Medication Safety Officer Resource Allocation Justification

Executive Summary 

	Introduction



· Preventable adverse drug events (ADEs) remain a significant contributor to preventable patient harm within health systems.  In 2006, the Institute of Medicine (IOM) reported that medication errors occur in United States hospitals at a rate of one error per patient per day at a total cost per error of approximately $8,750.1,2
· The Medication Safety Officer role, supported by IOM, the National Quality Forum (NQF), and ASHP, is a leader dedicated to patient safety and whose focus of reducing the risks of medication use, is essential to an organization.3-6  
· Select one of the following:
The (insert name of organization & department) does not currently have a dedicated Medication Safety Officer.  A Medication Safety Officer (MSO) has been shown to provide both internal and external support toward safe medication use within the organization.

Current medication safety positions at (insert organization name) include (insert position titles, date of last hire). The Medication Safety Officer (MSO) position is a highly visible position for the (insert Department name), providing both internal and external support toward safe medication use within the organization.

	Key Findings



· There are currently Click or tap here to enter text. FTE at (name of hospital/health-system) committed to medication use safety activities at (insert name of organization).
· Describe significant gaps identified using the MSO task list gap analysis tool
· Describe business case for MSO position. Examples include organization growth, expanded service lines, unmet patient safety needs. 
	Recommendations



· Add Click or tap here to enter text.FTE for a new position, Medication Safety Officer which will allow for continued growth of the scope of medication safety activities facilitated by the (insert Department name).
· Describe the proposed organization chart/structure for this position including who it will report to. Some considerations include: Pharmacy leadership role (e.g., Director, AD), Patient Safety Officer, leader within Quality & Safety role. 


Position Proposal
[bookmark: _GoBack]With this proposal we are requesting an additional Click or tap here to enter text. FTE to be utilized to create a new position, Medication Safety Officer.  The position would reside within the Click or tap here to enter text. and would report to the Click or tap here to enter text. The addition of this position would allow the Click or tap here to enter text.to realize unmet medication safety needs.  
The introductory paragraph can be used to state your request. It includes background on:
· Is this a completely new position or an addition to existing medication safety FTEs
· The department this position resides in
· Reporting structure
Preventable adverse drug events (ADEs) remain a significant contributor to preventable patient harm within health systems.  In 2006, the Institute of Medicine (IOM) reported that medication errors occur in the United States hospitals at a rate of one error per patient per day at a total cost per error of approximately $8,750.1,2  In addition, regulatory agencies, accrediting bodies, third-party payors and patients are creating forceful demands centered on medication safety initiatives.7  The average cost for hospitals to defend malpractice claims due to an ADE has been shown to range from $64,700 - $376,500).8 A medication error with associated public disclosure and media attention can furthermore harm the reputation of an organization. Dedicating additional resources to medication safety is necessary to meet these and future needs. The requested position will be instrumental in planning, implementing, and monitoring medication safety risk reduction strategies to reduce risk associated with loss of reputation while also improving the safety of patients. 
This paragraph provides background primary literature to help support the need for medication safety resources.  As new literature emerges you may want to include that here.  Consider modification of this paragraph to target what is important to your immediate and organizational leadership teams.  
A summary of current Click or tap here to enter text. medication safety gaps and growth opportunities that would be addressed through addition of this position is provided in Appendix A. 
In this paragraph, summarize why adding this FTE is necessary.  If requesting an initial FTE frame the requests as gaps that are not being met. Consider describing how current FTEs have (or have not) taken on responsibilities that would reside with a dedicated medication safety FTE. If requesting an additional FTE, consider describing growth of the current role(s) and how additional FFTEs will aid in meeting identified gaps. 
Reference is made to Appendix A in this paragraph.  Further description of how to use the Medication Safety Activity Gap Analysis Tool is found within the toolkit folder. 

Note: Each organization may have their own unique FTE justification template.  The sections included here are suggested categories that can help organize information presented in this FTE justification document.  

1. Describe the relevance and need of the job requested
The Medication Safety Officer is a position that is highly visible within the Click or tap here to enter text. providing medication safety leadership throughout the organization.  Participation in and growth of the following activities has resulted in the need to expand the current FTE allocation.

Using the Gap Analysis Tool, summarize medication safety tasks that are not being done or which require a disproportionate amount of current FTE time/effort. 

The following descriptions are provided as examples of how to summarize identified gaps. Include any addition gaps identified, specifically focusing on those that align strategically with organization and department goals and initiatives.


Medication Error Reporting
One of the core tasks fulfilled by the Medication Safety Officer is reviewing voluntarily reported medication errors that are submitted through (insert hospitals voluntary reporting system name).  A summary of the number of medication-related errors submitted through (voluntary reporting system name) can be found in Table 1.  

