hospital, Melbourne, Vic, 5Paediatric Emergency Department, 
Monash Medical Centre, Emergency Service, Monash Health, 
Melbourne, Vic, 6Emergency Research Group, Murdoch Children’s 
Research Institute, Melbourne, Vic

EMAIL megan.clark@monashhealth.org

Background: Neonatal emergencies are prone to medication errors 
due to complexities at each step of the process.

Aim: To survey Australasian neonatal nursing and medical staff 
about experience with medication errors, point of care medication 
resources and confidence with aspects of medication use during 
emergencies.

Methods: A cross sectional survey was distributed to neonatal 
units affiliated with the Australian and New Zealand Neonatal 
Network. The data collected included demographics of the 
participants, experience of medication errors, confidence regarding 
medication use, and of medication aides and resources to assist 
with safe administration. The results were compared by years of 
experience (<5 years, 5-10 years, >10 years) and by profession 
(nurse, doctor).

Results: More than half of respondents (n=133) reported being 
personally involved in a medication error in the last 12 months, and 
these related to variety of reasons including delayed administration 
(33%), incorrect documentation (18%), and incorrect dose (17%). 
Free text responses highlighted issues relating to adrenaline 
(epinephrine) administration, difficulty with infusion pumps and 
cognitive burden that medication use and calculations place on 
staff involved in resuscitations. Clinicians across both disciplines 
were most confident calculating medication doses (89%, n=119). 
Our results show evidence of a positive safety culture across the 
neonatal speciality with 100% of respondents feeling confident 
to ask questions when uncertain.

Discussion: Medication errors in neonatal emergencies are 
common. Strategies to reduce error and cognitive burden to 
clinicians should be implemented in settings where neonates 
require emergency care or resuscitation.

220 SUPPLIED IN VAIN – COMPATIBILITY OF STANDARD 
ORAL SYRINGES WITH MEDICATION PACKAGING

Prabhnisha Kaur Keshminder Singh1,2, Dr Alka Garg1, 
Michael Buxton1

1Women’s and Children’s Hospital, North Adelaide, SA, 
2University of South Australia, Adelaide, SA

EMAIL kespy002@mymail.unisa.edu.au

Background: Many oral liquid medications come pre-packaged 
with dosing devices. Some devices may be inappropriate for 
various reasons.

Objective(s): 

1. To identify which oral liquid products in an Australian 
Paediatric hospital come with inappropriate dosing devices

2. To survey Australian pharmacists in multiple settings regarding 
current practices in provision of oral measuring devices to 
consumers, to support safe medication administration.

Action (Method): Oral liquid products in an Australian Tertiary 
Paediatric Hospital were assessed for:

• Inclusion of pre-packaged dosing devices

• Assessing those pre-packaged dosing devices as to whether 
they were fit for purpose

• Letters were sent to manufacturers to alert them about 
potentially inappropriate measuring devices.

• Compatibility of bottle neck with different sizes of enteral 
and nasogastric syringes available within the service

An anonymous survey was sent to Australian pharmacists in 
multiple settings, enquiring about current practices in provision 
of oral measuring devices to consumers, to support safe 
medication administration.

The survey was distributed through various channels including 
the Pharmaceutical Society of Australia, the Pharmacy Guild of 
Australia, the Society of Hospital Pharmacists of Australia, social 
media and personal emails to contacts at other hospitals.

Evaluation: Of the 95 oral liquid products stocked at the hospital, 
33 products came with pre-packaged administration devices. 
Of these, 17 were found to be inappropriate. These included 
measuring spoons, measuring cups and syringes with limited 
or inappropriate gradations.

Survey is still open. Preliminary results show that 47% of the 
respondents provide oral syringes to measure liquid medications, 
33% do not while 20% do so sometimes.

Discussion: The data will be presented as a poster illustrating 
compatible oral syringes to each oral liquid product available.

The data from the survey will be published and shared to raise 
awareness and implement strategies within community and 
hospital pharmacies to improve patient access to suitable 
medication measuring devices.
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221 EVALUATION OF SURGICAL ANTIMICROBIAL PROPHYLAXIS 
IN PAEDIATRIC PATIENTS UNDERGOING ORTHOPAEDIC 
SURGERY AND RESULTING ORGANISATIONAL CHANGE

Quynh Tran1, Sameen Zia1, Sherine Tan1

1Western Health, Melbourne, Vic

EMAIL kwinelainet@gmail.com

Background: Inappropriate surgical antimicrobial prophylaxis 
(SAP) prescribing can contribute to microbial resistance and 
suboptimal dosing resulting in infection. Electronic medical records 
(EMR) helps to ensure standardised prescribing, but discrepancies 
can occur when paper charts are used simultaneously.

Aim/objective(s): To assess the appropriateness of SAP for 
paediatric orthopaedic procedures, and to explore reasons 
for non-compliance.

Methods: A retrospective audit of 55 paediatric patients who 
underwent orthopaedic surgery during March to April 2022 was 
undertaken. Data collected from EMR and scanned handwritten 
surgical notes included: duration of surgery; wound classification; 
antibiotic choice, dose, route and timing of administration. The 
data was analysed and assessed for appropriateness against local 
antimicrobial prescribing guidelines. Results were categorised as 
compliant or non-compliant. Reasons constituting non-compliance 
were also documented, including incorrect dose, timing and route 
of administration.

Results: SAP was deemed compliant in 53% (29/55) of patients 
and non-compliant in 47% (26/55) of patients. Sixty-four percent 
(35/55) of patients received cefazolin, an appropriate agent 
for SAP in orthopaedic surgery. Reasons for non-compliance 
included: Incorrect dose (54%); SAP not required (23%); incorrect 
administration time (15%), perioperative dose omitted (4%); and 
conflicting documentation between surgical notes and EMR (4%).

Discussion: The audit revealed that the paediatric order-set 
in EMR used to prescribe peri-operative medications including 
SAP had a pre-filled dose of cefazolin inconsistent with local 
guidelines. This was thought to be a significant contributor to 
the high rate of SAP non-compliance. Inconsistency between 
hand-written surgical notes and EMR documentation may also 
have contributed to reasons for non-compliance and made it 
challenging to audit. This audit demonstrates that SAP in paediatric 
patients can be improved, highlights the risks of EMR order-sets 
and hybrid paper-EMR workflows. This work has contributed 
to our organisation enhancing the EMR order-set review 
governance processes and spotlighted the importance of full 
EMR implementation in surgical areas.

222 RETRIEVAL – COMMON FROM REGIONAL AND RURAL 
HOSPITALS – WHAT ACTUALLY HAPPENS?

Rachel Taylor1

1Port Macquarie Base Hospital, Port Macquarie, NSW

EMAIL rctaylor18@hotmail.com

Objective: The ultimate transition of care seems to be a transfer 
from one hospital to a more specialised one, and this often seems 
to occur at unusual times of day. A recent pharmacy recall to 
dispense intravenous phenobarbitone for a paediatric patient being 
taken to a specialist childrens hospital led to the understanding 
that none of the pharmacy staff were familiar with the process 
of urgent patient retrieval

Clinical features: Senior medical staff involved in the decision 
making processes for urgent medical retrieval were interviewed 
and the process was able to be described for the pharmacy staff, 
involving this particular case and some other recent cases.

Literature review: The state policy directives and procedure 
documents were reviewed, as well as local documentation. 
International literature was explored for the number of retrievals 
made in other countries against the Australian experience.

Outcomes: A procedure document was put together for pharmacy 
staff, which was able to guide the response times for call backs 
when patients are being retrieved, and also analysis of medications 
that may be required and where best to store them to make it 
easier for the rapid extraction of very unwell patients.
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223 SPOONS ARE FOR ICE-CREAM, NOT MEASURING 
MEDICINES – SUITABILITY OF ORAL DISPENSERS FROM 
HOSPITAL TO HOME

Shelley Phillips1, Whitney Darck1, Fiona Gregory1

1Queensland Children’s Hospital, Brisbane, Qld

EMAIL lockshell@outlook.com

Background: Dosing errors were reported with products on 
the state-wide tender, prompting a fresh assessment of oral 
dosing devices supplied by manufacturers. Similar errors occur 
in community where there are less options for consumers 
and pharmacists.

The Institute for Safe Medication Practices (ISMP) Targeted 
Medication Safety Best Practices for Hospitals recommends oral 
measuring devices use metric units of ‘mL’, easy-to-read printed 
text (not embossed) and marked ‘FOR ORAL USE ONLY’.

Objectives:

Assess:

1. compliance with ISMP recommendations

2. suitability to measure mg/kg doses across a range 
of ages/ weights

Action: Measuring devices supplied by manufacturers of oral liquid 
medicines stocked by the hospital were audited. Observations 
included: ease of use, interpretation of markings and accurate 
measurement of volumes typically prescribed.

Evaluation: Fifty of 130 products (38%) had a measuring device 
supplied by manufacturers. Oral dispensers accounted for 58%, 
measuring spoons/cups for 20% and droppers 16%.

Results of compliance with ISMP criteria were: 87% used metric 
scale however 6% displayed ‘mg’ units when doses are measured 
in mL, 72% were marked ‘oral use only’ and 100% of spoons/cups 
used embossed graduations.

67% of oral dispensers accurately measured the required doses, 
compared with 5-7% for measuring cups/spoons.

Discussion: This audit identified limitations of manufacturer 
supplied devices for safe administration. Hospitals substitute these 
on handout. However, this assessment should be incorporated into 
tendering and registration. Features of the ‘ideal’ measuring device 
were identified.

The safety divide between hospital and community in accessing 
appropriate devices was highlighted. There are significant risks 
in the home when no or inappropriate devices are supplied, and 
additional costs incurred.

This requires ‘reinvigoration’ of consumer advocacy to educate and 
‘recharge’ consumers to seek appropriate devices. A ‘reconnect’ 
across all sectors of pharmacy – manufacturers, hospital, and 
community, is required to ‘reshape’ and ‘rediscover’ the ‘right tool 
for the right medicine’.

224 HYPOCUPRAEMIA AND MYASTHENIC CRISIS – 
A SURPRISING RELATIONSHIP

Alexandra Mulhall1, Shenea Kennedy1

1Wollongong Hospital Pharmacy, Wollongong, NSW

EMAIL Alexandra.Mulhall@health.nsw.gov.au

Objective: To elucidate hypocupraemia treatment in patient 
with dysphagia and myasthenia gravis (MG)

Clinical features: Patient presented to hospital febrile, 
pancytopaenic with pneumonia. They were in myasthenic crisis 
due to missed pyridostigmine doses secondary to dysphagia, 
leading to 50kg weight loss over 18 months. Initial diagnosis 
was pancytopaenia secondary to azathioprine/cotrimoxazole 
combination. Incidental finding of hypocupraemia [serum copper: 
6.4micromol/L (reference range: 12-22micromol/L)].

Literature review: MG is an auto-immune neuromuscular 
condition caused by auto-antibodies against nicotinic receptors 
in the neuromuscular junction, blocking acetylcholine signalling 
resulting in decreased muscle stimulation. Myasthenic crisis 
presents with respiratory distress caused by lack of diaphragmatic 
stimulation. Treated by plasma exchange (PLEX) which removes 
the auto-antibodies.

Hypocupraemia causes bone marrow suppression and muscular 
weakness. Volume of distribution (Vd) of copper is very low at 
1.6L and forms part of ceruloplasmin (plasma protein). Drugs 
with small Vd and high plasma binding are likely to be removed 
by PLEX. No Australian guidelines exist for treating hypocupraemia. 
Oral treatment is preferred over intravenous due to need for long 
term replacement.

Pharmacist interventions, case progress and outcomes: 
After cessation of azathioprine/cotrimoxazole patient remained 
pancytopaenic. Differential diagnosis was hypocupraemia 
secondary to low oral intake. Pharmacy recommended a regimen 
of 2mg IV for 5days while patient was dysphagic. When clinical 
parameters improved, patient was to start on oral supplementation 
and be discharged. Patient was unable to source oral copper 
supplementation as vitamins contain sub-therapeutic doses. 
Weekly PLEX was then started. Copper levels decreased after 
each treatment theoretically due to the removal of ceruloplasmin. 
Copper infusions were given post-PLEX until oral supplementation 
could be accessed. The pharmacist located high dose copper 
chelate supplements from a fitness supplement store.

Discussion: Hypocupraemia compounds problems from MG 
including dysphagia. Unusual sources of supplementation should 
be considered by pharmacists as most supplements contain 
sub-therapeutic doses of copper.
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225 EVALUATION OF PHYSICAL COMPATIBILITY OF 
INTRAVENOUS (IV) OXYCODONE WITH SELECTED DRUGS, 
CO-ADMINISTERED VIA Y-TYPE CONNECTORS

Dr Alka Garg1, Souha Hosam Youssef2, Dr Nicole Wylie3, 
Prof Sanjay Garg2

1SA Pharmacy, Adelaide, SA, 2Clinical and Health Sciences, 
University of South Australia, Adelaide, SA, 3Department of 
Paediatric Anaesthesia, Women’s and Children’s Hospital, 
Adelaide, SA

EMAIL alka.garg@sa.gov.au

Background: IV Oxycodone is a commonly chosen drug for pain 
management in acute-care settings. However, in that setting 
there are multiple other medications being co-administered with 
Oxycodone. With limited line access, multiple medications are run 
via Y-site along with IV oxycodone. Little data is available of Y-site 
compatibility of IV Oxycodone with commonly co-administered 
drugs, making medication administration tricky and sometimes 
less than ideal. As per literature, for Y-site compatibility with a 
maximum of 10 min mixing time of the co-administered drugs, 
physical compatibility assessment is suitable.

Objective(s): To determine the physical compatibility of IV 
oxycodone with commonly co-administered drugs over a period 
of 60 minutes

Methods: In consultation with anaesthetists and Intensivists, 
a list of drugs commonly required to be co-administered with 
Oxycodone was obtained. Selected drugs included Ketamine, 
Clonidine, Tramadol, Vancomycin, Dexmedetomidine, Piperacillin-
Tazobactam, Gentamicin and Cefotaxime. Concentrations of 
drug mixtures to be tested were based on local IV administration 
guidelines and ICU practices. Equal volumes of selected drugs 
and IV Oxycodone solutions were mixed, left at room temperature 
unprotected from light for 60 minutes, tested (in duplicate) for 
physical compatibility.

Tests included – detection of visual and subvisual precipitation, 
turbidity, colour change, gas evolution and pH changes. In case 
of incompatibility, tests were repeated under modified conditions 
such as altered concentrations or shortened contact times.

Results: Tested drug combinations included other pain 
medications and antibiotics commonly used along with Oxycodone 
in an acute setting. Results showed that all the drugs tested in this 
study were physically compatible with IV Oxycodone over a period 
of 60 mins.

Discussion: This study provides evidence supporting 
co-administration (via Y-site) of IV Oxycodone with the tested 
pain medications and antibiotics. This data will enable intensivists 
and anaesthetists to use these drugs in combination providing the 
patient best possible tailored medication regime.

226 EVALUATION OF WARD PREPAREDNESS FOR 
ANAPHYLAXIS MANAGEMENT IN A TERTIARY PAEDIATRIC 
AND WOMEN’S HOSPITAL

Dr Alka Garg1, Stephanie Girgolas1, Sacha Palmer2

1SA Pharmacy, Adelaide, SA, 2Allergy and Immunology, 
Women’s and Children’s Hospital, Adelaide, SA

EMAIL alka.garg@sa.gov.au

Background: Anaphylaxis should be quickly recognised allowing 
for prompt management. There have been incidents where 
anaphylaxis has not been appropriately recognised and managed 
in the hospital. Current protocols and management strategies vary, 
causing confusion.

Objective(s): 

1. To audit all hospital wards for preparedness of anaphylaxis 
management in terms of medications and resources available

2. To develop strategies to standardise management 
of anaphylaxis in the hospital

Action: Pharmacy Intern and Allergy Nurse Practitioner audited 
all hospital wards for:

• Availability of “Anaphylaxis management medication 
(Adrenaline 1:1000)” on the ward, including on 
emergency trolleys

•  Resources (guidelines or flowchart) available on the wards 
to guide management

• Visibility of these medications and resources

Evaluation: A total of 18 wards were audited. All wards held 
adrenaline in their medication rooms. Only 10 wards had 
adrenaline on the emergency trolleys while 8 did not keep any 
medications on the trolleys due to a difference in workflow.

Four wards had visible resources to assist in anaphylaxis 
management. There was no standard resource across the wards. 
Resources included Australasian Society of Clinical Immunology 
and Allergy (ASCIA) guidelines and state-wide protocols. Staff 
suggested “they would look at hospital intranet for guidance 
as required”.

The results were presented to the organisational Drugs and 
Therapeutic Committee, where a need to standardise anaphylaxis 
management and resources was stressed.

Discussion: All wards had the medication for treatment, but 
there were inconsistencies in the resources used in the hospital. 
Emergency trolley management was sub-optimal, with many not 
keeping any medications on them.

Optimal strategies for effective anaphylaxis management 
suggested were:

1. The implementation of an “anaphylaxis kit”, containing 
the required medications and administration equipment

2. Development of a standardised flowchart, suitable for 
women and children, to be easily visible on all wards

3.  Staff education and awareness for the above
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227 LETHAL LIQUIDS: A CASE REPORT OF PARAQUAT POISONING

Angela Faint1, Jordyn Bloxsom1

1Rockhampton Hospital Pharmacy Department, Rockhampton, Qld

EMAIL afaint90@gmail.com

Objective: To describe a case of paraquat poisoning and its 
management in an intensive care unit (ICU).

Clinical features: A 49-year-old female was admitted to a regional 
ICU following an intentional overdose. On admission she was 
intubated and ventilated for a decreased level of consciousness. 
A dithionite urine assay confirmed paraquat exposure. Clinical 
toxicology advised on initial therapy, however within 24 hours the 
patient had developed acute kidney failure, pulmonary fibrosis, 
worsening hepatotoxicity and oral mucosal ulcerations. Due to 
continued deterioration, on day two, therapies with less evidence 
including antioxidants were trialled. Despite maximal multiorgan 
support, the patient died on day five.

Literature review: Paraquat is a highly toxic herbicide that, when 
ingested, can result in multiorgan failure. Urgent treatment and 
toxicologist advice is required, however no antidotes are available. 
Antioxidants such as ascorbic acid and tocopherol- alpha, have 
been tested as potential additional therapies in vitro, but human 
studies are largely absent or small and uncontrolled.1

Pharmacist interventions, case progress and outcomes: 
As part of a multidisciplinary team, pharmacist advice was 
sought regarding evidence for, and supply of antioxidant therapy. 
The pharmacist was responsible for sourcing and timely supply of 
the products and was also challenged with managing appropriate 
administration of both ascorbic acid and tocopherol- alpha 
in an acutely unwell patient. The pharmacist also highlighted 
the importance of early availability of a paraquat test kit to aid 
diagnosis and timely intervention.

Discussion: Current evidence for medical management is limited 
and prognosis is guarded with any amount of paraquat ingestion. 
This case highlights the important role the pharmacist can play in 
a regional setting, coordinating supply and administration in an 
evidence scarce clinical scenario where timely action is crucial.

1. Gawarammana IB, Buckley NA. Medical management of 
paraquat ingestion. Br J Clin Pharmacol 2011;72(5):745–57

228 INTERNATIONAL SURVEY OF PERIPHERAL VASOPRESSOR 
INFUSIONS IN CRITICAL CARE (INFUSE)

Arwa Abu Sardaneh1,2, Dr Jonathan Penm2,3, Dr Matthew Oliver4,5, 
A/Prof David Gattas5,6, Prof Andrew McLachlan2, Christie James7, 
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Karen Hodson13, Prof Asad Patanwala1,2
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Sydney, NSW, 6Department of Intensive Care Service, Royal Prince 
Alfred Hospital, Sydney, NSW, 7Department of Pharmacy, Grange 
University Hospital, Cwmbran, United Kingdom, 8Canadian Society 
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University, Cardiff, United Kingdom

EMAIL arwaabusardaneh@hotmail.com

BOLT  LIGHTNING TALK L03

Background: Early use of vasopressors is associated with 
decreased mortality in critically ill patients with shock. Peripheral 
vasopressor infusions (PVIs) enable the early administration 
of vasopressors prior to insertion of a central venous cannula. 
However, PVIs are associated with an increased risk of 
extravasation injury. Currently, there are no consensus guidelines 
for the safe and effective administration of PVIs in critical care.

Aim: To describe current clinical practice regarding PVI 
administration in critically ill adult patients.

Methods: An international multi-centre cross-sectional survey 
was distributed electronically to critical care hospital pharmacists 
in Australia, UK, US, Canada, and Saudi Arabia from April to 
July 2022. The survey consisted of questions regarding PVI 
administration guidelines, choice of PVI, and treatments for 
PVI extravasation injury.

Results: A total of 132 hospitals participated in the online survey. 
Fifty-eight out of 132 hospitals (44%) had a PVI guideline and 
46% (n=61/132) had a recommended maximum duration for 
PVIs (median 24 hours, IQR 12-24). The recommended site of 
PVI administration was a vein in or proximal to the antecubital 
fossa in 47% of hospitals (n=62/132). Noradrenaline PVIs were 
utilised in 85% of hospitals (n=112/132). In 50% (n=66/132) of 
hospitals, there was a preference to administer one or more PVIs 
over noradrenaline as a first line agent. This included peripheral 
phenylephrine (36%, n=47/132), dopamine (29%, n=38/132), 
adrenaline (28%, n=37/132), vasopressin (20%, n=26/132), and 
metaraminol (13%, n=17/132). Phentolamine was most commonly 
used to treat PVI extravasation injury (73%, n=97/132), followed 
by glyceryl trinitrate (42%, n=55/132).

Discussion: There is limited guidance and high variability in clinical 
practice regarding PVI administration in critically ill adult patients 
across hospitals internationally. Further research is required to 
investigate differences in PVI administration recommendations 
in regard to clinical outcomes. This is required to guide the safe 
and effective use of PVIs in critical care.
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231 CONTINUATION OF QUETIAPINE FOR DELIRIUM 
AND AGITATION AT TRANSITIONS OUT OF THE INTENSIVE 
CARE UNIT

Kathryn Tidmas1,2, Dr Robi Islam2, Stevie Perks1,2, Cassie Lanskey1,2

1Townsville University Hospital, Townsville, Qld, 
2James Cook University, Townsville, Qld

EMAIL cassie.lanskey@gmail.com

Background: Quetiapine is commonly used in the intensive care 
unit (ICU) for the treatment of delirium and agitation, despite 
limited evidence. Once it is started, there is a risk that the need 
to continue quetiapine is not re-evaluated, leaving patients 
susceptible to harm from adverse effects.

Aim/objective(s): To ascertain whether quetiapine commenced 
for ICU delirium or agitation is weaned and/or ceased prior to 
patient transfer out of the ICU.

Methods: This was a single-centre retrospective audit of medical 
records linked to adult patients commenced on quetiapine for 
delirium or agitation in the ICU between 1st August 2021 and 
31st January 2022. Electronic imprest (Pyxis®) reports were used 
to identify patients for whom quetiapine was accessed, then 
these inclusion criteria were applied. Data was collected using a 
validated tool and analysed with simple descriptive and inferential 
statistics. Ethics approval was obtained.

Results: Of the 61 patients included, 41% had quetiapine 
ceased prior to transfer out of the ICU, 11.5% were continued 
on quetiapine on the wards with a weaning plan, and 47.5% 
were continued on the wards without a weaning plan in place. 
The mean maximum 24-hour dose of those with a weaning plan 
was significantly higher than that of those without a weaning plan 
(P<0.05). Weaning plans documented in the ICU-specific software 
did not translate to implementation of the wean on the ward. 
However, weaning plans documented in the standard electronic 
medical record were statistically associated with successful 
implementation on the ward.

Discussion: When quetiapine is commenced for delirium or 
agitation in the ICU, it is commonly continued at the time of the 
patient’s transition to a lower-acuity ward. The use of a different 
electronic system in the ICU led to some discontinuity of care. 
Further research is being undertaken with ICU prescribers to 
identify strategies for practice improvements.

232 WHAT GOES UP MUST COME DOWN. HYPOGLYCAEMIA 
FOLLOWING INSULIN FOR HYPERKALAEMIA TREATMENT

Catherine Yan1, Vinod Chellaram1

1Northern Health, Melbourne, Vic

EMAIL yan.catherine@gmail.com

Background: Treatment of hyperkalaemia with intravenous 
short-acting Insulin and Glucose Therapy (IGT) is associated with 
a risk of hypoglycaemia at an incidence rate of 8-21%. Hospital-
wide hyperkalaemia procedure states that patients should 
receive intravenous glucose simultaneously with insulin unless 
blood glucose level (BGL) prior to therapy is above 15 mmol/L. 
BGL monitoring post IGT should occur regardless of patient’s 
diabetes status.

Objectives: Identify incidences of hypoglycaemia post IGT and 
monitor compliance to the BGL monitoring requirements in the 
current organisational hyperkalaemia procedure.

Methods: A retrospective audit of a metropolitan hospital inpatient 
medical record with a serum potassium level equal to or greater 
than 6 mmol/L, and treated with IGT, during the month of June 
2021 was conducted. Hypoglycaemia was defined as BGL less 
than 4 mmol/L. Hospital hyperkalaemia procedure states BGL 
monitoring should occur prior to therapy, then thirty-minute 
checks for two hours then hourly checks for four hours.

Results: Sixteen patients met inclusion criteria and one incident 
(6.25%) of hypoglycaemia with BGL 2.4 mmol/L was noted one 
and a half hours post IGT. Only one patient (6.25%) received 
BGL monitoring as per procedure. Compliance rate was higher 
in patients with lower BGL (<7.9mmol/L) prior to therapy than 
patients with normal or high BGL (>8 mmol/L), 33.75% vs 20%.

Discussion: Hypoglycaemia was noted after IGT. Reasons for poor 
compliance to BGL monitoring could be due to competing clinical 
demands and prescribers ordering out-of-protocol monitoring 
based on clinical judgement. Increasing familiarity to procedure 
through education and the use of Electronic Medical Records 
orderset in the future may improve compliance.
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233 CAN’T BREATHE? – A RETROSPECTIVE REVIEW OF 
ICATIBANT FOR USE IN OFF-LABEL NON-HEREDITARY 
ANGIOEDEMA TREATMENT

Georgia Clark1, Fallon Grieve1

1Canberra Health Services, Canberra, ACT

EMAIL gpclark19@gmail.com

Background: Off-label use of the braydkinin B2 receptor 
antagonist icatibant to treat non-hereditary angioedema is 
increasingly being prescribed when patients fail to respond to 
conventional treatments. Due to its infrequent use the indications 
for treatment and the resulting efficacy remain poorly described 
in the literature.

Aim: Characterise the patient demographic receiving icatibant, 
indications for administration and efficacy of icatibant 
administration in a tertiary referral hospital.

Method: Retrospective audit of patients presenting with 
non-hereditary angioedema who were administered icatibant 
between July 2017 – June 2022. Background data including 
patient characteristics, indication, administration of concurrent 
medications, time to symptom improvement and intubation status 
were collected and examined.

Results: A total of 12 patients (5 female; 7 male) with a 
median age of 69 (range 46-84) received off-label icatibant 
for non-hereditary angioedema. All patients experienced 
angioedema of the tongue or lips and 41% experienced swelling 
of the oropharynx or larynx. Three indications were identified; 
10 experienced ACE-I induced angioedema, one experienced 
angioedema following alteplase administration and one 
experienced angioedema from an acquired C1 esterase inhibitor 
deficiency. Only 50% had documented efficacy outcomes with 
the time to symptom improvement ranging from 15 minutes 
to 22 hours. Three patients required intubation. Conventional 
therapy of adrenaline (IM or nebulised) and steroids (IV or 
oral) were administered to 91% of patients prior to icatibant 
without improvement.

Discussion: Acute administration of icatibant predominately 
occurred in the emergency setting following conventional treatment. 
This highlights the difficulty differentiating between bradykinin 
or histamine induced angioedema. The current use of icatibant 
may be attributed to the lack of alternatives. The highly variable 
clinical response to icatibant, after treatment failure to adrenaline 
supports the need for further clinical and pharmacoeconomic 
review. This would support the evidenced based and cost-effective 
use of icatibant for non-hereditary indications.

234 A RETROSPECTIVE REVIEW OF HOSPITAL ADMISSIONS 
FOR OPIOID TOXICITY: A 3-YEAR, STATE-WIDE STUDY

Maria Sarantou1, A/Prof Anne Burke2, Dr Tim Semple2, 
Dr Jacinta Johnson3

1Flinders University, Adelaide, SA, 2Central Adelaide Local Health 
Network, Adelaide, SA, 3SA Pharmacy, Adelaide, SA

EMAIL jacinta.johnson@unisa.edu.au

Background: Opioid use and opioid toxicity-related morbidity 
and mortality have been increasing in Australia. Literature 
characterising opioid toxicity-related hospital admissions 
in Australia is scarce.

Aim: To quantify and describe opioid toxicity-related hospital 
admissions in South Australia over a period of approximately 
3 years.

Methods: International Classification of Diseases, 10th Edition 
codes (T40.0-T40.4 per local coding practice) were used to identify 
admissions involving opioid toxicity across all public hospitals 
in SA between 01/06/17-31/08/20. Only admissions where the 
condition onset flag indicating “Condition not noted as arising 
during the episode of admitted patient care” were included. 
Demographic and episode of care data were extracted. Data were 
summarised using descriptive statistics. Total admission cost 
estimates were calculated using Independent Hospital Pricing 
Authority data.

Results: 2046 admissions met the criteria for inclusion, 
56% were male and the most common age range at presentation 
was 40-49 years. Where opioid toxicity was the primary 
diagnosis, the responsible opioid was unspecified for 70% of 
admissions. Heroin-related toxicity was the primary diagnosis in 
23% of admissions where the opioid responsible was identified, 
indicating a high proportion involved prescription opioids. One 
fifth of admissions occurred outside of metropolitan Adelaide. 
Individuals living in an area of relative socioeconomic disadvantage 
and Aboriginal and Torres Strait Islander people were over-
represented. Over half of admissions required a stay >24hours, 
19% were admitted for ≥5days, 20% required intensive care 
and almost 10% required mechanical ventilation. Admissions 
were estimated to cost $18,230,546.50 in total, equivalent 
to $5,609,399 per year.

Discussion: Although potentially an underestimate due to 
coding limitations and uncaptured non-admitted emergency 
presentations, these findings highlight the significant 
burden opioid-toxicity related hospital presentations place 
on the healthcare system and individuals involved. This 
study demonstrates the critical need for opioid-related 
harm minimisation strategies, such as real-time prescribing 
monitoring and take-home naloxone.
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235 RETROSPECTIVE AUDIT OF PRESCRIBING PATTERNS 
TO DELIRIUM GUIDELINES IN A MAJOR METROPOLITAN 
HOSPITAL EMERGENCY DEPARTMENT

Jai Wardale1, Sok Leng Cam1, Gillian Oates1

1Peninsula Health, Melbourne, Vic

EMAIL jwardale@phcn.vic.gov.au

Background: The project was proposed following anecdotal 
reports of inappropriate use of psychotropic medications when 
treating behavioural disturbances associated with delirium. 
Judicious use of psychotropic medications is essential as their poor 
safety profiles leave vulnerable patients at high risk of harm. Cases 
of over-sedation are common and occur when psychotropics are 
prescribed outside of clinical guidelines and recommendations. 
The project results may provide targeted improvement in the 
management of behavioural disturbances associated with delirium.

Aim: To evaluate psychotropic medication prescribing patterns 
used to manage behavioural disturbances associated with delirium 
in line with hospital Delirium Prevention and Management clinical 
practice guidelines in the Emergency Department (ED).

Method: Single centre, retrospective audit from 31/03/21 to 
31/03/22 of adult (over 18 years) patients coded with a diagnosis 
of delirium that presented to or developed delirium in ED and were 
prescribed a new psychotropic medication.

The primary outcome was to assess the proportion of patients 
prescribed and/or administered appropriate psychotropic 
medications to manage behavioural complications associated 
with delirium in accordance with guidelines in the ED. Primary 
and secondary analyses utilised descriptive statistics in 
Microsoft Excel.

Results: A total of 54 patients were evaluated of which 
22 patients with 48 psychotropic medication orders were 
reviewed; 27% (13/48) of medications were prescribed 
appropriately. Medication selection error accounted for the 
majority of inappropriate prescriptions (89%). Initiation of 
non-pharmacological management rates were low, 7% (4/54) 
of patients had a documented non-pharmacological delirium 
management plan.

Discussion: The audit highlights the need for improvement 
in the management of behavioural disturbances associated 
with delirium. This is indicated by minimal documentation 
of non-pharmacological management and frequent use of 
inappropriate psychotropic medications. Focussed education 
surrounding non-pharmacological management and a targeted 
multifaceted approach to educate prescribers on appropriate 
medication, strength, and route selection is warranted.

236 BEING PREPARED FOR THE UNKNOWN – ENSURING 
FUTURE RESUSCITATION NEEDS ARE MET

James Ash1, Angela Given1, Deanna Guy1, Vinod Chellaram1, 
Crista Javier1, Sarah Schembri1

1Northern Health, Melbourne, Vic

EMAIL james.ash@nh.org.au

Background: Timely and effective recognition and treatment of 
patients whose condition is deteriorating is imperative for positive 
outcomes. To ensure high quality resuscitation services The 
Australian Resuscitation Council (ARC) recommends ensuring 
appropriate provision, maintenance and access to resuscitation 
medications, with an accompanying governance structure.

An audit of existing resuscitation trolleys identified that not all 
Advanced Life Support medications were available, critical care 
areas had inconsistencies relating to medication contents within 
resuscitation trolleys and documentation of regular checking of 
trolley contents and expiry dates was variable.

Objective(s): To standardise the access to emergency 
medications across the organisation and implement a robust 
governance structure, in accordance with ARC recommendations 
and in consultation with the Medication Safety and Clinical 
Deterioration Committees.

Action (Method): Phase One of the project entailed:

• Generation of specific medication inventories for general and 
critical care areas following agreement between pharmacy, 
critical care areas and relevant Committees.

• Improving safety and usability via implementation 
of a colour-coded system for the medication drawers, 
mirroring the National Standard for Line-Labelling colours.

• Updating of guidelines and standardisation of ward 
checking procedures

• Implementation of monthly expiry/contents checks of trolleys 
by Pharmacy, and updating of ward imprests to ensure access 
to all medications.

• Staff education.

Evaluation: To evaluate the successful implementation, pharmacy 
conducted a monthly compliance audit of trolley contents and 
expiry dates. We evaluated Riskman data for incidents related to 
resuscitation medications (one minor incident to date). An ICU 
pharmacist attended emergency calls for three months to assist 
with medication access, also providing additional clinical benefits 
for the team.

Discussion: Following extensive education during the 
implementation phase, all disciplines are familiar with the 
medication drawer layout and contents. This is consistent across 
all areas for a co-ordinated approach to emergency calls, thus 
improving patient safety. Future work is planned to standardise 
our smaller campuses.
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237 HARM REDUCTION IN THE PRE-HOSPITAL SETTING: 
THE ROLE OF TAKE-HOME NALOXONE

Dr Jason Waddell1, Chelsea Ansell2

1Queensland Ambulance Service, Kedron, Qld, 2The University 
of Queensland, Brisbane, Qld

EMAIL jason.waddell@ambulance.qld.gov.au

Background: The opioid crisis claims the lives of 3 Australians 
per day. While heroin continues to be associated with overdoses, 
pharmaceutical opioid overdoses occur at 2.5 times the rate of 
heroin. Take home naloxone (THN) enables prompt treatment 
of suspected narcotic overdoses in the community. Several 
options for treatment are available, including intranasal naloxone 
(Nyxoid®). Ambulance officers currently attend narcotic overdoses 
and can administer naloxone; however, many patients refuse 
transport to hospital.

Aim: To review opportunities to provide THN to patients attended 
by an Australian ambulance service who refuse transport to hospital.

Methods: Patients administered naloxone during 2021 were 
identified. Demographic descriptors were analysed using simple 
statistics. Vital signs at the start and end of the case were 
summarised. The percentage of patients refusing transport to 
hospital was identified. The proposed cost of providing take home 
naloxone to non-transport cases was estimated.

Results: 293 cases were identified. Most patients were male 
(61.4%) with an average age of 43.6 years. Mean Glasgow Coma 
Score and respiratory rate (breaths per minute) increased from 6 
to 11 and 9 to 16 respectively following administration of naloxone, 
primarily via the intramuscular route. 23 patients refused transport 
to hospital. There was one recorded death. The cost of providing 
THN (Nyxoid®) to non-transport cases was estimated to be $800 
per annum.

Conclusion: All health professionals have a role to play in reducing 
the harms from opioid use. Ambulance officers have a unique 
opportunity to supply THN to at-risk patients who refuse transport 
to hospital. Additionally, ambulance services should review 
potential referral pathways to reduce patients lost-to-follow up 
who present with a narcotic overdose.

238 “NO CARBS!” MANAGING REFRACTORY SEIZURES – 
A CASE STUDY

Jessica Nguyen1, Winnie Zhao1, Elaine Chan1, 
Prof Johannes Alffenaar1,2

1Westmead Hospital, Sydney, NSW, 2University of Sydney, 
Sydney, NSW

EMAIL jessica.nguyen22@health.nsw.gov.au

Objective: To describe pharmacological management in a patient 
with refractory status epilepticus secondary to tuberous sclerosis 
complex (TSC).

Clinical features: A 41-year-old female was transferred into 
a tertiary hospital ICU for continuous electroencephalogram 
monitoring and maintenance of mechanical ventilation following 
presentation with refractory status epilepticus. She had a 
background of TSC with focal seizures, intellectual impairment, 
facial angiofibromas, hypertension and chronic kidney disease.

Literature review: TSC is a rare genetic condition involving 
tumour growth across multiple organs. Approximately 75-90% of 
people with TSC have epilepsy. Management of refractory seizures 
secondary to TSC includes concurrent antiepileptic drugs (AEDs), 
vagal nerve stimulation, ketogenic diet (KD), mTOR inhibitors and 
cannabidiol. Studies of children with TSC (given the paucity in 
adult studies) reported seizure incidence decreased to less than 
half in 67.7% (n=21) and 91.7% (n=11) of participants, three 
and six months after KD initiation, respectively. Hypothesised 
mechanisms of the KD include increased concentrations of 
gamma-aminobutyric acid and reduced neuronal excitability 
from ketone bodies modulating glutamate transport.

Pharmacist interventions, case progress and outcomes: 
KD was prescribed and medications were rationalised accordingly 
with the aim of minimising carbohydrate load, particularly in 
excipients and diluents. Despite pharmacological and dietary 
changes, achievement of ketosis was inconsistent. The pharmacist 
optimised the use of AEDs and adjunctive everolimus, including 
managing interactions mediated by cytochrome P450 and guiding 
therapeutic drug monitoring (TDM). The patient was stabilised, 
extubated and discharged to the ward.

Discussion: This case highlights the many pharmacological 
considerations in managing a patient with a multi-system disorder, 
from meticulous review of carbohydrates for KD, and reconciling 
drug interactions involving AEDs to advising on TDM.
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239 MEROPENEM ENHANCING THE CLEARANCE OF VALPROATE 
IN THE MANAGEMENT OF VALPROATE TOXICITY

Julie Luu1, Edison Chin1

1Liverpool Hospital, Liverpool, NSW

EMAIL julie.luu@health.nsw.gov.au

Objective: Ingesting toxic doses of valproate results in sedation, 
coma, metabolic derangement and multiorgan dysfunction. 
Current management involves supportive care, decontamination 
and haemodialysis. This case report describes the use of 
meropenem as adjunct therapy to enhance valproate clearance 
and the role of the pharmacist in managing valproate toxicity.

Clinical features: A 42 year old with a history of depression 
presents to emergency unresponsive approximately 4 hours 
post polypharmacy overdose having ingested 110g enteric 
coated sodium valproate, 10g immediate release quetiapine, 
1.2g pericyazine and 40mg clonazepam.

Literature review: Current literature reports concurrent 
administration of meropenem and valproate reduces valproate 
levels by 50 to 80%. Interestingly there are only few case reports 
available on the use of meropenem to enhance the clearance of 
valproate and therefore its use as an adjunct therapy in managing 
valproate toxicity.

Pharmacist intervention, case progress & outcome: The patient 
was intubated, administered 200g activated charcoal, commenced 
on intermittent haemodialysis and meropenem 1g intravenously 
every 8 hours to enhance valproate clearance. As valproate 
levels peaked 18 hours post ingestion, 6g levocartinine loading 
dose was administered intravenously, followed by 3g every eight 
hours thereafter in addition to meropenem for 2 days. By day 3 of 
intervention, the valproate levels were below therapeutic range. 
The pharmacist was involved in therapeutic drug monitoring, 
review of meropenem dosing in dialysis and duration of treatment, 
stock procurement of levocartinine and medication review and 
reconciliation. The patient was extubated and discharged from 
hospital 5 days post ingestion.

Discussion: This case report highlights meropenem as a potential 
adjunct strategy to enhance valproate clearance. While dialysis 
remains the cornerstone of therapy, in extreme cases this 
interaction can be utilised as part of management of valproate 
overdose at sites where dialysis is not readily available or for 
patients unable to tolerate dialysis.

240 THE CLOT IS TICKING – DIRECT LOW RISK PULMONARY 
EMBOLISM DISCHARGE FROM THE EMERGENCY DEPARTMENT

Justin Neagle1

1Northern Health, Melbourne, Vic

EMAIL justin.neagle@nh.org.au

Background: Patients with acute pulmonary embolism (PE) have 
traditionally been admitted to hospital. There is increasing data 
to suggest that low risk PE, defined by a Pulmonary Embolism 
Severity Index (PESI) score <85, may be safe for discharge directly 
from Emergency Department (ED). The availability of direct oral 
anticoagulants (DOACs) has enabled patients to be treated more 
readily in the community without requiring low molecular weight 
heparin and bridging to warfarin.

Objective: To establish a pathway for patients with low risk PE 
to discharge from ED to home on a DOAC.

Action: A low risk PE assessment and discharge pathway was 
included in the ED guidelines for the management of chest 
pain. This pathway includes access to after-hours pre-labelled 
Apixaban packs for dispensing by the medical officer, and referral 
pathways for review by Haematology and Anticoagulation 
Stewardship (ACS) pharmacist.

Evaluation: Six months of data (01/01/22 to 30/06/22) for 
patients coded as primary diagnosis of PE who were discharged 
from ED or SSU was audited. A total of 16 patients were identified 
as being discharged using the low risk PE pathway. The average 
age of these patients was 55 years and six (37.5%) were female. 
The average PESI score for these patients was 63.

Of the 16 patients audited, there were zero representation 
with bleeding or clot progression following the first 30 days 
post discharge. All 16 patients were appropriately referred to 
the Haematology outpatient clinic, although three were lost 
to follow up.

Discussion: The low risk PE pathway was deemed safe and 
endorsed by the VTE and Anticoagulation Committee for 
formal adoption into hospital policy, with 3-monthly auditing 
and reporting back to the committee by the ACS pharmacist. 
Collaboration between Pharmacy, Haematology and Emergency 
Medicine was integral in setting up, supporting and monitoring 
the implementation and adoption of this pathway.
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242 “SICK DAYS”, RENAL FAILURE AND THE NEED FOR 
DABIGATRAN TOXICITY REVERSAL

Dr Helen Cashman1, Patricia Banaczek1, Dr Darren Roberts1,2, 
Susan Welch1, Dr Joanne Joseph1

1St Vincent’s Hospital Sydney, Sydney, NSW, 2NSW Poisons 
Information Centre, Sydney, NSW

EMAIL patricia.banaczek@svha.org.au

Objective: To report a case of rebound dabigatran levels after 
idarucizumab reversal in a patient with acute kidney injury.

Clinical features: 64-year-old male presented with acute onset 
right-sided weakness and facial droop associated with abdominal 
pain, vomiting, hypotension and profuse diarrhoea. His medical 
history included atrial fibrillation on amiodarone and dabigatran 
(110mg twice daily), congestive heart disease on furosemide, 
metoprolol, ramipril and rosuvastatin. Admission blood tests 
noted coagulopathy: thrombin time >200 seconds [range 10-12], 
prothrombin time 131 seconds [range 11-15], activated partial 
thromboplastin time 145 seconds [range 25-35] and INR 11.2. 
Dabigatran anti-IIa level was 2230ng/mL [range 30-130]. 
Creatinine was 209umol/L [range 60-100] consistent with acute 
kidney injury (AKI).

Literature review: In the RE-LY trial, full reversal of dabigatran 
was achieved with 5g idarucizumab. Limited data exists for 
idarucizumab dosing with extremes of kidney function. Risks for 
dehydration and AKI include vomiting, diarrhoea and medications. 
AKI reduces dabigatran clearance, leading to accumulation and 
toxicity. Action plans surrounding “sick days” are proposed, for 
example withholding certain medicines, to prevent this.

Pharmacist interventions, case progress and outcomes: 
Coagulopathy persisted after 5g idarucizumab. Pharmacists, 
haematologists and intensivists assessed the requirements for 
a second dose of idarucizumab and the use of continuous renal 
replacement therapy (CRRT) for persistent dabigatran toxicity. 
CRRT was commenced and repeat idarucizumab dose was given 
resulting in patient recovery. Prior to discharge the suitability 
of ongoing dabigatran therapy was discussed.

Discussion: Dabigatran-induced coagulopathy can persist 
after idarucizumab due to a high initial concentration and/or 
redistribution from the extravascular compartment. This case 
supports previous findings of this phenomenon, suggesting that 
additional idarucizumab and possibly CRRT may be required for 
significantly elevated dabigatran levels. Further work is required 
to develop patient guidance on withholding drugs, like dabigatran, 
on “sick days” to prevent toxicity.

243 INCIDENCE OF ANAPHYLAXIS TO NEUROMUSCULAR 
BLOCKING DRUGS, CONFIRMING COMPARATIV E RATES 
AND IMPLICATIONS TO PRACTICE

Sylvia White1, Ming Yee Chan1, Jason Payne1

1St John of God Subiaco Hospital, Subiaco, WA

EMAIL sylvia.white@sjog.org.au

Background: Neuromuscular blocking drugs are associated 
with a risk of intraoperative anaphylaxis resulting in escalation 
of care, including transfer to the Intensive Care Unit, which may 
be complicated by significant morbidity and possible mortality. 
Also, abandonment of surgery can result in its postponement 
until the causative agent is identified via allergy testing.

Aim: Published rocuronium anaphylaxis rates have been higher 
than other neuromuscular blockers, however incidence rates were 
obtained via manipulation of crude data; the aim was to establish 
more accurate incidence rates to influence future prescribing habits.

Methods: From March 2018 to July 2022, the Intensive Care Unit 
clinical pharmacist of a busy surgical hospital recorded details 
of patients who have been referred for allergy testing following 
intraoperative anaphylaxis. Results of skin testing were noted 
once received from the allergy clinic.

Results: A total of 43 reactions were recorded. Detailed allergy 
clinic letters regarding 32 of these patients were received. 
Anaphylaxis was reported to: rocuronium (14 patients), 
suxamethonium (2 patients), vecuronium (1 patient), cefazolin 
(6 patients), vancomycin (1 patient), sugammadex (1 patient), 
patent blue dye (1 patient), and hydromorphone (1 patient). 
Out of the remaining 16 patients, 3 patients had no allergic cause 
found, 2 were deemed to have had an asthma exacerbation, and 
11 patients were lost to follow up. Using number of anaphylaxis 
cases as the numerator and number of vials distributed to theatres 
as the denominator (assuming 1 vial = 1 exposure), the average 
incidence of anaphylaxis to rocuronium was calculated as 
24 episodes per 100,000 administrations. Comparatively the 
average incidence of anaphylaxis to vecuronium was calculated 
as 3.9 episodes per 100,000 administrations.

Discussion: A 6 fold greater risk of intraoperative anaphylaxis from 
rocuronium administration was found compared with vecuronium. 
Checking prior pholcodine use at the pre-admission stage has the 
potential to decrease this risk.
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244 EVALUATION OF PHARMACY INTERVENTIONS ON DRUG 
RELATED PROBLEMS (DRPS) IN THE TRANSITION OUT OF ICU

Zhen Xin1

1Lyell McEwin Hospital, Elizabeth Vale, SA

EMAIL Zhen.Xin@sa.gov.au

Background: Patients are at high-risk of medication errors during 
transitions of care, with over 50% of medication errors occurring 
during this time, and up to one third having the potential to cause 
harm. Patients transferred out of an Intensive Care Unit (ICU) are 
particularly vulnerable to drug related problems due to fluctuating 
pharmacokinetics, use of high-risk medications and complexity of 
route of administration.

Objective: To investigate the incidence, severity and classification 
of medication errors that occur on transition from ICU to lower 
acuity care areas as identified by an ICU clinical pharmacist.

Methods: A prospective observational study was conducted over 
4 weeks analysing patients discharged from ICU between 08:00am 
and 06:00pm. For patients identified for transfer, a detailed clinical 
review was undertaken by the attending ICU pharmacist. DRPs 
were identified by reconciling the medication charts, medical and 
nursing discharge plans, and clinical issues that had previously 
been managed in the ICU. Severity and classification of DRPs 
were recorded.

Results: Of the 58 patients reviewed before transfer, 52 (90%) 
had at least one DRP, and an average of 3.7 DRPs per patient were 
identified. The most common medication issues identified were 
“medication omission” (47%), “incorrect dose charted” (10%) 
and “pharmacotherapy charted without ongoing indication” (8%). 
9% of DRPs were moderate severity, while the remaining were 
considered minor. 27% of DRPs are related to high-risk medication 
based on APINCHEN classification.

