
Aim 1: 
To reduce patient harm, associated with 
medication use, by 50% among the patients of 
participating teams throughout Australia. 
 

Aim 2: 
To develop a national network and system to 
sustain and transfer improvements in 
medication safety to other health services across
Australia after the completion of the Collaborativ
 

The National Medication Safety Breakthrough Collaborative (NM
improving medication systems for patients accessing a wide v

Wave 1: 47 teams 
Improving the primary processes associated with 
medication use, such as information for patients, 
prescribing, administration, dispensing and docu-
mentation processes. Teams focused on specific 
medications that most commonly result in adverse 
medication incidents such as; anticoagulants, anti-
biotics, corticosteroids, cancer chemotherapy and 
central nervous system medications. 

Breakthrough collaborative  
methodology 
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% of Pharmacy Interventions 
( R esult s f o r  lead ing  ho sp it al)
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% accurate, complete and legible  
medication charts 
(Aggregate results top 7 hospital teams) 
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(NMSBC) is an innovative program aimed at 
wide variety of Australian health services. 

Wave 2: 53 teams 
Focusing on improving the systems interface where 
patients move between the hospital or health care 
setting and the community. Emphasis was given to: 
• the admission and discharge process 
• generic prescribing and administration issues 
• adherence issues 
• high-risk drugs including, anticoagulants, 
diabetic drugs, cardiovascular, respiratory. 
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% patients experiencing med. related 
harm during discharge process 
(Aggregate results top 15 hospital teams) 

% patients whose relevant med info is com-
municated to CHCP in timely fashion.  
(Aggregate results top 8 hospital teams) 



Conclusions and implications 
Promotion and support of a cultural shift in 
Australian hospitals for multidisciplinary tea
lead change. Medication safety — once a pli
charged by pharmacists - is now everybody
responsibility including the patients’. The pa
now at the centre of care, with safe, accurat
timely medication systems in place. 

 

Lessons 
• medication culture needs to change 
• train and support all staff involved 
• promote multidisciplinary teams 
• emphasis on open disclosure 
• provide improvement tools, guides and resources 
• communication training and plans developed 
• clinical Governance built into project and changes 
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% of  pa t i e nt s/ c a r e r s who unde r st a nd t he i r  c ur r e nt  me di c a t i on r e gi me s a nd 
sc he dul e s

( Aggr egat e r esul t s -  T op 6 Hospi t al  t eams)    
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% patients/carers who understand their cur-
rent med. regimes and schedules  
(Aggregate results top 6 hospital teams) 