This is one way you can present information on your voluntary error reporting data.  If your organization uses a specific error reporting metric (e.g., error reports/100 patient days) include those here. 
	Table 1. Medication Error Reporting Volume

	Year (Fiscal Year)
	Number of Medication-related Error Submissions (Monthly Average)
	Number of Medication-related Error Submissions w/ Severity Greater than E1 (Monthly Average)

	2014
	1,113 (139)
	198 (25)

	2015
	1,349 (112)
	210 (18)

	2016
	1,599 (133)
	441 (37)


1. Severity E indicates an error that reached the patient and contributed to or resulted in temporary harm to the patient and required intervention as defined by NCC MERP5

Based on your date, summarize your key findings and take-aways your leadership team should know.  In this example, the emphasis was placed on increased numbers of overall error reports as well as increases in the number of harm events reported.  As with any error reporting data presentation, reinforcing that this data is not reflective of increasing errors, but increasing reporting.  An example of an error analysis summary is provided below.

The number of reported medication errors submitted via (voluntary reporting system) has increased x% in the previous x years.  On average, x reported medication errors were submitted each month during fiscal year xxxx. Furthermore, the number of reported errors that reached the patient and required monitoring increased x%, with a monthly average of x reported errors in fiscal year xxxx. These figures represent a strengthening of patient safety culture and is not automatically correlated with an increase in medication errors. Additionally, review of these error reports is only the starting point for a Medication Safety Officer’s involvement. The Medication Safety Officer will lead planning efforts to implement risk reduction strategies based on error reporting. With increased reporting comes increased opportunity to improve the safe use of medications at Click or tap here to enter text.

An additional FTE resource dedicated to medication safety would supplement the current process for review, investigation, and facilitation and oversight of action planning and risk reduction implementation that occurs with error reports.

Medication Safety Infrastructure
The Medication Safety Officer is responsible for chairing the (insert hospital name) Medication Safety Committee (insert name of committee). Since (date) (insert hospital name) Medication Safety Committee’s scope has grown in the following ways: 

Consider describing the activities (specifically growth & activities) of your Medication Safety Committee.  Refer to the ASHP Medication Safety Section Advisory Group’s guidance on medication safety committees for recommendations on structuring your committees.  Some aspects you may choose to cover here include:
· Growth of membership
· Evolution of topics covered in meetings
· Metrics the Committee is charged with reviewing
· Growth of committee infrastructure (e.g., workgroups, subcommittees)

Since 2013, the Medication Safety Committee has added 2 subcommittees, the Pediatric Medication Safety Subcommittee and the Oncology Safety Committee (joining the Heart & Vascular Medication Safety Subcommittee).  The Medication Safety Officer serves as the Co-Chair of the Pediatric Medication Safety Subcommittee and is a member of the planning group for the Oncology Safety Committee.  Each of these subcommittees has contributed toward the overall goal of making medication use safer at (insert hospital name).  Key initiatives completed by these Subcommittees during the previous fiscal year include (list high-level, visible initiatives to highlight the importance these committees bring to the organization).

An additional Medication Safety Officer FTE would allow for continued development of the Medication Safety Committee through:
Click or tap here to enter text. 

Patient Safety Culture
The Medication Safety Officer is a leader in promoting a culture of safety at Click or tap here to enter text. 
As evidenced by the trend in AHRQ Patient Safety Culture Survey results, since 2011 the Department of Pharmacy’s percent of positive responses has grown (Table 2).  
Insert your organization’s safety culture survey results that may be applicable to medication safety.  For example if you use AHRQs Hospital Survey on Patient Safety Culture, these results may be broken down by department as shown in Table 2.  If your organization uses a different culture of safety survey consider using these results.  You may also consider utilizing questions from ISMP's Self-Assessment questions that focus on culture of safety.
	Table 2. AHRQ Patient Safety Culture Survey Results1
	
	
	

	Dimension of Culture Survey
	2011
	2013
	2015

	Overall perceptions of safety
	54%
	62%
	78%

	Frequency of events reported
	42%
	42%
	51%

	Supervisor/manager expectations & actions promoting safety
	76%
	86%
	88%

	Organizational learning – Continuous improvement
	74%
	77%
	79%

	Teamwork within units
	72%
	81%
	87%

	Communication openness
	63%
	63%
	75%

	Feedback & communication about error
	55%
	53%
	70%

	Nonpunitive response to error
	52%
	62%
	68%

	Staffing
	43%
	56%
	68%

	Hospital management support for patient safety
	65%
	70%
	75%

	Teamwork across hospital units
	41%
	52%
	58%

	Hospital handoffs & transitions
	16%
	25%
	29%

	Work area/unit overall grade on patient safety of Excellent or Very Good
	52%
	70%
	79%


1. Percentages indicate percent of favorable or positive responses.


Describe examples of your culture of safety efforts.  If this is a new position, describe examples of how this position can be allocated to help develop a strong safety culture by using findings of the gap analysis.

