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GUIDANCE IN MOTION: ADVANCING QUALITY USE OF PSYCHOTROPICS 
IN RESIDENTIAL CARE HOMES THROUGH MEASURABLE CHANGE

Dr Alexandra Bennett1,2, Dr Amanda Cross2, Dr Madeleine Tan2,  
Prof Sarah Hilmer1,3,4, Prof Simon Bell2

1NSW Therapeutic Advisory Group, Sydney, NSW, 2Faculty of Pharmacy 
and Pharmaceutical Sciences, Monash University, Melbourne, Vic, 
3Faculty of Medicine and Health, University of Sydney, Sydney, NSW, 
4Department of Clinical Pharmacology, Royal North Shore Hospital, 
Sydney, NSW

EMAIL sasha.bennett@svha.org.au

Background Following the Royal Commission into Aged Care Quality 
and Safety, there has been a national focus on improving the safe and 
appropriate use of psychotropic medicines in Residential Care Homes 
(RCHs). This momentum is reflected in a suite of key national initiatives, 
including Clinical Practice Guidelines for the Appropriate Use of Psychotropic 
Medications in People Living with Dementia and in Residential Aged 
Care (CPGs) (2023), the Psychotropic Medicine in Cognitive Disability 
or Impairment Clinical Care Standard (CCS) (2024) and the Strengthened 
Aged Care Quality Standards (SACQSs) (2025).

Objective To develop quality indicators to measure adherence to, and 
implementation of, recommendations made in the CPGs, aligning where 
possible with the Standards above.

Actions A multidisciplinary Steering Group (n= 16) was convened to 
identify potential quality indicator candidates, with consideration of 
measurability, feasibility and remediability by RCHs. Composite measures 
were developed for 3 medication classes: antipsychotics, antidepressants 
and benzodiazepines. The indicators were tested in the MRFF-funded 
Evidence‑based Medication knowledge Brokers in Residential Aged CarE 
(EMBRACE) trial, and refined following project use and feedback. 

Evaluation Nineteen Australian RCHs used three composite indicators 
incorporating 24 sub-indicators. Feedback from RCH auditors and 
knowledge broker pharmacists including query topics, sampling 
methodology considerations and readability of specifications were used 
to refine the EMBRACE Indicator specifications. Specifications also provide 
information regarding alignment with CCS and SACQSs. Data collection 
tools were developed to easily collect data and provide information about 
trends in results and graph displays to present to Medication Advisory 
Committees (MACs).

Discussion Quality indicators, and accompanying data collection toolkit, 
for the CPGs have been developed. Aged care onsite pharmacists, RCHs 
and MACs can use the indicators to drive quality improvement initiatives 
and facilitate system-level changes in psychotropic medicines management. 
Applicability for use in other relevant healthcare settings e.g. hospitals will 
be considered in the future.

IMPLEMENTING A REGIONAL AGED CARE ONSITE  
PHARMACIST: 301 PUBLIC BEDS AND THREE MONTHS LATER

Anne-Maree Bartlett-Corry1, Dr Greg Weeks1, Emma Mole1

1Barwon Health, Geelong, Vic

EMAIL anne-maree.bartlett-corry@barwonhealth.org.au

Background Following the Aged Care Royal Commission, Commonwealth 
funding was allocated for Aged Care Onsite Pharmacists (ACOPs) 
to improve medication management; an evolution from Residential 
Medication Management Review (RMMR) services, to a clinically integrated, 
governance‑focused model. This is guided by the strengthened Aged Care 
Quality Standard Outcome 5.3, under the Aged Care Act, 2024.

Objectives To describe implementation of an ACOP in a regional 
health service, evaluate its early impact, identify challenges and 
propose future directions.

Action The service was marketed to residents, GPs, nursing and other staff, 
introducing the ACOP, their role and benefits.

Consultation with key stakeholders guided the development of 
service priorities.

Observations of medication administration rounds, review of RMMR 
completion rates and Riskman data, informed initial focus areas.

GP stakeholder and higher throughput needs influenced development of the 
‘Residential Medication Review Tool (RMRT)’.

Membership on the Medications Advisory Committee (MAC) was established. 

Evaluation Prior to ACOP implementation, RMMR completion rate was 
49% across all sites for the previous 12 months, with 33% of residents never 
reviewed. The ACOP audited 100% of residents’ charts (n=255) in a five-week 
period, referring 9.8% for GP review. 

The RMRT was introduced to enable faster comprehensive medication 
reviews, at the frequency suggested in Standard 5.3, whilst also meeting 
GP expectations for RMMR remuneration. 

Embedding ACOP services in nursing workflows reinforced referral 
for medication reviews. 

Three education sessions were delivered based upon Riskman trends.

Committee presence shifted MACs focus to include prescribing 
appropriateness and QUM evaluation.

A GP newsletter supported feedback and collaboration. 

Discussion The first three months identified the need for greater stakeholder 
collaboration, emphasis on medication reconciliation at transitions of care, 
and the importance of medication governance input.

Future goals include: RMRT evaluation, Transitional Care Program 
involvement, medication round participation, exploring S2/S3 prescribing 
and implementing electronic medication charting.

Contributed paper sessions

C1 • AGED CARE
Friday 28 November 2025, 10:40 AM – 11:51 AM

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 6

C1 • Aged Care

THERAPEUTIC DRUG MONITORING IN ACTION: IDENTIFYING A SERIOUS 
ADR BEHIND FUNCTIONAL DECLINE AND RECURRENT HOSPITALISATION

Nadia Mouchaileh1,2, Dr Nicholas Joseph Waters1, Dr Tessa Low1,  
Dr Celia Ting1

1Austin Health, Melbourne, Heidelberg, Vic, 2Monash University, Melbourne, 
Parkville, Vic

EMAIL nadia.mouchaileh@austin.org.au

Objective To highlight the importance of medication review and therapeutic 
drug monitoring and in older adults with unexplained functional decline, 
and to consider adverse drug reactions (ADRs) as potential causes of new 
or worsening symptoms.

Clinical features A man in his 70s, previously living independently at home, 
presented to hospital with bilateral leg weakness, sensory changes, impaired 
coordination and recurrent falls, following a 3-month history of declining 
mobility and two related hospital admissions. He had long‑standing ischaemic 
heart disease and type 2 diabetes, and had commenced perhexiline 100mg 
twice-daily six months earlier for angina after poorly tolerating other 
antianginal agents. During this third admission, liver function tests were 
abnormal and nerve conduction studies confirmed peripheral neuropathy. 
Despite multiple presentations, perhexiline toxicity was only identified during 
this admission.

Literature review Perhexiline is reserved for refractory angina due to its 
low therapeutic index and potential for serious ADRs, including hepatotoxicity 
and peripheral neuropathy typically after >3 months of use. These effects 
are often linked to high serum levels in poor CYP2D6 metabolisers. Australian 
guidelines recommend monitoring perhexiline levels within 3–5 days of 
initiation, then monthly until stable, and three-monthly thereafter.

Pharmacist Interventions, Case Progress and Outcomes During this 
admission, the ward pharmacist identified a possible link between 
perhexiline and the patient’s symptoms, and recommended serum level 
testing. The level was >3.0 mg/L (ref: 0.15–0.6 mg/L). Perhexiline was 
ceased, resulting in significant improvement in liver function and mobility. 
After six weeks of rehabilitation, the patient regained independence and 
was discharged home.

Discussion This case highlights the critical role of pharmacists in identifying 
medication-related harm and recommending therapeutic drug monitoring. 
Delayed recognition of perhexiline toxicity led to avoidable functional decline, 
falls and prolonged hospitalisation. Vigilance is essential when older patients 
present with nonspecific or functional complaints.

WHEN BLADDER RELIEF COSTS A BREATH: A CASE  
OF NITROFURANTOIN-INDUCED PULMONARY TOXICITY

Amanda Kassis1

1Royal North Shore Hospital, St Leonards, NSW

EMAIL amanda.kassis1@health.nsw.gov.au

Objective To describe a case of suspected nitrofurantoin-induced interstitial 
lung disease (ILD), highlighting the importance of thorough medication 
history-taking in identifying delayed-onset adverse drug reactions.

Clinical Features A 74-year-old woman with heart failure and interstitial 
cystitis with recurrent multidrug-resistant urinary tract infections was referred 
to hospital with a two-week history of worsening dyspnoea, dry cough, 
fatigue, and polyarthralgia, unresponsive to amoxicillin‑clavulanate and 
clarithromycin. She was hypoxic on presentation. B-type natriuretic peptide 
was not elevated, and bronchoscopy revealed no pathogens. Chest imaging 
showed bilateral interstitial changes. A key finding during pharmacist-led 
medicines reconciliation was that the patient had been taking nitrofurantoin 
for over three years, prescribed by her urologist but omitted from the general 
practitioner referral. A provisional diagnosis of cryptogenic organising 
pneumonia, likely secondary to nitrofurantoin, was made.

Literature Review Nitrofurantoin-induced pulmonary toxicity is a 
well‑documented but under-recognised adverse effect, particularly 
with prolonged use. Chronic toxicity is serious and presents insidiously 
after six months to several years of therapy. Cases often go unrecognised 
as symptoms may mimic infection or cardiac disease, or due to incomplete 
medication histories. Recovery after drug cessation may be incomplete.
The Therapeutic Goods Administration (TGA) Database of Adverse Event 
Notifications (DAEN) remains a key resource for identifying and reporting 
such rare but serious adverse events.

Pharmacist Intervention, Case Progress and Outcomes Pharmacist 
identification of chronic nitrofurantoin use led to prompt cessation and 
multidisciplinary review with respiratory and urology teams. The patient’s 
symptoms improved, though imaging confirmed residual fibrosis. 
The pharmacist submitted an adverse drug reaction report to the TGA 
and counselled the patient to avoid future rechallenge.

Discussion This case scored 6 on the Naranjo scale, indicating a 
‘probable’ adverse reaction. It reinforces the pharmacist’s critical role 
in detecting delayed drug toxicity and improving medication safety 
through comprehensive medicines reconciliation and collaborative care.

https://mm2025.adpha.au
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ACCESS TO END-OF-LIFE CARE MEDICATIONS IN THE COMMUNITY: 
A PROSPECTIVE, OBSERVATIONAL STUDY

A/Prof Simone Taylor1, A/Prof Rohan Elliott1, Carol Bekhit2, Zahra Rajabi2, 
Nohail Punjawani2, Nadia Mouchaileh1, Dr Zahid Hussain2

1Austin Health, Heidelberg, Vic, 2RMIT University, Bundoora, Vic

EMAIL simone.taylor@austin.org.au

Background To facilitate timely access to first-line end-of-life care 
medications in the community, a National Core Community Palliative Care 
Medicines List, comprising clonazepam, haloperidol, hyoscine and morphine, 
has been identified by expert consensus. When such medications are not 
readily available in the community, patients may experience delays or need 
to access hospital emergency departments for time critical care.