Discussion: DRPs are very common for patients transitioning 
out of ICU. Although most DRPs are of low severity, more severe 
DRPs occurred in almost 10% of discharges, and DRPs related 
to high-risk medications in almost one third of cases. This study 
therefore confirms that patients are at high risk of DRPs at the time 
of ICU discharge and highlights the importance of a dedicated and 
adequately staffed clinical pharmacy service for ICU.

245 OPIOIDS IN THE HOSPICE – HAVE WE GOT THE 
RIGHT BALANCE?

Adriano Marchesan1,2, Sopor Tan2,3, Karen Jacquier1, 
Michaela Del Campo1,2, Dr Linda Foreman1

1SA Health – Central Adelaide Local Health Network, Adelaide, SA, 
2SA Pharmacy, Adelaide, SA, 3SA Health – Northern Adelaide Local 
Health Network, Adelaide, SA

EMAIL adrian.marchesan@gmail.com

Background: Opioids are the backbone of pain management in 
palliative care. Prescribing opioids requires a tailored approach, 
as requirements vary for each individual throughout their 
admission. There is limited evidence studying the pattern of opioid 
requirements, the role of opioid rotation and the prevalence of 
opioid-related adverse events in this setting.

Aims: To investigate changes in Oral Morphine Equivalent Dose 
(OMED) throughout admission to a palliative care ward, and if 
rotating opioids affects these changes or the prevalence of adverse 
drug reactions (ADRs).

Methods: A retrospective case-note audit of 202 patients (98% 
cancer diagnosis) admitted under the palliative care unit at a 
tertiary metropolitan hospital between April 2019 and April 2020 
was conducted. Patients were categorised as those undergoing 
rotation, those discharged home or those who died. For each 
category, we recorded OMED in their first and last 24 hours, and 
incidence of ADRs including delirium, nausea and constipation. 
For patients undergoing rotation only, the opioids involved in the 
rotation and OMED in the 24 hours preceding and up to 72 hours 
following rotation were recorded.

Results: Mean OMED across all patients increased by 67% in 
the last 24 hours of admission compared to the first 24 hours. 
Discharging patients saw an 80% increase in OMED, compared 
with 59% for those who died.

For patients undergoing rotation, there was a statistically 
significant association between mean OMED and time, increasing 
by 2% with every 10 hours post-rotation. In the same group, odds 
of delirium were 73% lower post-rotation, while no statistically 
significant increases in ADR prevalence were detected.

Discussion: Opioid requirements increased during admission, 
as expected in a group of mostly cancer patients. Opioid rotations 
were undertaken conservatively with gradual increases in OMED, 
indicating safe prescribing practices. ADRs either improved or did 
not worsen, suggesting our practice maximises quality of life.
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246 ORAL ANTI-CANCER MEDICATIONS; THE OVERLOOKED 
HAZARDOUS ROUTE

Aidan Keogh1

1Launceston General Hospital, Launceston, Tas

EMAIL aidan.keogh@alumni.griffithuni.edu.au

Background: Oral anti-cancer agents are a hazardous area in 
pharmacy practice. With an increasing incidence of a diverse range 
of therapeutic agents, consensus between organisation bodies, is 
that oral cancer therapy should be treated to the same standards 
of precaution as all other routes of cancer therapy. Despite this, 
these agents are often managed through the pharmacy dispensary 
without input from trained oncology pharmacists, as a direct 
contrast to parenteral chemotherapy with dedicated oncology staff. 
This disparity between oral and parenteral agents is contrary to 
published standards.

Objective: To review current practice for dispensing and 
education of oral anti-cancer medications, in a regional tertiary 
hospital, inclusive of surveying confidence in these practices and 
competency against published standards.

Method: Voluntary survey of guideline compliance and 
confidence of dispensing practices and education standards 
of oral chemotherapy agents, with three agents selected based 
on frequency of dispensing, additional recording requirements, 
and risks with current management; capecitabine, lenalidomide, 
and ribociclib.

Evaluation: Half of all surveyed pharmacists were not aware of 
any endorsed procedures relating to oral chemotherapy; half of 
respondents suggested when dispensing, that a cycle or treatment 
protocol could not be ascertained; and respondents averaging poor 
self-confidence when providing education for these agents.

Discussion: This project revealed a drastic need for systemic 
change. Five recommendations to address deviations from 
standards with time modelled strategies will be presented to 
key pharmacy stakeholders. Initial discussions have detailed 
progression of the project to other hospitals within the organisation 
to analyse practice in a larger cohort.

247 IMPLEMENTATION AND EVALUATION OF A NEW 
ADVERSE DRUG REACTION MANAGEMENT SYSTEM 
IN A HOSPITAL NETWORK

Alborz Shahsavand1, Pani Lambros1

1Eastern Health – Box Hill Hospital Pharmacy, Melbourne, Vic

EMAIL alborz.shahsavand@easternhealth.org.au

Background: The National Safety and Quality Health Service 
(NSQHS) Standards require health services to have processes in 
place for documenting a patient’s existing medicine allergies and 
adverse drug reactions (ADRs). Furthermore, any new inpatient 
incidents need to be reported in an organisation-wide incident 
reporting system and to the Therapeutic Goods Administration 
(TGA). In November 2020, a working group was established 
as a way for the organisation to address known gaps.

Objectives: To describe organisational system changes 
to improve ADR reporting as required by NSQHS standards.

Actions: From June 2021, a new process for documenting, 
communicating and reporting of ADRs was implemented. 
The process included an updated organisational ADR/allergy 
Guidelines, mandatory online learning packages, and updated 
written patient information pamphlet. System changes in the 
Electronic Medical Record (EMR) were made to improve clinical 
documentation. A dedicated ADR pharmacist position (0.2EFT) 
was funded to centralise organisational reporting of ADRs into 
the Victorian Health Incident Management System (VHIMS) 
and reporting to the TGA.

Evaluation: ADRs were retrospectively identified in reverse 
chronological order from July 2020 until target sample size of 
500 was reached. Only two ADRs (0.4%) were reported in VHIMS 
and there was no documentation of any reporting to TGA. In 
the 12 months following the implementation, 108 ADRs were 
referred to the ADR pharmacist. Of these, 96 (89%) were reported 
to TGA. Ten (9%) ADRs that were not reported to the TGA were 
related to COVID-19 vaccines which required reporting to SafeVic, 
instead. Two (1.85%) ADRs that required TGA reporting were 
unintentionally not reported. Overall, 104 (96.30%) of the referred 
ADRs were recorded correctly in EMR and VHIMS.

Discussion: Improved ADR documentation and reporting 
systems were implemented to ensure NSQHS standards had 
been appropriately addressed. Centralisation of responsibility 
for ADR reporting improved compliance with the TGA and 
hospital incidence management requirements.
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248 CONNECTING WITH CONSUMERS: DISCOVERING 
THEIR EXPECTATIONS ON ENGAGEMENT WITH 
MEDICATION MANAGEMENT

Sally Marotti1, Anisha Ravindran1, Pak Yin Ian Leong3, Annabel 
Calder4, Prof Debra Rowett3, Dr Pascale Dettwiller5, Jimit Gandhi1,3, 
Dr Alka Garg6, Dr Ivanka Koeper1, Rebecca Larcombe4, Timothy 
Martin2, Paul Thorburn4, Laura Zanin6, A/Prof Michael Ward3

1SA Pharmacy (Central Adelaide Local Health Network), 
Adelaide, SA, 2SA Pharmacy (Northern Adelaide Local Health 
Network), Adelaide, SA, 3University of South Australia, Adelaide, 
SA, 4SA Pharmacy (Southern Adelaide Local Health Network), 
Adelaide, SA, 5SA Pharmacy (Eyre and Far North Local Health 
Network), Port Lincoln, SA, 6SA Pharmacy (Women’s and Children’s 
Local Health Network), Adelaide, SA

EMAIL anisha.ravindran@sa.gov.au

Background: Consumer engagement in healthcare decision-
making is vital towards shaping patient-centred care. Patients 
initiated on new medicines in hospital may have different levels 
of involvement in shared decision-making, affecting treatment 
compliance and overall health outcomes.

Aim: To investigate consumer perceptions and engagement 
expectations in the initiation of new medicines and explore any 
influencing factors.

Method: A multi-site approach was undertaken to recruit hospital 
inpatients commenced on new medicines intended to continue on 
discharge. Participant perception and desired involvement levels in 
the initiation of new medicines, and satisfaction with information 
provided were rated using Likert scales. Participant attitudes to 
medicines necessity and concern were assessed using the Beliefs 
about Medicines Questionnaire (BMQ)-specific section. Interviews 
explored degree of engagement and information received from 
the multi-disciplinary team. Qualitative data was collected and 
analysed inductively. Eighty voice recordings were transcribed and 
coded until data saturation was reached. Codes and themes were 
developed using NVivo software and analysed via reflexive thematic 
analysis by two independent researchers. The association between 
patient perception and expectation for involvement and beliefs 
about medicines was assessed using a logistic regression model.

Results: Patients indicated a wide spectrum in their information 
and engagement expectations. Some patients were content with 
written and verbal information; others preferred a collaborative 
discussion to address their needs and concerns. Neither BMQ 
necessity and concern beliefs were associated with the perception 
or expectation of involvement when new medicines are initiated.

Participants expected focussed written information on adverse 
effects and treatment benefits at the point of prescribing. 
Additionally, patients expressed preference for increased 
involvement and collaboration with community care providers 
when new medicines are commenced.

Discussion: There is a real opportunity to engage consumers in the 
decision to commence new medicines. Whilst patient needs vary, 
it appears important to allow them the opportunity to participate 
in this conversation.

249 INTRAVENOUS IRON INFUSION RESOURCE TOOLBOXES 
– REINVIGORATING HOW SUPPORT IS PROVIDED FOR 
ADMINISTERING CLINICIANS

Ann Whitaker1, Tina Luton2, Elizabeth Hayward1

1Redcliffe Hospital Pharmacy, Redcliffe, Qld, 2Redcliffe Hospital 
Safety & Quality Unit, Redcliffe, Qld

EMAIL ann.whitaker@health.qld.gov.au

Background: The facility continues to experience iron infusion-
related adverse events, particularly infusion site staining, despite 
education provision, district procedures, and support materials 
online. Incident investigation found common contributing 
factors, including: lack of knowledge of available resources and 
best practice processes; inability to access online material; and 
generalised lack of risk awareness. Patients were ill-informed of 
warning signs and poorly empowered to escalate concerns.

Objective: To mitigate further patient harm through implementing 
an easily-accessible resource ‘toolbox’ for iron infusion 
administration, complementing the district procedure and online 
resources, and supporting staff and patients in risk awareness 
and escalation points.

Action/method: The facility implemented provision of an iron 
infusion support toolbox alongside all iron dispensings through 
Pharmacy. The toolbox comprises a patient consent form; patient 
information, including warning signs and escalation points; an 
infusion monitoring checklist for completion; and procedure 
excerpts regarding key administration components, with referral 
to the full procedure.

Evaluation: Impact is continuously monitored through incident 
reporting; to date no further staining events have occurred. Audit 
of toolbox content usage and checklist completion is planned, 
however preliminary review suggests high compliance in part due 
to improved awareness of risks associated with iron infusions.

Formal staff and patient satisfaction surveys are also planned. 
Preliminary anecdotal feedback has been highly positive, with staff 
reporting feeling better supported throughout the administration 
and monitoring processes, and reassured of their adherence with 
best practice processes.

Discussion: The positive response to the iron infusion toolbox 
demonstrates the value of ensuring clinical support materials are 
readily available. Staff voice a desire to comply with best practice, 
but face barriers in awareness of, and timely access to, supporting 
materials online, particularly in non-digital settings.

This toolbox concept can be replicated in other high-risk 
medication administration scenarios, particularly those requiring 
ongoing monitoring and patient empowerment to escalate early 
warning signs.
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250 A PHARMACIST LED EDUCATION PROGRAM TO 
IMPROVE ACCURACY OF THE ELECTRONIC ALLERGY 
RECORDS IN HOSPITAL

Ashley Handy1,2, Sean Alcorn2, Benjamin Misplehorn2

1Murwillumbah Hospital, Murwillumbah, NSW, 2Griffith University 
School of Pharmacy, Gold Coast, Qld

EMAIL Ashley.handy2@gmail.com

Background: The accurate documentation of allergies or adverse 
drug reactions (ADRs) has been identified as an issue within 
hospitals. Inaccuracies have been shown to exist in up to 98% of 
patient allergy/ADR records, leading to inappropriate medication 
prescribing and medication errors. As part of actions 4.07/08 of 
the National Safety and Quality Healthcare Standards, a hospital 
must have processes for the recording of allergies/ADRs in the 
patient record and provide training and education to clinicians 
in such documentation.

Aim: The study aims to assess the accuracy of the allergy/ADR 
record in the Electronic Medical Record (eMR) and identify whether 
a pharmacist-led education package to health professionals 
improved the accuracy of such record.

Method: A retrospective audit between two six-month periods 
was conducted against the allergy/ADR records patient records 
in eMR. Between the two audit periods, a pharmacist led education 
package was delivered within the hospital.

Results: 1180 patient’s records were included in the audit periods. 
All bar 0.7% (8) patients had their allergy/ADR status recorded. 
Of the 1180 patients, 60% (708) of patients had Nil Known 
allergies/ADRs. Of the patients with allergies/ADRs, a total of 
909 individual allergies/ADRs were recorded. Between 2019 and 
2020 a Pharmacist-led education program improved accuracy of 
documentation from 21.2% to 58.3% P<0.001. All professions 
improved their accuracy post intervention: pharmacists 63.0% 
to 89.2% P<0.001, nurses 59.2% to 69.9% P<0.001 and medical 
officers 39.4% to 45.5% p=0.655.

Discussion: The recording in eMR of allergies/ADRs is largely 
inaccurate. A number of factors including deficits in clinician 
training and education were considered to contribute to these 
inaccuracies. A Pharmacist-led education program was found 
to be a novel approach in significantly improving the accuracy 
of documentation. A broader multi-point program to allergy/ADR 
documentation of training, education, auditing with feedback, 
and electronic system changes should be considered.

251 RESHAPING THE MANAGEMENT OF REACTIVE 
THROMBOCYTOSIS POST SPLENECTOMY

Charlotte McBrayer1, Laura Triggs1

1Canberra Health Services, Canberra, ACT

EMAIL charlotte.mcbrayer2@gmail.com

Objective: To describe the post-operative medication 
management of a previous splenectomy in the context 
of a current pancreaticoduodenectomy.

Clinical features: A 65-year-old male was admitted for an elective 
pancreaticoduodenectomy. His medical history included duodenal 
metastasis of renal carcinoma, hypoadrenalism and hypertension; 
and a surgical history of nephrectomy, total adrenalectomy, and 
splenectomy in 2019. Since 2019, the patient had been taking 
100mg aspirin daily for reactive thrombocytosis post splenectomy 
in addition to 12 other regular medicines.

Literature review: Reactive thrombocytosis is characterised by 
an increased platelet count of >450x10^9/L due to underlying 
conditions, medications or events. Traditionally, the use of aspirin 
for reactive thrombocytosis post splenectomy has been used 
where platelets >1000 x10^9/L. Research suggests that aspirin 
has no beneficial effect for this indication but may reduce the 
risk of thrombohemorrhagic complications post splenectomy. 
Treatment guidelines recommend against management with 
aspirin, regardless of platelet count, as there is currently no 
conclusive evidence of efficacy for the treatment of reactive 
thrombocytosis with aspirin.

Pharmacist interventions, case progress and outcomes: 
The patient was admitted to the intensive care unit post 
pancreaticoduodenectomy. A medication history was taken, and 
it was initially highlighted that there was no clear indication for the 
aspirin. Following a pharmacist review and thorough workup of his 
past surgical history on the intensive care ward round, we helped 
the patient rediscover the indication for his aspirin. The intensive 
care team agreed with our recommendation to deprescribe aspirin 
based on the lack of efficacy and platelet level of 385x10^9/L, 
with ongoing monitoring.

Discussion: This case demonstrates the important role pharmacists 
play in thorough history gathering, assessment of current 
evidence and discussions for ongoing medication management. 
Deprescribing is an important skill for all pharmacists and should 
always be considered, even in critical care environments.
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253 EXPLORING THE VALUE OF PATIENTS’ OWN 
MEDICATIONS AS AN INFORMATION SOURCE FOR 
COMPLETING MEDICATION HISTORIES

Deena Tumber1

1Eastern Health, Box Hill, Vic

EMAIL deenatumber@gmail.com

BOLT  LIGHTNING TALK L03

Background: Historically, Patients Own Medications (POMs) have 
been particularly valuable as a source of information for creating 
Best Possible Medication Histories (BPMH) and facilitating timely 
access to medications on admission to hospitals. However, the 
advent of Electronic Medical Records (EMR) and My Health Records 
(MHR), and the optimisation of hospital imprest systems have 
noticeably diminished the reliance on POMs.

Aim: To explore the ongoing value of POMs as a source of 
information for the completion of BPMH and timely access 
to medications.

Method: A retrospective review was conducted over a two-week 
period in December 2021 across six wards from three hospitals. 
The BPMH of patients admitted on weekdays were reviewed to 
identify which components were only available from POMs. POMs 
were deemed useful if they were the only available source to assist 
in creating an accurate BPMH or administering a medication.

Results: Seventy-four patients were audited, of which 42 (56.8%) 
had brought their POMs into hospital. Overall, POMs were found 
useful for 10 (13.5%) audited patients as they were the sole source 
of information for a total of 14 medications. For the remaining 64 
(86.5%) patients, accurate BPMHs were constructed without the 
need to refer to POMs. When risk assessed using a validated risk/
probability matrix, 11 of 14 medications (78.6%) were found to 
have negligible clinical impact if omitted e.g. multivitamins. The 74 
BPMHs contained a total of 778 medications, of which 650 (83.5%) 
were available from ward imprests and the remaining 128 (16.5%) 
available through hospital pharmacy.

Discussion: We observed that approximately half of all patients 
continue to bring their home medications to hospital on admission, 
however they are often not needed for the completion of BPMH 
or timely access to medications. Future studies can help explore 
patients’ and clinicians’ perceptions of the value of bringing POMs 
to hospitals.

254 MAPPING THE RESEARCH ADDRESSING PRESCRIPTION 
DRUG MONITORING PROGRAMS: A SCOPING REVIEW

Dimi Hoppe1, Prof Leila Karimi, Prof Hanan Khalil
1La Trobe University, Melbourne, Vic

EMAIL dimi_hoppe@yahoo.com

Background: Prescription drug monitoring programs (including 
real time prescription monitoring tools) are a harm minimisation 
intervention and clinical decision support tool being implemented 
at an increasing rate in some countries including Australia, to 
address the public health concern surrounding prescription drug 
misuse. Given the large number of studies published to date and 
ongoing implementation of these programs it is important to map 
the literature and identify areas for further research in order to 
improve practice.

Aim/objectives: A scoping review was undertaken to identify 
the research on prescription drug monitoring programs published 
between January 2015 and April 2021 in order to extract and map 
the main themes highlighted in the studies.

Methods: A three-step search strategy was used in accordance with 
JBI manual for evidence synthesis: a scoping review methodology. 
The extracted results were classified and presented under main 
conceptual categories including study type, population, key study 
characteristics and themes, area of focus and gaps in research.

Results: A total of 153 citations were included in this scoping 
review. The majority of the studies originated from the United 
States of America and were quantitative. Results on program 
effectiveness are mixed and mainly examine their association with 
opioid-related outcomes. Unintended consequences are revealed 
in the literature and this review also highlighted barriers to program 
use and system integration.

Discussion: Overall, the findings vary significantly despite the 
large number of studies published to date. Mapping the literature 
identifies priority areas for further research that can advise 
policymakers and clinicians on practice improvement.

This scoping review presents a comprehensive insight into the most 
current research on prescription drug monitoring programs and 
broadly examines an extensive range of themes. Further research 
is needed to improve clinician use and patient health outcomes.
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255 PUMPING UP SAFETY: IMPLEMENTATION OF A NATIONAL 
DRUG LIBRARY

Ella Raguz1

1Ramsay Pharmacy (Ramsay Health Care AU), Melbourne, Vic

EMAIL Raguze@ramsayhealth.com.au

Background: Errors in intravenous (IV) medicine administration 
can result in significant patient harm. In Australia, approximately 
69.7% of IV medicine administrations contain at least one clinical 
error, with IV rate being the most common. Implementation of 
smart infusion pumps can significantly reduce IV administration 
errors. However, this is contingent on strong clinician compliance 
with the dose error reduction software (DERS) or “drug library”.

Objective(s): In 2019, a national healthcare provider committed 
to rolling out over 5,000 smart infusion pumps for 52 hospital 
facilities. The objective was to create a centralised drug library that 
would fit a national model, standardise safe drug administration 
practices and encourage clinician compliance.

Action (Method): The establishment and implementation of the 
‘national drug library’ was led by the pharmacy practice team. 
Initially, nursing leads from major hospitals within the healthcare 
network were engaged, along with a national governance unit. 
Once the initial DERS model was created, there was an extensive 
review period to identify differences in local drug administration 
policies compared to the DERS. Concurrently, technical 
infrastructure was constructed to accommodate real-time DERS 
updates, compliance monitoring and change requests. Onsite 
and virtual education was conducted at each site prior to final 
implementation.

Evaluation: A national drug library, containing more than 650 
individual drugs and 7 care areas, was successfully established, 
and implemented across 52 hospital facilities in 2021. Compliance 
to the DERS is currently >85% for >570,000 infusions which 
is monitored via a Wi-Fi gateway. The gateway also provides 
extensive data on hard-limit pullbacks and soft-limit overrides 
for incident tracking. This information is used to regularly review 
the DERS to maintain its efficacy.

Discussion: Balancing safe-drug administration practices and 
DERS compliance is critical to gaining safety benefits from smart 
pumps. Pharmacists are best placed to establish and maintain 
smart pump DERS and lead widespread practice change.

256 EXPLORING CLINICAL DOCUMENTATION AND 
MANAGEMENT OF CANCER PATIENTS’ COMPLEMENTARY 
AND ALTERNATIVE MEDICINE (CAM) USE

Dr Ellen Jones1, Prof Lisa Nissen2, Prof Carol Windsor2, 
A/ Prof Kathryn Steadman3, Prof Alexandra McCarthy3

1Redcliffe Hospital, Redcliffe, Qld, 2Queensland University of 
Technology, Brisbane, Qld, 3University of Queensland, Brisbane, Qld

EMAIL ellen.jones@health.qld.gov.au

Background: The clinical implications of CAM interactions with 
anti-cancer treatment are hard to determine due to inconsistent 
CAM disclosure rates and limited documentation from health 
professionals. It is important to better understand the current 
documentation and management of CAM utilization by cancer 
patients and the interface with clinical care.

Aim/objective(s): To understand the clinical documentation and 
management of patients’ use of CAM during anti-cancer treatment 
and the potential gaps.

Methods: A retrospective study was undertaken from 1st January 
to 31st January 2017, comparing patient CAM use documented 
in their medication chart by doctors with the comprehensive 
medication lists documented by the pharmacists in the patient 
electronic record. The review time period ensured the group 
represented typical patients irrespective of the treatment intent 
(curative or palliative) or type of cancer treatment involved 
(e.g. intravenous, oral).

Results: 171 patients were reviewed with 86 patients identified 
during the review to be using CAM. Only 5 patients had their CAM 
use documented by the doctor in their medication chart, whereas 
the pharmacists’ lists showed 50.3% (86/171) of the patients used 
CAM during treatment. There was no robust evidence to support 
the use or indication for 25% (11/44) of CAM agents listed on the 
medication lists (e.g. red clover, shark cartilage for prostate cancer).

Discussion: The results of this study highlighted a large discrepancy 
in CAM documentation and a lack of clear management plan 
for patients and health professionals. While the pharmacists’ 
medication list aims to assist with medication management 
and serve as a tool to exchange information with other health 
professionals, it did not appear to be utilized effectively in patient 
management. Patterns and reasons for patients’ CAM use should 
be explored prospectively to establish clear roles of health 
professionals in managing patients’ CAM use during treatment.
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257 WHAT FACTORS CAN INFLUENCE CANCER PATIENTS’ 
COMPLEMENTARY AND ALTERNATIVE MEDICINE (CAM) 
USE DURING ANTI-CANCER TREATMENT?

Dr Ellen Jones1, Prof Lisa Nissen2, Prof Carol Windsor2, 
A/ Prof Kathryn Steadman3, Prof Alexandra McCarthy3

1Redcliffe Hospital, Redcliffe, Qld, 2Queensland University of 
Technology, Brisbane, Qld, 3University of Queensland, Brisbane, Qld

EMAIL ellen.jones@health.qld.gov.au

Background: The impact of CAM use on anti-cancer therapy is not 
well-established in regard to medication safety and the overall 
clinical management of patients. The lack of a standardized 
approach to managing patients’ CAM use raises the need to 
understand more about cancer patients’ CAM use while undergoing 
anti-cancer treatment.

Aim/objective(s): To explore which factors, including age, gender, 
and treatment intent, may influence cancer patients’ CAM use 
during anti-cancer treatment.

Methods: A retrospective study was conducted over a 4-week 
period, comparing patients’ CAM use documented in medication 
charts by doctors with the medication lists as recorded by 
the pharmacists. The review time period ensured the group 
represented typical patients irrespective of the treatment intent 
(curative or palliative) or type of cancer treatment involved 
(intravenous, oral, or a combination of all). Descriptive statistics 
were used to analyze the data. The normality of the data and the 
comparisons between different variables were performed using 
Statistical Package for Social Sciences (SPSS version 23).

Results: 171 patients were reviewed with 86 patients identified 
with CAM use. Vitamins/minerals were the most used CAM. There 
was a weak correlation between the number of CAM treatments 
used and age group, gender and treatment intent (rs=0.106 vs. 
rs= -0.140 vs. rs = 0.099 respectively). However, no statistically 
significant associations between the number of CAM used and age 
group, gender and treatment intent (age group x2(16)=12.843, 
p=0.684; gender x2(8)=11.254, p=0.188; or treatment intent 
x2(8)=8.604, p=0.377) was found.

Discussion: Cancer patients may be on multiple medications for 
their anti-cancer treatment. The potential interactions with CAM 
medications can be challenging to predict and prioritise. While 
no clear association with age, gender, or treatment intent was 
observed within this review there should be further investigation 
of patients’ preferences and reasons for choosing CAM to help 
guide treatment planning and education.

258 ORAL MUCOSITIS, WHAT HAVE WE LEARNT IN THE LAST 
TWO DECADES: A NARRATIVE REVIEW

Ella Shearing2, Hala Musa1, Michael Soriano1, Dr David Hibbs2

1University of Sydney, Sydney, NSW, 2Chris O’Brien Lifehouse, 
Camperdown, NSW

EMAIL hala.musa@lh.org.au

Background: Oral mucositis (OM) is the most common and 
inevitable sequela of anti-cancer therapies. OM associated oral 
pain (OMOP) is reported to be the most burdensome symptom, 
compromising the patient’s functional capabilities, adherence 
to anti-cancer treatment and psychosocial status; which in turn 
reduces their overall quality of life (QOL). OM is unavoidable, as 
such, it is necessary to manage it based on patient symptoms; 
most notably, oral pain. Topical agents are most preferred in the 
management of OMOP, compared to their systemic counterparts. 
At current, there is still limited evidence to support the use of a 
standard therapy for OM management alone.

Objective: The present narrative review aims to compile the most 
effective, emerging topical therapies for management of OMOP.

Methods: Databases consisting of Cochrane Database of 
Systematic Reviews Database, Medline and Embase via Ovid 
were used to investigate key search terms. Articles retrieved were 
screened for duplicates, and any articles published prior to 1999 
were excluded. A total of 28 articles were included within the final 
narrative review; 23 of which were Randomised Controlled Trials.

Results: Of the 21 pilot compounds investigated, 8 were found 
to have a statistically significant role in the management of OMOP. 
These included topical therapies containing doxepin, ketamine, 
morphine, indomethacin, diclofenac, benzydamine, rhEGF and 
phenylbutyrate. Each compound differs in evidence supporting 
its efficacy according to the malignancy type and location, 
nature of the treatment received and the initial severity of OM.

Discussion: Heterogeneity across the studies amplifies the need 
to develop a standardised validated assessment tool, which 
would allow for accurate comparison regarding the efficacy of 
therapies in reducing OMOP. Further research is warranted into 
the pathophysiology of oral pain specifically, as well as to fully 
elucidate the role of topical therapies in the management of OMOP.
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259 MEDICATION MANAGEMENT IN CULTURALLY 
AND LINGUISTICALLY DIVERSE BACKGROUNDS AND 
ADOLESCENT AND YOUNG ADULTS WITHIN ONCOLOGY

Hala Musa1, Michael Soriano1, Chia-En Wu2, Abdullah Alshehri2, 
Yu Seng Soon2, Yeo Jin Kim2

1Chris O’Brien Lifehouse, Camperdown, NSW, 2University of Sydney, 
Sydney, NSW

EMAIL hala.musa@lh.org.au

Background: Poor health outcomes due to non-adherence with 
prescribed treatment plans, are often due to communication 
barriers between healthcare professionals and patients. Culturally 
linguistic and diverse (CALD) populations and Adolescent and 
Young Adults (AYAs) comprise high risk population groups for 
medication non-adherence. Further, complex and lengthy cancer 
treatment plans can add to this contributing to patient confusion 
and non-adherence.

Objective: To examine the effectiveness of pictograms in improving 
patient medication adherence and better treatment outcome.

Methods: A literature review was conducted to assess the impact 
of different application tools on medication adherence. Our findings 
showed, the use of web-based programs and pictograms to be 
useful in patient populations that are at risk for non-adherence to 
medication therapy, and can be utilised to complement other forms 
of patient counselling. Based on our findings, pictogram-based 
medication counselling guides was designed and created.

Action: During our design process, it was clear that several 
factors such as age, gender, education and literacy level, as well 
as linguistic barriers, are associated with the ability to interpret 
pictograms. All factors were taken into our final design, which 
includes pictograms in conjunction with the text, three versions in 
common languages spoken in NSW, and simple easy to relate icons.

Evaluation: The patient and healthcare committee based within 
our Oncology Hospital evaluated and provided feedback to our 
pictogram design through constructed questionnaires.

Discussion: Pictograms have the potential to increase 
comprehension of medication instructions. Improvement in 
medication comprehension, may reduce errors, thereby improving 
medication safety. Future directions will be aimed towards further 
validation of the pictograms via patient feedback measures.

260 REDUCING THE RATE OF HYPOGLYCAEMIA HOSPITAL-
ACQUIRED COMPLICATIONS IN A REGIONAL HOSPITAL

Helena Joseph-Hauser1

1Griffith Base Hospital, Griffith, NSW

EMAIL Helena.josephhauser@health.nsw.gov.au

Background: A medium-sized regional hospital was experiencing 
an increase in the rate of hypoglycaemia Hospital-Acquired 
Complications (HACs). From July 2019 to June 2020, the rate 
was reported to be 1.5 events per 1000 separations, which was 
still lower than the state’s rate of 2.2 events per 1000 separations 
during the same time period. In June 2020, the hospital’s 
executive team requested that the Pharmacy Department 
addressed this increase, as hypoglycaemia falls under the banner 
of medication-related HACs.

Objective: To reduce the rate of hypoglycaemia HACs within the 
hospital via health professional education.

Action: An action plan was developed by the Chief Pharmacist 
to outline tasks required to reduce Hypoglycaemia rates. Initially, 
pharmacists delivered education to nurses and medical officers 
on hypoglycaemia and ways to prevent it. Nursing and medical 
staff were encouraged to download the decision support mobile 
phone application “Thinksulin”. It was also recommended 
that all clinical staff complete the My Health Learning Pathway 
“Inpatient Management of Diabetes Mellitus”. Ongoing monitoring 
of the frequency of HAC 10.3 Hypoglycaemia via the Quality 
Improvement Data System (QIDS) was conducted.

Evaluation: Data pulled from QIDS, identified that during the 
2020/21 Financial Year (FY), there was a 33% decrease in 
the rate of hypoglycaemic HACs reported, compared to the 
previous FY. In the 2021/22 FY, there was a 90% decrease in 
the rate of hypoglycaemic HACs. Overall, since the intervention, 
a 93% decrease in the rate of hypoglycaemic HACs reported 
was demonstrated.

Discussion: Health Professional education is an effective means 
of reducing hypoglycaemic episodes within a hospital environment. 
There may be a potential variation in the rate of reported 
hypoglycaemic HACs due change in staff within the coding team 
and on the wards. Further studies can be done on the aetiology 
of hypoglycaemia events to determine whether these should fall 
under medication-related HACs.
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261 HANDLE WITH CARE! PRECAUTIONARY MEASURES 
FOR HANDLING BODILY FLUIDS OF PATIENTS RECEIVING 
ANTINEOPLASTIC THERAPIES

Dr Hilai Ahmadzai1, Deirdre Criddle1, Emily Gordon1

1Sir Charles Gairdner Hospital, Nedlands, WA

EMAIL hilai.ahmadzai@health.wa.gov.au

Background: Safe handling of bodily fluids of patients receiving 
antineoplastic therapies is paramount to protect healthcare 
workers (HCW) from occupational exposure. While general 
recommendations regarding the handling of patient excreta are 
available in the literature, information on the need and duration 
of precautions for specific drugs is largely lacking. Without 
defined occupational exposure limits and evidence-based risk 
assessment, frontline HCW are at risk of accidental exposure. 
Most organisations do not have drug specific guidelines and 
mitigate risk by using a conservative approach. While safer, 
it places unnecessary burden on health resources. Pharmacists 
are often the primary contact for drug-related queries, but the 
lack of evidence-base prevents provision of definitive advice.

Objectives: This exploratory review evaluated the quality of 
currently available resources on handling bodily fluids of patients 
taking antineoplastic drugs.

Action (Method): Commonly used primary references including 
the National Institute of Occupational Safety and Health (NIOSH) 
2020 “List,” the Oncology Nursing Society Guidelines (2003) 
and Cass and Musgrave (1992) were reviewed and analysed. 
A comprehensive literature search using a defined search 
strategy was also undertaken to identify new and relevant 
literature in this area.

Evaluation: Forty-four individual drug monographs were reviewed. 
Significant gaps in the available literature were evident, especially 
regarding recommended duration for safety precautions. This 
was attributed to a lack of updated reporting and ongoing risk 
assessment. Inconsistencies in the recommended timeframes 
for precautionary measures, particularly related to novel 
antineoplastic agents were evident between various references.

Discussion: In the absence of current and evidence-based 
recommendations, organisations may be increasing burden on 
limited resources by taking a risk-averse approach or alternatively 
increasing the risk of inadvertent occupational exposure to their 
staff. This exploratory review highlighted the need for updated and 
consistent references to develop organisational guidelines and 
staff education to improve protection for HCW working in this area.

262 IMPROVING ADVERSE DRUG REACTIONS DETECTION 
USING AN AUTOMATED TOOL AND ICD-10 CODING DATA: 
STUDY PROTOCOL

Dr Jana Stojanova1, Claire Keith2, Alana Meakim2, Sara Sullivan3, 
Sara Whatmough3, Michelle Nalder4, Dr David Liew5,6, 
Dr Christopher McMaster5,6

1Department of Clinical Pharmacology & Toxicology, St Vincent’s 
Hospital Sydney, Sydney, NSW, 2Department of Pharmacy, Austin 
Health, Melbourne, Vic, 3Department of Pharmacy, Metro South 
Health, Brisbane, Qld, 4Department of Pharmacy, Royal Melbourne 
Hospital, Melbourne, Vic, 5Department of Clinical Pharmacology, 
Austin Health, Melbourne, Vic, 6Department of Medicine, University 
of Melbourne, Melbourne, Vic

EMAIL jana.stojanova@svha.org.au

Background: Adverse drug reaction (ADR) detection in hospitals 
largely depends on spontaneous reporting by clinical staff. Formal 
ADR detection programmes in Australian hospitals are typically 
executed by pharmacists. Much of the work in ADR program 
management is tedious and time consuming, from ADR detection 
to evaluation and case follow up. Detection can be aided by 
software tools that employ artificial intelligence. We developed an 
automated ADR detection tool using machine learning algorithms. 
Detection is based on routine data (International Classification 
of Diseases codes, ICD-10). The tool correctly identified 245 
ADR reports at a large, tertiary hospital in Victoria in the period 
December 2016 – November 2017 (McMaster 2019).

Objective: The aim of this project is to evaluate the tool’s 
performance at different sites, and feasibility for routine 
ADR detection.

Methods: Details about the software tool and process map 
for proposed implementation are presented, including a video 
demo accessible through a QR code. We plan to trial a month-to-
month application of the tool over a 3-month period at four large, 
metropolitan hospitals in various states. Collaborators at each 
site will use locally derived ICD-10 data with the tool. Potential 
ADRs will be reviewed by pharmacists using clinical notes against 
established criteria.

Evaluation: Each site will report monthly detection results 
(whether detected ADRs are true ADRs). Detection results will 
be used to refine the model and improve the tool’s performance. 
Feasibility for routine implementation will be evaluated through 
qualitative methods at the conclusion of the 3-month trial period 
(focus group involving collaborators).

Discussion: This project will evaluate the performance and 
feasibility for clinical use of an AI based software tool to detect 
ADRs at four Australian hospitals.

Reference: McMaster C et al. A machine-learning algorithm to 
optimise automated adverse drug reaction detection from clinical 
coding. Drug Safety. 2019 Jun;42(6):721-5.
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263 OBSERVATIONAL PRACTICE AUDIT TO IMPROVE 
CONSUMER COMPREHENSION OF MEDICATION LABELS

Jessica Blinks1

1Ramsay Pharmacy, Brisbane, Qld

EMAIL BlinksJ@ramsayhealth.com.au

Background: Medication labels are the only guaranteed 
communication between healthcare providers and consumers. 
Medication labels set out in an easy to understand, standardised 
format can improve health outcomes and directly impact the way 
a medication is or is not taken.

Aim/objective: To compare dispensed medication labels from 
a hospital setting with the National Standard for Labelling of 
Dispensed Medications released in July 2021.

Method: An observational practice audit was undertaken over 
a single workday comparing 526 medication labels in a hospital 
dispensary against the 12 standards and 9 supporting strategies 
in the National Standard for Labelling of Dispensed Medications. 
Data was collected using a Microsoft Excel data collection tool. 
Medications were not assessed against standard 2 and supporting 
strategy 4, 5, 6 and 8 and the oncology dispensary was excluded. 
If a medication label followed all standards and supporting 
strategies it was considered compliant with the national standard. 
>90% of medication labels needed to be compliant overall.

Results: It was found that 0% of medication labels were compliant 
with the national standard. 75.66% of medication charting 
contained enough information for a consumer to take their 
medication safely and effectively, whereas 0% of medication labels 
did. >90% of labels were compliant with standards 5, 10 and 12. 
There was not sufficient data to assess the labels against standard 
11 and supporting strategy 2.

Discussion: No medication labels were compliant with the National 
Standard for Labelling of Dispensed Medications. Compliance with 
the national standards is integral to improving the quality and 
consistency of medication labels but is difficult to enforce due 
to the discretionary nature of standards. Despite this, adherence 
to the national standards can be achieved through pharmacist 
collaboration with software providers, prescribers and dispense 
technicians. Future studies should investigate the influence 
medication labels have on hospital readmission rates.

264 IMPROVING THE SAFETY OF POTASSIUM

Lisa Robertson1, Yvonne Hablutzel1,2, Stephanie McKellar1,3, 
Michelle Paine1,3, Melinda Rose1, Suzette Seaton1,4, Loren Sturges1,3

1Statewide Hospital Pharmacy – Tasmanian Health Service, Hobart, 
Tas, 2Launceston General Hospital, Launceston, Tas, 3Royal Hobart 
Hospital, Hobart, Tas, 4North West Regional Hospital, Burnie, Tas

EMAIL lisa.robertson@ths.tas.gov.au

Background: Potassium is a high-risk medicine. Potassium can 
cause catastrophic harm when administered in error and has been 
implicated in deaths both nationally and internationally. Potassium 
ampoules were available in some areas outside critical care within 
our health service.

Objectives: To reduce the use of potassium ampoules and remove 
the requirement for potassium ampoules to be utilised outside 
critical care areas.

Action: Stakeholder consultation highlighted requirement for 
potassium ampoules in non-critical areas stemmed from lack of 
suitable alternatives. This was overcome by formulary changes 
and procurement of potassium chloride 20 mmol/100 mL bags, 
and potassium dihydrogen phosphate bags 20mmol/100 mL and 
10 mmol/250 mL.

Imprest reviews were undertaken with the removal of potassium 
ampoules from all non-authorised areas. To reduce the risk 
of selection error specific premix strengths were allocated to 
clinical areas. Other premix strengths were available via individual 
patient dispensing.

Development of a statewide protocol provided necessary 
governance for the planned changes and supported the 
rationalisation of standard potassium dilutions. New electrolyte 
fluid charts were implemented to improve prescribing practice.

Resources including alerts, newsletters and wall chart were 
distributed and showcased on the health service’s medication 
safety webpage. Ongoing education was offered at ward level and 
within pharmacies. A training module was developed for all clinical 
staff. The module is mandatory for pharmacy staff including stores 
staff and pharmacy technicians.

Evaluation: Review of usage has shown significant reduction, 47%, 
in the use of potassium ampoules. There has been a corresponding 
increase in the equivalent premix bag alternatives.

Discussion: The establishment of the statewide Safe Medication 
Practice Unit provided resources to enable a multipronged 
approach to facilitate the removal of potassium ampoules from all 
clinical areas outside critical care. Providing suitable alternatives 
was pivotable to the success.
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265 ESTABLISHING A STATEWIDE MULTIDISCIPLINARY 
MEDICATION SAFETY TEAM – TOGETHER EVERYONE 
ACHIEVES MORE

Lisa Robertson1, Melinda Rose1, Tom Simpson1

1Statewide Hospital Pharmacy – Tasmanian Health Service, 
Hobart, Tas

EMAIL lisa.robertson@ths.tas.gov.au

Background: Medication safety has not previously been 
coordinated from a statewide perspective. Regional medication 
safety committees (MSC) function independently and address local 
issues but have been unable to drive system-wide improvements.

Objective: To establish a statewide multidisciplinary medication 
safety unit and use evidence-based systems to reduce the risk of 
medicine related patient harm.

Action: The unit was established in 2019 with a pharmacist in each 
region and a pharmacy manager. From early 2021 it expanded to 
include a nurse in each region and a statewide nursing director. 
Four project pharmacists joined in 2020 to develop smart pump 
libraries, with one ongoing position.

Priorities focused on supporting MSCs and accreditation, 
medication incident review and statewide initiatives to address 
duplication and inconsistency including consolidation of guidelines 
to support smart pump libraries, safety alerts, medication safety 
webpage development, education resources and specific projects.

Evaluation: Pharmacists traditionally hold medication safety 
portfolios, but errors occur across all clinical groups. Pharmacists 
and nurses view medication safety differently. The addition of 
nursing staff has brought a different skill set, perspective, insight 
into grass-roots issues and enhanced opportunities for system 
improvement.

There has been positive engagement and feedback received for 
medication safety initiatives and successful implementation of 
projects – potassium, insulin and management of chlorhexidine 
allergy. Importantly nurses provided much-needed additional 
resource and scope for these larger projects.

The projects undertaken have highlighted differences in thinking 
and improvement strategies for patient care and medication safety 
and poses the question ‘Were we hitting the target when managed 
by a single discipline?’.

Discussion: The proposed structure includes medical positions, 
currently sought ad hoc. Twenty months after the introduction of 
the four nurse positions, the unit is making greater impact than 
ever. The value of expanding to the complete clinical triad offers 
further potential.

266 REVIEW OF QUALITY INDICATORS USED TO MEASURE 
ANTICOAGULATION SAFETY

Martin Canning1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL Martin.Canning@health.qld.gov.au

Background: Quality indicators are routinely used within 
healthcare to measure and monitor safety. They should define, 
measure and monitor meaningful metrics where outcomes or 
compliance may be modifiable to support improved patient care.

Aim: To identify anticoagulant medication safety indicators defined by 
key patient safety organisations and within peer-reviewed journals.

Methods: Key patient safety organisation websites were searched 
to identify any defined anticoagulant clinical indicators. In addition, 
a literature search was conducted of the PubMed database using 
relevant search terms. Only articles published in the last 30 years, 
available in full text articles were included. The titles and abstracts 
were reviewed and indicators defining a process or outcome 
were included.

Results: In total, 56 anticoagulant clinical indicators were 
identified; 29 from patient safety organisations and 27 defined 
within the literature. After removal of similar indicators, 29 unique 
indicators were identified. 19 indicators defined processes and 10 
defined outcomes. When assessed according to disease state, 12 
were related to atrial fibrillation, two mechanical vales, two acute 
coronary syndromes and one ischemic stroke. There were 13 which 
were safety and quality related. Nineteen were related to warfarin, 
eight were non-specific, four related to DOACs and one each for 
enoxaparin and heparin. When assessed against the medication 
management cycle, ten were related to monitoring adherence, 
eight were outcome monitoring, seven related to prescribing, two 
for provision of medicines information and two defined indicators 
for medicine adherence.

Discussion: Key patient safety organisations and peer-reviewed 
literature define 29 unique anticoagulant clinical indicators across 
a variety of anticoagulants and clinical indications. Indicators 
identified define both process and outcomes. There were minimal 
studies which defined and validated anticoagulant clinical indicators. 
Implementation of an electronic medical record may be an enabler 
of defining and monitoring key anticoagulant clinical indicators to 
support improvement opportunities for best patient outcomes.
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267 WHAT DO CLINICAL INCIDENTS TELL US ABOUT 
IRON STAINING?

Martin Canning1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL Martin.Canning@health.qld.gov.au

Background: Iron extravasation resulting in staining is a rare 
but significant adverse effect from intravenous iron therapy.

Aim: To determine how iron extravasation presents to inform 
strategies to minimise harm through early intervention if 
extravasation occurs. To determine the incidence of iron staining.

Methods: All medication clinical incidents reported for iron 
formulations between 2016 and 2020 in a hospital-wide clinical 
incident reporting system at a metropolitan, tertiary referral 
hospital were reviewed. The description entered by the incident 
reporter were assessed by an experienced pharmacist. Incident 
reports were classified as a staining incident, potential staining 
incident or not a staining incident. A staining incident was 
confirmed where the incident report included staining or skin 
discolouration within the report. Further analysis of the presence 
of specific adverse effects suggesting potential extravasation were 
assessed. The hospital dispensing software was interrogated to 
assess the potential iron staining incidence rate.

Results: There were 48 iron-related clinical incidents, representing 
0.93% of all medication-related incidents reported. In total, 
18 iron incidents (37.5%) were classified as a staining event and 
seven as potential staining. The most common concurrent adverse 
event reported included pain/discomfort (33%, n=6), swelling 
(33%, n=6), followed by bruise/haematoma (27.8%, n=5) then 
infiltration or extravasation (22%, n=4) or infiltration/extravasation 
(22%, n=4). The least common adverse effects were fluid leak 
(5.6%, n=1) and redness (5.6%, n=1). The most common number 
of symptoms recorded were two (n=7, 39%), followed by three 
(n=5, 28%) then one (n=3, 17%). Based upon overall iron use, 
the estimated iron staining incidence rate at our facility over the 
5 year period 2016 to 2020 is between 0.22% and 0.3%.

Conclusion: The most common adverse effects contained within 
iron related medication clinical incidents is pain and discomfort 
or swelling. Clinicians should monitor for these adverse events 
to minimise the extent of iv iron extravasation.

268 THE IMPACT OF ADOPTING THE ANTICANCER DRUG 
DOSING IN KIDNEY DYSFUNCTION GUIDELINE ON 
CARBOPLATIN DOSING

Kwon Ho Lee1, Whiter Tang1, Hala Musa1, Matthew Ghobrial2, 
Michael Soriano1

1Chris O’Brien Lifehouse, Camperdown, NSW, 2University of Sydney, 
Sydney, NSW

EMAIL michael.soriano@lh.org.au

BOLT  LIGHTNING TALK L02

Background: Carboplatin dosing is calculated using the Calvert 
method to achieve a target AUC (area under the curve). A new 
international consensus guideline for Anticancer Drug Dosing 
in Kidney Dysfunction (ADDIKD) recommends the use of BSA 
(body surface area) adjusted CKD-EPI in place of Cockcroft-Gault 
to estimate glomerular filtration rate (eGFR), as it is considered 
more accurate.

Aim: To assess the impact of the new eGFR calculation on 
carboplatin dosing.

Method: A dosing simulation was created using two different 
calculations of eGFR, Cockcroft-Gault and the BSA adjusted 
CKD-EPI through the National Kidney Foundation eGFR Calculator. 
Variations in BSA, age, weight, serum creatinine and sex were 
analysed and generated a total of 21,600 dose simulations using 
a target AUC of 5. Clinically significant dose change was set at 
>10% difference.

Results: Discordance to Cockcroft-Gault calculation was at 
57.37% for males (dose increase 42.85%; dose decrease 14.52%) 
and 80.65% for females (dose increase 33.87%; dose decrease 
46.78%). Moderate renal impairment in younger populations 
required more dose reductions, while older populations with 
normal and mild renal impairment required more dose increases.

Discussion: Further studies and risk assessment on the impact 
of these dose changes on actual patients receiving carboplatin 
should be considered before implementation. A balance between 
dosing accuracy, efficacy and likelihood of adverse events should 
be considered.
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269 FOLLOW THE MAP: ARE MEDICATION ACTION PLANS 
UTILISED APPROPRIATELY?

Naomi Szczepanski, James Yang
1Cairns Hinterland Hospital Health Service, Cairns, Qld

EMAIL naomi.szczepanski@health.qld.gov.au

Background: A Medication Action Plan (MAP) is an evidence 
based multidisciplinary communication tool completed on patient 
admission. It facilitates the best possible medication history, with 
documentation of clinical recommendations and interventions 
to be actioned by the treating medical officer or pharmacist. 
Anecdotal evidence indicated that actioning of interventions 
may not be optimal or timely.

