



Charter for:  Medication Operation Safety Team (MOST)
Revised: 5.19.14
1. Purpose:  
The Medication Operation Safety Team (MOST) shall:

a) Have oversight of the medication use process i.e. the procurement, prescribing, preparation/dispensing, administration and monitoring of medications, with the authority to determine and implement goals to improve medication safety.
2. Scope:  
Central Delivery System
a) Safety initiatives are developed and communicated to other individuals, teams and committees across the enterprise as appropriate.
b) MOST will appoint ad hoc groups to focus on specific medication safety initiatives when necessary.
     Presbyterian Delivery System

c) MOST has a limited enterprise-wide scope.  The Pharmacy Regional Operations Manager and Pharmacy Regional Clinical Manager participate on MOST will communicate safety concerns to the Regional Directors of Pharmacy as appropriate. 
3. Reporting Relationship:   

MOST has a direct reporting relationship with the Medical Staff Clinical Performance Committee (CPC) and the Pharmacy & Therapeutics Committee. An annual report of MOST activities is provided to CPC. Minutes of MOST are sent to the Pharmacy and Therapeutics Committee.
4. Authority:  
MOST establishes and implements goals, makes recommendations and oversees implementation of safe medication practices to ensure that required changes and improvements are made.  It is recognized that this responsibility requires collaboration and joint accountability with other clinical and support areas of the organization.  
The Pediatric Pharmacy & Therapeutics committee, which includes 

representatives from NICU, PICU and PCU  address  medication safety 

issues specific to their patient population. There is cross-membership on the MOST and 

Pediatric Pharmacy and Therapeutics Committee.
5. Key Functions and Processes:
	Task
	Approve/Accept
	Recommend
	Discuss
Inform
	Pres Essential

	1. In cooperation with other individuals and teams, assist in education of managers & staff about medication safety issues and med error reporting.
	X
	
	
	Clinical Outcomes

	2. Develop multi-disciplinary solutions to issues relating to safe medication practices. 

	X
	
	
	Clinical Outcomes

	Task
	Approve/Accept
	Recommend
	Discuss
Inform
	Pres Essential

	3. Manage automated medication dispensing cabinet override list. Review and approve additions.
	X
	
	
	Clinical Outcomes

	4. Review of safe medication practices & standards from national and local organizations e.g. JCAHO, ISMP, FDA, NM Board of Pharmacy.  
	
	
	X
	Clinical Outcomes

	5. Review of medication safety alerts from FDA, ISMP, TJC as appropriate
	X
	
	
	Clinical Outcomes

	6. Review adverse drug events including medication-related sentinel events.
	
	
	X
	Clinical Outcomes

	7. Review medication and practice policies that have safety implications.  
	X
	
	
	Clinical Outcomes

	8. Review as appropriate, safety issues findings from hospital medication tracers and area inspection reports.  
	X
	
	
	Clinical Outcomes

	9. Receive periodic reports of medication shortage issues.
	X
	
	
	Clinical Outcomes

	10. Review existing and proposed information technology (IT) solutions, e.g. medication delivery devices, relating to medication practice.
	X
	
	
	Clinical & Financial Outcomes,

	11. Oversight of the Medication Error Reduction Plan (MERP).
	
	X
	
	Clinical Outcomes

	12. As appropriate and in cooperation with other safety committees, discuss, evaluate and recommend corrective steps for  patient specific medication safety incidents 
	X
	
	
	Clinical Outcomes

	13. Annual review and revision of High-Alert Medication List
	X
	
	
	Clinical Outcomes

	14. Annual review and revision of Look-Alike/Sound-Alike Medication List
	X
	
	
	Clinical Outcomes

	15. Set annual medication safety goals that are congruent with the organization’s Medication Error Reduction Plan (MERP)
	X
	
	
	Clinical Outcomes

	16. Review and revision of medication safety metric(s) that will be used by the team to assess safety performance.
	X
	
	
	Clinical Outcomes


6. Measurement/Result Accountability:

MOST will have responsibility for developing and managing of performance metrics related to its purpose.
7. Membership:

Chairs:

Medical Director for Patient Safety
Nurse Manager 
Pharmacy Manager for Medication Safety & Quality
Members:

Nursing: Frontline staff from selected care areas e.g. Critical Care, Surgical, Medical, Emergency Room, Pediatrics, NICU, Peri-Operative and Women’s.
Clinical Education: Nursing representative from Nursing Practice Council or equivalent
Pharmacists: Supervisor, PGY1 Residents, representative(s) from patient care areas (frontline) to include pediatrics
Regional Sites: Pharmacy Clinical Manager and Pharmacy Operations Manager 

Informatics: Clinical Analyst 
Respiratory Therapist: Representative

Biomedical: Ad hoc representative

Quality Institute: Representative

Value Analysis Team: Ad hoc representative 
NOTE: Membership may be revised to include representatives from areas/disciplines most affected by medication-use practices.  Ad hoc members from other disciplines and units will be added as required.

8. Meeting Logistics:

Frequency: 
· Every other month business meeting; the following month is dedicated to a detailed review and discussion of Adverse Drug Events (ADEs). 
Location: Presbyterian Hospital

Agenda and Packet Distribution: 5 days in advance

Minutes: Electronic approval by membership
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