Aim/Objectives To assess the availability of medications on the core list 
in Victorian community pharmacies, and the perceptions and challenges 
encountered by their staff in facilitating timely access to end-of-life 
care medications.

Methods A cross-sectional observational study was conducted with a 
random sample of community pharmacies statewide. Data were collected 
using a previously published questionnaire, administered via a single 
telephone or face-to-face interview, or a self-administered questionnaire 
delivered online or in hard copy. The primary endpoint, ‘preparedness to 
provide end-of-life medications’ was defined as having all four medications 
from the core list in stock. 

Results Overall, 290 pharmacies were invited to participate and 221 
completed the questionnaire (response rate: 76%). One hundred and 
eighty-five (84%, 95% confidence interval 78–88%) respondents were aware 
of at least one palliative patient accessing their pharmacy in the previous 
12 months. Sixty-four (29%, 95% confidence interval 23–35%) pharmacies 
were deemed ‘prepared’ by having all four of the core medications in stock, 
however most could have these medications delivered on the next business 
day. Stock shortages and financial concerns around expiry of low-demand 
medications were barriers to preparedness. Communication gaps between 
pharmacists and other healthcare providers made facilitating medication 
supply challenging, however good relationships with community palliative 
care teams facilitated care for end-of-life patients. 

Discussion While most respondents were aware of palliative patients 
accessing their pharmacy, limitations in stock availability and preparedness 
were common. Support and interventions to improve community access to 
these potentially time-critical medications are needed.

C1 • Aged Care
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DEBUGGING MEDICINE DISRUPTIONS – HAS EVERYTHING 
ALREADY BEEN SAID?

Dr Nenad Miljkovic1,2

1European Association of Hospital Pharmacists, Brussels, Belgium, 
2European Council for Pharmacy Education Accreditation, Brussels, Belgium

EMAIL nenad.hedren@gmail.com

Background Medicine and medical device shortages have been a growing 
public health concern globally and across Europe since the 2000s, with the 
number of affected medicines increasing rapidly throughout the previous 
decade in both community and hospital pharmacy settings.

Objective To assess the current state of medicine and medical device 
shortages across European hospitals and their impact on healthcare 
delivery, while identifying strategies for stakeholder collaboration in 
shortage management.

Action The European Association of Hospital Pharmacists (EAHP) conducted 
its fifth shortages survey in 2023, gathering responses from hospital 
pharmacists, physicians, nurses, and patients across European healthcare 
settings. The EU subsequently created the first Union List of Critical 
Medicines in late 2023, followed by assessment of mitigation measures 
employed by EU Member States for 11 critical medicines in 2024.

Evaluation Survey results revealed that 95% of hospital pharmacists 
considered shortages an ongoing problem, with over 80% of physicians, 
68% of nurses, and more than 50% of patients experiencing similar issues. 
Antimicrobials were most affected, followed by analgesics, anaesthetics, 
cardiovascular, and paediatric medicines. Over 60% of hospital pharmacists 
and 50% of physicians and nurses also experienced medical device shortages. 
Compared to 2019, delays in care and suboptimal treatment increased by 
15%, with patient care cancellations rising by 10%.

Discussion These findings highlight the critical need for harmonized 
prospective risk assessment among all stakeholders managing shortages. 
By empowering healthcare professionals as active participants rather 
than passive observers, we can create safer patient environments 
across healthcare settings and reduce patient harm from ongoing 
shortage‑related risks.

WOMEN’S EXPERIENCES REGARDING THE PHARMACOLOGICAL 
MANAGEMENT OF HYPEREMESIS GRAVIDARUM; OPPORTUNITIES 
FOR PHARMACISTS TO ENHANCE CARE

Timothy McNamara1,2, A/Prof Jacqueline Stephens1, Dr Stefan Kane3,4,  
Emma Healy5, Caitlin Kay-Smith6, Dr Luke Grzeskowiak1,7

1Flinders Health and Medical Research Institute, College of Medicine 
and Public Health, Flinders University, Bedford Park, SA, 2School of Health 
and Biomedical Science, RMIT University, Bundoora, Vic, 3Department of 
Maternal Fetal Medicine, The Royal Women’s Hospital, Parkville, Vic, 
4Department of Obstetrics, Gynaecology and Newborn Health, The University 
of Melbourne, Parkville, Vic, 5Independent researcher, Reservoir, Vic, 
6Hyperemesis Australia, Sydney, NSW, 7SA Pharmacy, Flinders Medical 
Centre, SA Health, Bedford Park, SA

EMAIL timothy.mcnamara@rmit.edu.au

Background Hyperemesis gravidarum (HG), a severe form of nausea and 
vomiting in pregnancy (NVP), affects 0.3–10.8% of pregnancies. Medications, 
including antiemetics, represent the cornerstone of symptom management, 
but few qualitative studies have examined women’s experiences of HG 
viewed through the lens of pharmacological management.

Aim/Objective(s) To explore women’s experiences and perceptions regarding 
the pharmacological management of Hyperemesis Gravidarum (HG).

Methods A qualitative thematic analysis of three free text response 
questions contained within an online, 2020 national survey of Australian 
women who currently or had previously experienced severe NVP or HG.

Results Three major themes were identified. (1) ‘Inadequate recognition 
and management of HG’; women report many clinicians lack suitable training 
to diagnose patients, are not managing the condition appropriately, or are 
not apprised of current side-effect profiles of medications. Misperceptions 
regarding the safety of medications also appear common for both clinicians 
and women with HG. (2) ‘Challenging inequities in healthcare’; socioeconomic 
status may influence treatment outcomes, and systemic barriers to effective 
pharmacological management exist in the Australian Healthcare System. 
(3) ‘The extensive and unrelenting burden of HG’; HG’s severe nature 
can lead to extreme debility, impaired quality of life, and persistent 
psychological trauma. 

Discussion Findings highlight the key role pharmacists play in improving 
clinical care for women affected by HG. Pharmacists can better support 
informed decision making, aid women with HG to receive a timely diagnosis, 
and facilitate access to safe and effective medications. Pharmacists 
are well positioned to correct women’s and clinicians’ misperceptions 
regarding the safety profile and appropriate use of medications used in 
HG management. Further, pharmacists can also improve women’s and 
clinicians’ understanding of common side-effects of medications and their 
management. Opportunities also exist to address systemic barriers to clinical 
care services and medications, as well as system structures that may lead to 
treatment inequality.

Contributed Paper Sessions

C2 • MEDICATION ACCESS
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MEDICINES ACCESS IN AUSTRALIA – HELPING TO REMOVE 
THE POLICY BARRIERS

Michelle Edmonds1, Doctor Alice Gilbert1, Jo Wallace2, Angela Young3, 
Dr Kaspar Wilson4, A/Prof Bhavini Patel1

1Medicines Management Team, NT Health, Darwin, NT, 2Royal Darwin 
& Palmerston Hospitals NT Health, Darwin, NT, 3Alice Springs Hospital 
NT Health, Alice Springs, NT, 4Division of Medicine Top End Health Service, 
Darwin, NT

EMAIL shell_edmonds@hotmail.com

Background The World Health Organization considers that access 
barriers to medicines contribute to health disparities. Aboriginal and 
Torres Strait Islander People, particularly those from remote locations, 
have a significant gap in life expectancy and increased co-morbidities 
compared to non‑Indigenous Australians. Multiple national programs exist 
to remove barriers to accessing medicines. However, unaligned program 
rules have introduced new barriers. 

Aim/Objective(s) To understand barriers, demographics, and health system 
impacts created by medicine access program rules.

Methods A 7-day snapshot audit of presenting patients across 9 specialty 
units in two regional hospitals was conducted. Quantitative and qualitative 
data collected included demographic and geographic information, cause of 
medicine access issues relating to program rules, and clinician time to rectify 
medicine access. 

Results 59 cases of medicines access issues were identified; 29 were 
included for data analysis as they related to the project definition of 
program rule barriers. The majority of cases (86%, n=25) were people 
living remotely and most identified as Aboriginal and Torres Strait Islander 
People (94%, n=27). The most common barriers were remote people being 
temporarily situated in an urban location (72%, n=21) and issues accessing 
primary health care (n=7, 24%). These access barriers resulted in hospital 
presentations to obtain medicines, and more than half (52%, n=15) required 
admission to hospital for treatment due to missed medicines. Clinicians spent 
an average of 59 minutes per patient to restore medicines access. 

Discussion This audit highlights disproportionate medicines access barriers 
faced by remote Aboriginal and Torres Strait Islander People. Resolving 
medicine access issues places additional burden on clinicians in an already 
overstretched public health system. Much advocacy work has been 
undertaken nationally to improve interconnectivity of medicine access 
programs. Whilst some improvements have occurred, further reforms 
are required to ensure a more patient-centric approach to improve health 
outcomes and reduce the health system burden.

TOWARDS A NATIONAL PHARMACEUTICAL 
REFORM AGREEMENT: MEDICINES AND PHARMACY 
SERVICES ACCESS IN AN EVOLVING LANDSCAPE

Jerry Yik1, Marina Hanna1

1Advanced Pharmacy Australia (AdPha), Abbotsford, Vic

EMAIL jyik@adpha.au

Background The Mid-Term Review of the National Health Reform Agreement 
Addendum 2020–2025 examined medicines access and funding in public 
hospitals. It recommended that a future Agreement should ensure nationally 
consistent access to medicines across the care continuum. This reflects 
the evolving medicines landscape, shaped by high-cost, innovative, and 
specialised therapies, and the current fragmentation caused by different 
funding streams based on patient care status. A national Pharmaceutical 
Reform Agreement (PRA) could consolidate the six existing bilateral 
agreements established between 2001 and 2010, and bring in two 
jurisdictions that currently do not have PRAs.

Objectives To explore the role of public hospitals in Pharmaceutical Benefits 
Scheme (PBS) activity and assess the variation in hospital pharmacy services 
and workforce capacity across jurisdictions. The aim is to inform the design 
of a national Pharmaceutical Reform Agreement that addresses inequities 
and supports innovation.