Aim: The aim of this study was to evaluate the response 
to pharmacists’ interventions recorded on the MAPs.

Method: A retrospective observational study was conducted on 
medical wards in a regional hospital over a period of 13 working 
days. Data was collected using Excel and included the number and 
type of interventions, number resolved by pharmacist or medical 
officer and time taken to resolution. Data was then analysed using 
descriptive statistics.

Result: A total of 35 patients MAPs were included in the study. 
A total of 84 pharmacist interventions were recorded, with 55 
(65.5%) actioned (51 within 24 hours and 4 within 24-48 hours) 
and 29 (34.5%) not actioned. Medical officers’ action was 
required for 77 (91.7%) of pharmacists’ interventions, with 48 
(62.3%) actioned and 29 (37.7%) not actioned. Pharmacist action 
was required and completed for seven interventions. The non-
completed actions included omissions, interactions, discrepancies, 
wrong dose, inappropriate initiation, further monitoring needed 
and two included APINCH medications.

Discussion: The results showed that a significant proportion 
of required interventions are not actioned by medical officers. 
This study highlights improvements are required to optimise 
multi-disciplinary engagement and collaboration for optimal 
medication safety.

270 CHARACTERISING PSYCHOTROPIC PRESCRIBING 
IN SOUTH AUSTRALIAN REGIONAL HOSPITALS

Dr Pascale Dettwiller1, Milena Rizovski1

1SA Health, Port Lincoln, SA

EMAIL pascale.dettwiller@sa.gov.au

Background: The final report of the Royal Commission on Aged 
Care Quality and Safety issued in 2021 highlighted the need for 
further investigation into the usage of antipsychotics, particularly 
indications that are not supported by the Therapeutic Goods 
Administration (TGA). If a significant body of work has been 
published in residential aged care facilities, little can be found in 
acute care, where prescribing may start with poor reviewing and on 
transfer of care of discharge.

Aim: This study aims to characterise the prescribing of psychotropic 
medications in acute hospitals in regional South Australia.

Method: A six-month retrospective audit of patients’ medical 
records was implemented in three regional sites. Data was 
collected for regular, PRN, and discharge medications by applying 
an adapted version of the Australian Commission for Quality Use 
of Medicines Indicators for acute mental health care (2014).

Results: Two-thirds of the admitted patients prescribed psychotics 
were less than 70 years old, with 17% declaring as Aboriginal 
or Torres Strait Islanders. Two-thirds were female. The average 
length of stay was less than seven days. Of the patients prescribed 
psychotropic or benzodiazepine medication on discharge, 25.5% 
were referred to a community mental health service. While 41.2% 
of patients prescribed psychotropics were not provided with 
a documented referral on discharge.

Interestingly, 79% of regular psychotropic prescribing indications 
were in line with TGA-approved indications. In contrast, 
41% of prescribed psychotropic doses were consistent with 
electronic Therapeutic Guideline (eTG) recommendations. 
The most prescribed antipsychotic was quetiapine, while for 
benzodiazepines, diazepam was most common.

Discussion: Suboptimal documentation of indications (only 
20% of all charted orders) raises questions about medication 
errors, non-evidence based ‘off label’ use, and medico-legal 
implications. Similar findings were evidenced from discharge 
summary documentation (64% of records had a discharge 
summary included).
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271 ASSOCIATION OF DISCHARGE SUMMARY MEDICATION 
ERRORS AND RISK OF READMISSION: A RETROSPECTIVE 
MEDICAL RECORD AUDIT

Paul Wembridge1, Saly Rashed1

1Eastern Health, Melbourne, Vic

EMAIL paul.wembridge@easternhealth.org.au

BOLT  LIGHTNING TALK L04

Background: Discharge summaries are an important 
communication tool; however, discharge summary medication 
errors are common. Previous research has focused on describing 
the frequency and type of errors, or evaluated interventions 
to reduce their occurrence. There is a lack of research on the 
potential harms which may result from discharge summary 
medication errors.

Aim: To determine if there is an association between discharge 
summary medication errors and hospital readmission.

Methods: A previous audit at our health network identified the 
frequency of medication errors on 801 discharge summaries. For 
each discharge, the hospital administrative database was used to 
determine if readmission had occurred within 60 days of discharge. 
Age, sex and number of medications on discharge were obtained 
from the medical records. Medications were classified as high-risk 
using the PINCH acronym.

Results: Of the 801 discharges included in the original audit, 
102 patients were readmitted within 60 days of discharge. 
We found no difference in readmission rates for patients 
discharged with one or more discharge summary medication errors 
compared to those without errors (7 days: 3.2% vs 4.7%, 30 days: 
9.7% vs 9.8% and 60 days: 13% vs 12% all: p>0.05). There was 
a trend towards higher readmission rates in patients with one or 
more high-risk discharge summary medication errors compared 
to patients without high-risk medication errors (7 days: 5.1% 
vs 3.6%, 30 days: 11% vs 9.1% and 60 days: 14% vs 12% all: 
p>0.05). Age, sex and number of medicines were not associated 
with readmission within 7, 30 or 60 days (all: p>0.05).

Discussion: Despite an emphasis on improving discharge summary 
accuracy in the literature, our study found DS medication errors 
were not associated with readmission. Future research should 
focus on other community-based outcome measures. Alternatively, 
the trend towards readmission in patients with high-risk 
medication errors could be investigated further.

272 LET THE FASTING GAMES BEGIN!

Alexandra Brown1, Sara Issa1, Vinod Chellaram1

1Northern Health, Melbourne, Vic

EMAIL sara.issa@nh.org.au

Background: Patient with diabetes are more likely to require 
admission to hospital to undergo surgeries. The metabolic 
impact of surgery, prolonged fasting, and interruption of usual 
medication treatments greatly contribute to poor glycaemic 
control. Compliance with a metropolitan hospital’s online diabetes 
management policy was low, increasing the risk of patient 
dysglycaemia. To address this, the Inpatient Diabetes Service 
(IDS) Pharmacist developed a simplified, paper-based form 
called ‘Perioperative Diabetes Management Plan’ (PODMP).

Objective(s): The objectives of the PODMP are to support clinician 
decision making, reduce medication errors and support safe 
glycaemia in the peri and post-operative periods.

Action (Method): The PODMP was designed by the IDS Pharmacist 
with support of the endocrinology team. The PODMP was released 
to the Surgical Wards, Emergency Department and Pre-Admission 
Clinic at the metropolitan hospital.

Evaluation: A Pre-Post retrospective audit compared the 
medication management and glycaemic control for surgical 
patients with diabetes prior to and post release of the PODMP. 
Patients in each group (Pre-PODMP: 45; Post-PODMP: 45) were 
compared according to Charlson Comorbidity Index and surgical 
risk estimate. No statistically significant difference noted between 
groups. Appropriateness of medication management and patient 
glycaemic control 24 hours pre and 48 hours post-surgery were 
investigated. Patients with a PODMP demonstrated no medication 
errors (p=0.04). There was a clinically meaningful reduction in 
severe dysglycaemia (BGL <4mmol/L or >15mmol/L: 24hrs pre: 
p=0.99, 48hrs post: p=0.25) in patients with a PODMP, however 
this failed to reach statistical significance due to low numbers.

Discussion: The PODMP is an effective tool that supports best 
practice medication prescribing and improves patient glycaemia 
in the peri/post-operative space. Clinical pharmacists are a key 
resource in designing and supporting workable education material. 
With first-hand experience of the clinical challenges prescribers 
face, pharmacists are primed to create meaningful resources to 
support medication management thereby improve patient safety.
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273 EVALUATION OF INSULIN INFUSION DOCUMENTATION 
ERRORS PRE AND POST ELECTRONIC MEDICAL RECORD (EMR) 
IMPLEMENTATION

Komal Bagadia1, Sarah Lo, Irene Mach
1Western Health,

EMAIL sarah.j.lo@hotmail.com

Background: Insulin is usually administered via an intravenous 
route for patients with diabetic ketoacidosis (DKA), hyperosmolar 
hyperglycaemic state (HHS)or severe insulin resistance. 
Transcription errors, illegible handwriting and abbreviations may 
lead to patients receiving the wrong and potentially fatal dose 
when charted on paper charts. These errors are minimised with 
the use of EMR.

Aim/objective(s): To evaluate the documentation errors relating 
to the prescribing and administration of insulin infusions before 
and after the implementation of EMR.

Methods: A retrospective audit was conducted on patients 
admitted between 01/12/2019 to 30/11/2020 and between 
01/12/2020 to 30/11/2021 pre and post EMR, respectively 
at the 3 acute hospitals with the either diagnoses of diabetes 
ketoacidosis, hyperosmolar hyperglycaemic states, severe insulin 
resistance and have had an insulin infusion. Data was collected 
using an in-house data collection tool and qualitative analysis 
was performed.

Results: A total of 111 patients pre and post EMR were audited. 
32% (n=35) of incorrect drug prescription errors occurred pre-
EMR and 27% (n=30) post EMR. Selection of incorrect non-DKA/
HHS order-sets occurred in 93% of patients (n=28) in EMR. Nearly 
50% of these prescribing errors in EMR occurred in the emergency 
departments. On the other hand, 15% of EMR records had no 
documentation of blood glucose levels or only had records of total 
volume of insulin administered making it difficult to determine 
if appropriate insulin infusion rate was administered.

Discussion: Overall, there was an improvement in documentation 
of insulin prescription and administration post EMR. Targeted 
education to the emergency departments and enhancements of 
EMR insulin infusion ordersets may help reduce prescribing errors. 
Similarly, targeted education and EMR prompts to record blood 
glucose levels for nursing staff may assist with determination 
of appropriate administration of insulin infusion rates.

274 IMPLEMENTATION OF A LIVESTREAM CLOSED-LOOPED 
VIDEO SYSTEM TO IMPROVE MEDICATION SAFETY IN THE 
ASEPTIC MANUFACTURING

Shuk Lam Kan, Perfect Ncube
1Eastern Health, Box Hill, Vic

EMAIL shuklam.kan@easternhealth.org.au

Background: Accurate dosing of chemotherapy requires precise 
measurements during the manufacturing process. It is critical 
to assess the accuracy in each step independently and although 
compounders are trained and validated to comply with good 
manufacturing practices, there are still instances whereby errors 
or near-misses may occur. It is essential that these issues are 
identified ahead of time, before the final product is made and 
before it reaches the patients.

Objective: To improve medication safety processes by utilising 
a live camera system for the verification of product volume, 
and confirmation of right-drug and right-diluent during the 
manufacturing process.

Method: A pilot project using a closed-looped video system to 
livestream the manufacturing process was implemented, following 
consultation with the Pharmacy aseptic services team. A secure 
video-link was set up inside the aseptic suite, procedure developed 
and staff training provided. This enabled the pharmacist to check 
product volume, drug name, reconstitution solvent and diluent as 
performed by compounders during the manufacturing process rather 
than checking these post manufacturing, as per previous processes.

Evaluation: A total of 28 infusions were prepared and one 
measuring error was observed and prevented under the video 
system monitoring in the laminar flow cabinets. The live streaming 
system helped improve communication between pharmacists and 
compounders as it created an instant communication platform 
and a duo-checking mechanism hence limiting the risk of errors in 
stock selection, measuring or inadequate dissolution of powdered 
items when compounding.

Discussion: This study demonstrated that a livestream system as 
described above can help reduce human errors during the aseptic 
manufacturing process hence contribute towards improved patient 
safety. Other benefits may include reduced cost due to reduced 
wastage and minimising exposure risk for the checking pharmacist. 
Further work is needed to standardise and streamline this process 
to maximise benefits.
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275 OUTCOME OF MEDICAL STUDENTS PRESCRIBING SKILLS 
AFTER EDUCATIONAL INTERVENTIONS – A SYSTEMATIC REVIEW

Sophie Mokrzecki1,2, Stevie Perks1, Dr Tilley Pain3,4, 
Prof Andrew Mallett5,6, Prof Tarun Sen Gupta2

1Pharmacy Department, Townsville University Hospital, Townsville, 
Qld, 2College of Medicine and Dentistry, James Cook University, 
Townsville, Qld, 3Allied Health Governance Office, Townsville 
University Hospital, Townsville, Qld, 4College of Public Health, 
Medical and Veterinary Sciences, James Cook University, Townsville, 
Qld, 5Department of Renal Medicine, Townsville University Hospital, 
Townsville, Qld, 6Institute for Molecular Bioscience and Faculty of 
Medicine, The University of Queensland, Brisbane, Qld

EMAIL sophie.mokrzecki@hotmail.com

Background: Extensive literature examining medical student and 
clinicians’ inability to competently prescribe indicates that they are 
neither confident, nor prepared. Education on writing a legal and 
safe prescription has been overlooked and the definition of the skill 
of prescribing has not been well articulated. Student’s insufficient 
prescribing competencies suggest changes to education is required.

Aim/objective(s): To compare education interventions on 
prescribing skills to medical students against receiving no specific 
education to enable them to write a safe and legal prescription. 
Secondary aims are to determine when to educate medical 
students, what are the professional backgrounds of the educators 
and how medical students are assessed on their prescribing skills.

Methods: A systematic review of the literature was conducted 
and reported using the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA). Databases searched 
included: CINAHL, Cochrane Library, EMBASE, Emcare (Ovid), 
MEDLINE (Ovid), PubMed and Scopus. Search terms included: 
medical education, medical undergraduate, medical student, 
medical school, and prescriptions. References of included studies 
and relevant reviews broadened the search.

Results: 2347 papers were found with an additional 9 from citation 
searching. After screening for the inclusion and exclusion criteria, 
19 papers were reviewed. Three of the papers were randomised 
control trials and 16 Quasi-Experimental studies. Ten studies 
were included in the final review. Full text articles were excluded 
because 2 did not implement education, 1 reviewed curriculum 
and 6 had no/insufficient data on assessing prescribing as a skill.

Discussion: This review found a range of education interventions 
for medical students and assessable prescribing competencies. 
There was no evidence that prescribing education to medical 
students is superior to no education. Future studies should develop 
and assess standardised teaching methods and assess knowledge 
retention using valid and reliable assessment criteria on the skills 
of prescription writing.

276 MEDICATION FOR RESPONSIVE BEHAVIOURS 
IN DEMENTIA: AN AUDIT OF PRN PRESCRIBING

Susie Kenny1, Dr Ivanka Koeper2, Darren Sweet1, 
A/ Prof Craig Whitehead1

1Southern Adelaide Local Health Network, Adelaide, SA, 
2Central Adelaide Local Health Network, Adelaide, SA

EMAIL susan.kenny@sa.gov.au

Background: When required “PRN” medications (antipsychotics 
and/or benzodiazepines) are often prescribed for patients 
with dementia and responsive behaviours (BPSD). These 
medications carry significant risks and only modest benefits 
and should be reserved for when behaviours do not respond 
to nonpharmacological strategies or the safety/wellbeing of 
the patient, staff or others is at risk. In September 2019 a local 
guideline “Assessment and Medication Management of Changed 
Behaviours in Patients with Dementia” was implemented, 
it contains a PRN Rescue protocol aiming to streamline PRN 
medication prescribing. This audit reviewed PRN prescribing 
pre- and post-guideline implementation and post a subsequent 
service move to a purpose-built environment.

Objectives: 

• To determine whether PRN medication prescribing was more 
consistent post-guideline implementation.

• To monitor adherence to the guideline.

• To identify areas for improvement.

Method: Retrospective, observational study comparing prescribing 
of PRN medications for responsive behaviours pre- and post-
guideline implementation and again post service move to the 
purpose-built environment. 25 patients were randomly selected 
from each cohort and an electronic medication chart created to 
show medications charted across the first 7 days of admission. 
Each relevant PRN medication was compared to the guideline for 
adherence of order characteristics (dose, frequency, indication 
and maximum daily dose).

Evaluation: Overall PRN medication prescribing consistency 
improved post-guideline implementation. The following 
characteristics demonstrated statistically significant improvement 
(P<0.05): dose, maximum daily dose, and clear explanation of 
maximum dose (i.e. clearly indicates PRN only, total daily dose, 
etc.). Maximum daily dose further improved post service move 
(P=0.047), however overall adherence was still low (50%).

Discussion: Implementation of the guideline appears to have led 
to improved consistency of PRN prescribing. However, this audit 
also identified areas (i.e. maximum daily dose) with room for 
further improvement. This evidence will guide future education 
sessions for prescribers, nursing staff and pharmacists with the 
aim of further improving prescribing consistency.
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277 THE LONDON PROTOCOL: A MULTIDISCIPLINARY 
MEANS TO ASSESS A CLINICAL SAFETY EVENT

Tess Bradshaw1

1Royal Hobart Hospital, Hobart, Tas

EMAIL tess.bradshaw@ths.tas.gov.au

BOLT  LIGHTNING TALK L02

Background: Analysis of safety events promotes retrospective 
review of contributing factors and proactive determination of 
systematic changes required to create a safer environment 
for patients. The London Protocol is a methodological protocol 
that evaluates safety events via a small multidisciplinary team 
and is utilised for moderate to severe safety events reported 
in our organisation.

Objective: The London Protocol was used to investigate 
the following reported clinical safety event: A patient was 
admitted with an upper gastrointestinal bleed, and venous 
thromboembolism (VTE) prophylaxis was considered but 
not charted throughout their stay. The patient deteriorated; 
investigations revealed massive bilateral pulmonary emboli, 
resulting in palliation and subsequent death of the patient.

Action: A London Protocol Panel including a gastroenterologist, 
the Cardiology ward Nurse Unit Manager, a Clinical Pharmacy 
Manager and a Safety and Quality nursing representative, was 
instigated to investigate this case. The panel used the London 
Protocol framework to chronologically review the event. This 
protocol aims to understand when the information used to 
make decisions about patient care became available to treating 
clinicians; thereby avoiding hindsight and outcome bias that may 
affect the quality of the investigation.

Evaluation: Through this framework, it was determined the patient 
was treated and managed appropriately, given their co-morbidities 
and the information available to treating staff at the time. The 
London Protocol adheres to a strict timeline, with the entire 
process taking less than 70 days, meaning events are addressed 
in a timely manner.

Discussion: The London Protocol provides an efficient framework 
to analyse safety events. Utilisation of the London Protocol allows 
investigators to understand the context in which decisions are 
made, leading to a thorough and unbiased investigation of systems 
issues and human error, without assigning inappropriate blame on 
individuals. Potential systematic issues can then be addressed, 
providing a safer environment for patients and staff.

278 COMPARISON OF COOLER PREPARATION METHODS 
FOR MEDICATION AND VACCINE COLD CHAIN TRANSPORT

Darshan Shet1, Mark Tacey2, Vinod Chellaram1, 
Vallavan Kulasekaran1

1Pharmacy Department, Northern Health, Melbourne, Vic, 
2Office of Research, Northern Health, Melbourne, Vic

EMAIL darshan.shet@nh.org.au

Background: Cold chain transport practices at our health network 
are in line with national recommendations. However, these 
practices involve preparation methods that hinder productivity 
through extended conditioning and monitoring, or by requiring 
extensive refrigerated space for pre-conditioning of coolers. An 
alternative approach to preparation using coolant packs stored 
in refrigerators with altered set points was postulated to improve 
efficiency without compromising cold chain integrity.

Objective: This study aims to investigate whether use of pre-
conditioned coolant packs reduces time to cold chain when 
compared to the use of frozen coolant packs and conditioning.

Methods: Medication cold chain was simulated using frozen 
coolant packs (control groups) and refrigerated coolant packs 
(intervention groups) in both plastic and polystyrene coolers. 
Ambient temperature was controlled between 20–24°C. 
A dedicated freezer (-21°C) and refrigerator (3°C) was used 
to store control and intervention coolant packs, respectively. 
Time to cold chain was measured as the primary outcome, 
while duration of cold chain and risk of freezing were assessed 
as secondary outcomes.

Results: Intervention groups achieved cold chain 32.7 minutes 
faster than control groups (p <0.001). Matching for cooler 
material; intervention groups using plastic and polystyrene 
coolers achieved cold chain 8.2 and 57.2 minutes faster than their 
control counterparts, respectively (p <0.001). Intervention groups 
maintained cold chain 869.5 minutes less than control groups 
(p <0.001). 59% of control samples experienced cold excursions 
<2°C; no cold excursions were observed in the intervention groups.

Discussion: Use of pre-conditioned coolant packs significantly 
reduces preparation time and monitoring, with no observed risk 
of cold excursions. Despite a shorter duration of cold chain, a mean 
cold chain duration of 185 minutes achieved with pre-conditioned 
coolant packs still has great utility, with the majority of intra and 
inter-campus transport across our health network taking no more 
than 3 hours.
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280 AUDIT OF PATIENTS OWN MEDICINES MANAGEMENT 
IN A HOSPITAL SETTING

Youngin Lee1, Martin Canning1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL youngin.lee@health.qld.gov.au

Background: Patient’s own medicines (POM) have multiple 
purposes during a patient’s admission. Procedures outlining 
handling, storage and documentation of POM exist. The accuracy of 
documentation and the information provided to patients regarding 
POM is unknown.

Aim: To determine the accuracy of POM documentation and 
information provided to patients relating to POM.

Methods: A survey of suitable patients in acute wards of a 
metropolitan, tertiary referral hospital was conducted between 1st 
June and 30th September 2021. An assessment of the clinical area 
was made to determine how and where POM were stored and was 
compared to documentation.

Results: A total of 62 patients were surveyed. Fifty-six, (90.3%) 
knew their POM location, and this aligned with where they were 
stored in 71.4% (n=40) of cases. More than half of these patients 
(64.5%, n=40) knew who put away their POM (nurse 87.5%, n=35; 
patients 7.5%, n=3; pharmacist 5.0%, n=2).

Less than half of patients (43.5%, n=27) were explicitly informed 
regarding their POM management, with this predominantly being 
performed by nurses (55.6%, n=15), followed by pharmacists 
(11.1%, n=3). The most common information provided was how 
POM were being stored (44.5%, n=16), followed by use of POM for 
administration (38.9% n=14), POM use for history taking (11.1%, 
n=4) and POM return on discharge (5.5% n=2).

Regarding documentation, most Medication Action Plans (MAP) 
(83.9% n=52) had the relevant section completed. The “Consent 
to use” section was poorly completed (35.5% n=22). 64.5% (n=40) 
of MAPs did not have the location of POM documented and this was 
rarely updated when patients moved between wards (16.7%, n=2).

Documentation of POM on the nursing assessment form was well 
completed 91.9% (n=57).

Discussion: There is variability in documentation and the 
information provided to patients regarding POM management. 
There are opportunities to improve documentation and information 
provision to patients.

281 IMPROVING MEDICATION SUPPLY AND CLINICAL 
HANDOVER THROUGH A PHARMACY ASSISTANT-SPECIFIC 
ELECTRONIC HANDOVER TOOL

Ann Whitaker1, Monique Donlan1

1Redcliffe Hospital Pharmacy, Redcliffe, Qld

EMAIL ann.whitaker@health.qld.gov.au

Background: Clinical handover between Pharmacy Assistants, 
particularly medication supply requirements, was previously 
inconsistent between staff due to lack of a standardised proforma, 
resulting in miscommunication, work duplication, inefficiencies, 
and missed/delayed medication doses. A need for a similar 
electronic handover proforma to that used by pharmacists was 
identified. An Assistant-specific addition to the Patient Flow 
Manager (PFM) system’s Pharmacy module was designed, 
to support Assistants working on inpatient wards.

Objective: To evaluate the effectiveness of the tool in supporting 
clinical handover between Pharmacy Assistants working on 
inpatients wards, and identify opportunities for improvement.

Action: A pre-implementation survey was undertaken with the 
Pharmacy Assistants, and repeated post-implementation, to 
ascertain improvement in clinical handover supported by PFM.

Evaluation: 90% of pre-implementation survey respondents 
reported duplication when receiving and providing handover.

83% of post-implementation survey respondents said the tool 
is “Very helpful” in prioritising medication supply.

Many respondents said the tool allows them to keep track of 
patient’s medication supply, even when transferring between 
wards. One participant reported more timely medication supply 
due to PFM; time critical medications are easily identified to enable 
proactive supply, ensuring patients received doses without delay.

Improvement opportunities included that handover is not always 
updated by other colleagues and clinical notes can be inconsistent, 
or not clearly articulated, despite the presence of a supporting 
Work Instruction.

Discussion: An electronic handover tool allows improved 
Pharmacy Assistant workload efficiency, and reduces clinical 
handover duplication, particularly in a paper-based setting. 
The improved information transparency across clinical units 
facilitates prioritisation and smoother transfer of care.

Common feedback demonstrates the tool’s value to staff, 
and beneficial impact on medication supply prioritisation.

Feedback will inform future enhancements, including workload 
statistic report generation. Education will be reinvigorated to 
emphasise Work Instruction compliance, ensuring consistent data 
input across both Pharmacist and Pharmacy Assistant cohorts.
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282 HOSPITAL PHARMACY TECHNICIAN INVOLVEMENT WITH 
CONTROLLED DRUG MANAGEMENT: A SURVEY OF AUSTRALIAN 
HOSPITAL PHARMACY DEPARTMENTS

Brett Anderson1, Dr Simone Taylor2, Prof Joanne Travaglia3, 
Prof Lisa Pont3

1Royal Melbourne Hospital, Melbourne, Vic, 2Austin Health, 
Melbourne, Vic, 3University of Technology Sydney, Sydney, NSW

EMAIL Brett.Anderson4@mh.org.au

Background: Legislation regarding controlled drug management 
(handling, storage and access) differs in each Australian state/
territory. Controlled drug management can be time-consuming; 
delegating some tasks to pharmacy technicians may enable 
pharmacists’ to focus more time on clinical roles.

Aim/objectives: To describe the engagement of pharmacy 
technicians in handling, storage and transferring controlled drugs 
within Australian hospitals.

Methods: The drugs and poisons authorities within each Australian 
state/territory health department were contacted to identify which 
controlled drug management roles pharmacy technicians could 
perform. An electronic questionnaire was circulated to hospital 
Directors of Pharmacy, using REDCap®, to determine whether 
their pharmacy technicians performed specific controlled drug 
roles. Only one response per hospital was requested. Participants 
were only asked questions related to roles authorised within 
their jurisdiction.

Results: Responses were received from 47/273 questionnaire 
links circulated (17.2% response rate). In 21/29 (72%) hospitals, 
technicians transported controlled drugs within the hospital. 
Technicians assisted with signing controlled drugs in or out of 
pharmacy dispensary safes, and safes located in clinical areas 
(wards) in 18/30 (60%) and 16/29 (55%) hospitals, respectively. 
They assisted with routine controlled drug stock level checks, and 
ordering controlled drug stock for wards in 16/26 (62%) and 25/44 
(57%) of hospitals, respectively.

Discussion: The potential tasks that pharmacy technicians can 
undertake vary across the country. South Australia and New 
South Wales have the most restrictive regulations, only permitting 
technicians to assist with ordering controlled drugs. Questionnaire 
responses were received from all states/territories; however, the 
low response rate limits generalisability. Available data suggests 
that technicians are not fully utilised in the handling, storage and 
transfer of controlled drugs. This research highlights that there may 
be potential to further delegate some controlled drug management 
tasks to pharmacy technicians, which may facilitate pharmacists 
spending more time providing direct patient care.

283 SHAPING THE SCOPE OF PRACTICE: THE WARD-BASED 
PHARMACY TECHNICIAN ROLE

Katie Ambrose1, Caitlan O’Keefe1, Amber Polles2, Kelly Beswick1, 
Clare Mckimmie1

1Tasmanian Health Service, Tas, 2KP Health, Tas

EMAIL caitlan.okeefe@ths.tas.gov.au

Background: With increasing pressures for nursing staff to 
prioritise direct patient care, whilst completing administrative tasks 
such as co-ordination of medication ordering and supply, workforce 
productivity gains are necessary. Pharmacy Technicians have the 
knowledge and skills to assist with medication-related tasks on the 
ward such as requesting, transporting, and sorting medications.

Objective: To develop a streamlined, Ward-based Pharmacy 
Technician (WPT) role for multiple hospital sites with comprehensive 
procedures identifying scope of practice, workflow processes and 
referral pathways.

Action: Existing medication-related tasks on the ward were 
reviewed to identify tasks appropriate for the WPT scope of 
practice and defined role. Identified tasks included reviewing the 
National Inpatient Medication Chart for medication availability. 
Step-by-step procedures were developed for each identified 
task, then documented and incorporated within the ‘Ward based 
Pharmacy Technician (WPT) Orientation Guide with Standard 
Operating Procedures’. Procedures were reviewed for applicability 
to the rural and metropolitan hospitals across the organisation. 
Multiple stakeholders reviewed the document to ensure optimal 
patient safety is maintained.

Evaluation: The WPT Guide with Standard Operating Procedures 
is used, with online training, as an additional tool during orientation 
and referred to ongoing to support work activities. The WPT 
Guide with Standard Operating Procedures provides streamlined, 
specific procedures for technicians commencing in the WPT role 
across multiple hospital sites. It is anticipated an evaluation of the 
document and utilisation will occur within the next six months.

Discussion: The WPT Guide with Standard Operating Procedures 
provides a structured scope of practice to improve timely access 
to medications. This allows WPTs to assist with medication 
management and supports nursing staff to redistribute time to 
direct patient facing tasks. The creation of the WPT Guide with 
Standard Operating Procedures has ensured appropriate training 
and reference material is available for transitioning the technician 
workforce into the WPT role.
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284 HEAL THE WORLD – REDUCING YOUR CARBON FOOTPRINT 
BY USING LAPTOPS FOR IMPREST MANAGEMENT

Cindy Farrell1, Cooper Fox1, Lisa Hattersley1, Melissa Hall1, 
Julia Tisdall1

1Princess Alexandra Hospital, Brisbane, Qld

EMAIL cindy.farrell@health.qld.gov.au

Background: The pharmaceutical industry impacts our 
environment through the superfluous use of natural resources, 
such as trees. Imprest management within hospitals is one area 
where a large amount of paper is used. Changing the practice of 
imprest management will reduce the environmental burden and 
have positive economic impacts.

Objective(s): To analyse whether initiating a switch from 
portable data entry (PDE) scanners to laptops within a pharmacy 
department resulted in an overall positive environmental and 
economic result.

Action (Method): An audit conducted in 2017, showed that using 
laptops over PDE scanners for imprest had positive environmental 
impacts. This resulted in training staff and trialing laptops for 
smaller ward locations. In 2021, a re-audit was conducted, 
reinforcing that using laptops was a more efficient process overall 
with positive environmental benefits. The cost difference between 
the laptop and PDE scanners was minimal.

Evaluation: Data was analysed for how many brand changes were 
completed in July 2022. This showed that 14 brand changes were 
completed in this time. Previous audits have shown that when 
a brand change is completed on an item located in the injection 
location on 41 ward imprest, that 110 pieces of paper were 
required to be printed. The same audit showed that approximately 
1 hour and 22 minutes was spent printing and placing in new 
location sheets into a paper-based imprest scanning file. This data 
predicts that the time saved by using laptops within a year was 226 
hours per year.

Discussion: One tree is equal to 8335 pieces of paper. Within a 
year, using PDE scanners for imprest whilst processing the same 
amount of brand changes each month, would destroy two trees. 
This process would also waste 226 hours of a technicians time. 
Using laptops saves time and paper which then helps to save trees 
for the future generations.

285 LIGHTS, CAMERA, ORIENTATE

Clare Mckimmie1, Caitlan O’Keefe1, Katie Ambrose1, Kelly Beswick1

1Statewide Hospital Pharmacy, Tas

EMAIL clare.mckimmie@ths.tas.gov.au

Background: Workforce expansion presented an opportunity 
to refresh orientation. With the impending arrival of thirty new 
pharmacy technicians, extension of the induction experience was 
required. A vision developed to provide a comprehensive and 
streamlined introduction to the pharmacy technician role and 
hospital environment. Diversifying content to navigate various 
learning styles, preventing education fatigue, and reducing reliance 
on peer-to-peer training, posed the idea of digital transformation.

Objective: To develop and introduce core pharmacy operations 
in digital orientation modules complimenting day-to-day learning.

Action (Method): Existing training material and procedures 
were collated to understand general orientation content. Ideas 
for additional topics were brainstormed and developed with 
delegated subject matter experts. Additionally, the project 
team created introductory material for staff that had no prior 
pharmacy or hospital experience. The digital options developed 
included role introduction videos, educational presentations with 
audio and interactive modules. The content is housed within the 
organisation’s learning management system.

Evaluation: These modules have received universal positive 
feedback from users and senior pharmacy management, fielding 
comments of transformative change, brilliance, and worth for the 
new orientation package.

In addition, the creation of an online survey provides an 
opportunity to seek feedback from new staff on the onboarding 
and orientation experience. This aims to gauge empowerment 
within their new position, reflect of their own practice and provide 
feedback of the digital modules for ongoing maintenance.

Discussion: The development of digital content is innovative 
for staff orientation within hospital pharmacy. These modules 
provide an excellent foundation for the new technician workforce 
transitioning into hospital environment. There are ongoing 
discussions for these modules to be used for further pharmacy 
staff, with imminent planning for modules in other domains of 
pharmacy practice.

For the pharmacy technician workforce, this content has 
streamlined and delivered dedicated learning on focused topics 
imperative to their scope of practice.
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286 RESHAPING SERVICES TO REINVIGORATE OUR 
WORKFORCE – A TECHNICIAN LED SERVICE REVIEW

Conah Boys1, Paul Toner1, Daniel O’Brien1, Kerryn Griffett1

1Melbourne Health, Parkville, Vic

EMAIL Conah.Boys@mh.org.au

Background: Our dispensary service is responsible for non-imprest 
and discharge dispensing for more than 700 beds. The pandemic 
caused significant disruption in work processes and patient 
flow. Furthermore, the ensuing surge in hospital bed demand 
significantly increased the pressure for timely inpatient and 
discharge medication dispensing.

Objectives: To review dispensary processes and implement 
strategies to meet emerging demands and needs of the organisation.

Method: A consultative technician-led review of dispensary 
technician staffing, roles and communication channels was 
conducted, the following changes were implemented:

1. Technician shift times were staggered to increase presence 
during dispensary operating hours.

2. Technician roles within dispensary were further defined and 
rostered based on workflow demand e.g., inpatient order 
processing, discharge prescription triage etc.

3. Communication channels were streamlined from six channels 
to two; with phone communication prioritised for urgent 
issues only.

Staff wellbeing scores and delays to medication supply were 
monitored before and after the changes were implemented, 
and staff feedback obtained after.

Evaluation: Delays in medication supply were rapidly reduced 
after implementing changes. Staff reported that the changes 
resulted in smoother workflows and a calmer work environment. 
Streamlined communication channels facilitated redirection of 
inappropriate internal and external queries, eradicating disruptions 
to dispensing roles whilst also facilitating efficient resolution of 
medication supply issues. Staff wellbeing scores doubled after 
implementation of the changes due to greater flexibility in shift 
times and distribution of workload throughout the day.

Discussion: Functional services do not always require additional 
resources to overcome challenges; review of existing resources 
to ensure they are fit for purpose and adaptable to change can 
also improve efficiency. This technician-led review contributes 
to the growing movement of technician-led dispensaries and 
highlights unique roles that Pharmacy Technicians play in driving 
improvement of Pharmacy services.

287 STAFF PERCEPTION ON STANDARDISATION OF 
MEDICATION ORDERING PROCESS WITHIN A HOSPITAL 
PHARMACY DEPARTMENT

Devyani Makwana1, Sam Maleki1, Mazdak Zamani1, Tracey Garden1

1Eastern Health, Box Hill, Vic

EMAIL devyani.makwana@easternhealth.org.au

Background: Historically, pharmacy purchasing staff were 
receiving requests to order medications from various staff 
members via different channels such as phone calls, emails, 
in-person, manual order sheets or notes left on their desks. 
This multi-channel communication resulted in miscommunication, 
interruptions and, at times, errors e.g. missed orders.

Aim/objective(s): To implement and evaluate a new 
centralised cloud-based communication platform for 
medication ordering requests.

Action: Using the Plan-Do-Study-Act improvement method, 
the pharmacy purchasing team designed a centralised cloud-based 
communication system for all seven pharmacy stores located 
across five hospitals within the network. The new system was 
developed to allow interactive multi-user real-time communication 
between pharmacy purchasing staff and the rest of the pharmacy 
team. The platform was then further improved based on early 
feedback collected from a pilot study at one site. An electronic 
survey was developed with the aim of capturing pharmacy staff 
perception of the effectiveness of this initiative which included 
questions related to impact on workflow, interruptions, and 
transparency of communication.

Evaluation: A total of 25 responses were received, of which 18 
(72%) indicated that the new communication platform reduced 
interruptions, 20 (80%) stated it improved workflow, and 23 (92%) 
said it improved transparency of communication and standardised 
the pharmacy purchasing process. Additional feedback highlighted 
benefits such as new opportunities for placing orders remotely 
and optimising stock-on-hand levels by regular review of ordering 
requests. Suggested areas for improvement were mostly related 
to further education of all staff on using the new system correctly 
and consistently.

Discussion: The majority of respondents thought that the new 
communication platform for medication ordering requests had 
improved efficiency and transparency of communication although 
further education of staff is needed. Based on these findings, 
we recommend further streamlining of the current processes 
through optimisation of electronic systems, internal workflows 
and staff engagement.
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288 EVALUATION OF TECHNICIAN-LED MEDICATION 
HISTORIES IN A CULTURALLY DIVERSE, RURAL AUSTRALIAN 
EMERGENCY DEPARTMENT

Emma Sykes1,2, Angela Young1

1Pharmacy Department Royal Darwin Hospital, Darwin, NT, 
2Pharmacy Department Alice Springs Hospital, Alice Springs, NT

EMAIL emma.sykes@nt.gov.au

Background: Performing a Best Possible Medication History as 
part of medication reconciliation early in a patient’s presentation to 
hospital reduces errors and improves safety. However, completion 
within 24 hours can be stymied by limited staffing, short patient 
duration of stay, and cultural and language barriers. Expanded 
technician roles have been studied and implemented to support 
clinical pharmacy services, including completing medication 
histories, in a variety of settings. A quality improvement pilot 
commenced in a rural hospital emergency department ED in 2021 
to explore the addition of a pharmacy technician completing 
medication histories.

Aim/objective(s): To retrospectively assess the appropriateness 
of the uniquely designed technician training program and the 
effect from the addition of a pharmacy technician in tandem with a 
pharmacist on ED medication history completion rates and workflow.

Methods: The training content and log were reviewed for 
appropriateness by comparing it to the interviewed population. 
ED presentation data was compared with pharmacy interview data 
to calculate medication history completion rates. Surveys provided 
qualitative data on workflow changes.

Results: The 30 plus hours of training, which included an 
emphasis on cultural competencies, was deemed suitable to 
address the eligible patients of which approximately half identified 
as Aboriginal and/or Torres Strait Islander. The addition of the 
technician to the ED pharmacist increased the medication history 
completion rate of eligible patients by 36% (from 28-38%). 
Primary source interviews and secondary source information 
gathering also improved. Pharmacist feedback highlighted positive 
impacts and suggestions for improvement regarding their daily 
activities, technician performance and the overall pilot.

Discussion: The pilot project succeeded in appropriately training a 
technician to improve completion rates of medication reconciliation 
with diverse patients in the ED while remaining within scope. Such 
roles can contribute to improved patient care whilst supporting 
more sustainable pharmacy and rural workforces.

289 EXPLORING PHARMACISTS’ PERSPECTIVES 
ON PREPARING DISCHARGE MEDICATION RECORDS: 
A MIXED-METHODS STUDY

Gemma Burns1, Helena Gjone2, Trudy Teasdale1, 
Dr Laetitia Hattingh1,2

1Gold Coast Health, Southport, Qld, 2Griffith University, 
Southport, Qld

EMAIL gemma.burns@health.qld.gov.au

Background: Discharge Medication Records (DMRs) are critical 
tools for communicating medicine changes to patients and primary 
care providers, leading to reduced risk of medication-related 
harm. Despite this, data shows that approximately 60% of patients 
discharged from inpatient units of two tertiary hospitals do not 
receive a DMR prepared by a pharmacist. A need was identified 
to explore and identify the key barriers and facilitators that impact 
on pharmacists’ ability to prepare DMRs.

Aim/objective: To explore pharmacists’ opinions and experiences 
regarding use of technology to generate DMRs, increased 
utilisation of pharmacy assistants, and barriers and facilitators 
impacting their ability to prepare patient discharges.

Methods: The study utilised a mixed-method design involving 
semi-structured interviews and an online questionnaire. Interview 
participants were purposively selected using the internal 
pharmacy roster to ensure a varied demographic and interviews 
were conducted until saturation was reached. The questionnaire 
was distributed to all eligible pharmacists via email.

Results: Data obtained between October to December 2021 
from 15 interviews (mean interview 21 minutes) and 34/82 (42%) 
questionnaires revealed barriers to completing discharges were 
staff workloads, poor medical record software integration and lack 
of advance notice. Pharmacists reported that good communication 
between themselves and other clinicians, including the presence 
of a discharge nurse on the inpatient unit, made discharges more 
efficient, and suggested to increase pharmacists’ involvement in 
performing discharge reconciliation within the electronic medical 
record system.

Most pharmacists favoured utilisation of pharmacy assistants 
in preparing discharge medicine lists but highlighted a need for 
training to work with assistants in the ward setting.

Discussion: Poor integration between medical software 
systems negatively impacts pharmacists’ ability to complete 
DMRs. Pharmacists require advance notice of upcoming 
discharges to effectively prioritise high workloads, while 
increased utilisation of trained pharmacy assistants may 
result in better discharge workflows.
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290 A PHARMACY TECHNICIAN-LED QUALITY IMPROVEMENT 
PROJECT – GETTING WARD MEDICATION STORAGE AND 
HANDLING RIGHT!

Kelly MacNab1, Hala Musa1, Michael Soriano1

1Chris O’Brien Lifehouse, Camperdown, NSW

EMAIL hala.musa@lh.org.au

Background: Echoing the works done by the Society of Hospital 
Pharmacists of Australia, a metropolitan hospital recently 
embarked on a ward-based pharmacy technician trial to explore 
opportunities for experienced technicians to contribute to 
quality use of medicine, medication stewardship and medication 
management activities.

Objectives: This project is aimed at highlighting pharmacy 
technician-led quality improvement projects as part of a broader 
function of ward-based pharmacy technicians.

Action: A baseline audit was conducted by a ward-based 
technician to review insulin storage and handling. Patients 
prescribed insulin were identified and their allocated insulin 
devices checked to assess proper storage, patient-specific 
labelling and initial use or expiry date. The baseline audit results 
were presented as an education poster with recommendations 
highlighting best practice. Audit results were also presented by a 
technician to nursing staff at unit meetings. Following intervention, 
a follow-up audit was conducted to assess the impact of the 
technician-led intervention in promoting the safe handling and 
storage of insulin.

Evaluation: Of 98 used insulin devices audited, 45% were stored 
correctly while 7% of devices were not identifiable to a patient. 
53% of devices had a date of first use and 2% had an expiry date. 
Following the development of a new policy and the implementation 
of a technician led education package, a post intervention audit 
identified that 95% of insulin devices were stored correctly, 
98% had a patient identification label and 98% of devices had 
an opening date and an expiry date.

Discussion: A pharmacy technician-led quality improvement 
project is an effective and efficient means of promoting medication 
safety and quality use of medicines. This project demonstrates the 
benefits of embedding pharmacy technicians in clinical settings 
and leveraging their experience and knowledge in identifying and 
addressing gaps in current processes to promote medication safety 
and quality use of medicines for patients.

291 ASSESSING THE FINANCIAL IMPACT OF A 
COMPREHENSIVE REVIEW OF PHARMACY DEPARTMENT 
STOCK-HOLDINGS

Helena Joseph-Hauser1

1Griffith Base Hospital, Griffith, NSW

EMAIL Helena.josephhauser@health.nsw.gov.au

Background: A medium-sized regional hospital’s Pharmacy 
Department was holding $260,708.59 worth of medications. This 
was deemed to be a financial risk due to the large volume of stock 
held and the potential of wastage due to expiry of medications.

Objective: To reduce financial risk to the hospital by reducing stock 
valuation within the Pharmacy Department by 20% within a year’s 
time period.

Action: Store stock disposal details were reviewed on iPharmacy 
to see which items had expired before use. A zero movement 
report was also pulled to assist in determining which items no 
longer needed to be kept. Over several weeks, the Chief Pharmacist 
and a Pharmacy Technician systematically reviewed every item 
held within the Pharmacy Department and adjusted minimum 
and maximum levels based on reports pulled from dispensing 
software. Stock movement reports were also pulled when required 
to see how frequently a medication was used to better determine 
appropriate stock levels. Other hospitals within the district were 
made aware of excess stock of more expensive items so that they 
could be transferred if required to avoid wastage.

Evaluation: Stock valuation reports were pulled from iPharmacy 
and it was found that stock valuation reduced from $260,708.59 
on 1st of June, 2021, to $168,891.28 on 31st May, 2022. This 
demonstrated a reduction in 38% of stock valuation or $97,817.31 
over the year.

Discussion: An in-depth review of stock-holdings should occur 
regularly in Pharmacy Departments to reduce risk of expiry by 
avoiding excess stock being held. A potential variable factor is the 
difference in cost of drugs over the year-period, however this was 
deemed to be an insignificant amount so was not controlled for. 
A more frequent review of stock disposal details and stock levels 
of short shelf-life or high-cost medications should still occur to 
supplement this regular detailed review of stock-holdings.
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292 TECH IT TO THE NEXT LEVEL: INTEGRATING TECHNICIANS 
INTO INFLAMMATORY DISEASE TEAMS

Ilayda Mader1, A/Prof Britt Christensen1, Dr Alexander Elford1, 
Stephanie Dimovski1, Sofia Azim1, Jack Thomas1, Daniel O’Brien1, 
Clarissa Rentsch1

1Royal Melbourne Hospital, Parkville, Vic

EMAIL Ilayda.Mader@mh.org.au

Background: Increased uptake and optimisation of biologic agents 
in inflammatory bowel disease (IBD) magnifies multi-disciplinary 
care requirements; including patient education, therapeutic drug 
monitoring, treatment escalation and de-escalation, infusion 
bookings, stock control and governance. Pharmacy technicians are 
well placed to coordinate the administrative tasks, allowing nurses 
and pharmacists more time to focus on clinical aspects of care.

Objective: A pharmacy technician was introduced into a large 
tertiary/quaternary referral hospital IBD unit to streamline the 
process of escalated biologic supply and increase Pharmaceutical 
Benefits Scheme (PBS) reapplication adherence. Thus ensuring 
timely access to biologic therapy, minimising patients lost to follow 
up and to enhancing multi-disciplinary communication and care.

Action: IBD patients receiving intravenous (IV) biologic therapy 
were tracked via a database and audited. The technician attended 
multi-disciplinary IBD meetings and worked closely with the IBD 
nurses, pharmacists and doctors; providing a crucial link between 
the pharmacy procurement team, sterile manufacturing, infusion 
centre and IBD healthcare professionals.

Evaluation: Of the 260 patients receiving maintenance IV biologic 
therapy, 98 (38%) (88 infliximab, 10 vedolizumab) required a dose 
outside the PBS indication. Stock coordination by the technician via 
pharmaceutical companies and local governance ensured patients 
received correct and timely infusions. Between the months of June 
and August 2022, 61 patients were identified to have no active PBS 
application for their maintenance therapy or to be missing a follow 
up infusion. The technician was able to liaise with IBD nursing 
staff, doctors, pharmacist, sterile manufacturing and booking 
administrators to ensure these patients received their prerequisite 
follow up clinic appointment and infusions on time.

Discussion: A pharmacy technician integrated into the IBD unit 
successfully improved patient safety and timely infusion access, 
improved stock control and reduced administrative tasks from the 
IBD nurses, pharmacist and sterile manufacturing, allowing greater 
time for clinical patient care.

293 EVALUATION OF RESEARCH CAPACITY AND CULTURE 
AMONG PHARMACY STAFF IN A STATE-WIDE HEALTH SERVICE

Concettina Blefari1, Dr Jacinta Johnson1,2, Robert Ware3, 
Tara Clayson-Fisher1, Dr Pascale Dettwiller1, Sally Marotti1

1SA Pharmacy, SA Health, Adelaide, SA, 2UniSA Clinical and Health 
Sciences, Adelaide, SA , 3School of Medicine and Dentistry, Griffith 
University, Gold Coast, Qld

EMAIL jacinta.johnson@unisa.edu.au

Background: Integrating research with clinical practice is essential 
for evidence-based practice and continuous improvement in health 
care. Little is known about the research capacity and culture of the 
Australian hospital pharmacy workforce.

Aim/objective: The primary aim is to characterise the research 
capacity and culture of a state-wide public-hospital pharmacy 
service at organisation, team and individual levels, and to explore 
variables which influence research confidence and success.

Method: An online, anonymous, cross-sectional survey utilising 
the validated Research Capacity in Context tool was emailed to all 
pharmacists, pharmacy assistants/technicians and non-clinical 
staff employed by a state-wide pharmacy service. Respondent 
characteristics and organisation, team and individual scores of 
research skill and success were summarised using descriptive 
statistics. T-tests compared results for pharmacists and pharmacy 
assistants/technicians and metropolitan-based and non-
metropolitan-based staff. Regression analyses explored predictors 
of pharmacist individual domain scores.