Additionally, the Medication Safety Officer has embedded a culture of safety through:
· Regular attendee at local Department huddles.  Brings recently reported medication errors for discussion and shared learning with staff.
· Implemented a Good Catch segment of the Department of Pharmacy All-Staff Meeting.
· Active participant on several Department Committees (ACS-PPC, POC, PIC).
· Implemented Safety Facilitator Program within Pediatrics (Clinical Specialist), Oncology (Lead Pharmacist), and Acute Care Services (Clinical Generalist).   

These are a few examples of common Medication Safety Officer activities that highlight the focus on a culture of safety.

Regulatory and Accreditation Compliance 
While ensuring compliance with regulatory and accreditation standards is a shared responsibility, the Medication Safety Officer is well positioned to provide leadership support and accountability for compliance with (insert applicable regulatory and accreditation standards (e.g., BOP, TJC, CMS)). 

In August 2016 TJC conducted their triennial survey of (insert hospital name).  Overall there were x Medication Management and National Patient Safety Goal findings resulting in x action plans.  X Medication Management standards that were cited required Measures of Success (auditing and submission of results to TJC).  Commitment to pre-, concurrent, and post-TJC visit preparation by the Department of Pharmacy is critical to the Organization.    

By adding a(n) (additional) dedicated FTE for medication safety activities, coverage of medication safety activities during accreditation site visits will remain constant.   This would also free the Medication Safety Officer to devote time for accreditation-related activities throughout the organization.  

Many Medication Safety Officers are also involved with or responsible for ensuring compliance with accreditation and regulatory standards.  If your department/organization does not have someone dedicated to these activities, consider including them in the scope of responsibilities for this position.  Many of the activities related to accreditation and regulatory compliance intersect with safety so this is a good way to achieve both goals.  

If your organization already deploys a Medication Safety Officer to perform these tasks, consider highlighting the value of this contribution.  Consider highlighting the opportunity cost of utilizing 1 FTE for both sets of activities (lost time/lower prioritization of safety activities). 

Infusion Pump Drug Library Data Support
Leadership within the Click or tap here to enter text. infusion pump oversight committee is a core responsibility for the Medication Safety Officer. A FTE dedicated to medication safety would ensure continued high-level support for the organization’s infusion pump drug libraries build and data management a role that will allow the highest quality and functionality of infusion pump use while ensuring safe operation of smart pumps

Many Medication Safety Officers are involved with automation and technology data management.  Consider describing support the MSO provides for infusion pump analytics.  Many third-party vendors will provide these services for a fee or in difficult to interpret, lengthy reports.  Highlight the benefit of a dedicated individual who can interpret these data so that action-focused improvements can be realized. 

Other topics to consider for this section include:
· Aligning request with department or organization mission/vision
· Description of work that is being or will be completed by MSO
· Medication safety metrics that are tracked
· MSO resources allocated at other facilities within your health system
· MSO resources allocated at peer institutions

2. Indicate the department in which the employee would work
· Department Name: 
· Department:
· Job Code:
· Current FTE: 
· VP Name: 

Considerations may include the reporting structure and where the position belongs on an organizational chart.  Mediation safety officers might report to the pharmacy department, the safety department, risk management, or another department.  Department and reporting structure may affect the ability to implement changes to the organization’s medication use processes.   

Salary Information
Add your organization’s requirements for salary information
3. Indicate why this job cannot be covered by other staff
As with other pharmacist clinical specialist positions, specialized training and/or practice experience in medication safety is vital to success of this position.  Detailed knowledge of the science of patient safety, quality improvement principles such as Lean and Six Sigma, and in-depth understanding of clinical and operational pharmacy practice are essential to this role.  Additionally, this role requires high level communication, interpersonal, and leadership skills.5   

Describe the attributes of medication safety leaders in this section, focusing on the importance of having someone in this type of role.  The ASHP Statement on the Role of the Medication Safety Leader is a helpful tool in emphasizing these traits.  Additionally, specialized training of medication safety specialists can be highlighted here as well. 

4. Describe the negative impact of not adding this position

This section is where findings from the gap analysis should be summarized.  Key medication safety tasks not being addressed should be prioritized based on high impact and high priority (See Appendix A, Gap Analysis Tool found within this Toolkit). 

Many leaders want to see proposed solutions that do not require additional resources.  In the example provided, column 3 in Table 3 provides proposed solutions to help meet the goals of the medication safety task list. 
 
There are currently several gaps in essential medication safety activities that have been identified by the Medication Safety Officer.  These gaps have been outlined in Table 3.

	Table 3. (Name of Organization) Gaps in Essential Health-system Medication Safety Activities

	Activity
	Current Gap(s)
	Proposed Solution to Achieve Compliance

	Medication error reporting
	· Not currently analyzing contributing factors 

	· Build in to learner responsibilities

	Infusion pump data analysis
	· Have reviewed utilization data
· In-depth analysis of alert overrides not evaluated
	· Resident research project