Method PBS expenditure and prescription volume data from Services 
Australia were analysed to determine the hospital sector’s contribution to 
PBS activity and identify jurisdictional differences in hospital care delivery. 
Additionally, data from the State of Pharmacy: Workforce Insights 2025 study 
were reviewed to assess workforce challenges and the scope of services 
provided by hospital pharmacy departments.

Evaluation The workforce study revealed significant challenges in meeting 
professional standards and highlighted wide variation in the services 
delivered by hospital pharmacy departments. PBS data confirmed that 
hospital pharmacies are major providers of high-cost medicines, but current 
funding and pricing rules often hinder timely, patient-centred access.

Discussion A national Pharmaceutical Reform Agreement must address 
inequities in service delivery and medicines access based on patient care 
status. Beyond harmonising arrangements, it should scale up innovative 
practices, tackle rising healthcare costs and chronic disease burdens, 
and expand the scope of practice for the pharmacy workforce in response 
to workforce pressures.
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NEW STATE-WIDE CLINICAL TRIAL PHARMACY SERVICE MODEL 
ENABLING CLINICAL TRIAL ACCESS IN COUNTRY WESTERN AUSTRALIA

Katrina Orr1, Polly Pui1, Hamish Burton1

1WA Country Health Service, Perth, WA

EMAIL katrina.orr@health.wa.gov.au

Background Clinical trial delivery in Western Australian (WA) regional 
and remote areas is challenged by limited workforce capacity, geographic 
dispersion, low trial volumes, and a lack of specialist pharmacy expertise. 
Establishing fully resourced clinical trial pharmacies at each site is not 
feasible. These constraints necessitated a new approach to ensure a safe, 
consistent and Good Clinical Practice (GCP)-compliant clinical trial pharmacy 
service could be delivered across all regional sites.

Objective(s) To design and establish a coordinated clinical trial 
pharmacy service model for regional WA that enables consistent medicines 
management, strengthens leadership and standardisation, and improves 
equitable access to high-quality clinical trials.

Action Eight domains guided service development; 1) Governance, 
2) Stakeholder engagement, 3) Infrastructure, 4) Workforce, 5) Education, 
6) Policy development, 7) Clinical trial delivery, and 8) Sustainability. 
A co-design process involving regional pharmacists, trial coordinators, 
metropolitan, and national clinical trial pharmacists identified barriers, 
defined service requirements, and co-developed solutions. An operational 
model was developed capable of supporting clinical trial activities across 
diverse regional contexts. Key initiatives included: pharmacy review 
integration into the Institutional Trial Review Framework; structured 
communication governance pathway across all WA clinical trial and 
regional pharmacies; co-location within a metropolitan pharmacy for 
centralised investigational product (IP) distribution; deployable clinical trial 
pharmacy workforce; an eLearning package aligned to Advanced Pharmacy 
Australia (Adpha) competency framework; state-wide IP management 
system procurement to digitise records; clinical trial ePrescribing 
module development. 

Evaluation Ongoing evaluation focuses on implementation progress, staff 
engagement, stakeholder feedback, and GCP alignment. Early feedback 
indicates improved coordination, role clarity, IP management consistency, 
and increased site readiness for shared care trial delivery with streamlined 
governance pathways highlighted as a key enabler.

Discussion This model addresses long-standing inequities in regional trial 
access by embedding leadership and standardising processes across eight 
domains to support safe, efficient and GCP compliant trial service delivery.
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FLORENCE MESSAGING IN MOTION: PREVENTING NEW OPIOID 
DEPENDENCE POST-SURGERY

Gillian Oates1, Sok Leng Cam1, Michaela Winter2, Alexander Tege2,  
Ashley D’Lima3, Campbell Rule3, Dr Galina Daragnova3, Prof Suzanne Nielsen4

1Pharmacy Department, Peninsula Health, Frankston, Vic, 2University of Graz, 
Graz, Austria, 3South Eastern Primary Healthcare Network, Melbourne, Vic, 
4Monash Addiction Research Centre, Monash University, Melbourne, Vic

EMAIL goates@phcn.vic.gov.au

Background Opioids are not suitable for long-term pain relief post‑surgery 
and can incur serious side-effects and long-term unintentional dependence. 
In Australia, 3–10% of patients develop new persistent opioid use 
post‑surgery. Digital interventions, such as text messaging services offer 
an effective way to support patients in managing their pain postoperatively.

Aim To evaluate the impact of persona-based text-messaging service 
‘Florence’ on self-management of pain and opioid use following surgery 
in opioid naïve patients, compared to standard care.

Method In this prospective, double-blind randomised controlled study, 
inpatients were screened, invited to participate and assigned to the 
intervention or control arm following consent. ‘Florence’ tracked opioid 
consumption and patient reported outcomes (PROMs) over 30-days 
following hospital discharge during two time periods, April to June 2024 
and November 2024 to February 2025. All participants received PROM 
questions about their pain, opioid use and overall health status. Intervention 
participants received educational messages about pain management, 
opioid‑related risks, side effects, and instructions to safely dispose leftover 
opioids. Control participants received no educational messages. 

Results 2430 patients were screened, 514 were eligible. Of these, 
252 consented (n=129 intervention, n=123 control). 71% (n=92) of 
intervention and 76% (n=94) control group completed the study. After seven 
days, greater reduction in opioid use was observed in the intervention 
compared to the control group. A significant reduction was observed on 
day 14 (OR = 0.38, p = 0.047). By day 30, opioid use decreased further to 
2.1% in the intervention group compared to 10.5% in the control group 
(OR = 0.21, p = 0.039). There was no statistical difference in self-reported 
pain in both groups by day 30.

Discussion Persona-based text messaging service ‘Florence’ significantly 
reduced opioid consumption among opioid-naïve surgical patients over 
30-days following hospital discharge and is a highly effective strategy 
to profoundly reduce unintended new persistent opioid use.

PAIN MADE PLAIN: UTILISING AI TO CREATE ACUTE  
PAIN LEAFLETS FOR ALL HEALTH LITERACY LEVELS

Lily Hatt1, Belinda Chappell1

1Caboolture, Kilcoy And Woodford Directorate, Brisbane, Qld

EMAIL lily.hatt@health.qld.gov.au

Background Health literacy has major impacts on healthcare outcomes 
for individuals. Low health literacy is directly correlated to an increase 
in emergency department visits, hospital readmissions and durations of 
hospital stay. Patient-centred resources empower patients to contribute 
to shared decision making by providing adequate health information. 
Acceptance of artificial intelligence (AI) into the healthcare setting is 
controversial, however its use may hold potential in a variety of settings, 
including enhancing patients’ understanding of written information.

Objective(s) To understand the role of AI when developing a patient-centred 
acute pain resource, specifically to simplify language and enhance use of 
visual prompts to cater to all health literacy levels. 

Action (Method) An acute pain leaflet was developed with expert consensus 
from a variety of disciplines. The information within the original version of 
the leaflet was input into AI software “Perplexity” with the following prompts:

1.	 Reword this information so it can be better understood by a person 
who reads at grade six (Australia) level

2.	 Suggest how visual prompts may be used to further improve a person’s 
ability to understand the information

The leaflet was modified accordingly, and consumer feedback was sought 
to understand the readability and impact of visual prompts such as diagrams 
and pictures.

Evaluation Using the recommendations made by the AI software, the pain 
leaflet was updated prior to consumer feedback. Consumer feedback 
was obtained from patients with varying health literacy levels and was 
overwhelmingly positive. Consumers highlighted that the leaflet was easy 
to understand and made special mention to the use of a colour-coded 
infographic to help guide the use of pain medicines. 

Discussion The use of AI in the healthcare setting is new and emerging. 
Utilisation of simple AI prompts resulted in positive feedback from 
consumers supporting improved understanding of medicines information 
in relation to acute pain.
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MINIMUM CLINICALLY IMPORTANT DIFFERENCES OF FUNCTIONAL 
PAIN TOOLS USED POST-SURGERY: A SYSTEMATIC REVIEW

Katelyn Jauregui1, Lana Jamil1, Sophie Stack1, Dr Shania Liu1,  
Prof Sam Adie2, A/Prof Roger Knaggs3,4, Dr Nicholas Levy5,  
A/Prof Jonathan Penm1,6, Prof Asad Patanwala1,7

1The University Of Sydney, Camperdown, NSW, 2School of Clinical Medicine, 
UNSW Medicine & Health, St. George and Sutherland Campuses, 
Sydney, NSW, 3Department of Pharmacy, Prince of Wales Hospital, Randwick, 
NSW, 3Division of Pharmacy Practice and Policy, School of Pharmacy, 
University of Nottingham, Nottingham, UK, 4Pain Centre Versus Arthritis, 
University of Nottingham, Nottingham, UK, 5Department of Anaesthesia 
and Perioperative Medicine, West Suffolk Hospital NHS Foundation Trust, 
Bury St., Edmunds, UK, 6Department of Pharmacy, Campbelltown Hospital, 
Campbelltown, NSW, 7Department of Pharmacy, Royal Prince Alfred 
Hospital, Camperdown, NSW

EMAIL katelyn.jauregui@sydney.edu.au

Background Pharmacists play a central role in pain management and 
opioid stewardship, balancing the need to reduce opioid-related harms 
with ensuring adequate pain relief. There is growing concern that opioids 
may be inappropriately continued or withdrawn without adequate 
consideration of patients’ functional recovery. Functional pain tools 
assess both pain and its impact on activity, offering a more comprehensive 
evaluation of pain than unidimensional pain scales. Understanding 
the minimum clinically important difference (MCID) of these tools is 
critical for guiding opioid reassessment and supporting evidence-based 
decision‑making in clinical practice and research.

Aims To summarise MCID values for functional pain tools used in 
postoperative settings to inform clinical care.

Methods A systematic search was conducted on three electronic databases 
by two independent reviewers from 1946 to October 2024. Original research 
articles reporting MCID values of functional pain tools were included. 
Credibility assessment was performed by two independent reviewers.

Results Of 339 full texts screened, 10 were included, covering 10 unique 
tools. MCID values varied by methodology and patient population. 
In high‑credibility studies, MCIDs ranged from 5.4–9.7 for PROMIS-PI, 
0.92–8.0 for Quality of Recovery (QoR) tools, 8.65 for the Neck Disability 
Index, and 8.1 for the Roland Morris Disability Questionnaire (RMDQ). 
Among low-credibility studies, MCID’s ranged from 2.3–3.6 for PROMIS‑PI, 
2–5 for the RMDQ, 5.6–7.2 for the Oxford Shoulder Score, 5.6–7.2 for the 
Constant‑Murley Score, 2.6–3.3 for the University of California Los Angeles 
Shoulder Scores, and 11.14 for the Western Ontario and McMaster 
Universities Osteoarthritis Index. 