Results: A response rate of 43.4%(n=278/641, 19 sites) was 
obtained. Respondents were primarily pharmacists (68.0%) and 
pharmacy assistants/technicians (28.4%); 91% were practicing 
in a metropolitan setting. 47% reported no research experience. 
Highest scores for research skill and success were observed at 
the organisational level (mean score 6.0/10) vs. team (mean score 
5.6/10) and individual levels (mean score 5.1/10). Within each 
level specific items that scored poorly were identified. Individual 
level scores were higher in pharmacists vs. pharmacy assistants/
technicians (mean score 5.2/10 vs. 4.2/10, p<0.01), and were 
not different between staff in metropolitan vs. non-metropolitan 
settings (mean scores 5.2 vs. 5.0, p=0.77). In pharmacists, 
undertaking undergraduate, internship or postgraduate research 
training were associated with higher individual scores of research 
skills and success.

Discussion/conclusion: This research extends our understanding 
of hospital pharmacy research capacity and culture, describes 
research skills and success in hospital pharmacy technicians/
assistants for the first time and highlights target areas to 
improve research capacity and culture at an individual, team 
and organisational levels.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 216

Saturday 3 December

294 BRANDLESS FORMULARY FOR DRUG SUPPLY? 
ACHIEVABLE WITH DEVILISH DETAILS CONSIDERED

James Grant1, Anna Di Mauro1, Alexander Ison1

1Queensland Health, Brisbane, Qld

EMAIL james.grant@health.qld.gov.au

Background: Brandless Formularies are seen as the ideal state for 
clinical use purposes. Over 90% of medication supply can occur 
safely and appropriately without brand, or even individual pack 
sizes, being considered. With an initiative underway to rebaseline 
automated dispensing cabinets, an approach at a brandless 
formulary for the cabinets has been developed.

Objective(s): To develop a brandless formulary for automated 
dispensing cabinet use that can interface with an electronic 
medication management system, a dispensing software, and be 
compatible with the Australian Medicines Terminology. To reduce 
time spent maintaining formularies and choosing specific products 
for supply.

Action (Method): The existing automated dispensing cabinet 
formularies were merged and duplicate medication entries 
removed (based on repeated identifiers first, and then a manual 
pharmacist review based on generic/strength/form/brand/pack). 
These distinct entries were reviewed as to whether they needed 
brand consideration (e.g., warfarins) and a reference file of Flags 
was created listing medications that could not be exchanged 
based on only matching generic/strength/form. This reference 
file was used to check the formulary and break out brand-specific 
entries as needed. All entries were then mapped to an appropriate 
Australian Medicines Terminology term, or to the dispensing 
software’s preferred identifier, to enable interfacing.

Evaluation: The initiative is yet to go live and be formally 
evaluated. During the development of this brandless formulary and 
exploring how it will interact with other medication formularies 
several mismatches, conceptual differences and workflow 
considerations have been identified and addressed in various ways.

Discussion: Each pharmacy department and its staff spend 
thousands of cumulative hours each year making manual 
medication product selection choices based on a trainable 
pattern. The plan is to reduce these person-hours and improve 
product selection and availability by using brandless formularies 
to translate safely and appropriately between equivalent products 
limiting the need for human input or time.

295 PREVENTING HIGH-RISK MEDICATION INCIDENTS 
IN REHABILITATION WARDS – AN ADVANCED TECHNICIAN 
MEDICATION SAFETY INITIATIVE

Margie Butnoris1, Jeanette Curry1, Martin Wong1, Leah Wirth1, 
Nicola Harper1

1Surgical Treatment and Rehabilitation Services Hospital, 
Brisbane, Qld

EMAIL Nicola.harper@health.qld.gov.au

Background: Advanced-scope technicians play an important 
role in supporting and delivering care to patients. At a digital, 
greenfield, metropolitan hospital, an advanced-scope technician 
role was established to support rehabilitation and geriatric 
patients. Approximately 50% of reported incidents at this site are 
related to high-risk medicines, with the majority being reported 
retrospectively after the incident has occurred.

Objective: The objective of this role was to reduce the occurrence 
of high-risk medication (APINCH) incidents in the rehabilitation 
and geriatric wards, and support prescribers with the complex 
prescribing requirements of these medicines within the electronic 
medical record. This role enabled an opportunity for a prospective 
medicines safety intervention to reduce the risk of patient harm.

Action: An advanced-scope technician was embedded in the 
rehabilitation and geriatric pharmacy team. Their responsibilities 
included running a high-risk medication report from the electronic 
medical record on a daily basis, so as to identify dose omissions 
or sub-optimal prescribing practice. These interventions were 
then communicated to the pharmacist for review and resolution 
in a timely manner before the opportunity for patient harm. 
Interventions were documented for the purpose of identifying 
prescribing trends and/or opportunity for additional education.

Evaluation: Over a four- week period, the advanced-scope 
technician identified 240 interventions and opportunity for error in 
regards to high-risk medicine prescribing. All of these interventions 
were resolved on the day of reporting. All 240 interventions related 
to either warfarin or insulin prescribing. Examples of interventions 
included dose omissions, duplicate orders, orders unintentionally 
ceased, incorrect doses, wrong warfarin brand, inadequate 
monitoring and incorrect frequency.

Discussion: This innovative practice highlights the important 
role advanced-scope technicians play in medicines management 
and patient safety initiatives. With the continued rollout of digital 
medication records within Australian hospitals, this initiative has 
potential to be adopted on a larger scale.
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296 PHARMACY TECHNICIAN – THE PANACEA TO POOR 
INFUSOR MANAGEMENT IN HOSPITAL IN THE HOME

Kaitlin Dening1, Jocelyn Tabb, Renee Dimond, Daniela Bowen
1Grampians Health, Ballarat, Vic

EMAIL jocelyn.tabb@bhs.org.au

Background: Elastomeric devices are a convenient method 
of administration of parenteral therapy outside the hospital 
environment, freeing up inpatient beds. Prior to the involvement 
of a dedicated pharmacy technician as part of the Hospital in 
the Home (HITH) program, ordering was paper-based, time 
consuming, involved multiple steps and people. The lack of 
a streamlined process led to missed orders, wasted time 
and resources.

Description: A full time technician role was implemented and 
became an integral part of the HITH pharmacy team. The technician 
created an easily accessible online order tracking system that 
allowed all staff to view what had been ordered and for whom 
in real time.

Action: A live excel spreadsheet on teams was created which 
allowed multiple caregivers to gain access to the database 
concurrently, ensuring that all those involved in patient care 
are aware of infusor availability and order status.

Evaluation: The new electronic ordering system has reduced the 
number of steps and people involved in the ordering process and 
has led to more prompt delivery of infusors for patients. Prior to 
the technician ordering infusors, a minimum of five staff members 
were involved in placing the order, which has now been reduced 
to one. Reducing the number of people involved has lowered the 
chances of orders being missed and of mistakes being made, 
ultimately improving patient safety.

Implications: The innovative method has decreased the time 
required and increased the efficiency of infusor ordering. This 
method also ensures that patients are able to receive their infusors 
on time, ensuring prompt administration of the medication. 
A dedicated pharmacy technician with responsibility for managing 
the ordering of infusors and ensuring all staff are aware of the 
process, with the ability to access status updates in real-time, 
has reduced frustration and increased efficiency.

297 ADVANCING IMPREST MANAGEMENT WITH A NOVEL BYOD 
PHONE APPLICATION

Jordan Hegarty1, Teagan Fursey1, Michael Quach1

1Shellharbour Hospital, Shellharbour, NSW

EMAIL Jordan.Hegarty@health.nsw.gov.au

Background: Increasing resource pressures in regional hospitals 
has required pharmacy assistants to tackle the challenge of 
improving imprest distribution efficiency through novel means. 
Pharmacy assistants have the option of a Bring Your Own Device 
(BYOD) which supports mobile applications to conduct imprest 
management. Prior to the implementation of the BYOD phone 
application, imprest was conducted via a paper-based report 
and manually checked for stock requirements on wards.

Aim: To assess the efficiency gains and benefits of using BYOD 
phone application to conduct imprest replenishment.

Methods: Existing imprest methods using the paper-based report 
and visual inspection was timed across hospital wards over a 
one month period prior to BYOD implementation. Subsequently, 
imprest shelf labels were updated across the hospital to enable 
mobile phone two-dimensional (2D) barcode scanning. A free 
phone application available on both Google Play and Apple Store 
was identified for the project. The application requirements 
included 2D barcode scanning, recording number of items and 
ability to export collected data to Microsoft Excel. The BYOD 
imprest method was timed across hospital wards across a one 
month period. A 5-number statistical summary of the average 
times was calculated.

Results: Using the paper-based report, 23 imprests were timed 
and 728 items were recorded. 20 imprests were timed using 
the BYOD method and 558 items were scanned. The average 
time to complete imprests were 46 seconds/item [16.0, 31.9, 
48.0, 57.9, 93.8] and 42 seconds/item [18.0, 29.0, 40.5, 47.1, 
100.7] for paper-based and BYOD methods respectively. An 8.7% 
(4 seconds/ item) efficiency gain was observed.

Discussion: The BYOD method improved imprest management 
efficiency and timely access to medication. Zero start-up cost was 
required compared to traditional and more standard technology 
typically seen in a pharmacy. Training requirements for usability 
was minimal given the simple user interface. Pharmacy assistant 
satisfaction with replenishing imprests greatly improved.
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298 SENIOR PHARMACY ASSISTANT WARD BASED 
MEDICATION SAFETY SUPPORT ACTIVITY

Leiuanna Rowe1, Tasma Wagner, Amy Flavell, Emma Bartlett
1Port Augusta Hospital Pharmacy Department, Port Augusta West, SA

EMAIL rowes_family@outlook.com

Background and objective: In a regional hospital, potential 
medication errors and supply issues were attempted to be 
identified in order to avoid unnecessary medication administration 
delays and improve patient safety.

Action: During a four-week period a Pharmacy Assistant trialled 
a new role of performing bedside medication drawer checks 
for one general inpatient ward. Medications within the drawer 
were compared against the electronic medication administration 
record (EMAR). Every bedside medication drawer on the ward was 
checked regardless of patient occupancy, except for patients with 
documented multi-resistant organisms.

A patient list summary report for the ward was created from the 
EMAR system daily by the Pharmacy Assistant. This list was used 
to record patients identified with potential medication supply or 
safety issues identified.

Immediately after completion of the bedside check, the issues 
identified were communicated to the ward-associated Clinical 
Pharmacist.

Evaluation: A total of 168 bedside lockers were checked, and 
the issues identified were classified into the following, 1) missing 
medication requiring urgent supply (n=60), 2) wrong medications/
incorrect strength (n=9), 3) inappropriate storage and/or 
labelling of medication (n=11) and 4) incorrect patient labelled 
medications (n=10).

In addition, all newly admitted patients overnight were flagged 
to the clinical pharmacist (n=62), and all non-imprest medication 
required for patients was ordered for dispensing prior to the dose 
due time. The Pharmacy Assistant also identified and ensured 
appropriate storage of all patients’ own medication (n=11). 
All medications identified as incorrect or ceased were removed 
from drawer and provided directly to the clinical pharmacist for 
review (n=26). All single patient use medications (e.g., inhalers) 
were reviewed for appropriate labelling with patient identifiers.

Discussion: This Pharmacy Assistant led bedside medication 
check was found to be beneficial to nursing staff, patients, 
and pharmacists by minimising potential medication errors 
and improving timeliness of supply.

299 IDENTIFYING AND DELINEATING ADVANCED-PRACTICE 
OF TECHNICIANS: RESULTS OF A NATIONAL SURVEY AND 
CLUSTER ANALYSIS

Margie Butnoris1, Prof Lisa Nissen2, Dr Judith Singleton2

1Surgical Treatment and Rehabilitation Services Hospital, Brisbane, 
Qld, 2Queensland University of Technology, Brisbane, Qld

EMAIL margie.butnoris@health.qld.gov.au

BOLT  LIGHTNING TALK L01

Background: Pharmacy workforce and resulting models of service 
delivery are adapting to current and future needs. As activity 
and complexity within the health system continues to increase, 
the development of the advanced-scope technician role offers 
a strategy that can provide support to patient-focused pharmacy 
services. However, better understanding of the potential of the 
pharmacy support workforce and greater clarity regarding the roles 
and responsibilities undertaken by an advanced-scope technician 
workforce is required.

Aim/objective: The aim of this research was to identify and 
delineate the current practice of advanced-scope technicians 
across Australia.

Methods: A quantitative survey was designed to test 88 activities/
responsibilities within five practice domains. A two-step cluster 
analysis was completed for each domain and the model outcome 
was assessed in relation to cluster number, quality, size, predictor 
importance and cluster comparison. The cluster analysis supported 
the following research objectives: 

1. Define the roles and activities that technicians are currently 
undertaking

2. Compare the extent of advanced-scope activity according 
demographic factors and workforce variables.

Results: 200 participants from all States and Territories 
responded. By assessing the model outcomes, a list of advanced-
scope activities was identified and delineated from the survey 
results. The cluster analysis demonstrated that employment grade, 
length of experience, area of practice and highest qualification 
gained did not influence scope of practice.

Discussion: 25 current advanced-scope tasks were identified. 
The cluster analysis also defined the most important predictor 
activities in relation to undertaking advanced-scope practice. 
Contrary to national advocacy, qualification was not a defining 
feature of scope of practice. This research is the first of its kind to 
focus on examining what roles and responsibilities technicians are 
currently undertaking within Australian pharmacy, and underlying 
workforce factors that influence scope. This research allows 
priority areas for competency development to be developed 
and implemented for the Australian technician workforce.
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300 WARD-BASED PHARMACY TECHNICIANS – ENSURING 
MISSED DOSES AREN’T MISSED!

Kelly MacNab1, Hala Musa1, Michael Soriano1

1Chris O’Brien Lifehouse, Camperdown, NSW

EMAIL michael.soriano@lh.org.au

Background: Numerous strategies have been suggested to reduce 
the burden of omitted doses in hospitals, with an emphasis on 
pharmacy technicians’ clinical support roles. Pharmacy technicians 
can support Pharmacists in many care settings, such as dispensing, 
compounding, inventory management and medicine distribution. 
This study aims to explore the role expansion of pharmacy 
technicians through conducting quality use of medicines activities, 
as a means of improving medication safety and ensuring timely 
access of medications.

Objective: To determine whether the introduction of a ward-based 
pharmacy technician service reduces omitted medication doses in 
hospital inpatients.

Action: Pre-implementation, the medication distribution system 
on the study surgical wards consisted of imprest managed via an 
automated medicine storage system and individual dispensing. 
Post-implementation, the pharmacy technician serviced the 
surgical ward’s imprest and individual dispensing stored in 
patient designated tubs. A medication chart audit was conducted 
pre-implementation and post-implementation, which identified 
medication omissions.

Evaluation: Of the 1947 medication administration episodes 
collected during the pre-implementation period, there were 23 
omissions, resulting in an omission rate per medicine episode 
of 1.18%. Following implementation of a ward-based pharmacy 
technician, of the 2367 medication administration episodes, there 
were 7 omissions, resulting in an omission rate per medicine 
episode of 0.30% (p=0.0046). With medicines not immediately 
available as the main reason for omission.

Discussion: This study highlights the significant role that 
pharmacy technicians play in improving medication safety, cost 
savings and timely access of medications. This study, showed 
the implementation of ward-based pharmacy technicians can 
help reduce medication omissions. Furthermore, enhancing 
collaboration between nursing and pharmacy staff, as well as 
ensuring an efficient and timely process of medication supply.

301 PARALYSIS BY ANALYSIS – RECONNECTING PHARMACY 
OVERSIGHT TO NEUROMUSCULAR BLOCKERS

Rashique Hussain1, Justine Ayre1, Peter Falloon1, 
Yvonne Hablutzel2

1Launceston General Hospital, Launceston, Tas, 2Safe Medication 
Practice Unit, Launceston, Tas

EMAIL rashique.hussain@ths.tas.gov.au

Background: The use of neuromuscular blocking agents (NMBAs) 
hold very specific purpose and intrinsically function to debilitate 
a person’s respiratory flow. This may be fatal if administration 
is unintentional or in a setting with no ventilatory support. It is 
recognised globally through medication safety organisations and 
the Australian and New Zealand College of Anaesthetists (ANZCA) 
that NMBAs are a high-risk drug and require extra consideration 
for storage, labelling and administration.

Objectives: As an intern project, adopt the advisory tool developed 
by the Victorian Therapeutics Advisory Group (VicTAG) to identify 
and suggest recommendations for the Medication Safety and 
Management Committee (MMSC) governing a regional hospital.

Action: An onsite audit was conducted on all settings which 
housed NMBAs including the day procedure and intensive care 
units, operating theatres, emergency department, angiography 
services, cancer clinic and neonatal suites. After the primary 
use of neuromuscular blockers at each site was established, the 
management, safety strategies and usual practices were graded 
through collecting observational data including watching an 
anaesthetist administering in theatre.

Evaluation: The overall findings showed little in place to 
differentiate and segregate NMBA stock from the rest of 
medications routinely stored. There were stark contrasts between 
storage sites with little to no consistency and only some wards 
utilising an open top container to hold stock.

Discussion: Results displayed an overall lack of awareness and 
neglect for this class of medication, showcasing trends (or the lack 
thereof) in the storage and administration of such drugs. Physical 
audits presented the opportunity to discuss my proposed changes 
with nursing staff and pharmacy technicians who were engaged 
and encouraging of the measures and strategies suggested by 
ANZCA. The MMSC has agreed that routine surveillance will be 
established after examining the sitewide review, welcoming 
the changes as integral to upholding the safety of patients 
and our professions.
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302 TOWARDS 1.7 MILLION VACCINATIONS AND COUNTING

Rosemary Burke1,2, Diana Byrne1, Russell Levy1, Garry Soo1, 
Linh Thai1, Alexander McNamara1, Jennifer Chiu1, Jasmine Lau1, 
Annie Mak1, Lily Ly1, Ann Nguyen1, Prof Asad Patanwala1,2

1Sydney Local Health District, Sydney, NSW, 2Pharmacy School, 
Sydney University, Sydney, NSW

EMAIL rosemary.burke@health.nsw.gov.au

Background: Responsibility for cold-chain and preparation of 
multi-dose vials of the Pfizer Comirnaty Covid-19 vaccine was 
delegated to the pharmacy service as part of a mass-vaccination 
program commencing in February 2021. This rapidly eventuated 
into responsibility for two mass vaccination hubs, multiple satellite 
vaccination centres and pop-up clinics utilising all five TGA-
registered Covid-19 vaccines. By August 2022, almost 1.7 million 
Covid-19 vaccinations (approximately 30% of the state’s public 
health system response) were effectively delivered.

Objective(s): To demonstrate the application of pharmacists’ 
knowledge of aseptic production; cold chain; and medication safety 
to establish a model of care for vaccination services; and highlight 
their role in designing preparation spaces; developing systems 
for cold-chain monitoring; staffing, logistics, operationalising 
processes and designing a closed-loop medication system.

Action (Method): Methodologies for testing new low dead space 
equipment were developed. Production procedures were tested 
on behalf of the state. Over 1000 personnel undertook Pharmacy-
led standardised training and validation in aseptic production 
techniques. Pharmacy staff included dental nurses, hospital 
scientists, healthcare students and several ex-airline workers. 
A closed-loop system was implemented by scanning the pharmacy 
label into the vaccine administration system. Simple measures 
such as coloured labels and the use of distinctive packaging were 
implemented to minimise risks from multiple vaccines on site.

Evaluation: Led by a small team of pharmacists and pharmacy 
technicians, the COVID-19 vaccine production service expanded 
rapidly from 1000 vaccinations per day to up to 10,000. Over 
1000-trained personnel, four transport teams, three ULT freezers, 
eight tons of dry ice, 170 shippers, and more than 2.2 million 
needles and syringes were used to vaccinate 1.7 million 
people overall.

Discussion: This program has highlighted not only pharmacy’s 
expertise in medication safety but skills in some of the areas where 
our role is not always understood such as logistics, production, 
and system design.

303 TECHNICIAN LED SCREENING OF HAEMOGLOBIN FOR 
RENAL OUTPATIENT ERYTHROPOIETIN STIMULATING 
AGENT PRESCRIPTIONS

Teana Brewster-O’Brien1, Aleesha Lo1, Jo Wallace1

1Royal Darwin and Palmerston Hospital Pharmacy Department, 
Darwin, NT

EMAIL teana.brewsterobrien@gmail.com

Background: Erythropoietin stimulating agents (ESAs) stimulate 
red blood cell production, increasing haemoglobin (Hb). 
Chronic kidney disease (CKD) patients receive ESA to treat 
renal anaemia. At study hospital, the renal pharmacy service 
dispenses approximately 2500 ESA scripts per annum. The service 
consists of 2.5 Full Time Equivalent (FTE) pharmacists and 1 FTE 
pharmacy technician.

Objectives: The team services over 600 patients, with 
approximately 400 requiring ESAs. At the time of intervention, 
a pharmacist reviewed ESA scripts at the original and third 
dispensing. A technician led Hb review process was developed 
and implemented to assess effect on efficiency.

Action: The following safety protocol was developed to determine 
which ESA prescriptions could be processed by the technician, 
without referral to a pharmacist:

• Hb between 95-120g/L in the prior two months

• No increase or decrease of Hb by 10g/L or more

• No change in dose or frequency

If one or more items were not met, pharmacist review was required.

Data was collected at the following stages:

1. Baseline (pharmacist review only; original and third repeat)

2. Phase 1 (technician review; original and third repeat)

3. Phase 2 (technician review; screening frequency increased to 
original, second and fourth repeat).

Evaluation: Average time from prescription request to dispensing 
was 13 hours at baseline (84 prescriptions), 5 hours during phase 1 
(74 prescriptions) and 4 hours during phase 2 (116 prescriptions), 
demonstrating a 9 hour decrease between baseline and phase 2.

Number of scripts requiring pharmacist review and intervention; 
84 with 5 interventions at baseline (6%), 55 with 12 interventions 
during phase 1 (22%) and 85 with 40 interventions at phase 2 (35%).

Pharmacist intervention was classified as escalation to a Medical 
Officer for patient or prescription review.

Discussion: Technician led Hb screening improved workflow and 
efficiency. Increased screening frequency was associated with a 
higher intervention rate.
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304 RISE IN PHARMACY AUTOMATION PROVING THE WAY 
TO A BETTER FUTURE

Akash Pala1, Richard Marotti1,2, Melissa Teo1,2, Teresa Ho1,2

1Northern Adelaide Local Health Network, Adelaide, SA, 

2SA Pharmacy, Adelaide, SA

EMAIL teresa.ho@sa.gov.au

Background: Australian hospitals are introducing automated 
pharmacy distribution systems to improve safety and efficiency 
in medication processing, storage, and distribution. In Australia, 
minimal studies assess benefits of implementing original packing 
dispensing robots, with no literature describing their impact on 
distribution activities. In March 2021, an original pack pharmacy 
dispensing robot was successfully commissioned in a 380-bed 
tertiary hospital in Australia.

Aim/objectives: To assess the impact of robot implementation on 
time taken to perform various inventory processes including goods 
receipting and ward stock distribution activities.

Methods: A pre-post time and motion study was conducted over a 
three-week period pre and post-dispensing robot implementation. 
Efficiency was determined by timing distribution tasks undertaken 
by Pharmacy Assistants pre-and post-implementation. 
Additionally, number of items processed per time frame was 
analysed. Timings of distribution activities were self-recorded 
by distribution staff using barcode timestamping systems. Time 
associated with dispensing individual prescriptions was excluded.

Results: Following robot implementation, average time saved 
on distribution activities was 1.8 hours (0.24 FTE) per business 
day (4.2hrs v 2.4hrs, p<0.0001). Robot implementation reduced 
average manual goods receiving time by 1.2 hours (0.15FTE) per 
business day (2.4hrs vs 1.2hrs, p<0.001). Packs processed per 
hour increased from 418 to 740 (p=0.01), and average time taken 
to manually goods receipt 1 pack decreased from 10.5 seconds to 
6.8 seconds (p<0.001). Despite the noticeable increase (24.5%) in 
number of lines requested, the robot reduced average time spent 
replenishing ward imprests by 0.7 hours (0.1 FTE) per business day 
(1.8hrs vs 1.1hrs, p=0.01).

Discussion: Original pack dispensing robot implementation has 
translated to increased efficiency in pharmacy goods receipting 
and ward stock distribution activities, allowing for reallocation of 
Pharmacy Assistant resources to dispensing activities. Ongoing 
review and maximisation of the robot’s functionality continue 
to be a priority to derive additional benefits for other pharmacy 
department areas.

305 PHARMACY TECHNICIANS AND STUDENTS PREPARING 
INFUSIONS IN INTENSIVE CARE UNITS: RESPONDING TO 
COVID-19 WORKFORCE CHALLENGES

Wendy Ewing1, Huda Abdullahi1, Connie Yin1

1Monash Health, Clayton, Vic

EMAIL wendy.ewing@monashhealth.org

BOLT  LIGHTNING TALK L01

Background: COVID-19 surge workforce plans involved non-
critically care trained nursing staff caring for Intensive Care Unit 
(ICU) patients, increasing likelihood of unfamiliarity with medicines 
and preparation processes. To increase nursing staff patient care 
time and reduce medication errors it was proposed credentialed 
pharmacy support staff (PSS) could prepare medication infusions.

Objective: To develop and implement a program of PSS preparing 
continuous and intermittent medication infusions within adult ICUs.

Action: An education and credentialing package involving a 
workshop, online training, calculations, and simulated and actual 
infusion competency assessments was developed. PSS were 
required to achieve an Entrustable Professional Activity (EPA) 
level 3 indicating only reactive supervision required.

Existing standardised infusion tools were expanded to incorporate 
continuous and intermittent infusions and dedicated ICU 
preparation locations were established.

Evaluation: Twenty PSS were credentialed with 6703 infusions 
involving 64 medicines prepared over a 30 week period with 
piperacillin-tazobactam and propofol the most common. The 
service operated 8 or 12 hours per day, seven days a week in 
up to three ICUs simultaneously.

The Labelling Standard audit demonstrated PSS prepared labels 
were 93% compliant (14/15) compared to 6% (1/17) prepared by 
nurses. Nil incidents involving PSS prepared infusions were reported 
compared to seven incidents involving nurse prepared infusions.

Of nursing staff respondents to a feedback survey (n=58) 64% 
agreed the service increased time for patient care activities and 
69% indicated satisfaction with the service. Feedback related to 
time to prepare opioid infusions resulted in process improvements. 
PSS were 100% (17/17) satisfied with their role and 88% (15/17) 
agreed nursing staff appreciated the service provided.

Discussion: The rapid development and implementation of this 
novel and advanced PSS role within a critical care environment 
successfully supported nursing colleagues during a COVID-19 
surge. There is learning applicability across advanced scope of 
practice role development, credentialing and interdisciplinary 
collaborations.
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306 CRITICAL CREDENTIALING DURING COVID-19: 
A PROGRAM FOR MEDICATION INFUSION PREPARATION 
IN INTENSIVE CARE UNITS

Wendy Ewing1, Connie Yin1, Huda Abdullahi1

1Monash Health, Clayton, Vic

EMAIL wendy.ewing@monashhealth.org

Background: Workforce challenges within Intensive Care Units 
(ICUs) arising from COVID-19 surges resulted in an opportunity 
to introduce infusion preparation by pharmacy support staff (PSS).

Objective: To develop an education and credentialing program for 
PSS to prepare continuous and intermittent medication infusions 
within adult ICUs.

Action: A face to face workshop was developed to detail aseptic 
technique, medications used in ICU, electronic medical record 
(EMR) training and legislative requirements for restricted 
medications. Existing online training covered medication allergies 
and high risk medicines.

Simulated assessments required syringe and infusion bag 
preparation within a time limit. Actual assessments, under 
supervision of pharmacist educators with 24 months minimum 
aseptic compounding experience, involved 40 infusions with at 
least 10 syringes and 20 bags including medications requiring 
reconstitution and manipulation of fluid volume. Assessments 
incorporated calculations, labelling, aseptic technique, record 
keeping and timeliness. PSS were required to achieve an 
Entrustable Professional Activity (EPA) level 3 indicating only 
reactive supervision required.

Evaluation: Twenty PSS were credentialed over five months (10 
pharmacy technicians, 6 pharmacy students and 4 pharmaceutical 
science students). Prior aseptic experience was limited to 
COVID-19 vaccine preparation in 13 (65%) participants.

Of PSS feedback survey respondents, 86% (12/14) were satisfied 
the workshop and online training was adequate preparation, 93% 
(13/14) agreed the simulated and actual assessments evaluated 
infusion preparation ability and 100% (17/17) were satisfied in 
their ICU role.

Credentialed PSS prepared 6703 infusions involving 64 medicines 
over a 30 week period with nil incidents reported compared to 
seven incidents prepared by nurses. A snapshot Labelling Standard 
audit demonstrated PSS prepared labels were superior to nurses 
(compliance 93% (14/15) compared to 6% (1/17)).

Discussion: A credentialing program to support introduction of a 
novel and advanced role for PSS was successfully developed and 
rapidly implemented. Learnings could be applied to future role 
expansions for PSS.

307 PROVIDING TLC (TECHNICIAN-LED COUNSELLING) 
TO SURGICAL DAY PATIENTS – AN ADVANCED-SCOPE 
TECHNICIAN INITIATIVE

Margie Butnoris1, Neil Black1, Lily Hatt1, Jesseca Eglington1, 
Leah Wirth1, Nicola Harper1, Bianca Burns1

1Surgical Treatment and Rehabilitation Services Hospital, 
Brisbane, Qld

EMAIL margie.butnoris@health.qld.gov.au

BOLT  LIGHTNING TALK L01

Background: Advanced-scope technicians play an important role 
in supporting and delivering care to patients. At a metropolitan, 
surgical hospital an advanced-scope technician role was 
established to support patient access to medicines and consumer 
information on discharge from the surgical day-unit. This is a novel 
role, previously undocumented in Australian literature.

Objective: The aim was to provide a consumer-centric service 
to patients discharged from the surgical day unit and is supported 
by objectives: 

1.  Facilitate technicians working to a full and advanced scope.

2.  Facilitate improved and efficient access to medicines 
for patients on discharge.

3.  Develop an appropriate credentialling tool to support 
technician led counselling (TLC).

Action: A satellite dispensary was established within the Post-
Anaesthetic Care Unit (PACU). A pharmacist and technician team 
support the patient flow and discharge requirements of this area. 
An advanced-scope technician was credentialled to provide 
specialised medicines counselling to day-surgery patients. This 
initiative focused on the communication of complex post-surgical 
ophthalmology protocols.

Evaluation: TLC facilitates a patient-centred approach to the 
large volume of ophthalmology patients attending this facility, 
enhancing care and consumer satisfaction. The adoption of this 
service means that over 90% of patients discharged from PACU 
access medicines at their time of discharge with quality provision 
of medicines information; essential for supporting post-operative 
prescribing protocols. No medication incidents were recorded 
within 12 months of service provision.

Discussion: TLC has had a large impact on patient flow and 
allowed the pharmacist role to expand to other responsibilities 
beyond ophthalmology counselling. The initiative is well received 
by patients and nursing staff, who historically have predominately 
provided day-surgery discharge counselling. This role has increased 
the clinical competency and job satisfaction for the pharmacy 
technicians who contribute directly to high-value patient care. 
It is anticipated this role will be expanded to include analgesic 
counselling in 2023.
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308 EVALUATION OF A PHARMACY EDUCATION, TRAINING, 
RESEARCH AND PROFESSIONAL DEVELOPMENT PROGRAM 
IN A TERTIARY HOSPITAL

Alexandra Padrissa1, Tessa Lane1, Dr Cameron Phillips1,2

1SA Pharmacy, Southern Adelaide Local Health Network, 
Bedford Park, SA, 2Flinders University, Bedford Park, SA

EMAIL alex.padrissa@sa.gov.au

Background: A baseline workforce survey was conducted in 2018 
to evaluate the department’s education, training, research and 
professional development program. Changes were made to the 
program based on respondents’ feedback. To evaluate the revised 
program and identify further development opportunities, a repeat 
survey in 2020 was required.

Objectives: 1) Evaluate staff perspectives on changes to the 
education, training, research and professional development 
program; 2) Identify new program development opportunities.

Action: Survey questions were informed by the 2018 survey 
and recent program changes. In December 2020, the survey 
was emailed to all pharmacists and pharmacy interns. Survey 
responses were anonymously collected via Survey Monkey over 
a 4-week period.

Evaluation: From n=109 invitations sent, n=29 [27%] responses 
were received (vs 48/92 [52%], 2018). Changes to the program 
that were favourably perceived were: introduction of Entrustable 
Professional Activities assessment tools (understood by staff 
[good/excellent - 89%] compared with the previous tool, 
Professional Practice Review [good - 52%], 2018); a buddy system 
for new clinical staff [very/somewhat useful - 60%]; an online 
platform for Continuing Education (CE) and Journal Club (JC) 
sessions [enabled attendance - 39%]; and enhanced research 
support and mentorship [involvement in research increased – 52% 
(2020) vs 27% (2018)]. There was no perceived change in CE or 
JC attendance, however the emergence of COVID-19 in 2020 may 
have impacted these results. COVID-19 was identified as a barrier 
to presenting research [31%]. Future opportunities identified 
included providing 360-degree feedback for staff; expansion of 
specialty pharmacist pod teaching; and improving educational 
visiting for intern, resident and student supervisors.

Discussion: Repeating the survey indicated the revised educational 
program was well received (despite components impacted by 
COVID-19 restrictions) and identified areas for improvement. 
Collating data across the two time-periods has enabled 
benchmarks to assess future performance of the education, 
training, research and professional development program.

309 EVALUATION OF NURSING STAFF KNOWLEDGE OF 
ANAPHYLAXIS MANAGEMENT IN A TERTIARY PAEDIATRIC 
AND WOMEN’S HOSPITAL

Dr Alka Garg1, Stephanie Girgolas1, Sacha Palmer2

1SA Pharmacy, Adelaide, SA, 2Allergy and Immunology, 
Women’s and Children’s Hospital, Adelaide, SA

EMAIL alka.garg@sa.gov.au

Background: Anaphylaxis should be quickly recognised allowing 
for prompt management. There have been incidents where 
anaphylaxis has not been appropriately recognised and managed 
in the hospital.

Objective(s): 

1. To survey nursing/midwifery staff about their knowledge 
of “anaphylaxis symptom recognition and treatment’.

2. To design education sessions for staff to update knowledge 
as assessed from the survey

Action: A survey was designed to evaluate nursing/midwifery 
knowledge of anaphylaxis management. This was distributed 
via ward educators, organisational committees and done in 
person when possible. Staff was requested to complete it 
without consulting resources. Responses were kept anonymous 
but participants were asked to indicate their qualification and 
clinical area. Pharmacy, nursing and immunology medical staff 
collaborated in analysing responses. The answers were collated 
based on either of the following two definitions of anaphylaxis 
outlined by Australasian Society of Clinical Immunology and 
Allergy (ASCIA):

• Dermatological involvement with one or more of the following 
systems; respiratory, severe gastrointestinal, cardiovascular

• Respiratory and cardiovascular involvement in the presence 
of a probable allergen

Evaluation: 71 responses were obtained with a reasonable 
representation from all clinical areas. 89% of staff were 
comfortable in recognising anaphylaxis symptoms. 30% of 
responses showed an understanding of both definitions and 59% 
of one definition.

100% of participants listed adrenaline as the treatment of choice 
and 96% specified that it should be administered intramuscularly. 
11% staff expressed that they were not comfortable administering 
adrenaline intramuscularly.

Discussion: Staff knowledge of symptom recognition and 
treatment of choice was good. However, staff were uncomfortable 
administering medicines intramuscularly.

Education module will be developed for nursing/midwifery staff 
for anaphylaxis recognition (using ASCIA definitions), treatment 
options and Intramuscular administration, and delivered via 
various pathways. Simulation training might be added to future 
nursing/midwifery training. This education module will provide 
nursing/midwifery staff with the information to effectively 
manage anaphylaxis.
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310 “YOU BETTER SHAPE UP”: IMPROVING THE ENGAGEMENT 
OF PHARMACIST CONTINUING EDUCATION IN A RURAL AREA

Amelia Wagstaff1, Kate Symonds2

1Western NSW Local Health District Pharmacy, Orange, NSW, 
2Western NSW Local Health District Pharmacy, Dubbo, NSW

EMAIL amelia.wagstaff@health.nsw.gov.au

Background: Pharmacist Continuing Education (CE) was 
introduced in the rural Local Health District (LHD) over 12 years 
ago for pharmacists working across seven different hospitals. Since 
the introduction of CE, there has been minimal review or changes 
made. In recent years, attendance and engagement has been 
reducing and challenging.

Aim: To identify real and perceived barriers in attending and 
presenting CE and overcome these, to increase attendance and 
engagement.

Methods: Pharmacists completed a pre-change survey via Quality 
Audit Reporting System (QARS) and Rounding. The survey included 
opportunity for respondents to add comments to guide potential 
changes. Ideas for improvement were mapped with Driver Diagrams 
and communicated to pharmacists. A post-change survey was 
conducted 12 months later via the same methods together with 
objective measures such as attendance rates to evaluate current 
engagement and the perception of the changes implemented.

Results: The average attendance per session increased to an 
average of 20 pharmacists (50% of target audience) from two or 
three. This did not include those who watched the recording. There 
has been a subjective increase in interaction between attendees 
during the presentation and in question time. The post-change 
survey showed:

• 60% agree the change in day and time have enabled them 
to attend more sessions

• 100% are happy with frequency of session

• 90% are confident with using teams

• 90% would sometimes listen to the recording

• 100% are more content with duration of 30 minutes compared 
with the previous duration of one hour

• 80% of pharmacists state they now look forward to CE, 
compared to 55% in the pre-change survey.

Discussion: Engagement, attendance and satisfaction in pharmacy 
CE can be improved when taking into consideration the needs and 
preferences of attendees. Results show room for improvement 
in areas such as topic choice, feedback post presentation and 
familiarisation with the platform.

311 A QUALITATIVE, LONGITUDINAL STUDY OF PHARMACY 
EDUCATORS’ EXPERIENCES IMPLEMENTING A HOSPITAL 
PHARMACY RESIDENCY PROGRAM

Chih Yuan Wang1, Dr Alexandra Clavarino2, Karl Winckel1, 
Dr Sonya Stacey1, Dr Karen Luetsch1

1School of Pharmacy, The University of Queensland, Brisbane, Qld, 
2School of Public Health, The University of Queensland, Brisbane, Qld

EMAIL chih.wang@uqconnect.edu.au

BOLT  LIGHTNING TALK L01

Background: A hospital pharmacy foundation residency training 
program has been implemented in Australia to support the 
professional development of early-career hospital pharmacists, 
in both clinical and non-clinical roles. Pharmacy educators are often 
tasked with the implementation and maintenance of this program.

Objective: This qualitative, longitudinal study aimed to 
investigate hospital pharmacy educators’ expectations, 
perceptions and experiences with implementing and developing 
their residency program.

Action: Focus groups or interviews with hospital pharmacy 
educators or senior pharmacists who were directly involved in 
the implementation of the residency program were held during 
the early phases of implementation and approximately 24 months 
later. Participants were asked about their experiences and 
expectations of the residency program as well as any changes 
that had occurred within their residency program over time.

Evaluation: Fifteen educators / senior pharmacists participated in 
the initial data collection, of whom seven were retained for follow-
up. Transcripts were analysed via inductive thematic analysis. Four 
main themes were established from the discussions: participants 
had great expectations of a positive impact of the residency on their 
workplace and residents’ professional development; significant 
skills, effort and resources were needed to implement and 
maintain a residency program; a balance between standardisation, 
consistency and flexibility in delivering the residency had to be 
found by educators, and lastly, self-motivation and engagement is 
needed by residents to succeed and experience timely completion 
and career acceleration.

Discussion: Pharmacy educators described the Australian 
hospital pharmacy foundation residency program as a complex 
workplace training program with multiple factors and prerequisites 
influencing its implementation, development and outcomes. 
Their role and skills are central to the successful implementation 
and ongoing sustainability of a residency program and their skill 
development may benefit from formal training and qualifications.
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312 THE DEVELOPMENT OF NON-CLINICAL SKILLS IN 
PHARMACY RESIDENCY PROGRAMS – A REALIST SYNTHESIS

Chih Yuan Wang1, Dr Alexandra Clavarino2, Dr Karen Luetsch1

1School of Pharmacy, The University of Queensland, Brisbane, Qld, 
2School of Public Health, The University of Queensland, Brisbane, Qld

EMAIL chih.wang@uqconnect.edu.au

Background: The foundation residency training program has 
been implemented in Australia to support the development of 
early career hospital pharmacists’ competence and performance. 
Evidence of outcomes achieved through residency training is limited 
as well as the knowledge about underlying reasons for outcomes.

Objectives: This study aims to explore outcomes achieved by 
residency programs in general, and the contexts and mechanisms 
that influence and contribute to these outcomes, answering what 
works, for whom, in what circumstances and why.

Action: A realist synthesis of peer-reviewed and grey literature 
was conducted to establish causal relationships for outcomes of 
pharmacy residency programs. This was supplemented by focus 
groups and interviews with twelve foundation residency graduates 
about their experience and perceptions of residency outcomes.

Data from interview transcripts and 47 articles were extracted 
and categorised into contexts that influence outcomes (e.g. people, 
organisations, relationships) and mechanisms that ideally are 
activated to achieve outcomes (e.g. reasoning and actions 
of participants).

Evaluation: Configuring contexts, mechanisms and outcomes, 
applying realist logic, several casual relationships promoting 
residents’ skill development were identified, particularly for 
non-clinical skills such as research, teaching and leadership. 
Mentors with appropriate skillsets and experience facilitated 
residents’ understanding of, participation and success in unfamiliar 
tasks such as designing and conducting research projects and 
manuscript preparation/submission, which subsequently increased 
residents’ completion and publication rate. The availability of 
formalised curricula and rotations in teaching and leadership, 
often supported by collaboration with universities, provided a 
holistic experience for residents to understand the philosophies 
underpinning teaching and leadership skills, and practice in 
real-life situations.

Discussion: This realist synthesis explains how and why residents’ 
development of non-clinical skills is enhanced by engaged, skilled 
mentors and additional formalised learning, increasing the self-
efficacy and competence of residents.

313 EVALUATION OF VIRTUAL ONE-DAY HOSPITAL VISITS 
FOR FIRST YEAR PHARMACY STUDENTS

Teagan Van der Drift1, Laura Kavanagh1, Dr Diana Bortoletto1

1Barwon Health, Geelong, Vic

EMAIL diana.bortoletto@barwonhealth.org.au

Background: In 2020-2021, first-year pharmacy students’ 
one-day hospital visits were converted to virtual placements.

Objective(s): To emulate student face-to-face placement 
experiences in virtual environments, including tour of the hospital 
and pharmacy, pharmacist roles and careers, and observing 
a ward pharmacist.

Action/method: A two-part virtual hospital visit was developed. 
A pre-placement presentation (PPP) featuring voiced-over 
pre-recorded videos by pharmacists, photos, and written materials, 
covered introduction to organisation, pharmacy, pharmacist roles 
and common documentation.

Two educators then facilitated a virtual session. Pre-recorded 
videos with live voiceover/explanations and photos covered 
a tour of the pharmacy, hospital, inpatient ward and clinical 
pharmacist workflow.

Students provided feedback via electronic survey. Feedback 
from 2020 was used to improve the 2021 virtual placement.

Evaluation: Seventy-two students attended the virtual placements, 
with 54.1% (20/37) evaluations completed in 2020 and 37.1% 
(13/35) in 2021.

While all sections of PPP rated highly, ‘Different Pharmacists’ roles’ 
was the most interesting component each year [75% (15/20) and 
92.3% (12/13) marked ‘very interesting’ respectively]. The overall 
median PPP score on a Likert-scale of 1-5 was 4 [3,5].

All components of the live content were considered very interesting/
interesting (57.5%, 19/33), with an overall median score of 4.38 
[4,5]. Internet connectivity/streaming of videos were issues in both 
years. 2020 feedback also suggested the inclusion of career paths 
in 2021 (rated ‘very interesting’ 76.9% (10/13) in 2021).

Mix of photos and videos was preferred format for both PPP and 
live content (87.9%, 29/33).

Most indicated that the virtual placement was worthwhile (97%, 
32/33). All indicated that placement goals were achieved. However, 
87.9% (29/33) still preferred a face-to-face hospital placement.

Discussion: Virtual first-year hospital placements, emulating real-
life experiences successfully replaced a face-to-face placement.

Virtual placements are useful tools to increase students’ 
experiences when face-to-face attendance is not possible but 
should not permanently replace actual hospital placements.
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314 IMPLEMENTING AND EVALUATING A CONTEMPORARY 
CLINICAL TRAINING PROGRAM FOR INTERN PHARMACISTS

Dr Diana Bortoletto1, Sophie Jahnecke1, Laura Kavanagh1

1Barwon Health, Geelong, Vic

EMAIL diana.bortoletto@barwonhealth.org.au

BOLT  LIGHTNING TALK L01

Background: The intern pharmacists’ introductory clinical training 
at a Victorian hospital was time consuming and inefficient. Clinical 
training involved two 3-week rotations, consisting of integrated 
theory and practical learning with 1:1 supervision by intern 
coordinator in the first rotation, limiting training to one intern 
at a time and resulting in interns’ slow clinical immersion. With 
increased intern numbers in 2022, effectiveness and feasibility 
of introductory clinical training was at risk.

Objective(s): To redesign and evaluate intern pharmacists’ 
introductory clinical training, in an effort to facilitate more interns 
and accelerate competence and independence.

Action: The new program included two 4-week Clinical Orientation 
Rotations (COR). A 2:1 supervision model was developed on 
two high turnover wards, using Peer Assisted Learning (PAL). 
PAL allows for increased skills and knowledge by working in 
collaboration with peer. Two introductory clinical workshops, 
held by educators, ensured consistent basic training. COR 
learning plans, detailing electronic resources, expected learnings, 
observations/assessments, were developed. Educators supported 
completion of observations and assessments. Intern and 
supervisor feedback was sought after each rotation. Entrustable 
Professional Activities (EPA) scores, as summative assessment 
across 11 activities, were compared between programs.

Evaluation: In 2022, interns started and completed the 8-week 
COR earlier compared to previous model (2022: all (6) started by 
week 5, completed by week 12 vs previously: all (5) started by 
week 9, completed by week 16). Median 5-point Likert EPA scores 
after first rotation was 2.57 [2.49;2.69] in 2020/2021 and 3.19 
[2.97;3.35] in 2022 (p=0.001). At the end of second rotation, 
median EPA scores were 2.97 [2.88;3.11] and 3.46 [3.26;3.56] 
respectively (p=0.009). Workshops, PAL and educator support 
were positively received by both interns and supervisors.

Discussion: The contemporary introductory clinical training 
program successfully and efficiently produced interns with greater 
early clinical competence and independence. Feedback will be 
implemented to shape the 2023 program.

315 TO QR OR NOT QR? A PROJECT ON PATIENT ACCEPTABILITY 
OF ELECTRONIC CONSUMER MEDICINES INFORMATION

Elfie Leung1, Cathy Ngo1, Bessie Wong1

1Eastern Health, Melbourne, Vic

EMAIL Elfie.leung@easternhealth.org.au

Background: Pharmacists have professional and legal obligation 
to provide consumers with information to assist with safe 
medication use. Standard practice in many hospitals includes 
provision of printed Consumer Medicines Information (CMI). 
Increasing technology use provides an opportunity to explore 
the acceptability of electronic CMIs (eCMIs).

Aim: To assess consumer ability to obtain eCMIs when provided 
written instructions and verbal support.

Method: This study was conducted in Aug-2021 at three acute 
metropolitan hospitals. English speaking inpatients prescribed new 
medication(s) were selected from wards where clinical pharmacy 
services were provided.

Participants were shown how to access an e-CMI using a 
QR code linked to the Therapeutics Goods Administration 
website. Participants who had their own suitable electronic 
device were then given the opportunity to replicate this using 
written instructions for reference. Researchers documented the 
participant’s ability to obtain the e-CMI using a pre-determined 
assessment tool. Participants were then asked questions about 
their confidence with the process and acceptability/satisfaction 
with eCMIs.

Results: Seventy-six patients were approached and 75 agreed 
to participate. The average age was 71yrs, and 52% were male. 
Seventy percent reported familiarity with QR codes. Thirty-four 
(45%) participants had suitable devices and agreed to use the 
QR code. Researchers found 60% successfully navigated all steps 
independently, 30% required some verbal assistance and 10% 
were not able to obtain the e-CMI even with verbal assistance. 
Twenty-two patients (65%) found obtaining the e-CMI “very 
easy/ easy” and 53% reported they were “very likely/likely” 
to obtain an e-CMI in the future. No difference in the preference 
for a printed (44%) or e-CMI (45%) was reported.

Discussion: Patients are capable of obtaining eCMIs with suitable 
written/verbal support. Despite an older demographic, there 
was high familiarity with QR codes. There was no preference for 
e-CMIs, however participants expressed willingness to consider 
these as an option to printed versions.
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316 STRATEGIC HUMAN RESOURCE MANAGEMENT: 
BUILDING PHARMACIST WORKFORCE CAPACITY 
TO DELIVER PHARMACOGENOMICS IN AUSTRALIAN 
HEALTHCARE ORGANISATIONS
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Background: Pharmacogenomics is an emerging field of precision 
medicine in its early stages of implementation in Australia. 
Building an Australian health workforce literate in genomics is 
a strategic priority identified in The National Health Genomics 
Policy Framework. Pharmacists are well suited to lead the 
implementation and oversight of pharmacogenomic programs. 
Strategic Human Resource Management (HRM) is a future-oriented 
process of planned HR activities that directly contribute to long-
term objectives. This process can be applied to plan and build 
technical capability within the Australian pharmacist workforce 
to lead this field of precision medicine.

Objective(s):To create a strategic HRM plan for pharmacogenomics, 
with a focus on education to upskill the pharmacist workforce, 
thereby building strategic capability within organisations to achieve 
the pharmacogenomic outcomes required.

Action (Method): Business analysis frameworks were used for 
industry analysis. The pharmacogenomic program objectives were 
aligned with the organisation’s mission, objectives, and overarching 
strategy. A strategic HRM plan was created, including goals, 
actions, measures of success and suggested timeframe.

Evaluation: The inherent strengths and weaknesses of the 
strategic HRM approach were investigated. Strengths include 
evidence-based recommendations, provides strategic focus to 
guide training and development and an intuitive, logical method for 
planning a skilled workforce. Weaknesses include an assumption 
that the current workforce will embrace and prioritise this new 
field through their continuing professional development. The study 
recognises upskilling the existing workforce will take time and that 
fast-tracked implementation relies on the existence, availability, 
and recruitment of external talent.

Discussion: This plan offers insight into workforce planning 
for pharmacist’s expanded role in implementation, governance 
and clinical service delivery for pharmacogenomics. Strategic 
HRM is a future-oriented process, aligning human resources and 
strategy to provide strategic focus and direction for pharmacist led 
implementation of pharmacogenomics in Australian healthcare 
organisations; raising the profile of our profession in the evolution 
toward precision medicine.

317 CARDIOMETABOLIC SCREENING – ARE WE DOING 
IT RIGHT?

Gauri Godbole1, Jennifer Moroney1, Liam Farrell2, 
Dr Hayden Houlten3

1Gosford Hospital, Gosford, NSW, 2The University of Newcastle, 
Newcastle, NSW, 3Gosford Hospital, Department of Psychiatry, 
Gosford, NSW

EMAIL godbolegp@gmail.com

Background: Mental health patients are at an increased risk 
of cardiometabolic (CM) disease due to adverse effects of 
medications and lifestyle factors. Therefore, it is important 
to conduct and follow up CM screening in hospital and in 
the community.

Aim/objective(s): To assess the rates of CM screening and 
documentation of the follow-up recommendation plan in the 
discharge summaries. We also assessed the frequency of 
CM screening in this acute inpatient setting.

Methods: We performed as retrospective six-month audit of 
patients admitted to an adult acute mental health unit. Information 
regarding CM screening was extracted from electronic medical 
records. Final discharge summaries were screened to identify if 
CM screen related follow-up recommendations were documented.

Results: Rates of CM screening were excellent (92.7%); thanks 
to a previous education series conducted in this unit a couple of 
years ago. However, 50% of patients did not have a follow-up 
recommendation plan documented in the discharge summary. 
About 12% of low-risk patients received frequent screening. 
Most patients did not have routine screening of blood glucose or 
cholesterol, if they didn’t have the respective condition already 
diagnosed. Most common CM risk factors identified were high 
Waist/BMI ratio (79.5%), Dyslipidaemia (28.7%), followed by 
hypertension (20.5%) and weight gain (18.9%).

Discussion: We believe that this is one of the fewer studies 
assessing the follow-up of CM screening for acute mental 
health patients. We observed that CM screening was conducted 
frequently for some clients (when not indicated) and not for the 
others. The time utilised for frequent screening may be better 
spent on improving the CM screening rates overall. Pharmacist’s 
role in improving the documentation needs to be further explored. 
We are in the process of assessing what actions were taken if a 
CM screen identified an issue.
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318 COLISTIN IN THE HOME FOR BRONCHIECTASIS: PATIENT 
EXPERIENCES AND ADDRESSING KNOWLEDGE GAPS

Dr Greg Weeks1,2, Tommy Sperac1, Dr Diana Bortloletto1,2, 
Chelsea Borg1,2, Andrej Sepetavc1,2, Paris Howard1,2, Helly Patel1,2, 
Dr Chris Steinfort1

1Barwon Health, Geelong, Vic, 2Monash University Faculty 
of Pharmacy and Pharmaceutical Sciences, Melbourne, Vic
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Background: Colistin inhalation is an effective treatment for 
bronchiectasis with a Pseudomonas aeruginosa admission 
exacerbation phenotype. Evidence supports colistin inhalation 
in reducing hospital admissions. Effective use relies on correctly 
following steps before, during and after inhalation. Community 
nursing Riskman® reports raised concerns with colistin use 
prompting this study.

Objectives: To explore a regional cohort of bronchiectasis patients’ 
experiences using colistin in the home

To identify and address knowledge gaps through the development 
and testing of an instructional video.

Method: Investigators approached all patients receiving colistin 
through the hospital outpatients. Investigators interviewed 
consenting participants in the home setting using a semi-
structured questionnaire. Declining participants could consent 
to a phone interview. The Morisky-4 scale measured adherence. 
An instructional video was developed and assessed. The study 
received Research and Ethics Committee approval.

Evaluation: Of 34 potential participants, 19 consented (13 home 
visits, six-telephone interviews). Reasons for non-participation 
included participants being too unwell, not interested, or 
unavailable. Median age 74.5 years [66.75, 84.30], 63% (12) were 
female. Median length of colistin use 8 years [2.75, 12.59]. Overall, 
79% (15) reported using physical lung clearance techniques 
before colistin therapy, 84% (16) used sterile water as diluent. 
Bronchiectasis reduced tidal intermittent deep breathes to 11% 
(2). Cleaning knowledge was limited with 26% (5) participants 
undertaking weekly sterilisation. Adherence was assessed as 
high (74%, 14) and intermediate (16%, 5). All seven participants 
viewing the video strongly agreed or agreed they gained an 
increased understanding of colistin setup, use and equipment care. 
Participants strongly recommend that new patients view the video.

Discussion: While patients managed colistin inhalation at home 
well, some knowledge gaps existed. A positive response to the 
instructional video indicated it supports best practice when 
patients commence colistin. All patients commencing colistin 
now receive the video with a follow up support phone call from 
a pharmacist

319 FUTURE-PROOFING PHARMACY – ADVANCING MEDICATION 
HISTORY TAKING ENTRUSTABLE PROFESSIONAL ACTIVITIES

Huri Balikubiri1, Lauren Corre1, Dr Jacinta Johnson1,2, 
Sally Marotti1,2

1SA Pharmacy, Adelaide, SA, 2University of South Australia, 
Adelaide, SA

EMAIL hbalikubiri@yahoo.com

Background: An Entrustable Professional Activity (EPA) is a unit 
of professional practice (task or responsibility) that professionals 
within a field should perform autonomously. The medication 
history taking EPA is an essential training tool in hospitals, 
utilised by pharmacists, intern pharmacists, clinical technicians, 
and pharmacy students. However, no Australian validity studies 
supporting its integration into pharmacy practice have been 
published, thus, its relevance and impact are unclear.

Aim/objective(s): To evaluate the use and usability of the 
medication history-taking EPA tool in the hospital pharmacy setting.

Method(s): A cross-sectional, anonymous, online questionnaire 
was used to gather stakeholder opinions on the medication 
history-taking EPA tool from evaluators and learners who had 
used it within the last 18 months. Data were summarised using 
descriptive statistics.

Results: 82 responses were received from 218 surveys distributed, 
giving a 38% response rate. 14% of respondents had used EPAs as 
evaluators, 44% as learners, and 39% as both. Most respondents 
(94%) agree that the medication history taking EPA describes 
essential work in the profession and rated it as appropriate 
for use with intern pharmacists (88%), students (83%), 
and pharmacists (81%).

Over 90% agreed the EPA is simple to use, yet only 56% indicated 
that completing it fits easily within their workday. Many reported 
the time needed for completion as a limitation, suggesting that the 
length of the EPA tool is a major barrier to its use. Some sections of 
the EPA tool were found irrelevant for students, intern pharmacists, 
technicians, and hospitals using electronic medical records.

Discussion: The usability and usefulness of this EPA may vary 
depending on the user and training they have received, further 
research using qualitative techniques should be used to explore 
barriers and facilitators to aid in optimising the use of this tool.
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320 AUSTRALIA AND NEW ZEALAND MEDICATION 
ADMINISTRATION PRACTICE ASSESSMENT SURVEY
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1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 
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Background: National Standards state we need to ensure we have 
competent nurses to administer medications, but we don’t know 
how this is assessed.

Objective: The objective was to survey Health Round Table 
hospitals in Australia and New Zealand (ANZ) on what processes 
they conduct to assess nurses’ adherence to medication 
administration guidelines.

Method: The study was a multi-centre cross-sectional ANZ 
survey using the “Consensus-Based Checklist for Reporting of 
Survey Studies (CROSS)”. The survey design used two rounds 
of Delphi technique with 18/24 HRT Medication Safety Program 
multidisciplinary subject matter experts, including nurses, 
pharmacists and medical officers. The survey application used was 
Microsoft Forms. It was piloted twice in August 2021 with the final 
survey including two sections: Six demographic questions and 11 
survey questions. The survey link was sent by email with a cover 
letter for informed consent. Ethics exemption was obtained.

Evaluation: The response rate included 12 jurisdictions/states 
across ANZ (n=23/43) 53%. Respondent profession was 83% 
Nursing and Midwifery. All hospitals used multiple types of 
medication assessment that were mostly conducted across the 
entire organisation. 65% were conducted for both, for professional 
development and review in response to a medication error; with 
22% only in response to an error. 78% conducted assessment on 
commencement to the organisation, 30% conduct assessments 
on a regular annual basis. Individual face-to-face assessment 
was the preferred method (65%). Only 35% proposed an annual 
assessment. Only 30% had a valid tool for assessment. 65% said 
they would use a valid tool if available.

Discussion: Although most hospitals used multiple types of 
medication assessment few conducted regular ongoing review with 
a smaller proportion proposing a change to ongoing review. Change 
is required if we are to become proactive in providing all nurses an 
ongoing opportunity to improve medication administration practice 
and to reduce preventable medication-related harm.

321 PATIENT CENTRED EYE DROP ADMINISTRATION 
EDUCATION PACKAGE

Margaret Got1, Ivy Tan1

1The Royal Victorian Eye and Ear Hospital, Melbourne, Vic

EMAIL Ivy.Tan@eyeandear.org.au

BOLT  LIGHTNING TALK L02

Background: Many patients have difficulty in administering eye 
drops due to incorrect technique, age, or impaired fine motor 
skills. Counselling on medicines are regularly provided to patients, 
but correct administration techniques is often overlooked. 
Incorrect administration techniques can lead to non-compliance 
and suboptimal therapeutic outcomes. Based on our patient 
demographics, we identified a need to develop patient-centric 
education resources to provide diverse patient populations 
equitable access to information.

Objective: To develop, in collaboration with World Association 
of Eye Hospitals, a comprehensive and standardised education 
package for clinicians and patients. This includes a customisable 
animated video and factsheet on correct eye drop administration 
to improve health literacy and treatment outcomes.

Method: The project involves 4 key stages:

1.  Research: A survey and focus group were conducted 
to investigate issues with administering eye drops, 
and understand best education delivery points.

2.  Development: Consumers and clinicians were involved 
in script and storyboard creations.

3.  Launch: The education package will be released on World Sight 
Day 2022. The video will be played in various patient areas, 
and a QR code to the video will be incorporated in the take-
home factsheets.

4.  Evaluation: An evaluation of usage and benefits will be 
conducted 4-6 months after launch.

Evaluation: The project involved consumers and healthcare 
professionals to incorporate advice from different end-users and 
ensure the information is relevant and consumer friendly. Multiple 
international eye hospitals were consulted to ensure success of 
the package globally as it will be promoted and distributed to 
healthcare settings worldwide. The package is easily customisable 
with language/Auslan translations and closed captions to cater for 
diverse patient populations.

Discussion: The project demonstrates the value of patient-centred 
approach. Engaging consumers throughout the process produced 
resources tailored to consumer health literacy. The package 
will be available and accessible for consumers and clinicians 
to supplement counselling.
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PHARMACY STUDENTS AND THEIR PRECEPTORS ON HYBRID 
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Background: The COVID-19 pandemic resulted in clinical 
educators having to adapt to Department of Health guidelines 
limiting the traditional structure of student experiential 
placements. Virtual placements provided a unique use of 
technology to continue to experience clinical practice. They have 
enabled students to successfully complete placements, however, 
are not without challenges.

Aim: To investigate attitudes and perceptions of students and 
preceptors to non-traditional placements consisting of an onsite, 
ambulatory care component and an offsite, virtual component.

Methods: Over a five-day period, in response to healthcare 
guidelines, pharmacy educators at a major metropolitan health 
service developed a novel students placement structure that 
involved a blended model of onsite (dispensary and ward-based) 
and virtual (eg, Medicine Information, Formulary, Medication Safety, 
Research) placement experiences. Two surveys, utilising a 7–point 
Likert scale, one for students and one for preceptors, evaluating 
perceptions and experiences, were distributed via email. Students 
were invited to complete the survey at both the conclusion of the 
onsite and virtual components, while preceptors completed the 
survey once at the end of each two-week placement period.

Results: Forty-two third-year students from two universities and 
thirty-seven preceptors working across the health service were 
recruited to complete the survey. Sixty-two student responses were 
received, with most students (98%) finding the overall experience 
valuable. Twenty-five preceptors completed the survey and 88% 
supported future virtual placements as an option during COVID-19 
placement restrictions. A crossover analysis of the temporal 
sequence of the placement components revealed that irrespective 
of placement order, students were able to meet their learning 
objectives and found each component to be a valuable experience.

Conclusions: If a transition to remote learning is required in 
the future, a hybrid model of virtual and onsite elements is a 
feasible arrangement in order to meet the learning needs of 
pharmacy students.

323 INNOVATION IN EDUCATION: A CANCER TRAINING 
PACKAGE FOR REGIONAL PHARMACY ASSISTANTS

Kirsty Tait1,2, Melissa Ward1, Hayley Vasileff1, Jennifer Pink1

1SA Pharmacy, Adelaide, SA, 2University of South Australia, 
Adelaide, SA

EMAIL kirstyltait@gmail.com

Background: The demand for regional cancer pharmacy services 
is increasing to treat regional patients close to home. With this 
comes the need to expand our regional assistant workforce. 
Training of all staff involved in the provision of cancer therapies 
is recommended, however no standardised training is available 
for pharmacy assistants. Our pharmacy service sought to bridge 
the gap in cancer education for pharmacy assistants across the 
regional setting.

Objective(s): To develop, implement and evaluate a training 
package for regional pharmacy assistants to support the provision 
of cancer therapies.

Action (Method): A cancer pharmacist educator identified roles 
of regional pharmacy assistants in cancer services and developed 
a self-directed training package to address the knowledge 
requirements. This consisted of readings and interactive e-learning 
modules supplemented with in-person or virtual education. 
To determine satisfaction regarding training and confidence in 
applying the knowledge gained, a SurveyMonkey was developed.

Evaluation: Twelve regional pharmacy assistants completed the 
training package over one year. Eight assistants (67%) completed 
the SurveyMonkey. Six (75%) assistants felt the training was 
relevant or extremely relevant. Seven (88%) assistants reported 
they would recommend the training to a colleague. All respondents 
felt there was enough information presented in a clear manner. 
Four (50%) assistants felt very confident in applying the knowledge 
gained. Similar feedback was received from assistants receiving 
in-person education compared with those receiving virtual 
education due to COVID-19.

Discussion: We developed a training package to provide consistent 
and comprehensive training to pharmacy assistants working in 
regional cancer services. Assistants were very satisfied with the 
package, however medium-levels of confidence at completion 
highlight the importance of supervised practice to support 
knowledge application. Virtual learning was successful and will 
help facilitate continuation of regional training. This training model 
could be used by other regional pharmacy services to support 
training of their cancer services assistants.
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Background: Taking a medication history is an Entrustable 
Professional Activity (EPA) pharmacy students can perform as 
part of the Medication Reconciliation (MedRec) process. Since 
2018, an annual student-led MedRec program was initiated across 
various metropolitan hospitals. However, the COVID-19 pandemic 
in 2020-2021 impacted pharmacy workflows forcing changes to 
the program.

Objective(s): To evaluate the feasibility of the MedRec program 
during the COVID-19 pandemic from the perspective of pharmacy 
students and their pharmacist preceptors.

Action (Method): In 2020-2021, 34 students volunteered to take 
medication histories across 5 participating hospitals. Focus groups/
interviews were held with students and preceptors independently 
and data gathered were analysed for emergent themes.

Evaluation: The 34 students recorded medication histories for 
approximately 400 patients. A total of 9 focus groups (n=27 
students, n=14 pharmacists) and 14 individual interviews 
(n=3 students, n=11 pharmacists) were conducted. Emergent 
themes included: student preparedness; real-life complexities; 
and overwhelming clinical load for preceptors. Students felt 
prepared and gathered confidence over time, with a resilient 
and adaptive approach towards challenges faced. Adhering to 
pandemic precautions of wearing masks and social distancing 
were considered minimally burdensome to students. Preceptors 
believed that some students took longer than previous years to 
achieve entrustment, with communication skills considered as the 
main barrier. Some perceived this may be due to the online learning 
environment, where students had less practice at in-person 
classroom simulation.

Discussion: Despite the pandemic, pharmacy students were 
able to provide a clinical service to hospital inpatients, adaptive 
to challenges to assist their preceptor pharmacists. Disruption to 
in-classroom learning may have impacted student skill development. 
Further, preceptors were also under pressure during this time 
with other priorities such as vaccinations. Future pandemics are 
inevitable with virtual learning as a feasible alternative to continue 
students’ education, hence, effort is required in reducing transition 
to practice gaps during these times.

325 STUDENT-LED ENTRUSTABLE PROFESSIONAL 
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AND PRECEPTOR FEEDBACK
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Background: Roles of Australian pharmacy students within 
hospital placements are often limited; under-utilising the 
knowledge and skills obtained during tertiary studies. Taking a 
medication history is an Entrustable Professional Activity (EPA) 
students can perform as part of the Medication Reconciliation 
(MedRec) process.

Objective(s): To evaluate a student-led MedRec program from 
the perspectives of students and pharmacist preceptors.

Action (Method): In 2019-2021, 104 students volunteered to take 
medication histories across up to 6 participating hospitals; one full-
day shift per week over 7-10 weeks. Students submitted reflective 
portfolios and focus groups/interviews were held with students 
and preceptors independently and data gathered were analysed 
for emergent themes.

Evaluation: In total, 49 students gave consent for their reflective 
portfolios to be reviewed; 52 students participated in 13 focus 
groups/interviews, and 45 pharmacists participated in a further 
21 focus groups/interviews. Elicited themes included: 1. Student 
preparedness to perform tasks; 2. Real-life complexities; and 
3. Preceptors encountering overwhelming workload. Students 
felt prepared for the task and gathered confidence over time. 
These findings were validated by preceptors although multiple 
preceptors believed students could only be trusted with the 
task after 4-6 weeks of experience. Students reported that they 
struggled with the dynamic “real” environment of the hospital 
including difficulties conversing with patients and working 
semi-independently. Preceptors believed reviewing students’ 
medication histories were time-consuming, compromising their 
usual workflows.

Discussion: Refinement of the program over time may allow 
universities to modify on-campus learning to better prepare 
students for the complex environment which may allow preceptors 
to gather trust in students’ abilities earlier. Preceptors and students 
may require a more structured approach to setting realistic goals 
together throughout the MedRec program so that preceptors 
can better control their workload whilst maintaining the ongoing 
support for students’ professional training and development.
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326 THE DRUGGLE, IMPROVING PAEDIATRIC ONCOLOGY DRUG 
KNOWLEDGE IN REAL TIME

Genevieve Daly1, Madison Groves1, Dr Felicity Wright2, 
Louis Nguyen1, Kyall Homberg1, Lauren Harper2, Rachel Weinberg2, 
Natarsha Single2, Dr Adam Nelson2

1Pharmacy Department, Sydney Children’s Hospital Randwick, 
Sydney, NSW, 2Kids Cancer Centre, Sydney Children’s Hospital 
Randwick, Sydney, NSW

EMAIL madison.groves@health.nsw.gov.au

Background: Paediatric oncology is a high-risk environment with 
high-risk medications and complex patients. In 2021 a review of 
incidents relating to high-risk medications demonstrated a trend 
towards errors that occurred due knowledge deficit. Whilst this 
institute has an embedded culture of eliminating preventable 
harm, current medication education was ad hoc, and the impact 
was unable to be measured.

Objective: To measure improvement in drug knowledge in real 
time by implementing a pharmacist led education program, 
called the Druggle.

Action (Method): The Druggle involved a weekly 15-minute 
presentation by an oncology pharmacist. Each presentation focused 
on one high-risk medication and follows a standardised format, 
covering 5 domains – drug interactions, dose, administration, 
mechanism of action and side effects. A pre and post quiz was 
conducted to measure the impact, with a retention quiz done after 
9 months.

Evaluation: The Druggle was evaluated after the initial 6 months. 
257 nurses attended over 28 sessions, and 55% of attendees 
had less than 3 years of experience. The median pre quiz result 
was 42% and the median post quiz result was 85%. The retention 
quiz covered previously presented drugs with questions equally 
distributed across all domains and showed sustained benefit with 
nurse’s knowledge scores of 68%.

Overall satisfaction of the learning experience and relevance 
to their practice was evaluated at the end of each presentation, 
with an average rating of 2.8/3 stars.

Better outcomes and star ratings were seen in commonly used 
medications (i.e. anti-emetics, antibiotics) compared with complex 
medications (targeted therapies).

Discussion: The short, structured, reproducible format of the 
pharmacist led Druggle using a standardised metric to determine 
impact and a follow-up retention quiz improved nursing drug 
knowledge in real time. Improvement was sustained over 
9 months.

We plan to expand and offer the Druggle to medical staff with 
content tailored to experience.

328 SCOPING REVIEW OF LEARNING HEALTH SYSTEMS 
AND HEALTH SYSTEMS SCIENCE IN HEALTH PROFESSIONALS’ 
EDUCATION

Nadia Zamri1, Tian Jin1, Jaeeun Pae1, Sze Wai Ip1, Jeemin Song1, 
Dr Sathana Dushyanthen2, Dr Kayley Lyons2

1Monash University, Parkville, Melbourne, Vic, 2University 
of Melbourne, Melbourne, Vic

EMAIL nadiaizzatizamri@yahoo.com

Background: The learning health system (LHS) and health 
system science (HSS) frameworks describe how health systems 
undergo cycles of study, feedback, and practice change in digital 
health. As future professionals, learners should engage in these 
frameworks. However, there are limited studies including these 
frameworks in health professionals’ education.

Aim/objective(s): To characterise and evaluate the integration 
of HSS and LHS in the broad setting that concerns health 
professionals’ education.

Methods: We conducted a scoping review with systematic 
searching for English language articles from 2004 to 2021. 
We used search terms in several databases to capture HSS and 
LHS frameworks in health professions education. The initial search 
yielded 1197 articles. After a full-text review, 108 studies were 
included. A standardised data extraction tool was used to answer 
the scoping questions including the LHS/HSS frameworks use, 
the content of education programmes, and benefits.

Results: 108 studies were included: 34 editorials or 
commentaries, 27 education evaluations, 16 qualitative research, 
16 descriptive case studies, 6 quantitative research, and 9 studies 
classified as other. 90.7% were from the USA and 34.4% involved 
medical students. Of the 27 major articles analysed, 40.7% 
mentioned improved knowledge and perspectives, 25.9% cited 
enhancement in motivation and confidence, and 3.7% showed 
optimisation of data management. Concerning curriculum content, 
the six HSS main domains (22.2%) were most used in teaching 
content while experiential learning (25.9%) was the most common 
curriculum form.

Discussion: LHS and HSS have been shown to provide benefits for 
future health professionals, although the variability in the impact 
of these frameworks may be due to the differences in education 
systems. This study provides a foundation to support the potential 
incorporation of these frameworks into health professions’ 
education including the pharmacy profession. However, more 
research is required to measure LHS and HSS education’s impact 
on healthcare practice.
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329 AN OPPORTUNITY TO IMPROVE PATIENT OUTCOMES 
VIA PHARMACISTS LED MEDICATION EDUCATION – 
A PHYSIOTHERAPISTS’ PERSPECTIVE

Natalia Smith Diaz1, Sonya Imbesi2, Robert Wojnar1

1Pharmacy department – Cabrini Health, Melbourne, Vic, 
2Physiotherapy department – Cabrini Health, Melbourne, Vic

EMAIL rwojnar@cabrini.com.au

Background: Physiotherapists often provide care to patients 
on medications that can impact therapy or function. Medications 
may affect a patient’s cognition, falls risk, physical stability or 
pain management which may impair their ability to participate 
in physiotherapy and impact their recovery plan. Prior research 
indicated a gap in medication training and knowledge amongst 
the Australian physiotherapists.

Objective(s): To establish physiotherapists perceptions on 
medication education, level of medication knowledge within 
their scope of practice and interdisciplinary collaboration 
with pharmacists.

Action (Method): A 28-question survey was developed with 
consultation with pharmacists and physiotherapists before email 
distribution to physiotherapists (N=422) in six Victorian hospital 
physiotherapy departments. The survey was open for 4 weeks 
and there were 62 responses received for analysis.

Evaluation: Survey results indicated 90.3% strongly agreed 
or agreed that they would like to receive more medication 
education. 58% agreed/strongly agreed that they felt confident 
with their medication knowledge within their scope of practice. 
Furthermore, 21% strongly agreed / agreed that physiotherapists 
and pharmacists often communicate about patients collaboratively. 
The top four medication topics were adverse effects, indications, 
medication interactions and medication half-life. Pharmacist-
led online presentations and e-learning modules were the most 
preferred delivery mode of the medication education sessions.

Discussion: This study highlights the opportunity for pharmacist-
led medication education sessions to be implemented as 
part of physiotherapy continuing education plan. Improving 
physiotherapists’ medication knowledge will assist with effective 
planning of physiotherapy activities and improve patient outcomes 
in recovery. The introduction of education sessions will also 
provide opportunities for inter-professional collaboration on 
patient’s medication management plan and discussions on 
medication safety issues.

330 SWALLOWING THE HARD PILL: IMPROVING 
MULTIDISCIPLINARY COMMUNICATION AND MEDICATION 
MANAGEMENT FOR PATIENTS WITH DYSPHAGIA

Rebekah Lee1, Lourdie Harb1, Nino Jose1, Nicola Clayton1

1Concord Repatriation General Hospital, Concord, NSW

EMAIL rebekahyeaun.lee@health.nsw.gov.au

Background: Medication modification, such as crushing of tablets, 
is common in patients with dysphagia. However, there is varied 
understanding of medication modification and administration 
amongst nursing and speech pathology, subsequently risking 
unintended alteration of medication properties, exposure to 
hazardous particles, and increased work demands. Deficiencies 
in staff knowledge, role delineation and multidisciplinary 
communication further complicate medication management 
in a multidisciplinary team.

Objective(s): To evaluate 1) current medication practices, and 
2) the impact of a collaborative training-program, on medication 
management between nursing, speech pathology, and pharmacy.

Method: A sample of nursing, speech pathology, and pharmacy 
staff from a neurology ward within a 500-bed tertiary hospital, 
were provided a training-program including: education on 
medication modification, definition of roles in medication 
management, and an updated electronic medical record 
(eMR) documentation template. Surveys on practice behaviour 
and confidence managing medications, and an eMR audit for 
documentation of frequency, nature of collaboration, and method 
of medication preparation and administration were completed 
2-months pre- and 1-month post-implementation of the 
training-program.

Evaluation: Pre-implementation data demonstrated poor 
communication between disciplines. Contributing factors 
included insufficient verbal handover and documentation, and 
reduced knowledge of roles and medication properties. Post-
implementation results revealed three main themes: increased 
communication, greater confidence, and improved staff knowledge. 
Whilst the pharmacist’s role in medication management was 
largely unchanged, increased transparency through written and 
verbal communication resulted in a decrease in unnecessary 
medication modification, improved clarity during interdisciplinary 
handover, and greater involvement of the multidisciplinary team 
in medication management.

Discussion: Collaboration and clear communication through 
education and use of a simple electronic tool enhanced 
multidisciplinary medication management in patients with 
dysphagia. This program also illustrated that pharmacists are 
well-positioned to educate and encourage best medication 
practice. Future research in a larger multidisciplinary team 
including medical, patients and carers may provide additional 
value and understanding of this program.
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332 EVALUATING PHARMACIST CONFIDENCE IN 
DOCUMENTING CLINICAL RECOMMENDATIONS – A DIGITAL 
AND PAPER-BASED COMPARISON

Sarah Dalgliesh1, Zielle Thomas2, Dr Michael Barras2,3, 
A/ Prof Karen Whitfield1,3

1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 
2Princess Alexandra Hospital, Brisbane, Qld, 3University 
of Queensland, Brisbane, Qld

EMAIL sarahkate.dalgliesh@health.qld.gov.au

Background: As pharmacists’ scope of practice continues to 
develop, so too does the need for formalised documentation 
of clinical recommendations.

Aim: This study aimed to evaluate the confidence of pharmacists 
to document in medical progress notes and investigate differences 
between paper-based and digital settings.

Method: This prospective multi-site observational study 
was conducted at two tertiary hospitals (one digital and one 
paper-based). A survey was developed to evaluate confidence 
of documenting in medical notes, using previously validated 
confidence scales. The survey was tested using 10 pharmacists 
and minor changes were made. The final survey was distributed 
anonymously to all pharmacists at each department with a two-
week period to complete. Analysis was undertaken using simple 
descriptive statistics.

Results: A total of 102 pharmacists completed the survey 
(66 paper-based, 36 digital site). Of these, 61.5% of participants 
had received training on documenting information in medical 
progress notes. Most pharmacists were ‘very or fairly confident’ 
documenting in medical progress notes (74% of paper-based 
pharmacists vs. 89% digital pharmacists). At the paper-based site, 
77% of pharmacists believed that they would be more confident 
if greater education was provided, compared to 64% at the 
digital site.

Some barriers to documentation highlighted included: time 
restraints, lack of education, departmental culture, multi-
disciplinary team accessing “physicians only” notes, and lack of 
standardisation. 95% of participants identified “patient safety” 
as the main motivator for documenting in the medical notes.

Discussion: Pharmacists at digital sites stated greater confidence 
in their documentation. Participants at both sites noted potential 
benefits from further education on documentation in medical 
progress notes. Given the uneven distribution in site numbers and 
small cohort, this study would benefit from wider application and 
further assessment of quality of pharmacist documentation. As 
pharmacist scope increases, so does the need for documentation.
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333 EVALUATING AN EDUCATION INITIATIVE TARGETING 
DIABETES AND LIPID MANAGEMENT FOLLOWING CORONARY 
ARTERY BYPASS GRAFT SURGERY

Sarah Hitchen1, Dr Nick Lan1, Dr Umar Ali1, Adam Hort1, 
Robert Larbalestier1, Prof Bu Yeap1, Dr P Gerry Fegan1

1Fiona Stanley Hospital, Murdoch, WA

EMAIL s.a.hitchen@gmail.com

Background: Guidelines advocate multifactorial cardiovascular risk 
management in patients with diabetes and cardiovascular disease.

Objectives: To evaluate the impacts of decision-support algorithms 
on glycaemia and lipid-lowering in the cardiothoracic unit.

Methods: This was a single-site, pre- and post-intervention 
analysis of glucose and lipid management in consecutive patients 
with diabetes undergoing CABG surgery. The intervention involved 
multidisciplinary algorithm design based on contemporary 
guideline evidence, initial pharmacist-led education and ongoing 
availability of algorithms as A3 posters. Cardiothoracic surgeons 
were encouraged to treat hyperglycaemia with basal-bolus insulin 
and selectively initiate secondary preventative therapies.

Evaluation: A total of 200 patients were included with similar 
baseline characteristics in the pre- and post-intervention groups. 
Of 4092 blood glucose measurements the incidence of levels 
between 5-10 mmol/L was not different post-intervention 
(55.5% versus 57.0%, p=0.441). Fewer endocrinology 
consultations occurred (59.0% versus 45.0%, p=0.048) and rates 
of hypoglycaemia remained low. There was no difference in new 
SGLT2i prescriptions. High-intensity statin was prescribed >90% 
in both groups although non-statin lipid-lowering agents remained 
<10% despite patients not achieving LDL-C targets. No 30-day 
readmissions for diabetic ketoacidosis occurred in patients 
prescribed SGLT2i.

Discussion: A collaborative, interdisciplinary approach to 
education plus decision-support algorithms did not further improve 
glycaemia or use of non-statin lipid-lowering therapies, but did 
reduce reliance on endocrinologist input. The absence of dedicated 
pharmacist presence was a barrier to sustaining momentum for 
change and tackling therapeutic inertia. Educational initiatives 
must be imbedded in staff orientation until translated into 
standard care. Surgical stress and variable diet, affecting insulin 
administration, confounded glycaemia. Networked glucose meters 
that upload to centralised systems with inbuilt benchmarks, 
alerts and electronic decision-support tools may be required to 
‘close-the-loop’ on inpatient glucose management. Additionally, 
autonomous or collaborative pharmacist prescribing could target 
preventative diabetes care whilst medical colleagues focus on the 
conflicting demands of the presenting complaint.

334 COMPARING PERCEIVED AND ACTUAL HEALTH 
BETWEEN ABORIGINAL AND TORRES STRAIT ISLANDER 
AND NON-INDIGENOUS COMMUNITIES

Sarah Morisaki1, Hannah Younger2, Demi Carlsson1

1Queenland University of Technology, Brisbane, Qld, 2Department 
of Pharmacy – Cherbourg Hospital, Darling Downs, Qld

EMAIL sarah.morisaki@yahoo.com.au

Background: In 2018-2019, 45% of Aboriginal and Torres Strait 
Islander (ATSI) people reported their health as being excellent 
or very good; however, the burden of disease is 2.2 times higher 
in this population. Currently, there is no literature exploring the 
gap between the patient’s perceived health and actual health, 
negatively impacting patient outcomes.

Aim/objectives: Compare patient’s beliefs of their personal health 
status opposed to their actual health status.

Methods: This observational study was undertaken in rural 
Queensland Hospitals. Consenting patients completed a survey 
determining their socioeconomic factors, medical conditions, 
perceived health, and medication adherence. This data was then 
collated and de-identified into an Excel spreadsheet. Data was 
compared to their actual disease state extrapolated from their 
medical history from The Viewer.

Results: Out of 26 participants, 13 were of Aboriginal decent, 
2 were of ATSI decent, and 11 were non-Indigenous. The average 
number of medical conditions was comparable between the 
two groups (ATSI=6.47; non-Indigenous=6.18). The majority 
of participants under-reported the number of health conditions 
(n=24; 92.4%). The remaining two participants either accurately 
or over-reported the number of health conditions. A direct 
correlation was seen graphically between the perceived vs actual 
health, resulting in a positive, linear 45 degrees trend. Within the 
study, Aboriginal and Torres Strait Islander population formed 
a 22.84-degree trend (r2=0.5). No correlation was found within 
the non-Indigenous population (r2=0.3).

Discussion: Our study shows the whole study population’s 
beliefs on health were not optimal, it could be seen that the 
ATSI population was more consistently of concern. Limitations 
to this study includes small sample size and lack of participant 
acceptance. Future investigations would benefit from investigation 
over a longer period or on a larger scale. Future investigation 
of reducing this gap will improve patient knowledge, better 
chronic disease management, and ultimately reduce the need 
for hospitalisation.
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335 HOW ONE THING LEADS TO ANOTHER… ENGAGING WITH 
COMMUNITY ORGANISATIONS TO PROMOTE QUM

Sarah Smith1, Briohny Roberts1, C Moore2, Claudia Cresswell2, 
Kate Gorman2

1Calvary Public Hospital Bruce, Canberra, ACT, 2Health Care 
Consumers’ Association, Canberra, ACT

EMAIL sarah.smith@calvary-act.com.au

Background: Previously, our department presented a community 
event for National Science Week. One attendee was a Health 
Care Consumers Association (HCCA) employee and this led to 
conversations around improving quality use of medicines (QUM) 
in the community.

Objectives: To describe the development of a community 
medicines education program.

Action: A community education program called “Managing your 
Medicines” was developed by HCCA, inviting input from our 
department. A specific version was delivered for both consumers 
and for community health workers. HCCA organised and facilitated 
the talk, advertised it through their networks, and pharmacists 
from the department provided expert advice in certain areas. 
Topics covered included generic medications, medication 
compliance aids, PBS safety-net issues, and reading CMIs. 
After each session, a survey was provided to attendees inviting 
them to rate content, presentation and provided resources on a 
5-point scale, and give qualitative feedback on the most useful 
information/areas for improvement.

Evaluation: To date, five talks have been given to 36 consumers 
and 26 community workers. All talks received ratings of 4 out 
of 5 or above for presentation, content and resource quality. 
Qualitative feedback emphasised the merits of a partnership 
approach, with the consumer organisation delivering content in 
plain, everyday language, and the pharmacist providing up-to-date, 
expert information. Consumers report the most useful parts of the 
presentation have been medicine interactions, generic medicines 
and learning about home medicines reviews, while community 
workers cite medication reviews, ways to help clients save money 
and generic medicines. Disability support workers also raised that 
training like this is not available elsewhere, despite medicines 
being a key area of concern for safety.

Discussion: Immediate feedback from participants was 
overwhelmingly positive, highlighting the immense value and 
learning gained around information that is hard to access. 
Pharmacy Departments should consider partnering with relevant 
community organisations to deliver QUM messages.

336 IMPROVING PHARMACIST EDUCATION USING MEDICINE 
LISTS, HOW DO CANCER PATIENTS LIKE TO RECEIVE WRITTEN 
INFORMATION?

Scott Bates1, Chen-Yao Hung1, Kirsty Tait1,2, Kimberley-Ann Kerr1,3

1SA Pharmacy, Adelaide, SA, 2University of South Australia, 
Adelaide, SA, 3Digital Health SA, Adelaide, SA

EMAIL Scott.Bates@sa.gov.au

Background: The provision of medicine information is a critical 
role of a pharmacist. To help support education, patients are given 
a personalised list containing their cancer supportive medicines 
which details how to take the medicines alongside counselling 
points. This is the first study to our knowledge to investigate 
consumer satisfaction with medicine lists delivered by pharmacists 
in the cancer setting.

Objective: To evaluate consumer satisfaction with medicine list to 
better understand how patients and/or their carers like to receive 
information about their cancer medicines.

Method: Participants were invited to participate in an interview 
about their experience using the medicine list whilst receiving their 
cycle 2 or 6 chemotherapy using a structured survey. Perceptions 
of the medicine lists usefulness, readability and value as an 
educational tool was gathered using a Likert scale. Participants 
were also invited to give free text feedback about the list for 
qualitative analysis using an open-ended question.

Results: Over the study period, 41 patients were included. 93% 
of participants found the medicine list at least a little bit useful to 
assist with managing their medicines. The majority (80%) referred 
to the list at least twice at home. The medicine list was considered 
easy to read by 95% of participants with 92% happy with the 
amount of information provided. Qualitative analysis of free text 
identified that participants appreciated the lists’ brevity, expressing 
that it is easy to forget all the information that they are being given 
and the value of having the medicine list on hand.

Discussion: Consumers felt the medicine list improved their 
understanding of their medicines, highlighting that the list meets 
the way they like to receive information as it is succinct, easy to 
access and relevant. This supports the continued utilisation of 
medicine lists in the pharmacist education service.
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337 PUBLICATION RATES OF ABSTRACTS PRESENTED TO SHPA 
MEDICINES MANAGEMENT CONFERENCES 2014-2019

Susan Poole1, Mia Percival2, Prof Michael Dooley1

1Alfred Health, Melbourne, Vic, 2Murdoch Children’s Research 
Institute, Melbourne, Vic

EMAIL s.poole@alfred.org.au

BOLT  LIGHTNING TALK L01

Background: Pharmacists are involved in a wide range of research 
activities. Sharing the findings of these studies through both 
presentation at conferences and publication in peer-reviewed 
journals is important. A 2003 study reported that only 11.2% 
of presentations at the 24th Society of Hospital Pharmacists of 
Australia (SHPA) Federal Conference in 1999 were published1. 
The current rate of publications of abstracts presented at SHPA 
annual conferences is unknown.

Aims/objectives: To assess the publication rate of abstracts 
presented at SHPA National Conferences held between 2014-2019.

Methods: Abstracts of posters and papers presented at SHPA 
conferences were sourced from the proceeding’s handbook. 
Invited presentations were excluded. Publication status of 
abstracts was determined in March 2021 by searching MEDLINE, 
Embase, International Pharmaceutical Abstracts (IPA) and Google 
Scholar. Comparison was made between the rate of publication of 
paper and poster presentations and also between collaborative 
and non-collaborative work across years.

Results: In total, 1892 abstracts were eligible for inclusion. Overall, 
301 abstracts were published; representing an overall publication 
rate of 15.9%. The publication rate for oral presentations was 
22.8% (106 of 464 abstracts) and posters 13.7% (195 of 1428, 
p=0.0001). The year 2015 recorded the highest publication rate 
(21.8%) and 2019 the lowest publication rate (10.9%). Papers 
that involved interdisciplinary collaborations were more likely to 
be published than papers without collaborators (22.7% vs 7.0%, 
p=0.0001). In total, 47.5% and 43.9% of publications were in a 
pharmacy or medical journal, respectively; the average impact 
factor was 2.4 (SD 1.5) with 84 (27.9%) papers published in a 
journal that is not indexed (JPharmPractRes=53 papers).

Discussion: The rate of publication of research presented at SHPA 
National Conferences remains low. This study indicates that further 
efforts are required to ensure the publication of work presented at 
pharmacy conferences in appropriate peer-reviewed journals.

Reference: 

1. Dooley MJ, etal. JPPR 2003;33:111-13.

338 AN INTERNATIONAL INVENTORY OF ANTIMICROBIAL 
STEWARDSHIP (AMS) TRAINING PROGRAMMES
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Background: Effective antimicrobial stewardship (AMS) requires 
the implementation of coordinated actions and activities to 
optimise and measure antimicrobial use. Multiple healthcare 
professionals are involved in AMS activities. Healthcare 
professionals require adequate knowledge and training 
to effectively contribute to AMS initiatives.

Objective: Little is known about the types of AMS training 
programmes available to healthcare professionals internationally. 
We aimed to identify clinicians’ awareness of training programmes 
available and potential barriers to participation, as well as 
determining characteristics of current AMS training programmes.

Methods: AMS training programmes available were identified 
through an online survey completed by members of the ESCMID 
Study Group for Antimicrobial Stewardship (ESGAP) and from an 
online search. Individual training programme coordinators were 
then contacted by email for details on the target audience for their 
training programme, delivery methods, intended outcomes of the 
programme and potential barriers to participation.

Results: A total of 81 different AMS training programmes from 
around the world were identified (48 from ESGAP members and 
32 through an online search). This formed an inventory of available 
programmes. Less than half of ESGAP respondents (44.4%) 
were aware of one or more AMS training programmes available. 
Pharmacists were more likely to identify AMS training programmes 
available compared to medical doctors and other professionals 
(73% versus 46% and 25% respectively). The most common 
delivery method of training programmes was online (59%), and 
medical doctors were most commonly the target audience (46%). 
Common barriers to participation include training costs and a lack 
of recognition from health professional societies.

Discussion: Improving awareness of and enabling access to 
AMS training programmes available will support a more educated 
and knowledgeable healthcare workforce. The development of a 
systematic inventory of training programmes will support increased 
awareness of current education available.
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339 EVALUATION OF THE EFFECTIVENESS AND STAFF 
ACCEPTANCE OF EDUCATION STRATEGIES TO IMPROVE 
MEDICATION SAFETY
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1King Edward Memorial Hospital, Subiaco, WA

EMAIL tamara.lebedevs@health.wa.gov.au

Background: Improving education on medication safety is an 
important method of reducing medication related problems. 
Pharmacists provide ongoing education focused on medication 
safety to clinical staff using a range of learning tools.

Objective: The study aimed to evaluate the forms of education 
provided, their clinical impact and satisfaction reported by 
nursing/ midwifery and medical staff.

Action: A Microsoft Forms® survey was disseminated across the 
hospital via hyperlink or QR code, pharmacists or newsletters. 
Responses were collated and data analysed using Microsoft Excel®.

Evaluation: 81 responses were recorded; 24 medical officers, 
52 nurses/midwives and 5 others. Clinical staff preferred 
learning through a combination of teaching methods (66%, 
47/71). Across disciplines, a 5-minute microlearning online 
education format (Take 5) presentations were the preferred 
online education (69% 48/70) compared to newsletters (24%, 
17/70) and ‘how-to’ videos (27%, 19/70). Regarding face-to-face 
formats, medical officers favour Post-Graduate Medical Education 
(PGME) presentations (77%, 17/22) and nurses/midwives favour 
Medication Safety presentations (100%, 46/46). No respondent 
selected printed information as a preferred learning method. 
The majority of respondents felt their knowledge surrounding 
medication safety improved (85%, 60/71) and that the content 
was actionable (77% 55/71). Post-education, staff had a better 
awareness of site-specific medication related incidents (81%, 
54/67) and expressed satisfaction when the education was relevant 
to their practice (88%, 63/72). Staff preferences were themed 
around different learning modalities and quick, concise messaging.

Discussion: From this study, future site-specific education will 
involve a combination of learning modalities. When targeting 
nurses/midwives, quick and concise microlearning through Take 5’s, 
posters and face-to-face presentations are optimal formats. 
Medical officers prefer Take 5’s, PGME presentations, and leaflets. 
Education is better accepted and more beneficial when it is relevant 
and contains information about updates and changes to practice. 
Strategies to increase accessibility of education for both disciplines 
will be developed to maximise benefit.

340 PHARMACISTS PRIORITISING PEOPLE IN POVERTY: 
DEVELOPMENT OF THE SHPA AID AND VOLUNTEERING 
SPECIAL INTEREST GROUP

Tara van der Vliet1, Jessica King1, Karl Winckel1,2

1Princess Alexandra Hospital, Brisbane, Qld, 
2University of Queensland, Brisbane, Qld

EMAIL tara.vandervliet@uq.net.au

BOLT  LIGHTNING TALK L01

Background: As pharmacists, we often share a common attribute 
of “care-giver” and eagerly seek opportunities to help others in 
need. However, aid and volunteering need careful consideration. 
Voluntourism, where unprepared travellers conduct charity works, 
can have harmful effects. Therefore, collaboration is imperative to 
ensure sustainability and ultimately enable a greater impact in the 
sheer extent of global poverty.

Objective: To avoid voluntourism and positively contribute through 
aid and volunteering, a space and online platform for pharmacy 
staff to share experiences, resources and advice was required.

Action: A working committee was established, and a proposal 
was provided to the Society of Hospital Pharmacists Australia 
to develop a new specialty practice stream. This was advertised 
through various channels and resulted in the development of the 
Aid and Volunteering Special Interest Group.

Evaluation: Initially 27 SHPA members were eager to join this 
interest group, 11 with expertise to join a practice group and a 
different 11 interested in the leadership committee. One year 
later, this interest group has grown to 97 members with an online 
discussion forum consisting of 16 posts. In addition, this group 
facilitated the inaugural fundraising event for the people of Tonga, 
resulted in a published manuscript, and provided opportunities 
to speak to university students. Enthusiasm for this group is 
increasing, with various pharmacists eager to contribute.

Discussion: Aid and volunteering have the potential to create 
lasting change when done well with careful consideration. It is 
imperative to learn from others, leaning on their knowledge and 
experience to maximise the impact on global poverty. The SHPA 
Aid and Volunteering Interest Group facilitates this with future 
plans to expand membership, advertise opportunities, share 
resources, mentor others and provide a community where early 
career pharmacists can learn from those experienced in this field.
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341 EXPLORING THE CONSUMER PERSPECTIVE 
ON PHARMACIST GENERATED MEDICATION LISTS

Timothy Martin1

1SA Pharmacy – Lyell McEwin Hospital, Elizabeth Vale, SA

EMAIL timothy.martin@sa.gov.au

Background: As part of routine care by clinical pharmacists a 
medication list may be provided to patients and carers at discharge 
to help with understanding of medicines and improve continuity 
of care.

Objective: The aim of this project was to evaluate patient 
or carer satisfaction with our medication lists provided by 
pharmacists at discharge.

Methods: The project included a prospective survey of patients or 
carers exploring their satisfaction with the medication list provided 
by pharmacy and was conducted via telephone approximately 
one week after discharge from hospital. The survey collected both 
quantitative and qualitative data which was then analysed.

Results: A total of 335 respondents were included in the survey 
of which 247 (74%) were patients and 88 (26%) were carers. 
The quantitative results were positive with a majority reporting the 
pharmacist took enough time to explain their medicines (97%), 
they found the list very useful (88%), they found the list very easy 
to read (85%), it improved their understanding of their medicines 
either a little (41%) or a great deal (56%), and there was sufficient 
information on the list (91%). Feedback demonstrated that 
patients or carers referred to the medication list after discharge 
either most days (47%) or at least once or twice (46%), and 
that in many cases they would show the list to other healthcare 
professionals after discharge. Qualitative analysis provided useful 
insights such as pharmacy actions that were greatly valued, 
reasons why consumers found the list useful, considerations for 
enhancing consumer education, and ideas for further enhancement 
of the content and usefulness of the medication lists.

Discussion: Results support the usefulness of the medication list 
for achieving effective discharge education. Consumer feedback 
provided valuable insights into the medication lists generated by 
pharmacy and will be used to further guide and enhance education 
provided into the future.

342 GET RID OF THAT PAPER! CREATING AN ELECTRONIC 
WARFARIN DISCHARGE PLAN

Olivia Reid1, Christine Ting1, Francine Tanner1, Andrew Harding1, 
Anne McGrath1

1Austin Health, Heidelberg, Vic

EMAIL andrew.harding@austin.org.au

Background: The consequences of adverse drug events with 
warfarin can potentially be catastrophic. Medicine safety and 
quality governance units have long documented the risk of 
medications with narrow therapeutic indexes. The Australian 
Commission on Safety and Quality in Health Care developed 
the mnemonic APINCHS to assist organizations in developing 
multilayered strategies to mitigate these risks. One area our 
institution identified is that safe discharge of patients on warfarin 
from hospital to community requires clear communication to 
all relevant stakeholders. It was identified that an improvement 
initiative could be implemented by creating an electronic warfarin 
discharge plan (WDP) which would align with current medicines 
quality improvement strategies at our organization.