Discussion This review provides reference MCID values to help pharmacists 
and clinicians assess functional recovery in patients on opioids. Where 
meaningful improvement is lacking, tapering or alternative strategies may 
be warranted. These tools can support clinical trial design and may help 
advance individualised pain care. Standardisation of MCID methods is needed 
to enhance consistent application in practice.

CLINICAL ASSISTANTS MONITORING SELF-MANAGED 
ANALGESIA IN CORRECTIONAL HEALTHCARE

Kimberley Sugg1, Nicola Farrell1, John Willett1

1Caboolture, Kilcoy and Woodford Directorate, Caboolture, Qld

EMAIL kimberley.sugg@health.qld.gov.au

Background A statewide prisoner self-managed paracetamol and 
ibuprofen buy-up initiative was implemented at a local Correctional Centre 
to improve timely access to pain relief and reduce reliance on health 
services. This initiative presented a unique opportunity for a Clinical 
Assistant to contribute to medication safety and patient monitoring within 
a correctional environment.

Objective The Clinical Assistant aimed to develop and implement a system 
that identifies prisoners at potential risk of medication misadventure from 
concurrent use of self-managed and regularly prescribed analgesic products, 
and to facilitate clinical review where appropriate.

Action The Clinical Assistant collaborated with corrective services to access 
and analyse paracetamol and ibuprofen sales data. This was compared to 
regular prescribed analgesia data which was accessed via a purpose-built 
dashboard to identify duplications of therapy. The Clinical Assistant brought 
highlighted prisoners’ records to the Pharmacist for discussion and review. 

Evaluation Over a five-month period (October 2024–February 2025), 
966 prisoners purchased 2,897 packs of paracetamol; 12 (1.24%) purchased 
enough packs in addition to their regular supply to warrant further review. 
In the same period, 1,045 prisoners purchased 3,231 packs of ibuprofen; 
23 (2.20%) were also prescribed long-acting non-steroidal anti-inflammatory 
drugs, prompting review. Zero clinical incidents were reported. Nursing staff 
surveyed described the initiative as a positive step for prisoners.

Discussion This initiative has demonstrated an area where the Clinical 
Assistant’s role has been expanded to highlight patients at potential risk. 
This process has found the self-managed analgesia to be low risk for 
those also taking regularly prescribed analgesia, however consideration 
should be given to expanding the scope of at-risk patients to those taking 
anticoagulants or “triple whammy” drug combinations. The Clinical assistant 
is now developing targeted prisoner education and support resources to 
ensure the low ongoing risk of the program. 
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TRACKING CHANGE, DRIVING OPIOID STEWARDSHIP: A NATIONAL 
BENCHMARKING STUDY

Nerida Jenkins1, Kristen Thessman1, Wony Koak1, Andrew Wells1

1Slade Pharmacy Services

EMAIL nerida.jenkins@icon.team

Background Quantitative data is essential for evaluating opioid prescribing 
patterns and guiding behaviour-change interventions. Unlike antimicrobial 
stewardship, Australian hospitals lack standardised datasets to assess opioid 
prescribing appropriateness. To address this, a national pharmacy network 
developed a benchmarked report, using oral morphine milligram equivalents 
(OMMEs) as a standardised unit of measure to analyse discharge prescribing 
trends and support opioid stewardship programs.

Objectives To evaluate opioid prescribing trends at discharge using the 
OMME report in acute-care hospitals affiliated with the pharmacy network.

Methods Data was collected from 39 acute-care hospitals over a 24-month 
period (01/01/2023 – 31/12/2024). Surveillance focused on the average 
total OMMEs supplied per patient at discharge. Hospitals were classified 
according to Australian Institute of Health and Welfare categories. Prescribing 
trends were evaluated across hospital types, location, and stewardship 
interventions. Ethics approval was obtained. 

Results Public acute Group A and B hospitals reported lower average 
discharge OMMEs (155 and 189) than comparable private hospitals 
(315 and 251). Among private Group A hospitals, Western Australia recorded 
the highest average discharge OMMEs (411), exceeding Queensland (298) 
and Victoria (262). A Western Australian hospital implementing targeted 
stewardship, featuring a dedicated pharmacist and peer comparison 
feedback, reduced orthopaedic discharge OMMEs by approximately 
105 per patient. Furthermore, a private Group C hospital with established 
stewardship protocols averaged 88 OMMEs per patient at discharge, 
significantly below its hospital group average of 232.

Discussion OMME reporting revealed prescribing patterns and key 
behavioural drivers. Comparison-based interventions that leveraged peer 
influence effectively reduced postoperative opioid use. Opioid burden was 
lower at hospitals with established stewardship activities. Benchmarking 
data across the organisation demonstrates the scalability of the model. 
A nationally endorsed program could further strengthen stewardship efforts 
and help reduce downstream opioid misuse. 
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DRIVING EXCELLENCE: THE IMPACT OF VALUE-BASED HEALTHCARE 
ON PHARMACY STOCK MANAGEMENT

Viviane Khalil1,2,3

1Monash Health, Clayton, Vic, 2Monash Health, Clayton, Vic, 
3La Trobe University, Melbourne, Vic 

EMAIL viviane_makeen@yahoo.com.au

Background Value based healthcare (VBHC) principles are implemented at 
varying degrees to reform healthcare systems to improve patient safety and 
provide a cost effective and sustainable care. The framework encompasses 
3 streams. Stream 1 focuses on determining the desired future state, stream 
2 supports systems capacity, stream 3 targets sustainability and capabilities. 
To date, there has been scarce data in the Australian pharmacy settings on 
conceptualising VBHC especially in stock management processes. 

Objectives To implement VBHC framework for stock management in a 
200‑bed specialist health service and evaluate its impact on cost and value 
to improve patient safety 

Action A quasi-experimental methodology was conducted with pre and 
post design from July 2023 to March 2025. Initiatives for all 3 streams 
were planned and launched in April–May 2024. A modified VBHC framework 
aligned with medication management processes was developed and 
implemented. Our initiatives included implementing lean methodologies 
for stock management, standardising processes, formalising procedures 
and staff education to fulfill the 3 streams. Our outcome measures included: 
rate of medication errors, value of stock holdings and expired medicines 
and timeline of the sustainability of our interventions. 

Evaluation Our interventions reduced medication error rates from 0.3 per 
1000 patient to 0.04 per 1000 patient (P = 0.0001) reduced the pharmacy 
department stock holdings and cost of expired medicines by 53% (P= 0.003) 
and 30% (P= 0.03) respectively. Patient safety outcomes and cost reduction 
benefits were maintained for 10 months post intervention and are 
still ongoing.

Discussion Implementing VBHC improve patient safety and reduce cost 
of medicines holding and expired stock. The results of this study provide 
an insight for applications into other pharmacy practice areas and guidance 
to policymakers to embed VBHC into more areas of practice to ensure 
sustainability and safety of our health care system. 

RAPT WITH RAHPS

Louise Macauley1, Eden Weeks1, Nicholas Harrison1, Celia Weight1,  
Dr Karlee Johnston1

1Canberra Health Services, Canberra, ACT

EMAIL louise.macauley2@nh.org.au

Background Digital Health Record implementation enabled new 
opportunities including initiation of a Remote After-Hours Pharmacy Service 
(RAHPS) staffed by Australian registered pharmacists based in the Northern 
Hemisphere on weekdays from 5pm to 7am Australian Eastern Standard 
Time. Prior to the service there was no pharmacy cover during these hours. 
RAHPS pharmacists predominantly performed clinical review of medication 
orders, but also answered queries from onsite after-hours medical officers 
and nurses, the latter of which was expected to reduce the number of on-call 
pharmacist phone calls and associated costs.

Aim/Objective To examine the impact of RAHPS on the onsite on-call 
pharmacy service, in terms of both workload and cost. 

Method This study involved analysis of pharmacy on-call data pre and 
post RAHPS implementation. Data including number and type of phone 
calls and recalls was recorded for a three-month period prior to service 
implementation, and for a three-month period after implementation, 
and compared. 

Results The number of after-hours calls, including those resulting in 
recall, to the onsite on-call pharmacists was reduced following RAHPS 
implementation. During the three-month trial period prior there were 
88 calls and 24 recalls, which reduced post implementation to 62 calls 
(29.5% reduction) and 15 recalls (37.5% reduction). There were 27 clinical 
calls to the on-call pharmacist before the service and 16 after, due to RAHPS 
pharmacists being available to assist with clinical queries. Conservatively, 
working on early career pharmacist remuneration, this reduction equates 
to a cost saving of almost $10,000 per annum. 

Discussion RAHPS reduced the burden on the onsite on-call pharmacists 
during the three-month period in terms of both the number of phone calls 
and recalls to work. The reduction in calls to the on-call pharmacists resulted 
in financial benefit to the pharmacy department and removed barriers to 
accessing clinical pharmacy expertise after-hours for the wider hospital.
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METHOTREXATE RESCUE IN MOTION: A PHARMACIST’S ROLE 
IN FIXED‑DOSE GLUCARPIDASE USE

Shweta Painumpra1

1Royal Brisbane and Women’s Hospital, Brisbane, Qld

EMAIL shweta.painumpra@health.qld.gov.au

Objective This case report outlines the successful use of 1000-unit fixed‑dose 
glucarpidase for high-dose methotrexate toxicity. 

Clinical Features A 78-year-old female with primary vitreoretinal lymphoma 
was admitted to a tertiary hospital to receive high-dose methotrexate. 
Within 24 hours, the plasma methotrexate level was 48μmol/L; serum 
creatinine increased from 72μmol/L at baseline to 244μmol/L, and peaked 
after five days at 592μmol/L. The patient was anuric and went on to receive 
dialysis. Glucarpidase 1000 units was sourced from interstate via the Special 
Access Scheme and administered intravenously 58 hours after methotrexate 
was commenced. 

Literature review The recommended glucarpidase dose is 50 units/kg, 
based on limited studies. Each 1000-unit vial costs approximately A$48,000. 
Fixed-dose 1000-unit glucarpidase has been described in one case series to 
date – serum creatinine improved in all five patients; one patient with chronic 
kidney disease demonstrated longer serum creatinine recovery time and 
temporary signs of neurotoxicity. 