Objective(s): Develop an electronic WDP to assist safe and reliable 
communication of warfarin management plans for our patients.

Action (Method): A committee was formed to design a solution 
and included senior pharmacists, representatives from electronic 
medical electronic (EMR) team and pathology providers. The 
committee identified and assessed all possible innovative solutions 
through review of the current paper based WDP. During this review, 
areas for improvement were identified and actioned, including 
updating external pathology provider preferred contact details. 
The possible form designs were piloted in a non-production EMR 
platform and compared to the original form to ensure requirements 
met. The electronic WDP was then implemented into current 
practice alongside education.

Evaluation: A snapshot audit by the EMR team showed all 
WDPs were successfully faxed from within the software. Further 
retrospective data analysis is currently underway to confirm these 
results. Evaluation of integration into workflows through feedback 
sessions with clinical pharmacists occurred. Improvement has 
been sustained at our institution as the electronic WDP is now 
considered standard practice.

Discussion: By building an effective solution into ‘business as 
usual’ the electronic WDP has contributed to sustained quality 
use of medicines at our institution.
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343 NURSING AND MEDICAL STAFF VIEWS TOWARDS 
PHARMACISTS PENDING DISCHARGE PRESCRIPTIONS: 
A CROSS-SECTIONAL SURVEY

Brett Anderson1, Johnny Nguyen1,2, Kerryn Griffett1, Michelle 
Nalder1, Rachel Low1, Jane Stephens1, Annabelle Hargreaves1, 
Alex Edwards1

1Royal Melbourne Hospital, Melbourne, Vic, 
2Alfred Health, Melbourne, Vic

EMAIL Brett.Anderson4@mh.org.au

Background: Recently, an additional pharmacist was embedded 
into a medical and surgical unit in a tertiary/quaternary teaching 
hospital to prepare discharge prescriptions. These pharmacists 
attended consultant ward rounds and pended discharge 
prescriptions in the electronic medical record (EMR) for doctors to 
review before printing. The views of key stakeholders are unknown.

Aim/objectives: To ascertain medical and nursing views towards 
pharmacist-pended discharge prescriptions.

Methods: An anonymous electronic questionnaire was circulated 
via REDCap to 23 doctors and 7 nurses, three months into 
this service. The questionnaire contained 21 multiple choice 
(Likert scale or Yes/No) and 3 open-ended response questions. 
Ethics approval was obtained.

Results: Twenty responses were received, yielding a 60% 
response rate (18 doctors, 2 nurses). All respondents stated 
this model of care improved their workload with 17/20 (85%) 
respondents stating their workload was much improved. All 
respondents described increased job satisfaction; 13/20 (65%) 
strongly agreed. All respondents wanted this model of care to 
continue and 18/20 (90%) supported extending this role to other 
units. Most respondents, 11/20 (55%), did not believe this model 
of care would de-skill medical staff; 5/20 (25%) were neutral. 
Qualitative responses highlighted improved patient safety, time 
savings, improved patient flow and easing pressures on junior 
medical staff as benefits of this model of care. The most common 
area for improvement was the EMR layout.

Discussion: Medical and nursing staff demonstrated high levels 
of support towards pharmacists proactively pending discharge 
prescriptions within the EMR. Due to the number of nursing 
responses, it is not possible to draw comparisons between groups 
and responses may not be reflective of the broader nursing 
profession. This research must accompany qualitative measures 
of the program as stakeholder support is fundamental to the 
sustained uptake of this role. The expansion of this role is being 
pursued in additional units.

344 COULD REGULAR SUPPLEMENTAL INSULIN ORDER 
BE THE ANSWER TO IMPROVING GLYCAEMIC CONTROL 
FOR INPATIENTS?

Bruce Wu1

1Canterbury Hospital, Campsie, NSW

EMAIL bruce.wu@health.nsw.gov.au

Background: An in-depth review identified when required (PRN) 
supplemental insulin was often not administered when clinically 
indicated for patients with hyperglycaemia episodes. An insulin 
prescribing tool was developed using the electronic medical 
record care package released by eHealth which modified the PRN 
supplemental insulin order to a regular supplemental insulin order 
to improve administration of insulin and glycaemic control for 
diabetic patients. This change was first implemented in a 200-bed 
facility to identify gaps in clinical practice prior to implementing it 
district wide.

Aim: To evaluate if regular supplemental insulin orders improves 
the administration of supplemental insulin and glycaemic control 
in patients with type two diabetes.

Method: Snapshot audits were performed by a pharmacist 
at 1 week pre, and weeks 1 to 4 and 26 post implementation 
to review pre-meal and bedtime blood glucose levels (BGL). 
Each scheduled insulin dose was reviewed to identify whether 
supplemental insulin was administered, and if adequate 
documentation existed when not administered.

Results: A total of 587 BGL readings were reviewed during the 
study period. This study demonstrates a significant improvement 
in appropriate administration with documentation improving from 
54% to 100% compliance (p=<.001). Additionally a significant 
improvement in hyperglycaemic control was observed with 31% less 
hyperglycaemia episodes (p=<.001) with no hypoglycaemia events.

Discussion: Pharmacists led education session were provided to 
medical and nursing staff while monitoring medication charts and 
BGL. This study demonstrates the use of a regular supplemental 
insulin order can improve the use of supplemental insulin resulting 
in better glycaemic control. Although this study shows positive 
results from the change, care must be taken when conducting a 
similar study in a larger facility as other factors such as patient 
cohort and other complexities with managing glycaemic control 
may impact results.
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345 SCALING UP FOR SAFETY: HOW VIRTUAL CLINICAL 
PHARMACY SERVICES HELPED RURAL HOSPITALS MEET 
NATIONAL STANDARDS

Lauren Herd1, Cristen Fleming1, Anna Packer1, Brett Chambers1, 
Gerard Hawthorn1

1Western NSW Local Health District, NSW

EMAIL Cristen.Fleming@health.nsw.gov.au

BOLT  LIGHTNING TALK L03

Background: Australian hospitals are accredited in accordance 
with the National Safety and Quality Health Service (NSQHS) 
standards to ensure patient safety and improve health service 
quality. Rural and remote facilities face challenges in meeting 
these standards due to workforce and geography. In 2017 35 
rural and remote facilities in a health district were audited against 
NSQHS Standard 4: Medication Safety, with 24 having one or 
more ‘Not Met’ core or developmental actions. In 2020 the health 
district demonstrated virtual clinical pharmacy services (VCPS) at 
eight facilities was a feasible, scalable and effective option to assist 
sites to achieve medication safety, yet in late 2021 there were still 
22 facilities in the region without clinical pharmacy services.

Objective(s): Scale up VCPS to the remaining 22 hospitals and 
determine if virtual service provision at facilities without an on-site 
pharmacist impacts compliance with NSQHS standards.

Action (Method): The virtual clinical pharmacy service was 
expanded to cover all facilities without an onsite pharmacy over 
a four-month period. Implementation included engagement with 
onsite multidisciplinary clinicians to ensure the responsibility of 
the virtual pharmacist was clearly defined. Pharmacists provided 
comprehensive medication management input and contributed to 
medication safety data to improve local governance. Staffing on the 
service was based on the Society of Hospital Pharmacists Australia 
recommendation of 20 medical patients to one pharmacist, with 
patients distributed across multiple facilities.

Evaluation: The rural health district underwent assessment 
against NSQHS Standard 4: Medication Safety in 2022 and met all 
actions across all facilities with positive feedback from accreditors.

Discussion: The introduction of a VCPS is a scalable and effective 
option to provide clinical pharmacy services to meet the NSQHS 
Standards in Medication Safety across a large geographical 
area where an onsite pharmacist is not feasible in each facility, 
reducing the potential for medication harm.

346 INCREASING ACCOUNTABILITY OF CONTROLLED 
MEDICINES THROUGH DIGITISING PHARMACY WORKFLOWS 
WITH AN OMNICELL CONTROLLED SUBSTANCE MANAGER

David Luo1, Joni Donagher, Peter Barclay
1The Children’s Hospital at Westmead, Sydney, NSW

EMAIL david.luo@health.nsw.gov.au

Background: Usual Australian hospital practice is to use 
controlled medicines safes and paper registries to store and 
document controlled medicine transactions. A recent trend is the 
implementation of digital solutions such as Automated Dispensing 
Cabinets (ADC) to manage all medications with increased 
safety and accountability. We describe the first NSW experience 
implementing a Pharmacy Controlled Substance Manager (CSM) 
for the distribution of controlled medicines to our ADC fleet.

Objective(s): The aim is to create a closed loop system where 
controlled medications can be tracked from Pharmacy to bedside 
with increased accountability utilising ADCs and the CSM. Current 
and future state workflows also need to be evaluated to identify 
any points of risk and ensure the optimum processes are adopted.

Action (Method): Audits of traditional workflows for controlled 
medicines uncovered issues with stock management, minimal 
accountability for S4D medications and documented discrepancies 
within the controlled medication register. New workflows were 
developed using an Omnicell CSM with the aim of increasing 
accountability and reliability for controlled medication 
management partnered with ADCs

Evaluation: Baseline data were collected and compared with data 
post implementation of the CSM to see if a measurable difference 
could be observed. This included interviews with pharmacy staff 
involved in controlled medicine dispensing and distribution, error 
rates in paper registers and the stock management system and 
time spent on discrepancy resolution.

Discussion: In a healthcare setting supported by ADCs the 
utilisation of CSMs will be an integral part of the medication 
management system within Pharmacy allowing for greater 
workflow efficiency, significantly increased accountability of 
controlled medicines and better stock management. These 
systems are well accepted by staff, have the ability to be integrated 
into existing systems and can be easily up scaled depending on the 
organisation’s needs.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 242

Saturday 3 December

347 PHARMACY EVOLUTION – CLOSING THE LOOP 
IN PAEDIATRIC MEDICATION MANAGEMENT.

David Luo1, Dr Pathma Joseph, Bradley Rockliff, Kate McLellan, 
Kate Stanford, Peter Barclay
1Sydney Children’s Hospital Network, Sydney, NSW

EMAIL david.luo@health.nsw.gov.au

Background: Closed Loop Medication Management (CLMM) 
describes a fully electronic medication management cycle 
[(Computerised prescriber order entry (CPOE), clinical decision 
support (CDS), pharmacist verification, dispensing software 
integration, secure management of medications, positive patient 
identification (PPID), barcoded medication administration (BCMA), 
electronic documentation (EMM)]. Many hospitals nationally have 
moved to implement the initial stages of the CLMM cycle with 
CPOE, CDS, and pharmacy integration. Our hospital is the only 
Australian paediatric hospital where ongoing fully closed loop 
medication management has been implemented in a pilot ward.

Objective: To develop the foundational elements of CLMM – 
Automated Drug cabinets (ADCs) for medication management, 
barcode enabled PPID, BCMA and Unit Dose Packaging (UDP) of 
medication to fully digitalise the medication management cycle at 
a paediatric hospital over a two year period.

Action: In 2018 a project team was established, comprising a 
project manager, business analyst and 3 clinicians. Members of 
the team visited international and national hospitals with existing 
digital systems to gain exposure. A staged approach to deliver 
various solutions (ADCs, PPID, BCMA and UDP) was undertaken. 
A full pilot has been implemented on one ward and aspects of 
digital medicine management have been introduced as resources 
become available.

Evaluation: August 2021 implementation stands: PPID (2 Wards 
(22 beds); BCMA (1 Ward (8 beds); ADCs (6 Wards and Emergency) 
and UDP of 82 medications including S8/S4D liquids. Cerner 
Medication Administration Wizard allows for PPID and BCMA 
through the scanning of encounter specific patient wristbands 
and scanning of barcoded medications which are due within 
90 minutes, prn or overdue on the EMM.

Discussion: The utilisation of ADCs, PPID and BCMA with EMM 
enhances paediatric patient care, reduces medication errors, and 
improves patient safety and business efficiency. The incorporation 
of these aspects of CLMM can be tailored to address an 
organisation’s clinical and business requirements.

348 THE IMPACT OF PHARMACIST CHARTING OF INTRAVENOUS 
MEDICATION INFUSIONS IN A MEDICAL DAY UNIT

Georgia Lloyd1, Ethan Kreutzer1, Helly Patel1, Kathleen Crowley2, 
Prof Michael Dooley1,3

1Pharmacy Department, Alfred Health, Melbourne, Vic, 2Medical Day 
Unit Nursing, Alfred Health, Melbourne, Vic, 3Faculty of Pharmacy 
and Pharmaceutical Sciences, Monash University, Melbourne, Vic

EMAIL g.lloyd@alfred.org.au

Background: A comprehensive Electronic Medical Record (EMR) 
was implemented at this metropolitan healthcare network in 
Oct-2018. In the Medical Day Unit (MDU) it was identified that, 
following EMR implementation, workflow changes were necessary 
to address the large number of EMR issues that were delaying or 
complicating administration of patient infusions. Workflow changes 
were introduced in Sep-2019: pharmacists screened orders 
2-weeks prior to patient attendance, live electronic tracking of IV 
infusion orders implemented. Following extensive consultation, 
in Sep-2020 governance changes allowed pharmacist charting of 
intravenous medications following medical prescribing.

Aim: To evaluate the impact of pharmacist charting of IV infusions 
on the time from patient admission-to-medication administration 
and length of stay (LOS) in MDU.

Methods: This was a retrospective stepped-wedge observational 
study of patients admitted to MDU during three time-periods: 
Baseline (Jun-Aug 2019), Period-2: increased screening by 
pharmacists (Jun-Aug 2020) and Period-3: pharmacist charting 
(Nov-2020 to Feb-2021). Outcomes were admission-to-medication 
administration time, LOS, and number of pharmacist interventions.

Results: There were 751 (11.9 patients/day), 833 (13.4 patients/
day) and 1054 patient episodes (15.7 patients/day) in the three 
study periods, respectively. The median admission-to-medication 
administration time was 73 [IQR 51-99] minutes at baseline, 56 
[38-78] minutes in Period-2 (p=0.0001, compared to baseline) and 
69 [47-94] minutes in Period-3 (p=0.002, compared to baseline). 
Median LOS was 195 [155-303] minutes, 132 [100-220] minutes 
(p=0.0001, compared to baseline) and 158 [118-261] minutes 
(p=0.0001, compared to baseline); there were 0.24, 0.34 and 0.29 
interventions per episode, respectively, across the three timepoints.

Discussion: Dedicated pharmacy services, including increased 
screening time and pharmacist charting contributed to improved 
efficiency of the MDU and a sustained reduction in LOS by greater 
than 30 minutes. There were also reductions in admission-to-
medication administration times. Increasing workload, changing 
therapeutic mix and other nursing practices may influence the 
outcomes measured.
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349 INVESTIGATING THE USE OF THE VENOUS 
THROMBOEMBOLISM (VTE) POWERPLAN PRESCRIBING 
IN ACUTE MEDICAL WARDS

Hayley Rosadi1, Stevie Perks1

1Townsville University Hospital, Townsville, Qld

EMAIL hayley.99@hotmail.com

Background: Venous Thromboembolism (VTE) prophylaxis is an 
important safety strategy to reduce the risk of patients developing 
VTE while hospitalised. At a tertiary referral hospital, VTE 
prophylaxis is prescribed via a PowerPlan, a prescribing tool in the 
electronic integrated medical record (ieMR), which is an electronic 
translation of the state-wide Guideline for the Prevention of VTE 
in Adult Hospitalised Patients.

Aim/objective(s): The aim of this study was to investigate the 
current use of the VTE PowerPlan at a tertiary referral facility 
and examine if the use of the PowerPlan promotes more accurate 
prescribing of VTE prophylaxis when standardised against the 
state-wide guideline.

Methods: Charts were reviewed retrospectively for 99 patients 
admitted to the acute medical wards at a tertiary referral hospital. 
VTE prophylaxis charted was compared to the state-wide Guideline 
for the Prevention of VTE in Adult Hospitalised Patients to 
determine if prescribing was appropriate.

Results: For patients with a Powerplan, 90.3% had VTE prophylaxis 
prescribed/withheld in line with state-wide guideline. Only 38% 
of patients without a powerplan had VTE prophylaxis prescribed/
withheld in line with state-wide guidelines. Analysis demonstrated 
this to statistically significant (p<0.00001). Subgroup analysis for 
high-risk groups were performed. With Renal function <30ml/min, 
100% were charted correctly when using a Powerplan compared 
to 18% not (p<0.028). With BMI>30km/m2, 91% were charted 
correctly when using a Powerplan compared to 60% when not 
(p<0.079). With weight <50kg, 83% were charted correctly when 
using a Powerplan compared to 20% when not (p<0.021).

Discussion: In conclusion, this study found that using the 
PowerPlan prescribing tool significantly increases the likelihood 
that VTE prophylaxis will be charted appropriately in-line with the 
current state-wide Guideline for the Prevention of VTE in Adult 
Hospitalised Patients. Subgroup analysis demonstrated significant 
benefit using the powerplan for the high-risk groups of poor renal 
function or lower weight patients.

350 ANTIPSYCHOTIC AND BENZODIAZEPINE USE IN HOSPITAL 
INPATIENTS WITH CODED DELIRIUM: A RETROSPECTIVE 
MEDICAL RECORD AUDIT

Jaymilee Lawrence1, Paul Wembridge2

1Monash University, Melbourne, Vic, 2Eastern Health, Melbourne, Vic

EMAIL jaymilee.lawrence@gmail.com

Background: The National Safety and Quality Health Service 
Standards require organisations to monitor psychotropic 
administration in patients with delirium. Currently, there is 
limited published evidence on psychotropic administration rates, 
restricting health organisations’ ability to benchmark and set 
meaningful performance targets.

Aim: To evaluate antipsychotic and benzodiazepine administration 
rates in patients with delirium across different hospital inpatient 
settings.

Method: A retrospective medical record audit was undertaken 
of patients with coded delirium (International Classification of 
Diseases 10th Edition) admitted to three metropolitan hospitals 
between December 2020 and November 2021. Inpatient 
administration of benzodiazepines and antipsychotics were 
evaluated using electronic medical record reports.

Results: Overall, 2,392 patients were coded with delirium, of 
which 456 (15%) were coded as complications of care. The overall 
rate of antipsychotic and benzodiazepine administration was 33% 
and 34% respectively. The administration rate of antipsychotics 
and benzodiazepines was higher in patients with complication-
coded delirium compared to those without coded complication 
(20% vs 6% and 20% vs 12% respectively, p<0.001).

Compared to those who did not have an antipsychotic 
administered, those who received an antipsychotic were 
younger (80 vs 82 years, p<0.001), more likely to be male 
(54% vs 48%, p=0.005) and had a longer mean length of stay 
(15 vs 11 days, p<0.001). Similarly, compared to those who did 
not have a benzodiazepine administered, those who received a 
benzodiazepine were younger (62 vs 66 years, p<0.001), more 
likely to be male (54% vs 48%, p=0.004) and had a longer mean 
length of stay (15 vs 11 days, p<0.001).

The most frequently administered antipsychotics and 
benzodiazepines were olanzapine (39%) and midazolam (28%) 
respectively.

Discussion: This study has provided a snapshot of antipsychotic 
and benzodiazepine administration rates in delirium and may guide 
institutions when determining performance targets. Further studies 
should be undertaken in other settings including private, rural and 
specialty hospitals.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 244

Saturday 3 December

351 HIGH STAKES: PILOTING AND EVALUATING AN 
ELECTRONIC BLOOD PRODUCT PRESCRIBING AND 
ADMINISTRATION SOLUTION

Jillian Campbell1, Anny Kim1, Katy Lu1, Aiden Shi1, Judy Wong2, 
Wade McKeown2

1eHealth NSW, Sydney, NSW, 2Western Sydney Local Health District, 
Sydney, NSW

EMAIL jillian.campbell@health.nsw.gov.au

Background: Traditionally, most blood and blood products have 
been prescribed for administration on the National Inpatient 
Medication Chart or intravenous fluid charts. With the move to 
Electronic Medication Management (eMM) for medication and fluid 
orders, these products have continued to be managed on paper, 
causing frustration for clinicians accustomed to having increased 
access and visibility with electronic systems, and retaining the 
associated risk of patient harm that comes from hybrid records.

Objective: Develop a comprehensive, standardised, safe, easy to 
use method to prescribe and administer blood and blood products 
using already available eMM technology, that could be adopted 
state-wide from highly specialised tertiary hospitals to rural and 
remote inpatient facilities.

Action: A multi-disciplinary working group was convened to 
determine the project scope and requirements for blood and 
blood product prescribing and administration. This group was 
comprised of clinical subject matter experts, representatives from 
rural, metropolitan, adult and paediatric hospitals, information 
technology eMM specialists, experts in training, change 
management, policy, legislation, and reporting.

A design was developed and endorsed for implementation at 
a pilot site, where further refinements were made to the design 
before go-live. The closely monitored pilot was run at 2 hospitals 
for a period of 8 weeks.

Evaluation: Data was collected against 5 key measures from both 
hospitals, using a combination of clinician surveys and audit data 
before and after the pilot. Go-live issues and system reports were 
analysed once the pilot had been completed. Some unexpected 
trends appeared in the prescribing patterns and administration 
documentation practices that had not been anticipated by the 
members of the working group.

Discussion: Conducting a comprehensive evaluation process 
for this successful pilot was a worthwhile investment, as several 
interventions including design changes were required post-pilot 
to meet the original stated aims of the project.

352 REINVIGORATING THE MEDICATION SAFETY 
CONVERSATION: CONNECTING LOCAL AREA LEADERS 
WITH LOCAL SAFETY AND QUALITY DATA

Jo Young1, Sara Linton1, Kerryn Griffett1, Brett Anderson1, 
Michelle Nalder1, Paul Toner1

1The Royal Melbourne Hospital, Parkville, Vic

EMAIL joanne.young@mh.org.au

Background: The National Safety and Quality Health Service 
Standards for Clinical Governance and Medication Safety require 
organisations to identify safety and quality measures, and to 
monitor and report performance and outcomes of medication 
management. We identified that our pharmacy department had 
unique access and expertise to obtain and analyse medication 
safety and quality metrics at a local level, particularly since 
electronic medical record (EMR) implementation in 2020.

Objective(s): To share local-level medication safety and quality 
measures by organisational service, clinical unit or ward area to 
improve transparency of data and promote local improvement 
activities.

Action (Method): A suite of medication safety and quality 
measures were collated by the medication safety pharmacists. 
Where needed, excel databases were established to filter, analyse 
and present data. A standardised PowerPoint presentation 
template was also developed.

Support was obtained from general managers and medical/nursing 
directors from each service, along with the quality department, to 
present the measures on a quarterly basis during existing service-
level quality meetings. A senior pharmacist from each service area 
presented the local data and commentary on trends for:

1.  Barcode scanning rates (ward-based data from EMR)

2.  Medication Reconciliation (unit-based data from EMR)

3.  VTE Risk Assessment (unit-based data from EMR)

4.  Medication incident trends, including high-risk medicines 
(ward-based data from the incident reporting system)

Evaluation: The service-level quality meetings were well attended 
by the relevant heads of units, area managers, general managers, 
medical/nursing directors and quality consultants. The information, 
particularly the local commentary, was very well-received. They 
had high levels of engagement with the data, with questions and 
discussion regarding definitions, exclusions, targets and how to 
access it themselves.

Discussion: Presentation of local medication safety and quality 
measures by the pharmacy department was an effective and 
sustainable strategy to monitor the effectiveness and performance 
of medication management within our organisation.
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353 RESULTS FOLLOWING IMPLEMENTATION OF OSAMS – AN 
OPEN-SOURCE ELECTRONIC RESTRICTED ANTIMICROBIAL 
APPROVAL SYSTEM

Dr Sonja Janson1, Sarah Keady2, Jean Murphy1, Dr David New2, 
John Shanks3, Dr Danny Tsai1, Karen Yardley4

1Northern Territory Health, Darwin, NT, 2East Metropolitan Health 
Service (Armadale Kalamunda Group), Armadale, WA, 3Kraken 
Coding, Darwin, NT, 4Western Australia Country Health Service, 
Bunbury, WA

EMAIL john@krakencoding.com

Background: Approval systems for restricted antimicrobials are 
an essential strategy in the Australian Commission for Safety and 
Quality in Healthcare Antimicrobial Stewardship (AMS) Clinical 
Care Standard.

Typically, electronic approval systems will allow prescribers to 
first choose an antimicrobial and then justify its use afterwards, 
significantly reducing the capacity to guide prescribing. This model 
assumes prescribers have detailed prior knowledge of optimal 
treatment and shifts the focus from Clinical Decision Support (CDS) 
to prescription regulation. They can also be costly to implement and 
maintain and offer limited capacity to customise for local variations.

Objective(s): To reduce antimicrobial resistance within Australian 
healthcare by providing a ‘no-cost’ option for electronic restricted 
antimicrobial approval.

Action (Method): The application was developed in 2017 and has 
been implemented across 14 Australian hospitals. It prompts the 
prescriber to provide their working diagnosis, and then navigates to 
relevant recommendations/treatments. Implementation at all sites 
has followed an agile project methodology, allowing continuous 
quality improvement.

Evaluation: Quantitative and qualitative improvements have been 
demonstrated through tools such as the National Antimicrobial 
Utilisation Surveillance Program (NAUSP), National Antimicrobial 
Prescribing Survey (NAPS) and monitoring of antimicrobial adverse 
events. Numerous qualitative user feedback surveys have also 
demonstrated high levels of user satisfaction.

Discussion: Results from application implementation have 
demonstrated improvements in IV to oral antimicrobial conversion 
times, and reductions in broad-spectrum antimicrobial usage.

Due to the flexibility in application design, minimal change 
management issues have been encountered. The open-source 
design caters for the needs of specialty areas, improving user 
acceptance. One site has opted to discontinue use due to low 
uptake and difficulty maintaining updates.

The application code is available at no cost to any site with an active 
subscription to the Australian Therapeutic Guidelines – Antibiotic, 
with sites free to make updates to any aspect of the application. 
See https://www.opensourceams.com for additional information.

354 INCREASING COMPASSION FOR CHILDREN 
WITH INFLAMMATORY BOWEL DISEASE

Joni Donagher1, Dr Shoma Dutt1, Tony Fitzsimons1, 
Merran Spargo1, Joycelyn Garcia1, Noel Singh1

1The Children’s Hospital at Westmead, Sydney, NSW

EMAIL joni.donagher@health.nsw.gov.au

Background: Our hospital is the biggest treatment centre for 
paediatric inflammatory bowel disease (IBD) within NSW and 
one of the biggest users of biological medicines for this indication 
nationally. Our patients receive infliximab funded in a variety of 
ways including state government, S100 Public Hospital PBS and 
compassionate stock.

More than 50% of patients require infliximab not funded by the PBS.

The paediatric IBD service has tripled in the last 10 years without 
increases to pharmacy, nursing or medical staff to support this.

The logistics of tracking these patients for clinical outcomes and 
ensuring adequate funding for all patients is an ongoing challenge.

Objective(s): 

1. To create a new model for allocating compassionate stock 
to patients from pharmaceutical companies giving pharmacy 
control for stock allocation. 

2. To work with medical and nursing staff to create an electronic 
solution to support a new compassionate access program and 
optimise workflows.

Action: Early in 2021 we started to design an electronic dashboard 
using information already available in PowerChart and augmenting 
this with new electronic forms accessible by pharmacy, medicine 
and nursing staff.

The pharmacist simultaneously worked with the pharmaceutical 
company to design a new compassionate access program for 
infliximab that could be supported by information available 
on the dashboard.

Evaluation: Infliximab expenditure and usage was calculated 
before and after implementation of the dashboard to evaluate the 
impact on hospital spending on infliximab. Drug use evaluations 
of patients were also carried out.

Discussion: This project began as a cost saving initiative however 
using the electronic patient record we were able to create a multi 
disciplinary tool where usage could be allocated to particular staff 
members. It has allowed for improved DUE and collaboration 
with pharmaceutical companies, increased team collaboration, 
improved ability to track patients and capture data in a systematic 
and research focused way.
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355 IMPLEMENTING AN INTEGRATED MODEL OF 
AUTOMATED MEDICATION CABINETS WITH ELECTRONIC 
MEDICATION RECORDS

Julie Ngo1, Jo Hunter1, Wesley Loo1, Yen Nie Yeoh1, Viviane Khalil1,2

1Monash Health, Melbourne, Vic, 2Monash University, Melbourne, Vic

EMAIL julie.ngo1@gmail.com

Background: Automated Medication Cabinets (AMCs) are 
increasingly being implemented to improve accuracy and efficiency 
of medication supply. Incorporated with barcode medication 
administration scanning technology and integrated with Electronic 
Medication Record (EMR) they offer an opportunity to introduce 
a closed loop medication management system and therefore, 
reduce medication administration errors and potentially improve 
patient safety.

Objective: To outline the steps required to implement 
an integrated AMC/EMR system in a 160 bed hospital.

Action: The Waterfall project management methodology was 
used to implement the AMC/EMR integration project. The initiation 
phase involved an overview of key deliverables, a strategy for 
engagement of stakeholders and setting project timelines. The 
planning phase included establishing governance for the AMCs, 
outlining stakeholders’ responsibilities, planning testing phases, 
roll out of the integration system and provision for training and 
education. The implementation phase included testing integration 
of AMC interfaces with the EMR, testing workflow scenarios, 
medication barcode scanning and users’ access. The closure 
phase included finalising training approaches, formal approval 
of overarching policies and setting up ongoing user support.

Evaluation: The initiation and planning phases were successfully 
implemented. Challenges involving formulary build and 
configuration misalignments in the integrated systems were 
experienced during the implementation phase. To overcome 
these, a modified version of the iBUS(integration interface) was 
installed. We hard coded the dosage forms for various medications 
on the AMC platform and matched dose units in order sentences 
with formulary products. These modifications allowed seamless 
integration between interfaces. They also supported functions 
such as diluent stripping of Intravenous sets, removal of multi dose 
liquids and auto calculation of dose removal.

Discussion: Four key elements were identified for the successful 
integration of AMCs with EMR. They included the formation of a 
steering committee to ensure project milestones were achieved, 
a robust testing plan, support for technology infrastructure and 
ongoing user training.

356 BEST POSSIBLE MEDICATION HISTORY DOCUMENTATION 
– HAVE ELECTRONIC MEDICAL RECORDS ALTERED HOSPITAL 
PHARMACY PRACTICE?

Layla McDougall1,2, Mahsa Tantiongco1

1Southern Adelaide Local Health Network, Adelaide, SA, 
2University of South Australia, Adelaide, SA

EMAIL laylamcdougall@gmail.com

Background: A Best Possible Medication History (BPMH) is 
an accurate and complete medication list verified by at least 2 
sources, including clear directions of medication use, and details 
of any adverse drug reactions or allergies prior to admission. 
Quality processes to facilitate BPMH documentation on hospital 
admission are recognised as essential for medication management 
and minimisation in risk of patient harm. Electronic Medical 
Record (EMR) systems aim to improve workflow and have become 
mainstay in Australian public hospitals.

Objectives: To investigate the rate and quality of BPMH 
documentation after implementation of an EMR system in 
comparison to a pre-EMR study, at both baseline and expanded 
pharmacy staffing levels.

Methods: A combination prospective and retrospective review 
conducted at a large tertiary hospital utilising an amended Clinical 
Excellence Commission Toolkit. Retrospective review of patients 
admitted on a single day during expanded staffing in the COVID-19 
pandemic was conducted, using every second patient from a 
randomised list. Prospective patients were admitted during the 
12-day audit period (baseline staffing levels), using even bed 
numbers. Patient exclusions included neonates, short-stay wards 
and admissions of less than 24 hours.

Results: 387 patients were reviewed. Documentation using EMR 
resulted in an overall improvement in rates of complete BPMHs 
and pharmacy-lead documentation, and reduction in unintentional 
regular prescribed medicine omissions or discrepancies. Key areas 
that reduced in quality were percentage of BPMHs completed 
within 24 hours of admission and rates of unintentional omissions 
of moderate-high risk medicines. Increased pharmacy staffing 
levels during peak COVID-19 contributed to an overall small 
improvement in documentation rates.

Discussion: Other healthcare professionals rely increasingly on 
pharmacists to ensure complete BPMH documentation since EMR 
implementation. There are areas of improvement required for both 
pharmacy and medical staff to bridge identified deficits in rates 
and quality of BPMHs and reduce risk of patient harm.
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357 FORMULARY SYSTEM ADHERENCE IMPROVEMENT

Martha Turek1

1Peninsula Health, Melbourne, Vic

EMAIL mturek@phcn.vic.gov.au

Background: Hospital medication formularies and associated 
governance aims to support quality use of medicines, promoting 
judicious, appropriate, safe and cost-effective use. Medicine use 
evaluation activities and requests for access to non-formulary 
medicines after initiation at a metropolitan health service identified 
non-adherence to the formulary system; potentially leading to 
inequitable medicines access for consumers, reduced quality 
of care, and increased pharmaceutical expenditure.

Objective(s): To implement strategies to enhance clinician 
understanding of the hospital medication formulary system 
and improve adherence by adopting guiding principles endorsed 
by the Council of Australian Therapeutic Advisory Groups and 
the American Society of Health System Pharmacists.

Action: A formulary management policy was implemented 
to articulate governance, define standardised processes, and 
to provide transparency on formulary decision-making and 
communication pathways. The formulary was revised to ensure 
its comprehensiveness and transformed from a static Portable 
Document Format into an accessible (online), searchable database. 
Education of medical and pharmacy staff supported clinicians to 
understand and perform their roles and responsibilities in relation 
to the formulary system.

Evaluation: Thirty-two and 13 pharmacy and junior medical staff 
participated in pre- and post-implementation surveys, respectively. 
Welch’s t-test revealed a statistically significant difference in 
clinician mean rating on understanding of the medication formulary 
system and usability of the revised formulary repository (t=5.61, 
p<0.01; t=8.60, p<0.01; respectively). Requests for access to 
non-formulary medicines after their initiation reduced from 10% to 
0% pre- and post-implementation, respectively (t=3.64, p<0.01).

Discussion: Standardisation and transparency of processes 
through implementation of a formulary management policy, 
optimisation of the formulary database user interface and provision 
of associated training promotes consistent clinician understanding 
and adherence to the formulary system. Future enhancements 
integrating the formulary database within electronic medication 
management prescribing and dispensing workflows and embedding 
training into ongoing orientation processes is expected to further 
promote sustained formulary adherence.

358 COLLABORATIVE MEDICAL-PHARMACIST INITIATION 
OF THE FRACTURED NECK OF FEMUR EMR-BASED CLINICAL 
CARE PATHWAY

Megan Denton-Brown1, Sharon Selvanayakam1, Jane La1, 
Susan Liew2

1Alfred Health, Pharmacy Department, Melbourne, Vic, 
2Alfred Health, Department of Orthopaedic Surgery, Melbourne, Vic

EMAIL m.dentonbrown@alfred.org.au

Background: Minimal trauma neck of femur (NOF) fractures 
are associated with high postoperative morbidity and mortality. 
Although fractured NOF clinical care pathways (CCPs) standardise 
patient care, the impact of partnered pharmacist medication 
charting (PPMC) in this context has not been explored.

Aims: To evaluate the impact of pharmacist involvement, through 
the PPMC model, on the proportion of patients initiated on the 
fractured NOF CCP, in the electronic medical record (EMR) at 
hospital admission.

Methods: A retrospective, pre- and post-intervention study was 
conducted in the Orthopaedic Unit of a major Victorian trauma 
centre. Patients aged 65+ years with a primary minimal trauma 
NOF fracture were included. In the intervention cohort, the 
fractured NOF CCP could be initiated through PPMC, in addition 
to usual care. The primary outcome was the proportion of patients 
initiated on the fractured NOF CCP. Secondary outcomes included 
the proportion of patients initiated on the CCP through PPMC 
model, and time to CCP initiation.

Results: 127 and 149 patients, pre- (Jan-Aug 2020) and post-
intervention (Jan-Aug 2021), were included, respectively. Patients 
initiated on the fractured NOF CCP increased from 20 patients 
(15.7%) to 83 patients (55.7%), p=<0.0001), post-intervention. 
The CCP was initiated in the emergency department for all 
20 patients in the pre- and 23 patients (15.4%, p=0.94) in 
the post-intervention group, with median time to initiation 
0.9hours (IQR 0.4-1.9hr) and 3.9hours (IQR 2.0-6.3hr, p=0.001), 
respectively. The remaining 60 patients in the post-intervention 
group were initiated on the fractured NOF CCP on the ward; median 
time to initiation 16.6hours (IQR 11.8-20.6hr). Post-intervention, 
61 patients (73.5%) were initiated on the fractured NOF CCP via 
the PPMC model.

Discussion: Pharmacist involvement, through the PPMC model 
significantly increased the proportion of patients initiated on the 
fractured NOF CCP at hospital admission. The apparent delay in 
initiation post-intervention requires further exploration.
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359 QUALITIES THAT MAKE EFFECTIVE DISCHARGE 
COMMUNICATION FROM HOSPITAL TO GENERAL PRACTICE: 
A SCOPING REVIEW

Stevie Perks1,2, Melinda Gusmeroli1,2, Cassie Lanskey1,2, 
Nicole Bates1

1Townsville University Hospital, Townsville, Qld, 
2James Cook University, Townsville, Qld

EMAIL melinda.gusmeroli@icloud.com

BOLT  LIGHTNING TALK L02

Background: Transitions of patient care between hospital 
discharge and the community are known to be an area of high-risk 
where communication is imperative for patient safety.

Aim: The aim of this review was to identify and map literature that 
discusses Australian General Practitioners’ (GPs) views on the 
qualities that make up effective discharge communication from 
hospital to primary care.

Methods: Medline via Ovid, Scopus and Cochrane databases 
were searched using MeSH headings and keywords. Articles were 
included for review if they discussed Australian GPs’ views on 
discharge communication from hospital to general practice.

Results: Eighteen articles met inclusion criteria. Fourteen were 
quantitative, four were qualitative, and one was mixed-methods. 
Five studies identified that GPs view the timeliness of discharge 
summary receipt to be a problem. Communication of medication 
information in the discharge summary was discussed in six studies, 
with two of these reporting that GPs view reasons for medication 
changes to be essential. Five studies noted that GPs would prefer 
to receive clinical discipline or diagnosis specific information. 
Four studies identified GPs viewed the format and readability of 
discharge summaries to be problematic, with difficulties finding 
salient information.

Conclusions: The findings of this scoping review indicate that GPs 
view timeliness, completeness, readability, medication related 
information and diagnosis/clinical discipline specific information 
to be qualities that make up effective discharge communication 
from hospital discharge to the community. There are opportunities 
for further research in Australian GPs’ perspectives on effective 
discharge communication, and future studies in interventions to 
improve discharge communication, patient safety and policy in 
transfers of care.

360 CHANGING CONCENTRATIONS IN SMART PUMP 
PROTOCOLS. PLANNING AHEAD ESSENTIAL

Michelle Paine1, Loren Sturges1, Peter Fowler1, Shirley Williams1, 
Lisa Robertson1

1Statewide Hospital Pharmacy, Tasmanian Health Service, Tas

EMAIL michelle.paine@ths.tas.gov.au

Background: Wi-Fi enabled smart pumps are considered essential 
for timely updates1. Despite widespread Wi-Fi, our health service 
pumps take several weeks to update. Changes in concentration 
and dose rate units of critical care infusions (dobutamine, 
levosimendan, milrinone, isoprenaline, amiodarone) meant a rapid 
and complete update was required. Risk analysis identified the 
drug library update would result in some devices having updated 
concentrations, while others would still have the previous version.

Objective: Plan an update of several critical care infusion 
concentrations in a smart pump fleet to minimise risk of 
medication error and patient harm.

Method: Complete change process mapped, and a Go-live date 
nominated. Updated online guidelines were co-ordinated to Go-live 
with updated dataset.

Resources including alerts, lanyard cards, and training sessions 
were developed to support updates.

On the Go-live date, four teams of two were allocated to find and 
update 750 devices. Teams commenced in clinical areas most 
likely to be using affected medicines. Nursing staff were supported 
to minimise the risk of unexpected updates for patients already on 
the updated medicines. Devices not in use then updated, before 
checking for devices attached to remaining patients. For short 
infusions, finish time was noted, and devices updated later in the 
day. For low-risk continuous infusions (e.g. maintenance fluids) 
pumps were swapped out for already updated devices.

Evaluation: There was one report of incorrect infusion preparation 
and administration on Go-live day, unrelated to changing 
concentration and identified by the change management team.

Discussion: When concentration changes are required for dose 
rate smart pump protocols (e.g. mg/minute) there is a risk all 
devices will not update. If risk of medication error and patient 
harm possible, careful planning and co-ordinated implementation 
is recommended.

1.  Institute for Safe medication Practices. Guidelines for 
Optimizing Safe Implementation and Use of Smart Infusion 
Pumps. 2020
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361 MANAGING SMART PUMP GOVERNANCE 
COMPLIANCE VISIBILITY

Michelle Paine1, Loren Sturgess1, Shirley Williams1, Peter Fowler1, 
Lisa Robertson1

1Statewide Hospital Pharmacy, Tasmanian Health Service, Tas

EMAIL michelle.paine@ths.tas.gov.au

Background: Smart pump drug libraries require sound governance 
processes. Our governance requires a minimum number of 
references and multidisciplinary review and sign off. For medicines 
where disparate practices are possible, sign off by each clinical 
area is required before including in unit specific profiles. The 
overarching committee requires evidence of following the 
governance process prior to sending protocols to “live” devices.

Objectives: Clearly identify protocols with completed 
approval process.

Develop processes for recording large amounts of data, allowing 
retrieval for reporting purposes, recording changes, and responding 
to inevitable questions of “who signed off that dose?”

Method: A Microsoft Access database was developed to record 
every aspect of the approval process. Reports for the overarching 
committee were automated.

The smart pump software used allows for categories to be 
attached to medicines in the master drug library. All protocols were 
built to allow allocation of two governance categories, “test” or 
“approved”. The “approved” category is allocated to protocols only 
once all steps of the approval process are completed.

Evaluation: There have been occasions where clinicians have 
questioned who signed off certain protocols, or why certain 
parameters were selected. Stakeholders consulted and all other 
aspects of the development, review, and approval process is easily 
extracted from the developed database.

The use of categories allocated to each protocol allows clear 
visibility of smart protocols that have completed the full approval 
process. Over a period of two years there have been no cases of 
unapproved protocols being included in a live dataset.

Discussion: Microsoft Access is an effective tool to manage large 
amounts of data with complex relationships. Interrogating the 
data to trace all aspects of the development, review and approval 
process is simple and efficient.

Using categories in the smart pump editor software is a useful tool 
to improve the visibility of approved protocols.

362 EVALUATION OF DOSE OMISSIONS ON A SHORT-STAY 
MEDICAL UNIT IN A AUSTRALIAN TERTIARY HOSPITAL

Nandni Bhan1,2,3, Salim Mohammed3

1Princess Alexander Hospital, Brisbane, Qld , 2Gold Coast University 
Hospital, Gold Coast, Qld , 3University of Queensland, Brisbane, Qld

EMAIL nandni.bhan@health.qld.gov.au

Background: Dose omissions account for a significant portion of 
medication errors in the hospital setting. By better understanding 
the reasons for dose omissions, strategies can be developed 
to reduce them. An estimated 11% of all prescribed doses in 
Australian hospitals are reported to be omitted, of these 86% were 
deemed as contributing to some risk of harm. Some consequences 
of this include delayed recovery, extended hospital admissions, 
irreversible injury or death.

Objectives: To identify the proportion, reason, and clinical 
significance of medication dose omissions in a Tertiary Hospital, 
including the availability and accessibility of medications, 
after hours.

Action: All STAT and regular medication administration tasks 
between 1st January 2021 to 30 June 2021 were reviewed on a 
short-stay Medical Unit. Retrospective data was obtained from the 
electronic medical records via data analytics. Data points collected 
included the medication prescribed, reason for omission, date 
and time of the omission, and medication availability. Medications 
marked as unavailable were risk assessed against the SHPA 
(Society of Hospital Pharmacists of Australia) time-critical criteria.

Evaluation: A total of 7466 out of the 59208 (12.4%) charted doses 
were documented as not administered. The three main reasons 
for missed doses were: refused by patient (1974 doses = 26.4%), 
medication unavailable (1597 doses = 21.4%) and clinically 
inappropriate (1193 doses = 16%). Of the missed doses 36.4% 
were considered time-critical. Of the 1597 doses marked as 
medication unavailable 686 (43.0%) were available via the 
after-hours imprest.

Discussion: The hospital dose omission rate of 12.4% is similar to 
the national average of 11%. These audit results suggest 43.0% of 
missed doses were potentially preventable. Recommendations to 
improve missed doses due to stock unavailability include extending 
pharmacist hours, nursing education and developing procedures 
and educational materials detailing how to locate medications. 
Future research should investigate barriers to timely access 
medications and potential clinical and financial consequences.
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363 EVALUATION OF POLICY CHANGES ON SURGICAL 
DISCHARGE OPIOID PRESCRIBING PATTERNS BETWEEN 2012 
AND 2020

Paul Wembridge1, Jeremy Szmerling1, Annie Williams2, 
Dr Gordon Mar1,3

1Eastern Health, Melbourne, Vic, 2Turning Point, Melbourne, Vic, 
3Monash University, Melbourne, Vic

EMAIL paul.wembridge@easternhealth.org.au

Background: Prescriptions of opioids continues to increase in 
Australia with initiation often occurring in the hospital setting. 
The prescription of opioids in a hospital setting is a key risk factor 
for ongoing use.

Aim: To evaluate discharge opioid prescribing patterns for surgical 
patients between 2012 and 2020.

Methods: A retrospective audit of surgical discharge prescriptions 
written between January 2012 and December 2020 at three 
metropolitan hospitals was undertaken. Data collected included 
medication, formulation, strength and quantity prescribed. 
For each patient, the total quantity of opioids prescribed on 
discharge was converted to oral morphine equivalent daily dose 
(OMEDD). Sub analysis of prescribing patterns two years before 
and after the release of the Australian and New Zealand College 
of Anaesthetists, Faculty of Pain Medicine (ANZCA-FPM) position 
statement to reduce inappropriate use of slow-release opioid 
formulations and six months before and after the introduction 
of SafeScript were undertaken.

Results: A total of 117,989 discharges were identified of which 
76,770 were prescribed one or more opioids. From 2012 (mean 
OMEDD: 131) to 2020 (mean OMEDD: 67) there was a year on 
year decrease in mean OMEDD on discharge with the exception of 
2017 (p<0.01; 2017 p>0.05). The ANZCA-FPM position statement 
was associated with decreased quantity of opioid prescribing 
(mean OMEDD: 120 vs 85.4 p<0.001) and proportion of patients 
prescribed one or more sustained release opioids (20% vs 8.9% 
p<0.001). Introduction of SafeScript was associated with a 
decreased quantity of opioid prescribing (mean OMEDD: 74.0 vs 
64.1 p<0.001) and proportion of patients prescribed one or more 
sustained release opioids (7.2% vs 5.0% p<0.001).

Discussion: In conclusion, quantity of opioids prescribed 
on discharge from the hospitals in this study has decreased 
over time. SafeScript and the ANZCA-FPM position statement 
were associated with reductions in the prescription of opioids, 
in particular the prescription of slow release opioids.

364 A RETROSPECTIVE AUDIT OF CO-PRESCRIBING NON-
OPIOID ANALGESIA WITH OPIOIDS IN ADULTS DISCHARGED 
FROM EMERGENCY DEPARTMENTS

Dr Cassandra Roberts1, Jeremy Szmerling1, Paul Wembridge1, 
Lauren Malacria2, Dr Emogene Aldridge1, Dr Gordon Mar1,2, 
Dr Paul Buntine1,2

1Eastern Health, Melbourne, Vic, 2Monash University, Melbourne, Vic

EMAIL paul.wembridge@easternhealth.org.au

Background: Opioid-related deaths are the number one cause 
of unintentional medication-related deaths in Australia. One 
strategy to reduce the use of opioids is to co-prescribing of regular 
non-opioid analgesia such as paracetamol and non-steroidal anti-
inflammatories (NSAIDs).

Aim: To determine the rate of co-prescribing of paracetamol and/ or 
NSAIDs for patients discharged from emergency departments with 
a prescription for opioids.

Methods: A retrospective audit of patients discharged from three 
emergency departments who were provided with a prescription 
for an analgesic medication in 2019 was undertaken. Data was 
collected from the electronic medical record and included location 
and date of prescription as well as type, dose and quantity of opioid 
and non-opioid analgesic. For patients prescribed opioids, the total 
quantity of all opioids was converted to oral morphine equivalent 
daily dose (OMEDD).

Results: From the 11,065 patients who were given a prescription 
for one or more analgesic medications, 10,039 (90.7%) were 
discharged with a prescription for an opioid; of which, only 
4,949 (49.3%) were co-prescribed paracetamol, NSAIDs or 
both. The majority of co-prescribing occurred with fixed dose 
combination products such as paracetamol-codeine (4,037; 
82%). Co-prescribing was associated with lower overall OMEDD 
(mean: 86 vs 116 p<0.001). Compared to females, males were 
more likely to be co-prescribed an opioid with simple analgesia 
(51% vs 48%, p=0.001). Significant variations in co-prescribing 
rates were observed between different emergency departments. 
The most frequently prescribed opioids were oxycodone 
(5,849 prescriptions) and codeine (4,108 prescriptions).

Discussion: Increasingly, evidence supports co-prescribing 
of non-opioid analgesia with opioids, however, local uptake of 
this advice remains low. Additionally, co-prescribing using fixed 
combination products in isolation negates any opioid sparing effect 
of paracetamol and/or NSAIDs. Future research should focus on 
evaluating the role of departmental educational programs and 
system-based strategies to better guide prescribers in choosing 
appropriate non-opioid analgesics to help reduce opioid-
related harm.
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365 DOES POINT OF CARE MEDICATION AUTOMATION 
IMPROVE PATIENT SAFETY?

Penelope Lupoi1, Alice Wisdom1, Melissa Teo1

1SA Pharmacy, Modbury Hospital, Adelaide, SA

EMAIL penelope.lupoi@sa.gov.au

Background: Automatic Dispensing Cabinets (ADCs) are becoming 
increasingly popular for point of care medication administration 
within the hospital setting. There is limited data in Australia to 
quantify the impact of point of care automation on the rate of 
medication omissions. ADCs were implemented in a Short Stay 
General Medical Unit within the hospital in February 2022.

Aim/objective: To assess the impact of ADC implementation 
on medication omission rates.

Method: The incidence of omitted doses was analysed pre 
(March 2021) and post (August 2022) ADC implementation via 
chart review. Medications which cause significant harm when 
delayed or omitted were pre-defined as time critical medication. 
An omitted dose was defined as a dose not given without 
appropriate justification or a delayed administration of greater 
than 30 minutes for time-critical medications or 1 to 2 hours for 
non-time-critical medications, depending on the dosing frequency.

Results: A total of 98 patients were reviewed pre-ADC 
implementation and 70 patients post, with 6383 doses from 
207 charts and 4475 doses from 151 charts viewed respectively. 
A 27% reduction of medication omissions was observed post ADC 
implementation for non- time critical medications (6.7% vs 4.9%, 
P<0.01) and a 28% reduction observed in time critical medications 
(11.7% vs 8.4% P=0.02).

Discussion: Implementing ADCs within a high turnover unit has 
reduced the rate of medication omissions for both time critical and 
non-time critical medication. The higher omission rate for time 
critical medications is likely due to the reduced acceptable time 
window for administration. The focus of future interventions should 
optimise the use of ADCs in conjunction with strategies such as 
education on the importance of timely administration, particularly 
those medications identified as time critical.

366 IMPROVING SAFE USE OF HYDROMORPHONE IN 
ELECTRONIC MEDICATION MANAGEMENT (EMM) SYSTEMS

Rachael Worthington1, Bayan Hosseini2

1eHealth NSW, Sydney, NSW, 2Clinical Excellence Commission, 
Sydney, NSW

EMAIL rachael.worthington@health.nsw.gov.au

Background: Despite the release of three hydromorphone safety 
notices and alerts and the addition of a Hydromorphone Standard 
to the state High Risk Medicines Policy, serious hydromorphone 
incidents (including death) continue to occur without a decrease in 
frequency in public hospitals.

A working group was established to explore opportunities to 
improve hydromorphone prescribing. Proposed elements for 
low dose order sentences were considered following concerns 
around starting doses of hydromorphone. When presented for 
endorsement with relevant networks and expert advisory groups 
including palliative care and medication safety, conflicting 
feedback was received prompting a review of prescribing patterns 
for hydromorphone.

Objective: To review the prescribing of hydromorphone within 
public health facilities to inform state-wide recommended low 
dose order sentences for safer prescribing.

Methods: Serious incidents relating to hydromorphone were 
reviewed and a request sent to all local health districts (LHDs) 
to provide information on current prescribing practices over the 
period between February and April 2022. A list of order sentences 
built within the system were also received. The information 
was analysed and used to inform the decision around which 
low dose order sentences should be included as a state-based 
recommendation.

Results: The prescribing data included 9342 unique order 
sentences, with 74% of orders via the subcutaneous route. On 
average each LHD had 28 order sentences pre-built in the system. 
Analysis demonstrated that the initial low dose orders sentences 
proposed would only account for 17% of current prescribing, but 
by representing the two most common doses and frequencies, 
this expanded to 41% of orders commonly prescribed.

Discussion: Of the serious incidents reviewed, 50% would be 
addressed by the creation of standardised low dose order sentences 
within the eMM system. This approach should also minimise the risk 
associated with prescriber’s amending field(s) to prescribe a dose or 
frequency outside of the available order sentences.
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367 MANAGEMENT OF SULFONAMIDE ALLERGIES IN 
ELECTRONIC MEDICATION MANAGEMENT (EMM) SYSTEMS

Rebecca Sotade1

1Queensland Health, Brisbane, Qld

EMAIL rebecca.sotade@health.qld.gov.au

Background: Approximately 3% of the general population have 
adverse reactions when treated with sulfonamide antimicrobials.

Sulfonamide allergies are an immunological reaction to 
sulfonylarylamine (sulfonamide and arylamine) containing 
medications i.e., sulfonamide antibiotics.

Many commonly used drugs such as gliclazide, frusemide, and 
celecoxib, contain a sulfonamide moiety however they do not 
contain the arylamine group. Due to this structural difference, 
cross-reactivity between sulfonamide antibiotics and other 
sulfonamide drugs is unlikely.

Evidence suggests that non-antibiotic (non-arylamine) 
sulfonamide drugs are not contraindicated in those with a history 
of hypersensitivity to antibiotic (sulfonylarylamine) sulfonamides. 
This conflicts with the product information of many drugs and 
current drug-allergy checking within EMM systems.

Objective(s): Customise sulfonamide drugs via the healthcare 
technology provider’s new custom interactions tool so that only 
clinically significant cross-reactive agents will fire e.g., antibiotic 
(sulfonylarylamine) sulfonamides will only cross-react with other 
antibiotic (sulfonylarylamine) sulfonamides.

Action (Method): This challenge was identified by doctors across 
several digital hospitals. A clinical review of allergy alerts as they 
relate to sulfonamide antimicrobials was conducted via relevant 
governance groups. Groups were guided by current literature. 
The following artefacts were produced:

• Review of how sulfonamide allergies are recorded in practice

• Matrix of drug-allergy alert expectations

• Matrix of system preferences to achieve drug-allergy 
alert expectations.

Evaluation: Review of current allergy documentation data as it 
relates to sulfonamide allergies. Report on inappropriate alerts 
received due to system cross-reactivity settings.

Discussion: EMM decision support should reflect evidence-based 
practice. Where backend tool preferences do not allow for this or 
have not been customised/maintained appropriately, this is to the 
detriment of prescribing habits and patient outcomes.

Clinical informaticians have an opportunity to close the gap 
between healthcare technology providers and clinicians, ensuring 
technological advancements and adoption meet clinical workflow 
requirements to better patient outcomes.

368 THE BIONIC PHARMACY: WHERE HUMAN AND MACHINE 
MEET TO IMPROVE MEDICATION SAFETY

Samuel Ki1, Alice Wisdom1, Richard Marotti2

1Northern Adelaide Local Health Network, Adelaide, SA, 
2SA Pharmacy, Adelaide, SA

EMAIL ki.hyunjin@gmail.com

Background: Automated dispensing robots are designed to increase 
efficiency by aiding product selection and decreasing time taken 
to stock, pick and pack medication orders. These functions should 
result in decreased time needed to fulfil medication orders and 
lower error rates. There is limited data within hospital pharmacies 
to demonstrate the impact of automated dispensing systems on the 
accuracy and efficiency of inpatient dispensing processes.

Aim: To evaluate the impact of an automated dispensing robot 
on inpatient prescription errors and order processing time within 
a tertiary hospital pharmacy.

Methods: A pre- and post-implementation study was conducted 
over two periods of three weeks. Time in motion data was collected 
at the key stages of the dispensing process of receipt, keying, 
picking/packing and pharmacist check for all inpatient orders over 
both periods. Errors were recorded and reported as rate of error 
per order.

Results: Following implementation of the automated dispensing 
robot, error rates reduced from 2.1% (83/3890) to 0.99% 
(33/3336), P<0.01. Total time taken to fulfil medication orders 
decreased from 117minutes pre-implementation to 107 minutes 
post-implementation, P<0.001. No difference in time was 
seen with non-automated processes, spanning from picking/
packing of stock to completion of checking by the pharmacist 
(pre: 40 minutes vs post: 38 minutes, P=0.25).

Discussion: Implementation of an automated dispensing robot 
improved the accuracy of dispensing processes, as evidenced 
by a reduction in error rates of just over 50%. Reducing the rate 
of errors decreases the likelihood of errors being missed by the 
pharmacist and reaching the patient. A reduction in total time to 
complete dispensing of medication orders was attributed directly 
to functions automated by the dispensing robot. This helps to 
expedite medication supply and may allow for redistribution 
of distribution pharmacy staff to other tasks.
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369 RESHAPING OUR APPROACH TO INCIDENT REVIEW: 
MULTI-INCIDENT ANALYSIS OF CRUSHED MEDICATION ERRORS

Sara Linton1, Joanne Young1, Michelle Nalder1

1The Royal Melbourne Hospital, Parkville, Vic

EMAIL sara.linton@mh.org.au

Background: Multi-Incident Analysis (MIA) is a structured method 
for reviewing similar-themed incidents to identify patterns of 
contributing factors that may not have been identified with 
individual analyses. This method was identified as a potentially 
useful tool to further investigate a cluster of incident reports 
relating to inappropriately crushed medications at our hospital.

Objective(s): To apply a structured, MIA method to review incidents 
involving inappropriately crushed medications, and to identify 
contributing factors and opportunities for system improvements.

Action (Method): An MIA method was adapted from the Canadian 
Incident Analysis Framework to analyse five incidents relating 
to inappropriately crushed medications in April 2022. Incident 
reports and clinical records were reviewed and summarised 
by a Medication Safety Pharmacist. Incident summaries were 
qualitatively analysed and categorised into high-level themes, 
then re-reviewed to identify contributing factors for each theme. 
Key themes were:

1. Failure to follow existing administration instructions

2. Inadequate review of existing and new medication orders 
for suitability of formulation modification

3. Inadequate clinical handover/notification of requirement 
for dose form modification.

Evaluation: The structured MIA approach facilitated key themes and 
contributing factors to be established systematically. The following 
recommendations were developed:

1. Clarify expectations for annotation of crush instructions 
on medication orders.

2. Standardise wording of crush instruction annotations.

3. Optimise communication channels between speech 
pathologists and clinical pharmacists.

4. Explore ways to improve visibility of patients’ crushed 
medication needs.

The identification of contributing factors from multiple incidents 
provided a compelling case for systems-focused improvements, 
including: a notification system to improve visibility of referrals 
for crushed medications in our electronic medical record (EMR), 
and EMR annotation functions for standardised crush instructions.

Discussion: MIA was an effective strategy to identify overarching 
themes from medication incident reports to improve safety 
systems and contribute to the maturation of the EMR within 
our health service.

370 TIME AND MOTION STUDY QUANTIFYING THE ACTIVITIES 
OF THE CARDIOLOGY, RESPIRATORY AND GERIATRIC 
CLINICAL PHARMACIST

Simon Huynh1, Lily Rush1, Demitra Dadalias1, Susan Poole1, 
Mia Percival1, Victoria Warner1, David Nguyen1

1Alfred Health, Melbourne, Vic

EMAIL sthuynh@hotmail.com

Background: There are few studies evaluating the workflow and 
time allocation to tasks performed by clinical specialty pharmacists 
in Australia.

Aim/objective(s): The aim of this study was to quantify the time 
that clinical specialty pharmacists spend on various activities.

Methods: A Work Observation Method by Activity Timing 
(WOMBAT) time and motion study was conducted at a tertiary-
referral metropolitan health service with comprehensive unit-
based clinical pharmacy services. Direct observations of clinical 
pharmacists were conducted by researchers during weekdays. 
Tasks and times observed were categorised into domains of 
‘What, Who, How, and Where’, accounting for interruptions and 
multitasking. Ethical approval was obtained from the health 
service’s ethics committee.

Results: Eighteen clinical cardiology, respiratory, and geriatric 
medicine pharmacists were observed over 171.2 hours. The 
majority of time involved direct patient care activities (76.1% 
[95%CI 72.6-79.6%]), including admission-related (7.6%), 
discharge-related (16.2%), and inpatient clinical tasks (52.5%). 
Activities were undertaken independently (55.9%), with doctors 
(26.2%), nurses (10.5%) or patients (9.6%); 19.1% of the 
pharmacist’s day involved multitasking. The tasks most frequently 
performed together were inpatient clinical activities including 
medical ward rounding and daily medication review. Pharmacists 
in each clinical unit spent more than three-quarters of their time 
on the ward and 16.5% of their time involved directly at the 
patient’s bedside.

Discussion: This study quantified the typical task allocation 
of clinical pharmacists in cardiology, respiratory, and geriatric 
medicine units. It demonstrated that in hospital settings supported 
by comprehensive operational pharmacy services, clinical 
pharmacists working in acute and subacute clinical specialties, 
predominantly undertake the direct patient care tasks that have 
been shown to improve patient safety. This study has the potential 
to inform workflow and resource allocation within a range of 
clinical specialties. Additionally, it provides a model for hospital 
pharmacy departments to undertake similar assessments into 
local workplace patterns.
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371 QUALITIES OF EFFECTIVE DISCHARGE MEDICATION 
COMMUNICATION FROM HOSPITAL TO GENERAL PRACTICE: 
A QUANTITATIVE ANALYSIS

Stevie Perks1,2, Melinda Gusmeroli1,2, Nicole Bates1

1Townsville University Hospital, Townsville, Qld, 
2James Cook University, Townsville, Qld

EMAIL steve.perks@my.jcu.edu.au

Background: Communication at transitions of patient care 
between hospital discharge and the community is an area 
of high-risk to patient safety. Little is known about discharge 
communication practices since the introduction of electronic 
medical records.

Aim: The aim of this study was to assess the quality of effective 
discharge communication within a hospital that uses a complete 
electronic medical record.

Methods: Measures of discharge summary quality; timeliness, 
completeness and medication information were assessed via 
a quantitative analysis on 232 discharge encounters.

Results: The median time to discharge summary completion was 
1 day. Overall, 22% of discharge summaries were not complete 
within 30 days of discharge. 44.5% of discharge summaries were 
not complete within 30 days of discharge if the day of discharge 
was on a weekend compared to weekday (p-value=0.001). Rates 
of medication reconciliation were complete at approximately 35% 
at each point of the patient stay. Overall, only 56.9% of patients 
had a GP discharge summary that listed discharge medications. 
However, if certain progressive steps were completed i.e. Home 
Medications recorded in ieMR, Discharge Reconciliation in ieMR, 
and Patient Discharge Medication Record in eLMs, then, the 
“Medications on Discharge” was significantly more likely to be 
present in the discharge summary, at rates of 70.1%, 85.9%, and 
98.6% respectively (p-value=0.007, <0.001, <0.001). Conversely 
not doing these steps drops the rate of having medications listed in 
the discharge summary to 50.0%, 40.3% and 34.1% respectively.

Conclusions: This study assessed current discharge summary 
quality since the introduction of electronic medical records. 
It demonstrated the significant value of correct use of electronic 
programs including performing all crucial steps of reconciliation. 
Targeted interventions in future studies that rectify the shortfalls 
in discharge communication are warranted, thereby improving 
continuity of care at point of discharge, and improving patient 
outcomes.

372 LESS IS MORE: REDUCING PHARMACIST NOTE-BLOAT 
IN AN ELECTRONIC HEALTH RECORD

Tiina Brown1

1Logan Hospital, Brisbane, Qld

EMAIL tiinz@hotmail.com

Background: Note-bloat is an established cause of reduced 
documentation readability within electronic health records. 
Unnecessarily duplicated content risks leaving key information 
buried or lost. In outpatient settings, time spent reviewing 
and generating lengthy notes can reduce clinic throughput, 
with consequent activity and funding implications. Outpatient 
pharmacist notes at our facility were identified as a major 
source of note-bloat and utilisation of content by the broader 
multidisciplinary team was poor.

Objectives: To conduct a multidisciplinary co-redesign 
of pharmacist notes within the renal outpatient clinic of a 
metropolitan teaching hospital to enhance content readability 
and utility. A secondary objective was to evaluate documentation 
redesign impact upon pharmacist practice.

Action: Nephrologists within the clinic completed a qualitative 
survey to identify valuable content within pharmacist notes. A new 
note template was then designed via application of Nephrologist 
feedback and note-bloat reduction strategies from the literature. 
The resultant co-redesign was assessed to ensure mandatory 
activity-based funding requirements were met then trialled within 
the clinic. Nephrologist and pharmacist surveys were conducted 
four months post-implementation. Monthly reporting of pharmacist 
activity continued.

Evaluation: Baseline Nephrologist feedback revealed that existing 
pharmacist notes were cluttered with duplicated information. 
Medication lists were considered unusable for incorporation into 
clinic letters, causing duplication of effort.

Following co-redesign, 100% of Nephrologist’s (n=5) “agreed” or 
“strongly agreed” pharmacist notes were easier to read, suitable 
for use within clinic letters and free from duplicated content.

Pharmacist feedback advocated continued use of the new 
format. A 44% increase in renal pharmacist outpatient activity 
was observed and maintained over the four month trial period, 
equating to approximately 26 additional patients/month seen 
and extrapolating to an extra $73,728/annum of revenue.

Discussion: Improving pharmacist note quality has the potential 
to increase multidisciplinary satisfaction, clinic throughput 
and promote greater safety in medication management. 
Work continues to refine automated medication list outputs.

https://mm2022.shpa.org.au


Medicines Management 2022, the 46th SHPA National Conference mm2022.shpa.org.au 255

Saturday 3 December

373 ROLE OF ELECTRONIC DECISION SUPPORT IN PREVENTING 
ANTICOAGULANT-RELATED MEDICATION INCIDENTS: 
EVALUATION USING MEDICATION TAXONOMY GUIDELINES

Viviane Khalil1,2, Yen Nie Yeoh1, Julie Ngo1, Jennifer Nguyen1, 
Dr Vidya Muraleedharan1, A/Prof Michael Franco1,2

1Monash Health, Melbourne, Vic, 2Monash University, Melbourne, Vic

EMAIL viviane_makeen@yahoo.com.au

Background: Anticoagulants have revolutionised the management 
of many vascular diseases, however their use carries significant 
clinical risk. Evidence suggests that clinician rather than system 
errors contribute to the majority of anticoagulant related medication 
incidents (ARMI). Recent data demonstrated that well designed 
electronic clinical decision support (CDS) and forcing functions in 
electronic medical record (EMR) systems reduce errors and are 
likely to improve patient safety.

Aims:

1. To measure frequency, evaluate and categorise the types 
of ARMI

2. To assess the type of CDS in EMR that may prevent ARMI.

Methods: Data on ARMI from the Victorian Agency for Health 
Information (VAHI) (Jan 2020 to Jan 2022) was retrieved. 
Information on CDS built in hospitals’ EMR systems was also 
collected via a survey. ARMI were classified according to a 
medication error taxonomy guideline and the relevant stage of 
the medication management process. Data collected on CDS was 
thematically analysed and mapped against reported incidents by 
an EMR expert to assess their potential usefulness in preventing 
future similar incidents.

Results: A total of 4933 ARMI was obtained. Over 55% (2711) 
of incidents were deemed to be potentially preventable with 
a CDS. Most ARMI occurred at the administration (42%) and 
prescribing stages (36%). VTE risk assessment, prophylaxis and 
treatment CDS along with forcing functions in EMR for weight 
documentation, introduction of smart alerts for prescribing and 
prompts for documentation of anticoagulation management plans 
were identified as key CDS. Administration reminder alerts and 
bar code scanning technology of medications were also identified 
as possible mitigation strategies to prevent incidents at the 
administration stage.

Conclusion: ARMI at the point of administration and prescribing 
stages were most common. Majority of these are potentially 
preventable with targeted CDS and/or forcing functions in EMR. 
Prospective quantitative studies are warranted to evaluate efficacy 
of electronic CDS in preventing ARMI.

374 RISKS OF USING SMART INFUSION PUMPS TO REDUCE 
INTRAVENOUS MEDICATION ADMINISTRATION ERRORS

Viviane Khalil1,2, Madonna Dixon1, Julie Ngo1, Trish Gupta2, 
Amelia Rattle1

1Monash Health, Melbourne, Vic, 2Monash University, Melbourne, Vic

EMAIL viviane_makeen@yahoo.com.au

Background: Smart infusion pumps are widely used across 
healthcare services to reduce intravenous medication 
administration errors. In spite of their ubiquitous use, 
they have not fully eliminated these administration errors.

Aim: To identify the prevalence and type of medication 
administration errors associated with smart pumps in 
a tertiary hospital.

Methods: A retrospective cross-sectional study was conducted 
in a large tertiary hospital. Reported medication incidents were 
extracted from the hospital incident medication management 
system from December 2020 to July 2021. Medication incidents 
related to smart pump use were included in the study. Patients’ 
demographic data whom incidents were related to were collected 
along with their length of stay, type of administration errors, 
medication class as well as incident severity rating. All medication 
errors were classified according to the Victorian Therapeutics 
Advisory Group taxonomy guideline. Descriptive statistics were 
used to analyse the data.

Results: A total of 1788 medication administration incidents were 
reported over the study period. A total of 200 (11%) medication 
incidents were related to smart pumps and were included in the 
study. Patients’ mean age was 59±21 years, mean length of stay 
was 11±16 days and with a mean Charlson Comorbidity Index of 2. 
The most common type of administration errors were ‘incorrect 
frequency/rate (37%), followed by ‘incorrect formulation’ 
is administered (21%) and “medication not administered” 
(16%). The majority of errors reported (60%) involved high risk 
medications. Reasons for errors included use of blank profiles, 
inputting incorrect data and overriding limits. None of the reported 
incidents resulted in patients’ harm.

Discussion: Although smart pumps main advantage was 
intercepting intravenous medication administration errors related 
to oversight and miscalculated doses and rates were identified. 
Integration of smart pumps with electronic medical records and 
introduction of medication barcode scanning technology may have 
the potential to reduce these errors and optimise patient safety.
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375 ACCURACY OF ANTIBACTERIAL INDICATION 
DOCUMENTATION IN AN ELECTRONIC MEDICAL RECORD

Wendy Yao1, Dr Trisha Peel1,2, Kelly Cairns1

1Alfred Health, Melbourne, Vic, 2Monash University, Melbourne, Vic

EMAIL w.yao@alfred.org.au

BOLT  LIGHTNING TALK L03

Background: Electronic medical records (EMRs) are relatively 
new in the Australian healthcare system; 30% of public hospitals 
use an electronic medication management solution. This tertiary 
referral hospital network implemented an EMR in late 2018, 
with mandatory documentation of antimicrobial indication at 
time of prescribing. Free-text (unrestricted) and pre-defined 
dropdown (restricted) indications are utilised according to level 
of antimicrobial restriction.

Aims: To determine accuracy of antibacterial indication 
documentation on the Medication Administration Record (MAR) 
when prescribing and to evaluate factors influencing accuracy 
of documentation.

Methods: A retrospective review of inpatient admissions 
≥24 hours with antibacterial prescriptions between March 
2019 and September 2019 was undertaken. Prescriptions were 
extracted from the EMR; a random sample of 400 patients with 
first antibacterial prescription per encounter were included. 
Extracted data included demographic and prescription order 
details. Indication accuracy was assessed by comparing MAR 
documentation to the medical notes (gold standard). Statistical 
analysis compared factors associated with accuracy of indication 
using Chi-square and Fisher’s exact tests.

Results: During the study period, 9708 admissions had an 
antibacterial prescribed. Of the 400 patients included (60% male, 
median age 60 years, IQR 40-73); 225 antibacterial prescriptions 
were unrestricted, 175 were restricted. Patients were managed by 
emergency (118), surgical (178) and medical (104) teams. Overall 
accuracy of antibacterial indication documentation on the MAR 
was 86%. A higher accuracy rate was found for the unrestricted 
proportion compared to restricted (94.2% v 75.2%, p<0.0001). 
Surgical teams had higher accuracy compared to medical and 
emergency teams (94.4% v 78.8% v 79.7%, p<0.0001).

Discussion: Antibacterial indication documentation on the MAR 
when prescribing demonstrated a high rate of accuracy. Multiple 
factors influenced this, including the antibacterial restriction 
criteria, type of documentation and treating team. Further study 
is required to determine the impact of these factors on accuracy, 
with a view to improve future EMR builds.

376 ROBOT AND RESULTS: DISPENSING TIME-AND-MOTION 
STUDY OF THE FIRST ROWA IN A NSW PUBLIC HOSPITAL

Wilma Kong1, Catherine Richards1, Timothy Yi1, Tiffany Leonarder1, 
Mridula Viswanathan2

1Hornsby Hospital, Hornsby, NSW, 2Northern Sydney Local Health 
District, Sydney, NSW

EMAIL wilma.kong@health.nsw.gov.au

Background: ROWA, a dispensing robot, was implemented for 
the first time in a NSW public hospital in November 2020. NSW 
hospitals typically supply part-packs of medication on discharge 
(5 day supply) compared to other states which supply whole-
packs. ROWA has been shown to reduce dispensing time in other 
Australian public hospitals, but no data is available for NSW as yet.

Objective: To evaluate the effect of ROWA on dispensing time 
in a NSW public hospital for discharge, inpatient and outpatient 
prescriptions.

Action (Method): Trained observers utilised a time-and-motion 
methodology to measure the time to dispense medication over 
two, four-week periods pre- and post-ROWA. All statistical 
analyses were performed in SPSS V26.0 / STATA V16.0.

Evaluation: Overall ROWA resulted in less dispensing time need 
for all prescriptions (mean difference=-3.19 minutes, p=0.02).

ROWA resulted in less dispensing time needed for discharge 
prescriptions (mean difference=-2.86 minutes, p=0.31). This 
modest reduction supports how part-pack dispensing will lower 
the time-saving effect a whole-pack ROWA dispensing site 
would experience.

ROWA resulted in a slight reduction in dispensing time needed for 
inpatient prescriptions (mean difference =-0.21 minutes, p=0.59). 
This is potentially attributed to how our facility typically dispenses 
one drug at a time per inpatient, in which case ROWA dispensing 
is not necessarily faster. However, as an electronic medical record 
site, ROWA provides the additional patient safety benefit of 
closed-loop dispensing.

Outpatient prescriptions generally have less part-packs, possibly 
explaining why only this group had a statistically significant reduction 
in dispensing time (mean difference=-3.99 minutes, p=0.05).

Discussion: The dispensing time saved by ROWA equates to 
1.6 FTE. As a result, our staff have had more time for quality 
improvement initiatives. Our experiences show ROWA will lower 
dispensing time in a NSW public hospital, but the magnitude may 
not be the same as that experienced interstate.
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377 WE SURVIVED ROWA, SO CAN YOU!

Wilma Kong1, Catherine Richards1, Timothy Yi1

1Hornsby Hospital, Hornsby, NSW

EMAIL wilma.kong@health.nsw.gov.au

Background: ROWA, the first dispensing robot in a NSW public 
hospital, involved a significant change in processes for staff. 
Senior managers wanted to explore staff attitudes to ROWA 
pre- and post-implementation.

Objective: To explore pharmacy staff attitudes to ROWA pre- 
and post-implementation.

Action (Method): An anonymous survey was completed by staff 
in 2020 and repeated in 2022. It included 5-point Likert scale 
questions and free-text questions from which a thematic analysis 
was conducted.

Evaluation: Similar numbers of people participated in the 
pre- and post-implementation survey. A comparison of favourable 
responses (agree or strongly agree) to survey questions and a 
Fisher’s exact test indicated a significant difference in favourability 
for four items. Post-ROWA, staff perceived quicker dispensing of 
medication (65% vs 86%), reduction in errors (50% vs 82%), felt 
more comfortable with using ROWA (45% vs 84%) and that they 
had been adequately trained (57% vs 90%).

Thematically what was liked most was accuracy and least 
was breakdowns.

Discussion: Pre Go-Live staff felt apprehensive about working 
with ROWA or that they had been adequately trained. This is 
despite each staff member having received a total of 5 hours 
of face-to-face training. Despite this early apprehension, staff 
displayed continued strong interest towards ROWA, potentially 
an influence of the early staff engagement initiatives: construction 
site visits, naming competitions and an opening party with family. 
Post-implementation staff could experience first-hand the benefits 
of ROWA such as faster dispensing and reduced dispensing or 
distribution errors. The thematic analysis supports accuracy 
as the top liked ROWA benefit.

As with all health technology, our staff perceived breakdowns as 
their biggest concern with ROWA. To address this we now regularly 
repeat downtime training for all staff.

378 IMPROVING THE ACCURACY OF DISCHARGE SUMMARY 
MEDICATION LISTS – A COMPREHENSIVE ELECTRONIC 
MEDICAL RECORD IMPROVEMENT PROJECT

Winnie Tao1, Hamish Rodda1, Nicholas Monypenny1, 
Paul Wembridge1

1Eastern Health, Melbourne, Vic

EMAIL winnietaoo@hotmail.com

Background: Discharge summaries (DSs) are an important tool 
to enable continuity of care for patients; however, they commonly 
contain medication errors. Our health network implemented a 
comprehensive Electronic Medical Record (EMR) improvement 
project, which included medication reconciliation and discharge 
workflow page improvements, and the inclusion of EMR generated 
patient friendly medication lists and interim medication charts.

Aim/objectives: To determine if DSs post-intervention are 
associated with lower rates of medication errors.

Methods: A pre (March 2021) - post (March 2022) intervention 
retrospective medical record audit was conducted at five Victorian 
public hospitals. Patients were included chronologically based 
on discharge date until target sample size was reached (100 per 
group). For each patient, the DS medication list was compared 
to the pharmacy generated patient friendly medication list or 
interim medication administration chart and any discrepancies 
were considered errors. Documentation of home medications and 
completion of discharge medication reconciliation was reviewed 
using the EMR.

Results: The mean number of DS medication errors was lower 
in the post-intervention group (2.98 vs 1.39, p=0.006). Fewer 
patients in the post-intervention group had one or more DS 
medication errors (59% vs 39%, p=0.005). There were 436 
individual errors (pre=298, post=138). Omitted medications 
were less common in the post-intervention group (127 vs 11). 
Completion of EMR home medication documentation was higher 
in the post-intervention group (54% vs 69%, p=0.005).

Pooled data from both groups showed completion of discharge 
medication reconciliation was associated with a lower number 
of errors on DSs (mean: 3.7 vs 1.4, p<0.001, DS with one or more 
errors: 68% vs 39%, p<0.001).

Discussion: The EMR improvement project was associated with 
improved DS medication list accuracy. This improvement work 
requires no specific ongoing funding once implemented. Cerner® 
based EMRs are in common use throughout Australia and therefore 
this intervention may be suitable for broader adoption.
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379 PATIENT PERSPECTIVES ON MEDICATION MANAGEMENT 
DURING AND POST-DISCHARGE, FOCUSING ON OPIOIDS: 
A FOLLOW-UP INTERVIEW DESIGN

Aimee Wang1, Dr Jasmina Fejzic2, Karl Winckel1,2, 
Dr Michael Barras1,2, Prof Amanda Henderson1,3,4,5,6

1Princess Alexandra Hospital, Brisbane, Qld, 2School of Pharmacy, 
University of Queensland, Brisbane, Qld, 3Central Queensland 
University, Qld, 4Faculty of Medicine, University of Queensland, 
Brisbane, Qld, 5The University of the Sunshine Coast, Sunshine 
Coast, Qld, 6Griffith University, Gold Coast, Qld

EMAIL Aimee.Wang@health.qld.gov.au

Background: Transition from one healthcare setting (e.g. hospital) 
to another (e.g. community) is often challenging, with an 
increased risk of patients experiencing medication management 
misadventures. Understanding patients’ perspectives facilitates 
effective medication management during and post-discharge and 
can decrease the incidence of medication-related readmissions, 
reducing burden on the hospital system.

Aim/objective(s): To explore patients’ perspectives on the 
adequacy of discharge practice at a major tertiary hospital and 
its contribution towards effective medication management post-
discharge, focusing on better opioid management and supply.

Methods: Semi-structured telephone interviews were 
conducted five to eight days post-discharge with former patients 
discharged from the General Medical and Surgical wards who 
were commenced on at least one new medication in hospital. 
Qualitative data was collected and organised into common themes 
using thematic analysis. Themes were described with de-identified 
patient examples.

Results: Thirty-four patients participated in telephone interviews 
(35% female, mean age 60 (34-88), 65% surgical patients). Three 
key themes were identified: 1-impact of poor communication 
between health professionals on patient care, 2-reasons for 
a perceived long discharge wait time, and 3-better opioid 
medication management.

A positive discharge experience was perceived by 94% of 
participants who felt supported and equipped to manage their 
medications post-discharge. Patients reported barriers to their 
discharge process, including communication issues within the 
healthcare team (9%) and experiences of a long discharge wait time 
(26%). Self-reported non-adherence to medications attributed to 
poor eyesight was reported by 6% of participants. Of those with 
acute pain who were prescribed opioid medication on discharge, 
88% of patients received enough opioid medication for effective 
pain management, and 38% of patients had already obtained 
another opioid medication prescription 5-8 days post discharge.

Discussion: Patient perspectives suggest that current discharge 
practices are adequate and facilitates effective medication 
management. Discharge services could be optimised through 
improving workflow, medicine supply, and communication.

380 INTEGRATING PHARMACISTS AS CORE CLINICIANS 
WITHIN COMMUNITY MENTAL HEALTH TEAMS

Alice Wisdom1, Susie Loeser1

1Northern Adelaide Local Health Network, Elizabeth Vale, SA

EMAIL alice.wisdom@sa.gov.au

Background: Medicines are a major component in the 
management of serious mental health conditions. Whilst 
pharmacists have the expertise to assist with complex medicines 
management, they are often not considered core clinicians within 
community mental health services.

Objective: To implement a comprehensive and sustainable 
pharmacy service within an adult community mental health team.

Action: A clinical pharmacy service was implemented 4 days a 
week for 3.5 months in March 2022. Consultation with medical, 
nursing, allied health and pharmacy leadership representatives 
identified service priorities as complex case reviews, medicines 
information enquires, transitions of care and targeted education.

Evaluation: Over the 3.5-month period a total of 259 consumer 
referrals were received and 407 consumer specific clinical 
activities completed. The most common activities included 
medicines information enquiries (102, 25%), medication history/ 
reconciliation (67, 16%), updating medication records (62, 15%) 
and support with transitions of care (47, 12%). Within the trial 
period 20 complex consumer reviews were undertaken. Medicines 
safety initiatives included improving olanzapine post injection 
monitoring and increasing the uptake of Closing the Gap for eligible 
consumers. Targeted staff education was provided on antipsychotic 
long-acting injections and psychotropics in youth along with 
a consumer group education series on smoking cessation and 
general medicines management.

Discussion: A multidisciplinary approach in establishing the scope 
of the service and value placed on the service by local management 
enabled successful integration. Challenges including familiarity of 
the pharmacists’ role amongst non-medical staff and pathways to 
identify high risk consumers improved with time and integration 
into multidisciplinary activities. Using a dynamic and adaptable 
implementation approach facilitated a range of activities meeting 
the needs of the service while maintaining core pharmacist 
activities. Pharmacists provide a broad value in individual and 
systemic quality use of medicines and should form a core 
component of workforce within a community mental health team.
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381 THE ROLE OF THE GEM@HOME PHARMACIST IN 
THE PROVISION OF DRUG-RELATED INTERVENTIONS 
AND RECOMMENDATIONS

Annie King1, Saly Rashed1

1Eastern Health, Melbourne, Vic

EMAIL annie.king@easternhealth.org.au

Background: The Geriatric Evaluation and Management at 
Home (GEM@Home) program in Australia aims to ensure that 
older people with complex needs can gain access to services 
from a comprehensive healthcare team to achieve their goals 
of care in their own homes. This metropolitan health service 
incorporated a part-time pharmacist role (22 hours/week Monday 
to Friday) with a primary focus to provide drug interventions and 
recommendations to geriatricians to improve health outcomes. 
As this is a new program, clarifying the pharmacist’s contribution 
will assist the development of improvements to the service.

Aim: To evaluate the nature and frequency of drug interventions 
and recommendations provided by the pharmacist for GEM@ Home 
patients.

Methods: A retrospective audit was conducted of the medical 
records of 100 GEM@Home patients admitted between October 
2019 and April 2020. Interventions (independent actions 
taken including drug disposal, medication list provision) and 
recommendations (to the geriatrician regarding drug therapy) 
were identified from pharmacist medication management plan 
documentation, counted and coded into types by the primary 
investigator. GEM@Home discharge summaries were examined 
to assess whether these were communicated to the patient’s 
general practitioner.

Results: The pharmacist made 111 interventions and 197 
recommendations. The most common intervention was liaising 
with community pharmacies (n=32), followed by disposal of 
unused/expired medicines (n=24) and provision of written 
resources to patients (n=23). The most common recommendations 
were to review unintentionally omitted medications (n=43), 
recommending additional lab monitoring (n=31), recommending 
a medication (n=30), and dose adjustments (n=29). The discharge 
summaries reflected 31 interventions and 74 recommendations.

Discussion: The GEM@Home pharmacist frequently 
reviews patient medications and provides interventions and 
recommendations to the geriatrician, contributing to improving the 
health of the elderly, however fewer were included in the discharge 
summary than expected (34%). Future studies may focus on 
improving documentation rates in discharge summaries and 
the impact on health outcomes.

382 IMPACT OF INFLAMMATORY BOWEL DISEASE 
PHARMACIST ON TRANSITION OF CARE

Bilal Aziza1

1South Western Sydney Local Health District – Liverpool Hospital, 
Liverpool, NSW

EMAIL bilal.aziza@health.nsw.gov.au

Background: The burden of Inflammatory Bowel Disease (IBD) 
in Australia is increasing therefore requiring complex medical 
treatment and interventions. The involvement of a multi-
disciplinary team to tackle the different aspects of treatment and 
adherence has not yet been established. Pharmacists are able to 
work alongside Gastroenterologists and Registered Nurses (RN) 
to optimize pharmacotherapy.

Objective: The addition of a specialist Pharmacist in an IBD 
clinic at a major tertiary referral hospital has been adopted to 
facilitate transition of care and patient education. An initial project 
undertaken included patient education on newly initiated IBD 
related medicines for outpatients via phone call. These medicines 
included biologics, immunomodulators and 5-Aminosalicylates.

Action: Previous practice involved patients receiving information 
pertaining to their new medicines in one session from the IBD RNs. 
This was due to the limited capacity of RNs given their workload. 
The new model of care shifted to patients only receiving a brief 
verbal summary including written information to do their own 
reading by the RNs. Patients were then informed that a Pharmacist 
will be in contact within one week to provide an in-depth 
discussion on their new treatment.

Evaluation: This model allowed patients to review the information 
and think of questions they may want to ask. The session was 
more interactive as specific issues related to each individual 
were raised such as adverse effect profile and pregnancy. 94% of 
patients reviewed by the IBD Pharmacist initiated/continued their 
treatment. Positive verbal feedback expressed indicated patients 
were satisfied with the outcome.

Discussion: This also allowed IBD RNs to conduct other activities 
and utilize the IBD Pharmacist in improving medication adherence. 
The embedding of the IBD Pharmacist in the service allowed 
an increase in capacity for nursing staff as they were able to 
review 20% more patients in the 12 month period the service 
was implemented.
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383 PHARMACISTS VS DOCTORS. WHO PRESCRIBES OPIOIDS 
APPROPRIATELY? A QUALITY ASSURANCE STUDY IN GENERAL 
SURGICAL PATIENTS

Brett Anderson1, Olivia Douglas1, Rachel Low1, Brennan 
Fitzpatrick1, Kerryn Griffett1, Michelle Nalder1, Paul Toner1

1Royal Melbourne Hospital, Melbourne, Vic

EMAIL Brett.Anderson4@mh.org.au

Background: Misused prescription opioids in the community 
can cause death. A 2017 Australian hospital study showed 
pharmacists-prepared prescriptions contained 50% fewer opioid 
pills following surgery than doctors. The clinical appropriateness 
of this reduction was not assessed.

Aims/objectives: To assess the appropriateness of pharmacist 
vs medical generated opioid prescriptions on discharge in 
post-operative opioid naïve general surgery patients.

Methods: This non-randomised blinded quality-assurance study 
was undertaken at a major metropolitan teaching hospital. 
Prescriptions were either doctor-generated or pharmacist-pended 
and doctor-reviewed, depending on the health professional 
available. Analgesia use was assessed by conducting a telephone 
call one week post-discharge. Appropriateness was defined as 
patients: not requiring a refill opioid prescription, not reaching 
a ‘Functional Activity Score’ of C and having less than 25% of the 
original opioid supply remaining. ‘Opioid pills’ were defined as 
one oxycodone 5mg equivalent. Ethics approval was obtained.

Results: In total, 100 telephone calls were conducted (50 in 
each arm). Groups were well matched for age, surgery performed 
and opioid use in the 24 hours prior to discharge. Opioids were 
prescribed in 34/50 (68%) pharmacist-pended and 37/50 (74%) 
doctor-generated prescriptions, median of five opioid pills/patient 
in both arms. Appropriate opioid prescribing occurred in 28/50 
(56%) and 16/50 (32%) pharmacist-pended and doctor-generated 
prescriptions, respectively (p=0.016). There were 29% more 
opioid pills remaining unused in the community in the doctor arm 
with 27% and 32% of patients not taking a single opioid pill in the 
pharmacist-pended and doctor arms, respectively.

Discussion: Significantly more patients in the pharmacist arm were 
provided with appropriate opioid quantities and fewer patients 
had excess opioids remaining. Pharmacist-pended prescriptions 
were less likely to contain opioids; however, further education 
is required to help clinicians decide if opioids are required on 
discharge. Pharmacists may reduce prescription opioid misuse 
in the community through more judicious prescribing.

384 ARE WE OUT OF RANGE? UNDERSTANDING TEMPERATURE 
VARIATIONS OF CONTINUOUS INFUSIONS DELIVERED TO 
AMBULATORY PATIENTS

Briohny Roberts1, Sarah Smith1, Madelyne Doolan1, Dr Lisa Bell1, 
Sarah Khoo1

1Calvary Public Hospital Bruce, Bruce, ACT

EMAIL briohny.roberts@calvary-act.com.au

Background: Most medication stability data is based on 
continuous static room temperature. To date, studies have not 
looked at temperature variations of continuous infusions and the 
environmental factors that influence them in our unique climate.

Aim/objective(s): To investigate temperature variations of 
antibiotic infusions delivered in home settings, and associated 
patient-specific factors.

Method: Patients requiring antibiotic infusions through 
Hospital in The Home were eligible to participate if they lived in 
a home environment and could complete a study questionnaire. 
A data-logger was attached to each infusion, recording ambient 
temperatures every five minutes over 24-hours. During warmer 
months (Nov-March), an icepack was added to the infusion carry 
bag for alternate patients, changed 8-hourly. Patients were asked 
to complete a questionnaire regarding the storage of their infusion 
bag, where and how it was carried, and activities undertaken 
during the 24-hours. Minimum, maximum and fluctuations in 
temperature were identified and compared to patient activities.

Results: Of 30 eligible patients, 22 returned a complete data set 
(15 Autumn, 7 Winter). Maximum recorded temperatures ranged 
between 21°C and 34.7°C. Two patients in the icepack arm 
recorded maximum temperatures of 21°C and 29°C. The three 
highest recorded temperatures were between 34°C and 34.7°C 
with all occurring during sleep, under blankets, and in the presence 
of heating. One patient recorded a sustained maximum of 34°C 
for 4 hours.

Discussion: Data analysis to date has shown antibiotic infusions 
in home settings are exposed to significant fluctuations in 
temperatures. Factors such as location of the infusion, particularly 
during sleep, and the presence of heating result in ambient 
temperatures approaching the upper known limit of stability data 
for many antibiotics. This pilot study will inform future research to 
better understand temperature fluctuations, patient education on 
appropriate infusion storage, and potentially influence antibiotic 
selection, dosage and/or use of icepacks to optimise therapy.
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385 MEDICATION MANAGEMENT PLANS – ARE THEY REQUIRED 
IN THE NEONATAL INTENSIVE CARE UNIT?

Geena Dickson1, Nabeelah Mukadam1, Claire Kendrick1, 
Sarah Woodland1

1King Edward Memorial Hospital, Perth, WA

EMAIL Claire.Kendrick@health.wa.gov.au

Background: Exposure to medications via breastmilk is a key 
concern for premature neonates receiving either breast milk 
or expressed milk. Current neonatal intensive care unit (NICU) 
documentation does not capture a maternal medication history 
that will allow for incorporation of lactation safety advice.

Aim/objectives: Assessing the value of a medication management 
plan in a neonatal intensive care setting.

Methods: Lactation status and medication history information 
was collected from 60 woman in the NICU, recording medications 
taken during the third trimester and whilst lactating. The identified 
medications were assessed to determine their potential impact 
should the infant be exposed at birth or throughout their admission. 
A secondary aim collecting discharge medications in the NICU and 
pharmacist interventions was performed; to inform documentation 
recommendations.

Results: Analgesics and complementary medications comprised 
of 76% (n=171) of the medications taken by women. Over 36% 
(n=82) of the medications recorded required a degree of caution 
and/or monitoring of the infant. From January to June 2021, 219 
medications were dispensed for infants at discharge. Parent/
Guardian education regarding administration and monitoring 
was recommended for all medications. 306 interventions were 
addressed by the NICU pharmacist in the same period, recorded 
in an internal Pharmacy database.

Discussion: This study showed the value for dedicated real estate 
on NICU medical forms for adequate documentation of maternal 
and neonatal medications, and clinical interventions. Optimising 
neonatal documentation in-line with National Standards for adult 
documentation promote the rationale to develop a neonatal 
medication management plan that includes fields to record 
maternal medication history, medication planning on discharge 
and clinical interventions.

386 IMPROVING MEDICATION SAFETY IN OLDER ADULTS 
THROUGH THE 4MS FRAMEWORK

Veronica Hope1, Melanie Paykel1, David Nguyen1

1Safer Care Victoria, Melbourne, Vic

EMAIL david.nguyen@outlook.com

Background: The Age-Friendly Health Systems initiative was 
developed in the United States to ensure older people receive 
the best care possible and are not harmed by care, through 
implementation of an evidence-based framework; the ‘4Ms’. 
The Framework incorporates What Matters, Medication, Mind and 
Mobility, which represent interdependent elements to structure 
interactions with every older person, irrespective of setting, health 
or care worker or the level of functional ability of the person.

Objective(s): To reduce harm for older people by assessing and 
acting on polypharmacy and potentially inappropriate medications 
(PIMs) through delivery of care consistent with the 4Ms.

Action (Method): The Framework was adapted from the American 
model by local subject matter experts, and piloted across seven 
Victorian health services, including public hospitals, private 
hospitals and residential aged care services, from May 2021 
to June 2022. Virtual team learning workshops were delivered 
across the pilot to educate on evidence-based practice and 
Improvement Science.

To reduce harm from medications, teams were guided and 
provided resources to assess medications through screening 
of polypharmacy and PIMs at transitions of care, and to act 
on medications through facilitating medication review and 
deprescribing where appropriate. Outcome and process 
measures were collected monthly.

Evaluation: A total of 627 patients were assessed for 
polypharmacy and PIMs during the pilot phase. Five patients were 
initially assessed across August 2021, however this increased 
to 41 patients by May 2022. The 4Ms were delivered as a set to 
164 patients in nine units across five health services.

Discussion: The pilot demonstrated the feasibility of increasing 
rates of polypharmacy and PIMs screening through the 4Ms 
Framework across various care settings. The results have led to 
an expansion as part of a state-wide program with 32 teams from 
18 health and residential aged care services across Victoria to 
integrate the framework in 2022-2023.
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387 GUESS WHO’S COMING BACK? A PILOT STUDY ASSESSING 
READMISSION RISK TOOLS IN GENERAL MEDICINE PATIENTS

Deirdre Criddle1,2,3, Ariane Kikiros1, Christopher Oliver1, 
Mikail Hasegawa1, Anthony Davidson3, Dr Hilai Ahmadzai1

1Sir Charles Gairdner Hospital, Perth, WA, 2South Metropolitan 
Health Service, Perth, WA, 3Medicines Solutions Pty Ltd, Perth, WA

EMAIL deirdre.criddle@health.wa.gov.au

Background: There is an imperative to improve identification of 
patients who may benefit from an early post-discharge medicines 
review. Literature demonstrates clinician judgement is a poor 
predictor of a patient’s risk of readmission or harm. HOSPITAL 
is an internationally validated readmission risk tool. PRIME and 
PHarmacie-R are two novel risk prediction tools developed to 
identify patients who may be at risk of medication-related harm.

Aim/objective(s): To compare HOSPITAL, PRIME and PHarmacie-R 
performance in predicting readmission to hospital at 30, 56 and 
90-days post-discharge in a sample of patients admitted under 
general medicine specialties at a tertiary teaching hospital.

Methodology: Patients admitted over a 10-day period in April 
2022 from four selected wards were screened for eligibility. 
Demographic data was collected from patients’ medical record to 
enable calculation of readmission risk for each tool. Patients were 
followed for 90 days post-discharge for evidence of a non-elective 
readmission to hospital. Statistical analysis was performed using 
Python to create a confusion matrix and calculate the C-statistic 
for risk tool comparison.

Results: Over the 10-day period 224 patients were screened, 
and 75 eligible patients discharged. The study population was 
56% female, average age of 67.1 years and average hospital 
stay of 7.7 days. 13 patients (17.3%) readmitted within 30 days, 
17 (22.7%) within 56 days and 23 (30.6%) within 90 days. The 
HOSPITAL score had the best C-statistic at 30 days of 0.61, with 
PHarmacie-R having a comparable C-statistic of 0.60. PHarmacie-R 
had the best C-statistic of all the risk tools at 56 days, being 0.66 
compared with HOSPITAL C-statistic of 0.63.