Pharmacist Interventions, Case Progress and Outcomes A pharmacist 
was heavily involved from admission to discharge, working within the 
multidisciplinary team to advise on drug-drug interactions, increasing 
leucovorin dosing, therapeutic drug monitoring, checking for other 
medication causes of kidney injury, and ensure appropriate prescribing 
of urinary alkalinisation and intravenous fluids. The pharmacist obtained 
supply of glucarpidase and advised how to prescribe and administer 
it. Plasma methotrexate concentration reduced by 81% from 15μmol/L 
to 2.8μmol/L after glucarpidase administration. Rebound increases in 
plasma methotrexate levels were observed, but concentrations remained 
consistent at <3μmol/L. It took 21 days to achieve methotrexate clearance, 
after which the patient was discharged. The patient did not receive any 
further methotrexate, but their lymphoma remains in remission.

Discussion 1000-unit fixed-dose glucarpidase may be a safe and 
cost‑effective treatment for high-dose methotrexate toxicity. To our 
knowledge, this is the first case describing use of this dose within 
the Australian healthcare landscape. 

MEDICATION RETURNS: ENSURING SAFE AND EFFICIENT  
MEDICATION HANDLING IN A METROPOLITAN HOSPITAL

Tam Huynh1, Jier Nguyen1, David Harris1

1Northern Health, Epping, Vic

EMAIL tam.huynh@nh.org.au

Background Medication wastage can place significant financial, operational 
and environmental burden on hospitals, often due to inefficient processes. 
Hospital pharmacists spend a large amount of time authorising stock returns, 
resulting in time wastage, inaccurate inventory and delays in returns due to 
time constraints on staff. 

Objective(s) To evaluate the financial and operational impacts of 
a revised medication return process in the pharmacy department 
at a metropolitan hospital.

Action Our pharmacy technician working group reviewed the “Medication 
return to pharmacy” procedure and staff involved in pharmaceutical returns 
were consulted for development of the new process. The new process 
implemented was a technician-based workflow and did not require reversal 
and/or authorisation of previous dispensing, instead it was processed as a 
credit within the pharmacy dispensing software. Removing the pharmacist 
from this workflow allows the re-allocation of their expertise to other clinical 
activities and enables them to dedicate some resources towards upskilling 
of technicians. Our processes were further refined to ensure safe and 
efficient returns of medications whilst taking into consideration sustainability 
and minimising wastage.

Evaluation Following implementation of the workflow changes, time-motion 
studies compared the old and new processes revealing a significant time 
reduction of 65% to process 10 returns. The change in process realised more 
efficient recovery of $207,000 in stock over the past 12 months. The removal 
of a pharmacist reduced their workload by over 6 hours per week, based on 
an average of 180 returns. The financial savings mentioned do not account for 
additional factors, such as the value generated from freeing up pharmacists 
for other clinical tasks, which will become apparent over time.

Discussion Embedding this process is important to maintaining efficient 
and effective processes while improving cost savings. Timely pharmaceutical 
returns will assist with reducing wastage to minimise our carbon footprint 
which is paramount to sustainability.
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TRENDING TOWARDS SUSTAINABLE ANTIMICROBIAL USE 
IN THE COMMUNITY: 2015–2024

Kylie Tran1, Brighid Carey1, Prof Libby Roughead2,  
Dr Svetla Gadzhanova2, Prof John Turnidge1

1Australian Commission on Safety and Quality in Health Care, Sydney, NSW, 
2University of South Australia, Adelaide, SA

Background Antimicrobial resistance (AMR) and antimicrobial use contributes 
to healthcare-associated carbon emissions. AMR infections often use 
more healthcare resources including more antimicrobials and diagnostic 
testing, more frequent appointments with clinicians, admissions to hospital 
and extended lengths of stay. Analysis of antimicrobials dispensed in the 
community is undertaken annually for the Antimicrobial Use and Resistance 
in Australia (AURA) surveillance program.

Aim To describe trends in community antimicrobial prescriptions supplied 
under the Pharmaceutical Benefits Scheme and Repatriation Pharmaceutical 
Benefits Scheme (PBS/RPBS). 

Methods PBS/RPBS data from 2015–2024 were obtained from Services 
Australia and analysed. Trends in antimicrobial use were investigated by 
number of prescriptions/1,000 people and Defined Daily Dose (DDD)/1,000 
people/day. Analyses included rate of use by location, age, sex and type 
of antimicrobial. 

Results In 2024, 23,190,360 antimicrobial prescriptions were dispensed, 
which is a 4.8% increase from 2023, but 13% lower than 2019 and 20.8% 
lower than 2015. 

Following the national trend, overall antimicrobial use declined across all 
states and territories from 2015 to 2024. 

DDD/1,000 people/day was 17.4 in 2024, which is an increase from 16.8 
in 2023. 

Older Australians were dispensed the greatest number of antimicrobials; 
people aged 80 years and over received 2–3 prescriptions each on 
average annually. 

Females received more antimicrobial prescriptions than males across all 
age groups except for individuals aged 0–4 years. 

As with previous years, the most commonly dispensed antimicrobials were 
amoxicillin (22%), cefalexin (21.7%) and amoxicillin–clavulanic acid (14.6%). 

Discussion Although community antimicrobial use has increased since 
2022, it is encouraging that it so far, remains below pre-pandemic levels. 
These results indicate that lower antimicrobial use in Australia is achievable. 
Improving antimicrobial stewardship in the community is a key strategy 
in reducing the spread of AMR and limiting the impact of health care 
on the environment. 
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CLOSING THE GAP: RECRUITING FIRST NATION SCHOOL CADET(S) 
AS TRAINEE PHARMACY TECHNICIANS

Cindy Farrell1, Paige Johnston1, Joshua McKenzie1, Scott Mitchell1

1Princess Alexandra Hospital, Brisbane, Qld

EMAIL cindy.farrell@health.qld.gov.au

Background Pharmacy Technicians are listed on the Australian Government’s 
occupational shortage list, of which is clear when undertaking recruitment 
drives i.e. applicants not possessing the necessary qualifications. With many 
sites progressing advanced scope roles sustainability of staff resourcing has 
been adversely impacted i.e. staffing pipeline has been impacted. 

To address succession planning for our pharmacy technician workforce, 
alternate pathways were required to be explored. Our team investigated 
opportunities relating to a focus on school-based students exploring careers 
in healthcare which led to networking with the State-wide Aboriginal & 
Torres Strait Islander Cadetship program. This led to an opportunity for our 
department to present the topic, careers as a pharmacy technician to groups 
of First Nation students at local schools. 

Objective(s) To establish a culturally safe/supportive training program 
for First Nation’s school cadet(s) with the pharmacy department.

Action An identified Pharmacy Technician team leader in collaboration 
with the deputy director of pharmacy progressed trainee cadet positions 
within the health district.

Cadets worked under the delegation and supervision of a pharmacy 
technician team leader and pharmacist line manager to develop a 
comprehensive understanding of patient care. Cadets completed 60 days 
of paid work over the 2024 calendar year. Rostered day(s) were negotiated 
with the student in relation to their school study commitments.

Evaluation Formal training was provided via registered training organisation 
(i.e. HLT37121 Certificate III in Hospital or Health Services Pharmacy 
Support). Further support and training on site facilitated by pharmacy 
technician leads. 

Discussion Our department recruited n=2 First Nation Cadets. 
Both students completed certificates and were provided ongoing 
recruitment. One statement from a student included: While entering 
such a large and important work force was intimidating, I was lucky to 
have been welcomed by such a kind and patient team in the pharmacy. 
Career progression as a pharmacy technician is rewarding.

SAFE HANDLING OF MONOCLONAL ANTIBODIES  
IN THE CLINICAL TRIAL SETTING

Emilia Kim1, Eugenia Hong1

1The Royal Melbourne Hospital, Parkville, Vic

EMAIL emilia.kim@mh.org.au

Background Monoclonal antibodies (mAbs) have become an invaluable class 
of therapeutics, offering targeted treatments for a wide range of diseases. 
While their therapeutic benefits are clear, occupational exposure risks 
to healthcare workers remain poorly defined especially for unconjugated 
mAbs used in clinical trials. Investigational mAbs often lack adequate safety 
data for appropriate hazardous classification. Current guidelines provide 
ambiguous recommendations, leading to inconsistent handling practices. 

Objective(s) To develop a standardised procedure tailored to the needs 
of the clinical trials setting for handling investigational mAbs safely.

Action (Method) A three-part approach was undertaken: 

1.	 a review of international and national guidelines, literature, and hospital 
procedures published up to July 2024; 

2.	 development of a risk assessment flowchart for classifying 
investigational mAbs based on clinical trial phase, toxicity, 
immunogenicity, and the extent of manipulation required for 
dose preparation; and 

3.	 retrospective application of the tool to 18 investigational mAbs 
managed by Clinical Trials Pharmacy during 2022 and 2023. 

Evaluation The flowchart was developed considering hazardous criteria 
outlined by the National Institute for Occupational Safety and Health, 
mAb preparation recommendations, and whether the investigational mAb 
is on the hospital’s hazardous medicines list or part of an early-phase study 
with limited safety data. Of the 18 investigational mAbs reviewed 95% of 
investigational mAbs were classified as high or moderate risk when we 
applied the risk assessment flowchart. Implementation of the tool will lead 
to standardised handling recommendations including Personal Protective 
Equipment requirements, biosafety cabinet use, and Closed System Transfer 
Device considerations. Risk-based categorisation will streamline processes 
across medication receipt, preparation, administration, and destruction. 

Discussion The proposed risk stratification tool will enable clinical trials 
pharmacists and healthcare workers involved to make informed decisions 
even in the absence of complete safety data. Its application has potential 
to improve staff safety and consistency in handling novel biologics.
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EARLY EYES FOR BETTER OUTCOMES: ROLE OF A CLINICAL PHARMACY 
TECHNICIAN IN TRANSITIONS OF CARE

Sonja Gjorgievski1, Ashley Webb1, Jessica Domzalski1, Angela Given1,  
Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL sonja.gjorgievski@nh.org.au

Background The Clinical Pharmacy Technician (CPT) role within Hospital 
in the Home (HITH) was introduced to improve patient care during the 
transfer to HITH. Given the lack of dedicated HITH admissions pharmacist 
and the increasing focus on transitions of care, the CPT role helps bridge 
this gap by supporting timely patient reviews. Under the supervision of the 
HITH pharmacist, the role is designed to facilitate efficient and coordinated 
HITH admissions through detailed medication oversight and effective 
communication with patients and carers, ensuring safe and well-managed 
transitions from hospital to home.