Discussion: Preliminary data suggests PHarmacie-R has a similar 
predictive performance to HOSPITAL at 30 days and superior 
performance at 56 days. Further data is being collected to enable 
validation and comparison of these risk tools in our local hospital 
population.

388 MAKING HIMRS HAPPEN: PROVIDING HOSPITAL 
INITIATED MEDICATION REVIEWS (HIMRS) FOR HIGH-RISK 
PATIENTS EARLY POST-DISCHARGE

Shelley Palmer1, Deirdre Criddle1,2, Brenda Shum1, 
Melinda Leeder1, Angela Jacques3,4

1Sir Charles Gairdner Osborne Park Hospital Care Group, Perth, WA, 
2CoNeCT Complex Needs Coordination Team, South Metropolitan 
Health, Perth, WA, 3Institute for Health Research, The University 
of Notre Dame Australia, Perth, WA, 4Department of Research, 
Sir Charles Gairdner Hospital, Perth, WA

EMAIL deirdre.criddle@health.wa.gov.au

Background: Vulnerability in the 10 days after hospital discharge 
highlights the need to target those most at risk of medication-
related problems. Home Medicines Review business rules now 
allow hospital specialists to refer patients directly to an accredited 
pharmacist. The Society of Hospital Pharmacists (SHPA) developed 
the HIMR Pathway to increase referral opportunities for at-risk 
patients from hospital settings, however very few hospitals have 
implemented this initiative.

Objective: Conduct a feasibility pilot to risk stratify and facilitate 
early post-discharge medication reviews for patients identified 
as being at high-risk of readmission.

Method: A dedicated project pharmacist (DPP) screened patients 
using the PHarmacie-R web-based App from three rehabilitation 
wards in a secondary teaching hospital over a 6-month period. 
Patients scoring as high-risk of readmission were offered an early 
post-discharge medicines review. DPP facilitated HIMR referrals 
to accredited pharmacists. Primary endpoint was provision 
of a medicines review for patients screened as high-risk for 
readmission within 10 days of discharge. Secondary endpoint 
was time to unplanned readmission or representation to an 
Emergency Department (ED).

Evaluation: Of 138 eligible patients 53 (38%) screened as 
high-risk and were offered a HIMR. 19 patients (35%) accepted 
referral of which 14 (74%) successfully received a HIMR within 
10 days with average time to receive a medication review 7 days 
(SD ± 2.23). Median time to readmission within 30 days was 
10 days (IQR 6,14) for patients receiving usual care and 27 days 
(IQR 12, 29) for patients who received an early post-discharge 
medication review (p=0.11).

Discussion: This pilot demonstrated the impact of placing a 
dedicated resource across the care continuum enabling timely 
targeted medication reviews to be provided early post-discharge 
and showing a trend to preventing readmissions. The plan is for 
HIMRs to be embedded into daily practice to improve transition 
from hospital to home for high risk patients.
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389 TRIPLE ANTITHROMBOTIC THERAPY AND TIMING – ARE 
WE GETTING IT RIGHT?

Dion Zunker1, Pallavi Sharan2, Jaclyn Gan1

1The Prince Charles Hospital, Brisbane, Qld, 
2Queensland University of Technology, Brisbane, Qld

EMAIL dion.zunker@health.qld.gov.au

Background: Antiplatelet therapy can be complex in patients 
with acute coronary syndrome (ACS) with a clinical indication 
for anticoagulation. Current international guidelines (American 
College of Cardiology 2020 and European Society of Cardiology 
2020) recommend “triple therapy” (dual antiplatelet plus 
anticoagulation) for ≤ 4 weeks, advocating for the use of 
clopidogrel over alternative P2Y12 antagonists, direct oral 
anticoagulants (DOAC) over vitamin K antagonists (VKAs) and the 
addition of a proton pump inhibitor (PPI) to reduce bleeding risk.

Aim: Assess the compliance of medication regimens of patients 
discharged on triple therapy from a metropolitan tertiary hospital 
after ACS.

Methods: Retrospective audit of patients discharged on triple 
therapy over a 6-month period (June-November 2021). The 
prescriptions were evaluated to ensure triple therapy was limited 
to 4 weeks, had inclusion of a PPI and clear documentation of 
therapy plans. Sub-analysis included a review of the use of DOACs 
over VKAs, clopidogrel over alternative P2Y12 antagonists, and 
prescriber preference for choice of agent and duration.

Results: 77 patients (70% male; mean age 72 years) over 
a 6-month period were identified to be on triple therapy on 
discharge. 90% of patients had ≤ 4 weeks of triple therapy, 
86.3% of patients were on a PPI, and 95% of patients had 
no discrepancies between medication plans and advice in the 
discharge summary. Only one patient received ticagrelor as 
part of triple therapy, all patients with atrial fibrillation were 
on a DOAC rather than a VKA, and no patients were discharged 
on inappropriately high doses of DOACs in accordance with the 
Australian product information.

Discussion: The majority of triple antithrombotic prescriptions 
were in accordance with the guidelines with clearly documented 
medication plans for transfer of information to patients and 
general practitioners.

390 HOSPITAL INITIATED PPIS: ARE WE GETTING IT RIGHT 
ON DISCHARGE?

Eliza Lanyon1, Derek Chai1, Dr Diana Bortoletto1

1Barwon Health, Geelong, Vic

EMAIL elizalanyon76@gmail.com

Background: Proton pump inhibitor (PPI) medications are among 
the most frequently prescribed medicines, however are potentially 
harmful if taken long term. Upon hospital discharge, medications 
prescribed short-term may be unintentionally continued. 
Continuing medications without a clear clinical indication 
or duration may result in poor patient outcomes.

Aim: To assess the documentation of indication for hospital-
initiated PPIs and their appropriateness for continuation upon 
discharge; and determine the communication regarding ongoing 
PPI therapy upon transition to primary care.

Methods: A retrospective audit was conducted from January to 
March 2020 and included all patients discharged with a hospital-
initiated PPI. The hospital dispensing and digital medical records, 
including discharge summaries, were assessed to evaluate 
documentation of PPI indication and plan upon discharge. The 
AMH and ETG determined PPI appropriateness for discharge.

Results: A total of 108 patients were discharged with a hospital-
initiated PPI of which 60.2% (65/108) had a documented 
indication. Prevention of gastric ulcers from NSAIDS (44.6%, 
29/65) was the most documented indication.

Overall, 45.4% (49/108) had appropriate discharge indications 
documented in medical records, however only 30.6% (33/108) 
had a documented indication in the discharge summary. Where the 
indication was appropriate, 89.8% (44/49) had appropriate doses 
and frequencies.

In total, 63% (68/108) had a documented plan for duration of 
therapy upon discharge. Medication labels (67.6%; 46/68) and 
pharmacists’ medication management plans (MMP) (55.9%; 
38/68) were the most common methods of documentation. 
Communication to GPs via discharge summary occurred in 
54.4% (37/68) of patients.

Discussion: This project showed that indication and duration 
for newly-initiated PPI is infrequently documented in discharge 
summaries, although duration is included more frequently. For GPs 
to make informed decisions regarding ongoing PPIs treatment, 
both indication and planned duration must be known.

Education to prescribers and pharmacists about importance 
of discharge summary documentation may improve quality use 
of medicines reducing polypharmacy.
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391 LEVERAGING CONSUMER FEEDBACK TO ENHANCE 
MEDICINES MANAGEMENT SERVICE DELIVERY

Erin Dunn1, Martin Canning1

1Metro North Health, Chermside, Qld

EMAIL erin.dunn@health.qld.gov.au

Background: Consumer feedback mechanisms provide 
organisations with a valuable quality improvement opportunity.

Objectives: To describe an evidence-based approach to 
consumer feedback survey design for a pharmacy department 
in a metropolitan tertiary referral hospital. Results obtained over 
a 2-year period, along with examples of quality improvement 
activities, are described.

Action: The literature was reviewed to identify key consumer 
feedback themes in healthcare organisations. A survey was 
developed to align with these themes and the National Safety 
& Quality Health Service (NSQHS) Standards. Survey questions 
were asked to ascertain consumer satisfaction with the following 
aspects of medicines management: communication / decision 
making, information delivery, clinical handover, customer service 
and overall satisfaction. Likert scales and Net Promotor Scores 
(NPS) were used to quantify patient satisfaction. Demographic 
information was recorded to stratify results into population 
groups. Survey results were fed back to pharmacy staff at 
monthly meetings.

Evaluation: Since inception, 61 consumers have completed the 
feedback survey. The majority of respondents reported positive 
scores for communication, information delivery and customer 
service. There were 23 neutral responses for clinical handover 
to primary care, indicating room for improvement. Service 
improvement activities have arisen from qualitative feedback. 
Examples include: text message notification of prescription 
completion, review of telephone auto-attendant choices and 
modifications to discharge medication record formatting. The NPS 
for the department has improved from -20 in April 2020 to 35 in 
April 2022.

Discussion: Consumer feedback is critical to the delivery of 
quality healthcare. When engaging consumers it is important 
to ask questions that align with evidence-based care principles 
(e.g. NSQHS standards), with validated instruments that can 
quantify data and track trends over time. Disseminating consumer 
feedback to staff can have positive effects on performance.

392 DO WE REALLY NEED A PHARMACIST FOR DISCHARGE 
MEDICATION RECONCILIATION IN GERIATRICS?

Gauri Godbole1, Jennifer Moroney1, Teagan Phillips2, 
Alexandra Brooks2, Natasha Mallam2

1Gosford Hospital, Gosford, NSW, 2University of Newcastle, 
Newcastle, NSW

EMAIL godbolegp@gmail.com

Background: Medication related discrepancies (MRDs) in hospital 
discharge summaries are a widespread and concerning issue. They 
are associated with a range of consequences negatively impacting 
patient health outcomes.

Aim/objective(s): To assess the impact of pharmacist review 
on the identification of MRDs in the discharge summaries. 
Assessment of Pharmacist intervention (PI) severity, frequency 
of documentation of reasons for medication changes along with 
possible solutions to reduce MRDs were also explored.

Methods: A retrospective audit of discharge summaries for 
three months was conducted for two acute geriatrics wards. 
Raw data were collected from the pharmacist annotations on the 
discharge summary hard copies which were received for discharge 
reconciliation. These was then compared to the finalised electronic 
discharge summaries. Data was collected to identify the number 
and severity of pharmacist interventions, and the number of new, 
changed, and ceased medications. The severity of intervention 
was decided on a case-by-case basis and was stratified as mild, 
moderate, and severe. The assessment was also conducted 
to identify whether a reason for each medication change 
was documented.

Results: 72%, 56%, and 88% of PIs for discharges with patients 
going either home, transferred to other hospitals, or a Nursing 
Home respectively, were identified as moderate or severe. Overall, 
documentation of the reason for ceased medications was better 
than new and changed medications. Most of the severe PIs were 
related to high-risk medications such as opioids. Other PIs include 
a recommendation on ceasing antibiotics which were continued 
despite the course completion, oral electrolyte supplement which 
was not needed.

Discussion: This project reiterates the importance of PI for all 
discharges within geriatrics. A process by which a pharmacist 
handover can be documented in the final summary is currently 
being discussed. Pharmacist handover will also include details 
about medication management strategies, community pharmacy 
details for better transitions of care.
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393 ROLE OF A HOSPITAL PHARMACIST IN A CARDIAC 
DAY PROCEDURE WARD: A CROSS-SECTIONAL STUDY

Grace Lau1, Tin Vo1, Graham Rivers1

1Monash Health, Melbourne, Vic

EMAIL grace.lau@monashhealth.org

BOLT  LIGHTNING TALK L04

Background: Cardiac day wards primarily provide peri-procedural 
care for day patients admitted for cardiac catheterisation 
procedures. Australian and international guidelines recommend 
clinicians obtain a best possible medication history, perform 
medication reconciliation, and document plans for medication 
changes for all patients. Limited evidence currently exists for 
pharmacist roles in the setting of cardiac day wards.

Objective: To evaluate the role of clinical pharmacists in cardiac 
day wards.

Method: A cross-sectional study was conducted during 
24/2/20-27/3/20 in a 12-bed cardiac day ward at a tertiary 
hospital with three cardiac catheterisation laboratories. A clinical 
pharmacy service provided best possible medication histories, 
medication review, documentation of post-procedure medication 
plans and resolution of medication-related problems. Interim 
procedure reports and pharmacist medication management plans 
in the Electronic Medical Record were reviewed by pharmacy 
students to determine procedure type, documented medication 
plans and type of pharmacist activities.

Evaluation: During the study, 297 patients were admitted to 
the ward. Medication review occurred for 80% (237/297) and 
best possible medication histories were documented for 65% 
(193/297) of patients. Medication-related problems were identified 
in 18% (52/297) of patients. Overall, 93% (84/90) of pharmacist 
recommendations were accepted by hospital medical staff. Most 
recommendations (69/90, 77%) occurred in patients admitted 
for coronary angiography. In 155 elective patients returning to 
the ward for recovery, there was a difference in proportion of 
documented post-procedure medication plans at time of discharge 
between standard catheterisation laboratory documentation alone 
compared with patients receiving additional pharmacist medication 
review (20% vs 95%, p=0.0001).

Discussion: Pharmacists can optimise medication management 
of patients in cardiac day wards by obtaining accurate medication 
histories, identifying medication-related problems, and 
documenting post-procedure medication plans; particularly for 
patients presenting for coronary angiography. While this study 
supports provision of clinical pharmacy services to cardiac day 
wards, more research is needed to elucidate the impact on 
patient outcomes.

394 CLINIC-BASED PHARMACISTS: THE MISSING LINK

Vivienne Lim1, Allira Payne1, Demi Cruickshank1, Amy Pipes1, 
Deirdre Criddle1, Dr Hilai Ahmadzai1

1Sir Charles Gairdner Hospital, Nedlands, WA

EMAIL hilai.ahmadzai@health.wa.gov.au

Background: “Take At Home Medicines” (TAHM) including 
antiemetics, antidiarrheals, pre-medications and Granulocyte-
Colony Stimulating Factor (G-CSF) are crucial in the management 
of adverse effects of antineoplastic treatments in cancer patients. 
While a multidisciplinary approach is used for input into patient 
care plans and chemotherapy verifications, pharmacists are not 
currently involved in the review and patient education of TAHM.

Aim: Determine the incidence of actual and potential medication-
related issues associated with TAHM and the impact on patient 
outcomes and experience.

Methodology: A retrospective qualitative review was undertaken 
in the day chemotherapy unit of an Australian tertiary hospital 
without a dedicated outpatient oncology pharmacist. Using 
hospital databases, a random sample of patients receiving new 
IV chemotherapy between January and December 2021 was 
selected. The incidence of incorrect/inappropriate prescribing 
(deviation from approved care plans) and omission of TAHM were 
recorded. Reports of adverse drug reactions/events in these 
patients for the first two chemotherapy cycles were also recorded.

Results: Of the 117 records reviewed, medication-related issues 
including omissions, deviation from accepted protocols, and 
erroneous and unclear prescribing were identified in 42 patients 
(36%). Of these, 12 patients (29%) experienced adverse drug 
events with 1 patient being hospitalised due to antineoplastic 
therapy adverse effects. Contributing factors identified included 
patients not taking TAHM correctly due to misunderstanding/
misinterpretation of instructions (n=2) and TAHM not/incorrectly 
prescribed (n=10).

Discussion: While omission of the patient’s antiemetic medications 
can result in severe nausea and vomiting, omission of a G-CSF 
dose can increase risk of neutropenia post-chemotherapy. Patients 
taking chemotherapy supportive medicines for the first time are at 
risk of medication misadventure due to inexperience, particularly 
if they have not received adequate counselling and education, or if 
prescribers fail to prescribe recommended TAHM. The findings of 
this qualitative study support greater pharmacist oversight to help 
patients understand and adhere to their TAHM regimens.
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395 2021 MEDICINE SHORTAGES IN PHARMACY

Jerry Yik1, Kay Sorimachi2, Daniel Ferrington3, Marina Hanna1

1The Society of Hospital Pharmacists of Australia, Melbourne, Vic, 
2Pharmaceutical Society of Australia, Canberra, ACT, 3Pharmacy 
Guild of Australia, Canberra, ACT

EMAIL jyik@shpa.org.au

BOLT  LIGHTNING TALK L01

Background: In January 2019, medicine shortages regulation 
reforms mandated medicine sponsors to report actual and 
anticipated medicine shortages to the TGA. In 2021, two years 
on from the TGA changes, and four years after SHPA’s survey on 
medicine shortages, three pharmacy professional organisations 
launched a new Medicine Shortages in Pharmacy survey to inform 
the current medicine shortages landscape.

Aim: To investigate the prevalence of medicine shortages, 
its impacts on pharmacy practice, patient care, and to evaluate 
awareness of the new medicines shortages reforms.

Method: An online survey composed of 22 questions addressing 
the frequency and methods of dealing with medicine shortages 
experienced by pharmacists in both the community and hospital 
settings, was distributed to pharmacists across both sectors 
through the consortium of pharmacy peak bodies involved.

Results: 230 pharmacies responded to the survey. There was an 
average of 30 prescription items and/or medication chart orders 
in shortage in a given week, with some pharmacists reporting up 
to 600. An average of five pharmacist hours and an additional 
five non-pharmacist staff hours were spent in a typical week on 
investigation and addressing prescription medicine shortages. 
Whilst pharmacists noted that management and coordination by 
Government had improved over the past 12 months, there was 
no change or a worsening in the prevalence of shortages, timely 
information being communicated to pharmacies, and negative 
impacts on patient care. 48% of respondents reported that patients 
sometimes/often missed doses until the matter was resolved.

Discussion: Whilst there may be an improvement in the level 
of coordination of medicine shortages by Government, medicine 
shortages are still common and pharmacists on the frontline 
across both the community and hospital sectors continue to face 
significant burden and time wastage in dealing with these matters 
to support their patients on a daily basis.

396 A LITTLE LESS ERRORS, A LITTLE MORE PHARMACIST?

Xanthe Cross1, Stephanie Highden-Smith1, Jess LLoyd1, 
Ruby Mitchell2

1Princess Alexandra Hospital, Brisbane, Qld, 2The University 
of Queensland, Brisbane, Qld

EMAIL jess.lloyd@health.qld.gov.au

Background: Liver transplant success relies on strict adherence 
to a complex and often changing medication regime that includes 
immunosuppression. The Statewide Liver Transplant Service 
has access to an inpatient pharmacist that supports patients 
with medication management following transplantation. Patient 
training and education around how to pack a dosette box using 
a medication list occurs during their acute inpatient stay. Lack of 
funding currently limits the ability to provide ongoing pharmacy 
support and follow up once patients are discharged from hospital, 
however ad hoc reviews are undertaken when possible.

Aim/objectives: To determine the number and nature of post 
discharge pharmacist reviews occurring for patients following liver 
transplantation, and quantify dosette box errors identified during 
these reviews.

Methods: A retrospective audit of liver transplant recipients from 
2019 to 2021 was undertaken using Electronic Medical Records. 
All pharmacist reviews that occurred following discharge were 
audited to determine; if a dosette box check occurred and whether 
any medication errors were detected.

Results: Of the 151 liver transplant recipients, 77 were reviewed 
by a pharmacist after discharge, with some requiring multiple 
reviews. Overall 64 dosette box checks were undertaken 
for 53 patients with 28% of these uncovering at least one 
error. In total 137 medication packing errors were identified. 
Concerningly, 19% of all packing errors occurred with 
immunosuppression therapy.

Discussion: The audit highlights the pharmacist role in identifying 
and correcting medication errors in the early post discharge period 
for patients following liver transplantation. As only 35% of all liver 
transplant recipients underwent a dosette box check, the true 
rate of errors in this population remains unknown. Current lack of 
funding limits ongoing routine follow up of this patient population 
following discharge, however we believe these results support 
this recommendation.
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397 RECOMMENCING HEART FAILURE MEDICATION POST 
CORONARY BYPASS SURGERY

Jordan Anderson1, Ching-Ting Hung1, Najwa Malek1, Kate Ziser1

1Princess Alexandra Hospital, Bowen Hills, Brisbane, Qld

EMAIL jordan.anderson@health.qld.gov.au

Background: Medications for heart failure with a reduced ejection 
fraction (HFrEF) are often withheld prior to coronary artery bypass 
graft (CABG) surgery due to haemodynamic instability. Guidelines 
recommend restarting HFrEF medications post-operatively in 
patients with HFrEF as evidence suggests this reduces mortality 
and hospital readmissions. Patients see multiple prescribers 
at various time points following discharge complicating this 
medication management.

Aim/objective(s): To determine whether patients with HFrEF 
have their medications restarted within 12-weeks post CABG; 
and identify areas to improve their transition of care.

Methods: Electronic medical records were retrospectively 
reviewed in patients discharged post CABG without their usual 
HFrEF medications, between Jan 2016 - Jan 2022, in patients with 
an ejection of ≤40%. Recommencement of HFrEF medications were 
reviewed between discharge and 12-week post-op. The clinical 
appropriateness of HFrEF medications not recommenced within 
the 12 weeks were reviewed by a panel of clinicians.

Results: A total of 60 patients were included in the study. 
At the 12-week follow up, 15 patients were not restarted on their 
usual HFrEF medications. The panel determined that 5/15 were 
appropriately not restarted. 2/15 were haemodialysis patients with 
insufficient evidence regarding recommencement. 8/15 patients 
should have had their medications recommenced but did not, 
with 3 being attributed to communication. Advice on medication 
recommencement was documented on 7% of discharge summaries 
and 2% of pharmacist discharge medication summaries.

Discussion: Our data showed that the majority of patients 
undergoing CABG were appropriately restarted on their HFrEF 
medications. Those restarted showed trends of medication 
re-titration. Most patients not restarted on their HFrEF medications 
were missed opportunities as determined by the clinician panel. 
The lack of documentation on discharge summaries highlights 
areas for future improvement. Pharmacists can lead the 
medication management of these patients post CABG creating 
a smooth transition of care between multiple prescribers to 
minimise missed opportunities.

398 TAKE UNTIL REVIEW BY YOUR CARDIOLOGIST OR UNTIL 
CATASTROPHIC BLEED, WHICHEVER OCCURS FIRST

Kate Ziser1, Horst Thiele2, Therese Cameron2, Reham Soro, 
Jenny Crane2

1Princess Alexandra Hospital, Brisbane, Qld, 2Royal North Shore 
Hospital, Sydney, NSW

EMAIL kateziser@gmail.com

Background: ‘Triple oral antithrombotic therapy’ or ‘triple 
therapy’ is the use of three oral medications in combination, 
an anticoagulant (warfarin, apixaban, rivaroxaban or dabigatran) 
and two anti-platelet medications (usually aspirin plus clopidogrel). 
The most frequent indication for this regimen is patients who have 
had an acute coronary syndrome with a coronary stent on the 
background of having atrial fibrillation.

Objective: Due to the drug regimen complexity in this high-
risk group of patients, the prescribing patterns and written 
communication on discharge were analysed at a large tertiary 
teaching hospital.

Action: All discharge summaries for patients under the care of 
a cardiologist were retrospectively analysed between July 2019 
and Feb 2020 which identified 33 patients discharged on triple 
therapy. The choice and indications of medications prescribed 
for triple therapy was recorded, if the discharge summary had 
information on the duration of triple therapy and included a 
step-down plan to dual therapy (anticoagulant plus a single anti-
platelet agent). Due to the variation in information in the discharge 
summary, a follow up phone call was initiated by the hospital-in-
the-home- pharmacist on the day of step down to ensure people 
appropriately transitioned.

Evaluation: After the initiation of the phone calls an additional 
47 patients over 18 months were referred to the post-acute care 
pharmacist (whose role was to review all newly stented patients). 
Three of the 47 patients required interventions by the pharmacist 
to ensure their medications were stepped down. All three patients 
were referred to medical staff.

Discussion: A triple antithrombotic registry managed by a 
pharmacist is an effective way to communicate with patients 
shortly after discharge to step down from their high-risk triple 
therapy. Management of a registry could be challenging in hospitals 
that do not have pharmacists who manage recently discharged 
patients. An option could be to utilise the cardiology pharmacist.
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399 INSULIN SELF-ADMINISTRATION ERRORS REPORTED TO 
A POISONS INFORMATION CENTRE: A RETROSPECTIVE AUDIT

Olivia Di Giovine1, A/Prof Rohan Elliott2,3, Janet Browning2, 
Bianca Levkovich2,3

1Pharmacy Department, Austin Health, Melbourne, Vic, 
2Victorian Poisons Information Centre, Austin Health, Melbourne, 
Vic, 3Faculty of Pharmacy and Pharmaceutical Sciences, Monash 
University, Melbourne, Vic

EMAIL liv.digiovine@gmail.com

Background: Members of the public sometimes call poisons 
information centres (PICs) for advice after an insulin administration 
error. Little is known about the epidemiology of these errors.

Aim: To describe types of insulin administration errors made 
by members of the public, when they occur, and how often they 
require hospital referral.

Methods: This was a retrospective audit of calls to a PIC from 
members of the public about an insulin administration error over 
a two-year period (2020-2021). Exclusion criteria were insulin 
errors made by a healthcare professional, deliberate insulin self-
poisoning, administration of insulin to someone other than the 
intended person and errors involving animals. Primary endpoints 
were number, type and time of day of insulin administration error. 
Secondary endpoints were type of insulin and proportion of callers 
referred to immediate medical care.

Results: 114 case records were reviewed, 83 of which were 
eligible for inclusion and were analysed. Most errors involved 
adults (n=80, 96%) and majority were female (n=48, 58%). 
Administering more units than intended was the most common 
type of error (n=31, 37%), followed by administering duplicate 
doses of the same insulin (n=26, 31%). Most errors occurred in 
the evening, after 5pm (n=55, 66%). Most callers (n=69, 83%) 
were provided with instructions to enable them to self-manage the 
situation at home. Only 14 (17%) were advised to seek immediate 
medical attention.

Discussion: Errors with insulin are common, and it is critical that 
patients can access timely and accurate advice so they may avoid 
unnecessary hospital presentations. Therefore, PICs are critical, 
especially after-hours when general practices and other healthcare 
professionals are harder to access.

400 ASSESSING IMPACT OF A PALLIATIVE CARE PHARMACIST 
CLINIC WITHIN A TERTIARY HOSPITAL MULTIDISCIPLINARY 
OUTPATIENT SERVICE

Penelope Tuffin1, Natalie Barbour1, Dr Roanna Bornshin1, 
Dr Ciara Robinson1, Jenna Greer1

1Fiona Stanley Hospital, Perth, WA

EMAIL Penelope.Tuffin@health.wa.gov.au

Background: A palliative care multidisciplinary clinic, limited by 
resourcing, was unable to ensure timely assessment of outpatients. 
This impacted on medication management for a complex 
patient cohort taking multiple high-risk medications. A specialist 
pharmacist clinic was introduced in November 2019, allowing 
medication reconciliation, review and education immediately 
prior to the multidisciplinary appointment. Additionally, a weekly 
teleconference pharmacist clinic was established to assess and 
monitor patients’ medication changes and continue titration in 
the community.

Objective: Assess the impact of a specialist pharmacist clinic 
on palliative care service provision.

Method: Retrospective review of patient medical notes to 
determine demographic data and activities conducted in the clinic. 
Surveys of patients and staff conducted to assess impact.

Evaluation: Between January-June 2020, 16 patients were seen 
(32 appointments) compared with 34 patients (99 appointments) 
for the same period in 2022. In 2022 cohort, 42 (45%) 
appointments were specifically to monitor medication changes, 
with all patients having analgesia assessed. Other common 
medications monitored were for bowel management (40%) and 
nausea (24%). Medication access was an issue for patients in 
25 (60%) appointments. The pharmacist liaised with medical 
specialists, GPs, community services and pharmacists, and rural 
services, to facilitate continuity and safety of medication regimens. 
Feedback from the five (31%) 2020 and ten (26%) 2021 patients 
interviewed, was overwhelmingly positive about the impact of the 
clinic on their medication understanding and confidence. Palliative 
care and pharmacy staff provided positive feedback. In the 
2021/22 financial year the clinic grossed $58,900 ABF income.

Discussion: The combination of face-to-face and teleconference 
appointments allowed for accurate assessment of patients 
and their medication understanding, as well as comprehensive 
follow-up. Utilisation of a specialist pharmacist clinic to monitor 
medication changes has enabled safe medication titration to be 
successfully implemented in a timely fashion improving patient’s 
symptom management and quality of life.
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401 EXPLORING HOW PHARMACIES ADAPT THROUGH 
NATURAL DISASTERS TO ENSURE CONTINUITY OF 
MEDICATION SUPPLY

Penny Lee1

1Epic Pharmacy, East Lismore, NSW

EMAIL penny.lee@epicpharmacy.com.au

Background: Natural disasters, such as floods and bushfires, 
are challenging events for health care services. Pharmacies are 
fundamental to ensuring continued supply of medicines and 
emergency preparedness can minimise detrimental effects 
following natural disasters.

Objectives: In 2022, Northern New South Wales experienced 
two major floods within a month resulting in many pharmacies 
inundated and inoperable. This abstract explores the adaptive 
response of a hospital pharmacy service to continue medication 
supply for its patients and wider community.

Action: Prior planning and co-ordinated efforts during, and 
directly after the flood, assisted in minimising supply disruption. 
Challenges included maintaining the pharmacy generator and 
adequate fuel to ensure temperature compliance; limited phone 
access, requiring alternative forms of communication including 
short message service and social media channels to collaborate 
with doctors and emergency services; tethering to mobile phone 
internet data to maintain clinical dispense systems; utilising 
unconventional modes of transport (helicopters and jet skis) to 
maintain the medicine supply chain; and using existing emergency 
and continued dispensing regulation arrangements to facilitate 
medicine supply for patients without prescriptions.

Evaluation: Existing COVID contingency planning, and increased 
and adaptive inter-professional collaboration, ensured continued 
medication supply for high-risk patients, and the community 
at large. In total, 1537 new hospital and community patients 
received medication between 1st March and 30th April including 
461 oncology treatments, 31 antiretroviral patients, 16 dose 
administration aid patients, 10 hepatitis patients and three nursing 
home residents. Although power was intermittent for three days, 
medication storage contingency plans safeguarded medication loss.

Discussion: Challenges faced required pharmacists to step outside 
of usual roles to coordinate supply chain variants and respond to 
issues arising during these floods. Pharmacies, especially those 
in at-risk rural or regional areas need a proactive emergency 
contingency plan, which considers capabilities to remain 
operational without power, dependable internet and a reliable 
medicine supply chain.

402 UPDATING THE GUIDING PRINCIPLES TO ACHIEVE 
CONTINUITY IN MEDICATION MANAGEMENT

Dr Racha Dabliz1, Helen Dowling1

1Australian Commission on Safety and Quality in Healthcare, 
Sydney, NSW

EMAIL racha.dabliz@safetyandquality.gov.au

Background: Transition of care (TOC) continues to be associated 
with poor communication and limited sharing of information 
between clinicians and health services. The 2005 Guiding 
Principles to Achieve Continuity in Medication Management (the 
Guiding Principles) underpin the National Medicines Policy and aim 
to provide guidance on best practice for when individuals transition 
throughout the healthcare system. However, the Quality Use of 
Medicines (QUM) and medication safety landscape has significantly 
evolved since the release of the Guiding Principles.

Objective(s): To update the Guiding Principles to reflect 
contemporary QUM practices and medicines safety literature and 
improve communication during TOC.

Action (Method): The review and update of the Guiding Principles 
was informed by a literature review and environmental scan. 
A project advisory group was also established with multidisciplinary 
representation from the acute, primary and aged care sector. 
Findings were reviewed and evaluated by a public consultation 
process and targeted focus groups held with medical practitioners, 
nurses, and consumers from all sectors.

Evaluation: Literature review and environmental scan findings 
were confirmed by the public consultation, and established the 
need for a greater emphasis on:

• Person centred partnership and health literacy

• Multidisciplinary collaborative practice agreements 
with shared responsibility and accountability

• Pharmacists being integral to TOC processes

• Processes for individuals transitioning from adolescent 
to adult care

• Incorporating integrated digital health during TOC.

Discussion: Findings from the literature review and environmental 
scan were strongly supported by the public consultation and 
targeted focus groups. TOC continue to be problematic and 
remains at the forefront of the World Health Organisation’s third 
Global Patient Safety Challenge. The updated Guiding Principles 
will play a key role in shaping future practices nationally. They 
will provide healthcare services with a benchmark for developing 
operational standards of practice and an approach for medication 
management across the continuum of care.
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404 DISABILITY AND AGED CARE HOME MEDICATION 
INCIDENTS: AN AUDIT OF POISONS INFORMATION 
CENTRE CALLS

Rita Hormiz1, Beata Stanley1, A/Prof Rohan Elliott1,2

1Victorian Poisons Information Centre, Austin Health, Melbourne, 
Vic, 2Faculty of Pharmacy and Pharmaceutical Sciences, Monash 
University, Melbourne, Vic

EMAIL rita.hormiz@austin.org.au

Background: Staff from disability group homes and aged care 
homes often call the poisons information centre for advice about 
the management of medication incidents.

Aim: To evaluate the frequency, type and timing of calls to a 
poisons information centre about medication incidents at disability 
and aged care homes in Victoria.

Methods: A retrospective audit of calls received over a three-month 
period (October to December 2021) was conducted. Deliberate 
self-poisoning calls and calls unrelated to medication incidents 
were excluded. Calls were categorised by type of incident and 
time of day.

Results: 592 calls were received (531, 89.7% from disability 
homes and 61, 10.3% from aged care), of which 428 were 
medication incidents (mean 32.6 per week). Medication incident 
calls related to the following incident types: missed dose/s 
(148, 34.6%), unintended medication overdose (95, 22.2%), 
medication administered to wrong resident (72, 16.8%), medication 
administered at the wrong time (48, 11.2%), resident refusing 
medications (38, 8.9%), wrong route of administration (3, 0.7%), 
adverse drug reaction (3, 0.7%) and other or unknown medication 
management incident 21 (4.9%). 303 (70.8%) medication incident 
calls were received outside of the hours that most community 
pharmacies are open for business (Monday to Saturday 0900-1700).

Discussion: Requests for assistance from the poisons information 
centre for medication incidents were common. More than half 
of the incidents were unrelated to poisoning or toxicology, and 
thus outside of the core business of a poisons information centre. 
Most calls were received outside of business hours, highlighting 
that the poisons information centre is filling a gap in care provision 
for residents of disability and aged care homes.

405 INVESTIGATING POSTOPERATIVE OPIOID PRESCRIBING 
IN A PRIVATE HOSPITAL TO IMPROVE PATIENT OUTCOMES

Roya Roohizadegan1, Lauren Beard1

1Slade Pharmacy Richmond, Epworth Healthcare, Richmond, Vic

EMAIL roya.roohizadegan@gmail.com

Background: Opioids are an important treatment option in 
acute postoperative pain and are commonly used in this setting. 
However, literature suggests that overprescribing of opioids can 
contribute to the pool of unused opioids in the community, and 
duration of use is correlated with risk of long-term use. Guidelines 
do not recommend slow-release (SR) opioids for acute pain due 
to an increased risk of complications such as opioid-induced 
ventilatory impairment.

Aim: To gain an understanding of postoperative opioid analgesia 
prescribed at discharge and subsequently consumed, and identify 
opioid stewardship opportunities to improve care.

Methods: A prospective medication chart audit including patients 
who underwent lower limb surgery was conducted over three 
weeks. Ethics approval was obtained, and follow-up phone 
interviews with patients were held 10-14 days after discharge.

Results: Forty-two patients were audited, with 98% opioid naïve 
on admission. All patients were prescribed at least one opioid 
on discharge, with the most common being immediate-release 
oxycodone (67%), and 50% of patients received a SR opioid.

Of the 35 patients interviewed, 63% had leftover opioids. 
A total of 1005 opioid tablets were supplied, with 385 tablets 
being unused (38%).

Phone interviews showed patient’s perception regarding 
the need for opioids did not consistently align with current 
recommendations such as requesting further supply for 
“just in case” and taking to “finish the course”.

Discussion: A large percentage of patients received SR opioids at 
discharge despite this not being recommended. A high proportion 
of opioid tablets were not used, possibly indicating overprescribing 
and increasing the reservoir of medication in the community for 
possible diversion, misuse or chronic overuse. Planned strategies 
include: discussion with the medication safety management 
committee to leverage engagement with opioid stewardship 
activities, pharmacist-led intervention to tailor opioid prescription 
to individual pain requirements, prescriber feedback and patient 
education regarding opioid weaning and cessation plan.
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406 EVALUATION OF A NEW CLINICAL PHARMACY SERVICE 
FOR AMBULATORY PAIN MANAGEMENT CLINICS

Sam Maleki1, Jeremy Szmerling1, Mahisha Thiruvasagan1, 
Dr Gloria Seah2, Galahad Gu1

1Pharmacy Department, Eastern Health, Melbourne, Vic, 
2Pain Services, Eastern Health, Melbourne, Vic

EMAIL sam.maleki@easternhealth.org.au

Background: Patients presenting to specialist pain clinics are 
often prescribed complex and high-risk analgesic regimens. In this 
setting, pharmacists can help identify at risk patients and provide 
valuable clinical input to improve patient outcomes.

Aim/objective(s): To evaluated the role of a clinical pharmacist 
in improving the triage, assessment and management of patients 
presenting to ambulatory pain clinics.

Methods: This descriptive study enrolled patients presenting 
to two pain clinics from July to December 2021. A new clinical 
pharmacist service was devised which operated as telehealth 
one day per week. The pharmacist was responsible for accepting 
referrals, triaging them based on clinic criteria and updating 
them with prescription risk factors, in-line with SafeScript’s 
traffic light system. Patients were then added to the clinic 
waiting list, escalated for presentation at the multidisciplinary 
case conferences or discussed directly with a pain physician. 
Pharmacist clinical services included drug interventions, such as 
drug interaction checks, patient and carer education and provision 
of tailored patient-friendly medication adherence aids.

Results: 253 patients were triaged and flagged for the pain team; 
of which 11 (16%) had received opioids from ≥4 prescribers, 10 
(15%) were issued a monitored prescription from ≥4 pharmacies, 
7 (10%) were on high-risk drug combinations, 25 (37%) had a 
Morphine Equivalent Dose (MED) of 50-100mg and 26 (38%) 
with MED >100mg. Guided by risk criteria, the pharmacist 
completed 67 medication histories and provided 22 accepted drug 
intervention recommendations to the clinic physicians; including 
seven recommendations for dose adjustments, six to cease 
a medication and nine to start a new medication.

Discussions: The pharmacist integrated SafeScript in the clinic’s 
triage process and provided valuable clinical interventions 
complementing the care provided by the pain physicians and the 
allied health staff. Future studies can further explore the wider 
impact of integrated clinical pharmacy services for ambulatory 
pain clinics.

407 PATIENT HAS BEEN DISCHARGED TO AN AGED CARE 
FACILITY BUT WAS THE HOSPITAL’S PLAN FOLLOWED?

Sandy Tsang1, Timothy Yi1

1Hornsby Ku-ring-gai Hospital, Hornsby, NSW

EMAIL tsang_sandy@yahoo.com

Background: Problems with continuity of medication management 
during transition of care from hospital to aged care facilities have 
long been recognised. Our Pharmacy Department conducted a 
study to investigate the level of compliance to the medication 
management plan after patients discharge to aged care facilities.

Aim: To investigate whether the intended medication plan devised 
by the hospital was actioned for patients discharged to an aged 
care facility within the first 24 hours.

Methods: From November 2021 to February 2022, patients who 
would be discharged back to aged care facilities were identified by 
the principal investigator. Consent to participate in the study was 
obtained. The principal investigator called the aged care facility 
registered nurse to complete a post-discharge questionnaire on 
medication management.

Results: 31 patients were recruited, although only 25 were able 
to be successfully followed. 21 patients (84%) had medication 
changes and a new medication management plan developed.

In the first 24 hours post discharge, two patients missed at least 
one regular medication. One patient continued to receive a ceased 
medication while another patient received a medication at the 
previous dosage.

17 patients (68%) had their medications reviewed by their General 
Practitioner and 15 patients (60%) had a new blister pack ready 
within 48 hours of discharge. 3 patients (12%) did not require a 
new blister pack.

Discussion: In our study, two patients missed at least one regular 
medication in the first twenty-four hours post discharge. It was 
discovered that one patient’s discharge medication was lost during 
transportation while the other patient was not supplied the newly 
started medication on discharge.

Subsequently, a small team was set up to review our existing 
service and develop strategies to improve medication management 
for patients discharged to aged care facilities. This review will aim 
to reduce medication misadventure post discharge.
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408 GENERAL PRACTITIONERS’ PERSPECTIVES ON THE 
UTILITY OF DISCHARGE SUMMARIES IN PROVIDING ONGOING 
CLINICAL CARE

Sayeh Dehghanian1, Nicholas Scarfo1, Dr Mai Duong2, 
Dr Cameron Phillips1,3,4

1SA Pharmacy, Southern Adelaide Local Health Network, Adelaide, 
SA, 2GP Integration Unit, Southern Adelaide Local Health Network, 
Adelaide, SA, 3Clinical and Health Sciences, University of South 
Australia, Adelaide, SA, 4College of Medicine and Public Health, 
Flinders University, Adelaide, SA

EMAIL sayeh.dehghanian@sa.gov.au

Background: Discharge summaries are a communication between 
hospital and primary care providers detailing the patient’s 
admission and any ongoing care requirements. Inaccuracies, 
omissions, and delays in receipt of discharge summaries can have 
an adverse impact on patient outcomes. General practitioners 
(GPs) are the primary audience for discharge summaries; thus, 
we sought their perspectives to determine the utility of these 
summaries to provide ongoing care to their patients.

Aim: To establish an understanding of GPs’ perspectives on 
discharge summaries provided by a tertiary hospital network.

Method: An online survey was designed by a multidisciplinary 
team based on an international literature review identifying core 
themes impacting the utility of discharge summaries by GPs. 
The survey involving 36 questions was distributed to GPs within 
the geographical catchment of the local health network. Primary 
measures included GPs’ opinions on accessibility, timeliness, 
content and medication.

Results: There were 28 respondents, 79% female and most 
practicing for ≥15 years. In terms of accessibility and timeliness, 
all GPs believe that summaries should be received <48 hours post-
discharge. However, 61% report often not receiving the summary 
prior to consultation. No GP reported discharge summaries to 
always be accurate and complete – with 41% often detecting 
omissions or discrepancies. On medications, 68% agreed that 
medication lists contained substantial inaccuracies and omissions 
leading to 56% reporting that medication lists only ‘sometimes’ 
contain sufficient details to manage drug therapy. Furthermore, 
almost all GPs (96%) believe that the provision of rationale for drug 
therapy changes is important – however, 80% state the rationale 
is either sometimes or rarely provided.

Discussion: Our preliminary findings highlight GP concerns in 
delays receiving summaries, issues of accuracy about medicines 
and uncertainty why changes were made to drug therapy. This 
ongoing survey may provide useful insights to target improvements 
in the preparation and communication of discharge summaries.

409 WHAT ARE CONSUMERS’ VIEW ON HEALTH INFORMATION 
SHARED BETWEEN CLINICIANS ON TRANSITION OF CARE?

Shir Mei Goh1, Karina Taege1, Marisa Hodgkinson1

1Monash Health, Melbourne, Vic

EMAIL shirmei.goh@monashhealth.org

Background: Patient health information is often communicated 
between hospital pharmacists and community pharmacists 
servicing residential aged care facilities (RACFs) on transition 
of care (TOC). Evidence indicates that patient/carer (consumer) 
engagement in TOC can improve care outcomes; however, there 
are limited studies on consumer views on the information shared.

Objectives: To explore consumers’ views on health information 
shared and communication methods used between hospital 
pharmacists and RACF community pharmacists on TOC.

Action: Over 6 weeks in June-July 2022, patients planned for 
discharge from a subacute hospital to a RACF, and their carers, 
were invited to participate in a cross-sectional survey. The survey 
explored consumers’ views on comfort level and perceived 
value of health information shared e.g. diagnosis, medical 
history, medication management plan and investigations, and 
communication methods used e.g. fax/email/telephone.

Evaluation: Four patients and 14 carers participated in the survey. 
Of the 18 respondents, 94% were comfortable with hospital 
pharmacists providing clinical handover of health information 
on TOC. Respondents supported having comprehensive health 
information handed over, particularly factors that may impact 
medication compliance and administration e.g. crushable/non-
crushable medicines, medicines that alter taste, mental health 
status and injectable medicines. As for communication methods, 
11% of respondents were not at all comfortable with fax whilst 
5% were concerned about email security; telephone methods 
were well received by 89% of respondents.

Discussion: By engaging consumers’ views on health information 
shared between hospital and community pharmacists on TOC 
from hospital to RACF, we can better understand what is important 
to them to inform our clinical handover practices. Key practice 
implications include the promotion of individualised clinical 
handover that meets specific consumer needs, and validates 
and addresses areas with which consumers are less comfortable. 
Development of a standardised template and utilising verbal and 
email clinical handover for TOC may ensure consumers’ views 
are addressed.
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410 HOME-BASED GERIATRIC EVALUATION AND MANAGEMENT 
(GEM@HOME) MODEL OF CARE – EVALUATING A NEW 
PHARMACY SERVICE

Silvana Pignataro1, Marisa Hodgkinson1, Tanya Marshall1, 
Julie Mond1, Graham Rivers1

1Monash Health, Melbourne, Vic

EMAIL silvana.pignataro@monashhealth.org

BOLT  LIGHTNING TALK L04

Background: The challenge of the COVID-19 pandemic, alongside 
increasing inpatient care costs, has driven health services to 
explore novel models of care. Emerging evidence demonstrates 
that Geriatric Evaluation and Management (GEM) care can be safely 
provided by a multidisciplinary team (MDT) within a patient’s home 
with better patient outcomes and significantly higher patient 
satisfaction.

Objective: To evaluate the clinical pharmacy services provided 
in a newly established GEM at home (GEM@Home) program.

Action: An eight-bed GEM@Home inpatient program, aligned to 
the subacute program of a tertiary metropolitan health service, 
commenced in December 2020. The MDT included one full-time 
equivalent (FTE) geriatric medicine pharmacist whose role included: 
home visit and telehealth consultations and comprehensive 
medication management reviews (MMR@Home); patient/carer 
medication counselling; patient self-administration of medicines 
programs (SAMPs) oversight; and facilitating continuity of 
medication supply and clinical handover on transitions of care.

Evaluation: During the three-month study of the new program, 
41 patients completed a GEM@Home inpatient admission. 
The mean GEM@home length of stay was 12.9 days and mean 
number of regular and as required medicines prescribed per 
patient was 11.3.

The GEM@Home pharmacist provided 113 consultations. 
Of these, 39% (44/113) were home visits and 61% (69/113) 
were telehealth, resulting in 2.8 pharmacist consultations 
per patient (1.1 via home visit; 1.7 via telehealth).

Most patients (93%) received a comprehensive MMR@Home, 
with a mean consultation time of 55 minutes.

To facilitate safe and appropriate SAMP in the home environment, 
49% of patients required dose administration aids prepared by the 
GEM@Home pharmacist.

Overall, 71 pharmacist interventions (mean 1.4 per patient) 
were documented. The most common medicine-related issues 
were medicines not prescribed (25%), order clarification (18%) 
and wrong frequency/rate/time (13%).

Discussion: This study demonstrated that a clinical pharmacist 
is an integral member of the GEM@Home MDT, undertaking 
MMR@Home, facilitating SAMPs, and identifying and managing 
medicine-related issues.

411 IMPACT OF AN EMERGENCY DEPARTMENT PATIENTS’ 
OWN MEDICATIONS PROCEDURE ON MEDICATION SAFETY: 
AN INTERRUPTED TIME-SERIES

Emily Joules1, Dr Simone Taylor1, Andrew Harding1

1Austin Health, Heidelberg, Vic

EMAIL simone.taylor@austin.org.au

Background: Patients’ Own Medications (POMs) are a valuable 
information source for obtaining the best possible medication 
history and ensuring timely dosing in the Emergency Department 
(ED). POMs procedures typically used on inpatient wards are not 
practical in high patient turnover EDs. Official ED procedures 
need to be feasible for EDs to implement into everyday practice. 
A pragmatic POMs management procedure was developed to 
standardise POMs storage and use in the ED and short stay unit 
(SSU). POMs were not locked away; as dispensed medications, 
legally they are patient belongings. Rather than being a legal issue, 
storage and use of POMs in ED is a risk management consideration.

Aim: To evaluate the process and patient safety outcomes 
of implementing an ED/SSU POMs procedure.

Methods: An interrupted time-series was undertaken in a large 
metropolitan ED/SSU between November 2017 and September 
2021. Pre-implementation and during each of four post-
implementation time-periods, data were collected at unannounced 
times on approximately 100 patients taking medications prior 
to presentation. Endpoints were proportion of patients with 
POMs stored in a green POMs bag, in the standardised location. 
Medication safety endpoints included proportion of patients 
who had self-medicated without ED clinicians knowing.

Results: After procedure implementation, POMs were stored in 
the standardised locations for 45.9% of patients. The proportion 
of patients with POMs stored in the green bag increased from 6.9% 
to 48.2% post-implementation (difference in percentages 41.3%, 
p<0.001). Patient self-administration without clinician knowledge 
declined from 10.3% to 2.3% (difference in percentages 8.0%, 
p=0.015). The frequency that POMs were left behind in ED/ SSU 
has remained low and is managed within the ED pharmacy 
service workload.

Discussion: The POMs management procedure has standardised 
POMs storage, but room for further improvement remains. Despite 
POMs being readily available to ED clinicians and not locked away, 
self-medication without clinician knowledge has declined.
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