Objective(s) To describe the role of a CPT within a HITH service at a 
metropolitan hospital. 

Action (Method) To enhance workflows and patient safety, the CPT works 
closely with inpatient ward pharmacists to thoroughly review treatment 
plans before patient transfer; ensuring early identification of potential issues 
that may arise during HITH admission. Key responsibilities of the CPT include 
verifying antimicrobial dosing and course duration and identifying any 
medication related discharge barriers for HITH patients. By proactively 
addressing these key factors, the CPT supports seamless patient transitions 
and helps uphold high standards of care.

Evaluation The CPT role has improved admission workflows by streamlining 
responsibilities and coordinating admission tasks. Since its implementation, 
HITH pharmacists have reported having more time to focus on clinical patient 
care. This role supports timely admissions, reduces medication-related risks, 
and improves overall efficiency. The CPT also strengthens multidisciplinary 
collaboration within the HITH service, contributing to safer and more 
effective patient transitions.

Discussion The proactive role of the CPT facilitates smooth patient transitions 
and supports the maintenance of high standards of care in HITH. Given its 
demonstrated impact on workflow and patient care, there is strong potential 
for the CPT role to be expanded beyond HITH and integrated into other areas 
of healthcare to further enhance service delivery.

UTILISING RURAL COMMUNITY PHARMACISTS  
TO SCREEN FOR CHRONIC DISEASES

Kym Ramsey1, Caroline Holtby2, Kelly Dal Broi1

1Murrumbidgee Primary Health Network, Griffith, NSW, 
2Murrumbidgee Local Health District, Wagga Wagga, NSW

EMAIL kym.ramsey@mphn.org.au

Background Rural Australia has a high rate of potentially preventable 
hospitalisations related to chronic diseases, with Chronic Obstructive 
Pulmonary Disease (COPD) and Congestive Heart Failure (CHF) being 
among the most common conditions. 

Pharmacists are highly trusted, easily accessible healthcare professionals 
across Australia. Many patients seek symptom management at their local 
pharmacy before consulting a doctor, uniquely positioning pharmacists to 
proactively identify early chronic disease symptoms. Despite this, there are 
very few programs in Australia utilising community pharmacists in this role.

Objectives This innovative program provides resources, education and 
support to rural pharmacists to screen for early symptoms of chronic 
disease and link at risk patients with their general practitioner (GP) for 
diagnosis and management. 

Action A collaborative codesign process was undertaken involving GPs 
and pharmacists to design the screening program. 

On presentation to the pharmacy, patients are identified as potentially at 
risk of COPD or CHF based on presenting symptoms. Using screening tools 
(including micro-spirometry for COPD), the patient is assessed. Those shown 
to be at risk are referred to their nominated local GP for assessment with 
the potential for early diagnosis and improved health outcomes. 

Evaluation The program has screened 457 patients, in 32 community 
pharmacies, effectively targeting those at risk of being missed in general 
practice. 308 (67%) patients had not recently consulted their GP about their 
symptoms. Data suggests community pharmacists are skilled at identifying 
patients at risk, and escalating care as needed with 224 (49%) patients 
referred by the pharmacist to their GP. 

The program showed improved pharmacist and patient satisfaction via better 
health outcomes, new diagnoses, and stronger pharmacist‑GP collaboration. 

Discussion With ongoing funding and the commitment of local pharmacists 
and GPs, the program has illustrated the potential benefits of chronic disease 
screening in community pharmacy both within the region and beyond.

C5 • Practice expansion
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PARTNERED PHARMACIST-PHYSICIAN MEDICATION PLANNING 
FOR PATIENTS AT ICU STEP-DOWN

Kathlin Tunnah1, Dr Gordon Laurie1, Dr Chris Joyce1,  
Dr Nazanin Ghahreman-Falconer1,2, Courtney Hill1, Belinda Badman1,  
Amanda Batson1, Jane Dunsdon1, Elizabeth Currey1

1Princess Alexandra Hospital, Brisbane, Qld, 2The University of Queensland 
School of Pharmacy, Brisbane, Qld

EMAIL kathlin.tunnah@health.qld.gov.au

Background Patient transitions from the Intensive Care Unit (ICU) to general 
wards pose a significant risk of medication errors and patient harm, often 
attributable to patient complexity, polypharmacy, and differing digital 
medication systems. Collaborative pharmacist-physician prescribing models 
have been shown to reduce errors and length of stay in other settings, 
however, the impact of these models at ICU step-down are underexplored. 

Aim This study aimed to assess the impact of Pharmacist Partnered 
Medication Planning (PPMP) on the incidence of prescribing discrepancies 
at ICU step-down. 

Method A pilot PPMP model was implemented in a tertiary hospital ICU, 
one day a week, for three months from June to August 2024. A credentialed 
PPMP pharmacist collaborated with physicians to plan the medication chart 
for step-down patients, with the physician signing the orders. This was 
compared to usual care where physicians prescribed the medications. 
Both groups had an independent pharmacist review of medication charts 
and discrepancy resolution at step-down. The results were analysed 
descriptively and compared between groups using univariable analysis. 

Results A total of 50 patients were reviewed in each group (N=100), 
with no significant difference in age, sex, or ICU length of stay between 
groups. The PPMP group had significantly fewer prescribing discrepancies 
per patient than the usual care group (8 [16%] vs. 34 [68%] p <0.001). 
Two patients in the PPMP group had prescribing errors involving high-risk 
medications, compared to 15 in the usual care group (p<0.001). 

Discussion This pilot PPMP model implemented at ICU step-down 
significantly reduced prescribing discrepancies, especially for high-risk 
medications. This collaborative model improved medication safety during 
the critical patient transition from ICU to the ward. These findings highlight 
the potential safety benefits of PPMP in ICU, particularly in light of legislative 
changes enabling collaborative pharmacist prescribing.
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EDUCATION IN MOTION: EMPOWERING PHARMACY TECHNICIAN 
CAREER GROWTH THROUGH AN ADVANCED LEARNING PROGRAM

Kirsten Westaway1, Daniel Obrien1, Brett Anderson1, Paul Toner1

1The Royal Melbourne Hospital, Parkville, Vic

EMAIL kirsten.westaway@mh.org.au

Background Our pharmacy technicians are highly valued and key 
contributors to patient care. We are dedicated to embedding technician 
career pathways as a retention strategy. To support this approach, we 
identified an opportunity to formally evaluate and recognise the advanced 
skills of our more experienced and proficient pharmacy technicians.

Objective To develop a program to enable highly skilled pharmacy 
technicians to consolidate and demonstrate the abilities necessary to 
practice at a senior level, including working in advanced scope roles. 
Successful completion would result in a corresponding senior title, 
additional responsibilities, and remuneration.

Method A comprehensive two-year program was designed, with rotations 
through four key operational areas. During each rotation, candidates must 
meet specific performance criteria and undergo competency assessments. 
New and existing training materials were developed, and assessment 
tools revised to include Entrustable Professional Activities (EPAs), direct 
observations of practice (DOPs), advanced skill credentialling, and peer 
feedback (mini-PAT) The program also includes longitudinal assessments 
that require technicians to demonstrate professional qualities, such as 
chairing meetings, participating in recruitment activities, and contributing 
to continuing education sessions. 

Evaluation By setting clear goals and assessments, the program has 
enhanced the technician’s motivation and engagement and contributed 
to professional growth. Due to interest in the program, an intake cap 
of two candidates per year has been set to ensure sustainability.

The program has successfully facilitated two upgrades since implementation, 
awarding the candidates with an official ‘Senior Pharmacy Technician’ title, 
increased responsibilities, and pay recognition.

Discussion A robust development program aimed at career progression 
for pharmacy technicians is crucial for maintaining their engagement and 
motivation. It allows them to be rewarded for their ever-expanding skills 
and abilities. By recognising advanced skills, the program helps to retain 
talented technicians and encourages continuous professional development. 

DEVELOPMENT OF THE AUSTRALASIAN COMPETENCY 
STANDARDS FRAMEWORK FOR PHARMACY TECHNICIANS: 
A COLLABORATIVE APPROACH

Kylee Hayward1, Joanna Pizzi1, Tara Clayson-Fisher2, Tricia Holmes3,  
Brett Anderson4, Mark Clifford5, Ellisha Vas6, Carol Robinson7

1Advanced Pharmacy Australia, Melbourne, Vic, 2Tasmanian Health Service, 
Hobart, Tas, 3SA Pharmacy, Adelaide, SA, 4The Royal Melbourne Hospital, 
Melbourne, Vic, 5Western Sydney Local Health District, Sydney, NSW, 
6Chemist Warehouse, Gold Coast, Qld, 7Health New Zealand Te Whatu Ora, 
Tauranga, NZ

EMAIL khayward@adpha.au

Background The expanding role of pharmacy technicians in healthcare 
systems across Australia and New Zealand necessitates standardized 
competency frameworks to ensure patient safety and quality practice. 
As pharmacists increasingly focus on clinical activities, technicians undertake 
extended scope activities, requiring clear definition of essential knowledge, 
skills, and attributes for safe practice. 

Objective(s) To develop the inaugural Australasian Competency Standards 
Framework for Pharmacy Technicians through a collaborative approach, 
establishing consistent entry-level competency requirements applicable 
across diverse practice settings. 

Action (Method) Development followed a three-phase approach over 
18 months. Phase 1 comprised comprehensive review of international 
competency standards for pharmacy technicians. Phase 2 involved 
engagement with a working group representing Australia and New Zealand, 
including pharmacists and pharmacy technicians from community and 
hospital sectors through focus group sessions. Phase 3 consisted of three‑part 
consultation including online workshops, key stakeholder roundtables, 
and public consultation in Australia from October–November 2024. 

Evaluation The framework established six core domains: Cultural Inclusion 
and Diversity, Professionalism and Ethics, Communication and Collaboration, 
Medication Management and Patient Care, Leadership and Management, 
and Education and Research. Australian public consultation received 
33 written responses from diverse stakeholders. Participants demonstrated 
high confidence in the standards (7.7/10 overall), with all individual 
domains rating ≥7.6/10. Key themes included merit in career progression 
opportunities, practice standardization, and workforce advocacy, while 
areas for improvement focused on scope appropriateness for entry-level 
technicians and implementation challenges. 

Discussion This framework represents a significant milestone in 
standardizing pharmacy technician practice across Australasia. 
The collaborative development process and positive consultation feedback 
demonstrate strong stakeholder support for establishing consistent 
competency requirements. The framework provides a foundation 
for educational content development, accreditation standards, and 
recognition programs, ultimately enhancing patient safety and professional 
development pathways. New Zealand consultation commences July 2025, 
with full implementation planned following completion of trans-Tasman 
stakeholder engagement. 
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EXPERIENTIAL MANAGEMENT AND LEADERSHIP IN MOTION 
FOR PHARMACY TECHNICIANS: ALL PART OF THE MASTERPLAN

Scott Mitchell1, Sarah Slatter1, Cindy Farrell1, Lisa Hattersley1, Rozia Ali1

1Princess Alexandra Hospital, Brisbane, Qld

EMAIL scott.mitchell@health.qld.gov.au

Background Advancing scope of practice for pharmacy technicians has 
led to roles in specialty clinics, wards, and operational management. 
As a result, there is an increased expectation for pharmacy technicians 
to assume leadership and managerial responsibilities. Clinical support 
service competencies do not directly translate to the development of 
leadership and management skills. ADPHA’s Standard of Practice for 
Pharmacy Technicians to support Clinical Pharmacy Services and specialty 
groups provide overview of expectations. Our team considered available 
resources as an opportunity to tailor a specific management and leadership 
program for pharmacy technicians to undertake. Content for the program 
was reviewed/developed by the Pharmacy Technician Team Leaders and 
Deputy Director of Pharmacy. 

Objective(s) To develop an immersive and experiential pharmacy technician 
program focused on developing management and leadership skills at our site.

Action Four practical modules with clear objectives were developed to 
encompass attributes required of team leaders including: conflict resolution, 
supervision, customer complaints, team planning, rostering & performance 
appraisals. Each module was delivered via an interactive session with a 
Pharmacy Technician Team Leader and/or the Deputy Director of Pharmacy. 
The sessions were convened once weekly and run over 12 months. 

An expression of interest was distributed to our departments advance 
scope pharmacy technician team to participate in the first iteration of the 
training program. 

Evaluation Depending on the module the technician would be required 
to complete certain tasks including presentation attendance, self-reflection 
exercises, group exercises and activity-based learning opportunities. 
The team leader would observe the candidate’s performance during 
module participation and performance during supervisory/ leadership roles. 
Formalised reporting is then detailed using a uniquely developed 
performance appraisal tool.

Discussion All pharmacy technicians (n=3) reported sessions/experiences 
had positively impacted personal supervisory and leadership style/skills. 
Experiential learning opportunities have been received positively by the 
pharmacy technician cohort bridging the gap to management roles. 

INDUSTRIAL AWARDS IN MOTION: DEVELOPING MODERN 
CLASSIFICATIONS AND CONDITIONS FOR NSW PHARMACISTS 
AND PHARMACY TECHNICIANS

Mark Clifford1,2, Kate Callaghan2,3, Blake Adair-Roberts4

1Westmead Hospital, Sydney, NSW, 2HSU Delegate, Co-Chair HSU Pharmacy 
Industrial Advisory Committee, HSU Bargaining Committee Member, Sydney, 
NSW, 3St George Hospital, Kogarah, NSW, 4Division Secretary, Allied Health, 
Health Services Union NSW/ACT/QLD, Sydney, NSW

EMAIL mark.clifford@health.nsw.gov.au

Background Industrial awards for NSW Health pharmacists and technicians 
have not been materially updated in over 25 years. Current classifications, 
conditions and remuneration do not reflect the diversity and value of modern 
pharmacy services, contributing to operational issues (e.g. interpretation 
disputes, low morale) and strategic challenges (e.g. barriers to innovation, 
staff attrition, underinvestment in the pharmacy workforce). The Health 
Services Union (HSU) represents pharmacy and other allied health workers 
collectively seeking major reform. 

Objective(s) To undertake consultative, worker-led development of a modern 
award for NSW Health pharmacy workers, as a basis for negotiation with the 
NSW government. 

Action (Method) The HSU Pharmacy Industrial Advisory Committee 
(PIAC) was established with broad representation from NSW pharmacy 
workers across varied backgrounds, locations and levels of experience. 
Core aims for a new award were determined; (1) clarify roles and 
expectations, (2) enable top-of-scope progression and recognition, and 
(3) support attraction and retention of high-quality staff. Over 18 months, 
PIAC convened regularly to review consultation data, compare interstate 
awards and develop consensus-driven pharmacy classifications and clauses 
within the proposed Clinical, Health & Associated Professionals (CHAP) 
Award. In December 2024 the draft CHAP Award was presented to over 
500 pharmacy staff via statewide explainer meetings, for final consultation 
and feedback. 

Evaluation In March 2025 pharmacy HSU members voted overwhelmingly 
(>95%) to endorse the proposed CHAP Award for negotiation with the 
NSW Government. Proposed classifications cover the modern diversity 
of pharmacist and technician roles, provide pathways for greater 
career progression and aim for broad pay and condition parity with 
interstate counterparts. 

Discussion Award negotiation officially commenced in April 2025. The scale 
of this reform is unprecedented and will impact the trajectory of NSW 
pharmacy services into future decades. Through sustained collaboration 
across the profession, NSW pharmacy workers have prepared a modern, 
comprehensive and resoundingly endorsed award proposal. 
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PROGRESS IN MOTION: ADVANCING TECHNICIAN SKILLS 
THROUGH EDUCATION-LED SERVICE AND TRAINING INNOVATION

Sarah Lord1, Hala Musa

1Chris O’brien Lifehouse Hospital pharmacy, Camperdown, NSW

EMAIL sarah.powell@lh.org.au

Background A clinical ward technician service was introduced in 2021 
to support pharmacists with discharge counselling, medication reconciliation, 
chart reviews, and medication supply. Entry requirements included 
three years of hospital experience and relevant qualifications. However, 
recent staffing challenges, particularly the loss of experienced technicians 
prompted a re-evaluation of the service to match the skills and experience 
of the current team. In mid-2024, an education technician role was 
introduced to address gaps in training and competencies.

Objective To utilise the education technician role in developing and 
implementing a progressive ward technician framework that sustains 
ward‑based services while supporting technician growth.

Method A training analysis survey was distributed to all technicians, with a 
90% response rate. Results revealed gaps in training and a lack of structured 
support for continued education and role development. This feedback was 
central to the redesign focusing on comprehensive training, confidence 
building, and competency assessment.

Three progressive technician levels were developed, each with defined 
competencies and structured workbooks:

•	 Basic Supply and Support: medication supply, discharge counselling

•	 Intermediate: medication histories, chart annotations, quality 
improvement

•	 Advanced: medication reviews, stewardship programs, nurse education

Evaluation Level one training launched in 2025, combining theoretical and 
practical components. Technicians shadowed the educator during discharge 
counselling and progressed to supervised practice. Technicians who have 
completed level one training now manage day surgery discharge coordination 
and counselling.

A technician-led education series has been implemented, with topics 
focused on common post-operative discharge medications, complementing 
and reinforcing practical training in surgical discharge counselling.

Discussion This redesign is a proactive response to staffing and competency 
challenges. Led by the education technician, the model promotes technician 
development, sustains service delivery, improves job satisfaction, 
and enables pharmacists to expand their clinical roles. Strong leadership 
and mentorship will ensure long-term sustainability.
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NIMODIPINE USE IN ANEURYSMAL SUBARACHNOID HAEMORRHAGE: 
DOSING PATTERNS AND HEMODYNAMIC IMPACT IN THE ICU

Georgia Clark1, Kathlin Tunnah1, Crystal Dutt1, Clarissa Kho1, Elvis Lin2, 
Chnar Mohemmed2

1Princess Alexandra Hospital, Brisbane, Qld, 2Queensland University 
of Technology, Brisbane, Qld

EMAIL gpclark19@gmail.com

Background Aneurysmal subarachnoid haemorrhage (SAH) carries 
significant morbidity and mortality, with cerebral vasospasm (CVS) and 
delayed cerebral ischaemia (DCI) being major complications. Nimodipine, 
a calcium channel blocker, is routinely used in intensive care units (ICUs) 
to mitigate CVS by improving cerebral blood flow. Despite its widespread 
use, its impact on hemodynamic stability and the need for vasopressors, 
remain poorly evaluated. 

Aim This study aims to describe local nimodipine dose de-escalation 
patterns and their relationship with hemodynamic effects in patients 
with SAH within a tertiary level intensive care unit. 

Methods A retrospective audit was conducted on patients prescribed 
nimodipine for aneurysmal SAH in a tertiary referral ICU from 2022–2025. 
Data on nimodipine dosing, dose/frequency changes, vasopressor 
requirements (expressed in noradrenaline equivalents), and reasons for 
withholding/discontinuation were extracted. Vasopressor requirements 
were compared one-hour pre and post nimodipine doses on days 1, 3, 7, 14 
and 21 throughout the clinical course. 

Results Nimodipine was prescribed to 83% of SAH ICU patients, with 85% 
initially receiving 60mg q4h. Dose adjustments occurred in 57% of cases, 
most commonly a change in frequency to 30mg q2h. 56% of patients 
required concurrent vasopressor therapy, with increasing requirements 
following nimodipine administration. 6.2% of patients stopped nimodipine 
before ICU discharge to transition to hypertensive therapy (4/145) or 
due to intolerance/high vasopressor needs (5/145). 

Discussion This study confirms nimodipine’s widespread use in SAH 
management and highlights frequent dose adjustments, in response 
to hemodynamic instability. The consistent increase in vasopressor 
requirements post-dosing highlights nimodipine’s significant systemic 
vasodilatory effects, which requires careful hemodynamic management. 
The low discontinuation rates of nimodipine indicate that its potential 
benefits outweighed its hemodynamic effects in clinical decision-making. 
These findings offer valuable insights into current practice, informing 
future strategies to optimise nimodipine administration and enhance 
hemodynamic stability in SAH patients. 

TEMOZOLOMIDE ALLERGY DESENSITISATION:  
A PHARMACIST-LED PROTOCOL ADAPTATION WITHOUT 
CYTOTOXIC CONTAINMENT INFRASTRUCTURE

Teck Vui Lai1

1Prince Of Wales Hospital, Randwick, NSW

EMAIL teckvuilai@gmail.com

Objective To develop and implement a safe, practical desensitisation 
protocol for temozolomide (TMZ) allergy in a patient with glioma, 
using intact capsules in a facility without access to a cytotoxic powder 
containment hood.

Clinical Features A male patient with high-grade glioma developed an 
immediate allergic reaction during the first cycle of oral TMZ. Symptoms 
included flushing and throat discomfort shortly after ingestion. As TMZ 
is a standard-of-care treatment for glioma, alternative agents were limited. 
Additional considerations included the risk of recurrent drug-induced 
diabetes insipidus and borderline eosinophilia, which supported the need 
for a cautious dose escalation strategy to minimise risk while ensuring 
continued treatment.

Literature Review Rodd et al. (2020) described a successful TMZ 
desensitisation protocol requiring capsule manipulation within a cytotoxic 
powder containment hood—equipment not available at the treating site. 
Emerging literature also supports the adjunctive use of omalizumab to 
enhance desensitisation success in drug allergy management.

Pharmacist Interventions A pharmacist identified the infrastructure 
limitations and led the design of an alternative desensitisation approach 
using only available intact capsule strengths. A modified protocol was 
implemented: a 5-step (155 mg) schedule in Cycle 1, 7-step (395 mg) 
in Cycle 2, and a 2-step challenge (40 mg then 360 mg) in Cycle 3. 
Omalizumab 150 mg was administered two weeks and one day prior to 
each cycle. The pharmacist coordinated Individual Patient Use (IPU) approval, 
sourced medicines, ensured dosing safety, and worked collaboratively 
with the immunologist, oncologist, and nursing team.

Discussion The patient completed 12 cycles of TMZ without recurrence of 
allergic reaction. This case highlights the pharmacist’s key role in adapting 
desensitisation protocols to local resource constraints and provides a model 
for centres without containment facilities.

Reference Rodd JM et al. Intern Med J. 2020;50(5):579–583.  
doi:10.1111/imj.14675 
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DOUBLE TROUBLE: SEVERE ANGIOEDEMA TRIGGERED BY 
DUAL DRUG INHIBITION

Enise Kunduraci1, Angela Given1, Jier Nguyen1

1Northern Health, Epping, Melbourne, Vic

EMAIL enise.kunduraci@nh.org.au

Objective To report a rare case of tongue angioedema associated with 
the concurrent use of an angiotensin-converting enzyme (ACE) inhibitor 
and a dipeptidyl peptidase-4 (DPP-4) inhibitor, and to raise clinical awareness 
of this uncommon but life-threatening adverse reaction.

Clinical features A 70-year-old female presented to the Emergency 
Department with significant tongue angioedema compromising the airway 
after recently being prescribed Glyxambi® (Linagliptin/Empagliflozin) 
by her GP for glycaemic control. She also had a longstanding history 
of Trandolapril (ACE inhibitor) use. Initial treatments with adrenaline, 
dexamethasone, promethazine, tranexamic acid, and icatibant were 
ineffective. Due to worsening airway compromise, the patient was intubated 
and transferred to the ICU. Given the lack of response to therapy and 
her ACE inhibitor history, a bradykinin-mediated drug-induced aetiology 
was suspected. The immunology team was consulted, and after cessation 
of both trandolapril and linagliptin since admission to ED, the patient’s 
condition improved, supporting a rare diagnosis of ACE inhibitor and DPP-4 
inhibitor‑induced angioedema.

Literature review There is limited literature regarding the concurrent use 
of ACE inhibitors and DPP-4 inhibitors causing angioedema. While ACE 
inhibitors are well-documented for causing bradykinin-mediated angioedema, 
DPP-4 inhibitors are not typically listed as a common cause. However, case 
reports and pharmacological studies suggest that co-administration may 
synergistically inhibit bradykinin and substance P degradation, increasing 
the risk of non-allergic angioedema.

Pharmacy intervention, case progress and outcomes The pharmacist 
played a crucial role by identifying the rare drug interaction between DPP-4 
inhibitors and ACE inhibitors and collaborating with the ICU, immunology, 
and medical teams to optimise patient care and optimise pharmacotherapy.

Discussion Both ACE inhibitors and DPP-4 inhibitors contribute to bradykinin 
accumulation. This case suggests that their concurrent use may potentiate 
the risk of angioedema, despite limited literature and guidance on this 
interaction in standard clinical references. 

SEEING THE RISK: A CASE REPORT OF RETINAL ARTERY 
OCCLUSION ASSOCIATED WITH LISDEXAMPHETAMINE

Dr Stephanie Mitchell1, Sarah Coker1, Dr Karin Lust1, Rachael Starkey1

1Royal Brisbane and Women’s Hospital, Brisbane, Qld

EMAIL sarah.coker@optusnet.com.au

Objective We present a case which suggests an association between 
lisdexamphetamine use and branch retinal artery occlusion (BRAO). This is 
significant as lisdexamphetamine dispensing has increased annually since 
2022. BRAO typically presents as sudden vision loss in patients over 
60 years old. 

Clinical Features A 43-year-old female presented with visual changes 
of flashes and shadowing for the past month. BRAO was diagnosed by 
an ophthalmologist. Telmisartan had recently been commenced for 
hypertension, blood pressure was 150/100. All other baseline observations 
were normal. Cardiovascular, respiratory and neurological examinations 
were unremarkable. A gene mutation for Heterozygous Factor V Leiden was 
identified, however extensive pathological and radiological investigations 
were unable to identify a clear pathophysiological cause for presentation. 
Patient was taking lisdexamfetamine 70mg and dexamfetamine 15mg 
once daily for Attention Deficit Hyperactivity Disorder and had a history 
of Polycystic Ovary Syndrome (PCOS) and was overweight. 

Literature Review There are limited published case reports of BRAO 
associated with lisdexamfetamine use, patients with PCOS and heterozygous 
Factor V Leiden; a gene mutation that occurs in 1–5% of the Australian 
population. The Database of Adverse Events Notifications has received 
17 reports of vascular disorders related to lisdexamfetamine as a single 
agent at time of submission.

Pharmacist interventions Pharmacist medication review identified the 
possible association of a rare lisdexamfetamine side effect. The suspicion of 
Lisdexamfetamine and dexamfetamine association with BRAO was reported 
to the TGA.

Outcome Lisdexamfetamine and dexamfetamine were ceased. 
Visual and hypertensive symptoms had resolved at time of discharge; 
lifelong aspirin 100mg daily and rosuvastatin 40mg was commenced 
for secondary prevention. 

Discussion Considering increased usage of lisdexamfetamine in the 
Australian population, it is important for health practitioners to be 
aware of potential side effects, including this presentation of BRAO. 
Multidisciplinary collaboration is important in complex cases where 
an adverse drug reaction is suspected. 

C7 • Clinical
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AMANTADINE FOR REDUCED CONSCIOUSNESS FOLLOWING TRAUMATIC 
BRAIN INJURY: A CASE REPORT

William Nguyen1

1Concord Repatriation General Hospital, Concord, NSW

EMAIL william.nguyen1@health.nsw.gov.au

Objective To describe the use of amantadine in a patient with decreased 
level of consciousness in the context of a traumatic brain injury.

Clinical Features A 64-year-old female presented with an aneurysmal 
subarachnoid haemorrhage secondary to a left middle cerebral artery 
trifurcation aneurysm. Her prolonged intensive care unit admission was 
complicated by tonic-clonic seizures requiring intubation and persistently 
elevated intracranial pressure. Behavioural factors, including meal aversion 
and limited communication, necessitated nasogastric feeding. Despite 
external ventricular drain placement, imaging revealed haemorrhage 
extension into the left Sylvian fissure, prompting emergency craniotomy 
and drainage. 

Literature review Whilst there is limited evidence for improving recovery 
or functional outcomes, neuro-pharmacologic agents are frequently used 
off-label to enhance arousal and responsiveness by correcting injury-related 
disruptions in dopaminergic and noradrenergic systems. Amantadine 
is a weak, non-competitive N methyl-D aspartate receptor antagonist 
that has demonstrated promising preliminary evidence for improving 
alertness and accelerating the pace of functional recovery for patients 
with minimal consciousness. 

Pharmacist Interventions, Case Progress and Outcomes Following 
multidisciplinary discussion, the pharmacist conducted a literature review 
of amantadine use in traumatic brain injury to determine appropriate 
dosing and therapeutic alternatives. This research supported approval 
by the Drug and Therapeutics Committee and access to amantadine oral 
liquid was arranged through the Special Access Scheme. The pharmacist 
collaborated with the speech pathologist to provide guidance on amantadine 
administration and side effects, leading to enhanced monitoring for seizures 
and extrapyramidal symptoms. After four weeks of amantadine therapy, 
the patient saw an increase in their oral intake, and overnight NG feeds 
were gradually weaned.

Discussion Amantadine may be considered as a treatment option to enhance 
alertness in minimally conscious patients following traumatic brain injury, 
as improved alertness in this population is associated with faster short-term 
functional recovery, reduced hospital length of stay, and fewer complications 
related to prolonged admission.

IN MOTION AGAINST RESISTANCE: BACTERIOPHAGE USE IN PERSISTENT 
KLEBSIELLA PNEUMONIAE PROSTHETIC JOINT INFECTIONS

Laura Triggs1

1Canberra Health Services, Garran, ACT

EMAIL triggsey_laura@hotmail.com

Objective To describe a case of RI11B_Edgework bacteriophage therapy 
in an immunocompromised patient with persistent bilateral knee prosthetic 
joint infections (PJI’s).

Clinical Features A 19-year-old female with refractory, relapsed B-cell 
acute lymphoblastic leukaemia requiring CAR-T treatment, subsequently 
developed bilateral Klebsiella pneumoniae PJI’s following knee replacements 
for steroid-induced avascular necrosis. The infections were managed with 
Debridement, Antibiotics and Implant Retention (DAIR). However, despite 
debridement and six months of antimicrobial therapy, residual infection 
was suspected on the retained prostheses. 

Literature Review Bacteriophages are naturally occurring viruses that 
specifically target and destroy bacteria and are abundantly found in natural 
environments such as soil. Their therapeutic use predates the discovery 
of antibiotics but has gained renewed interest to combat the rise in 
antimicrobial resistance. Bacteriophage therapy offers several advantages, 
including specificity for bacterial targets, self-amplification within the 
bacterial host, and the ability to penetrate biofilms on retained prosthetic 
material. These properties make them a promising option in the treatment 
of complex, device-related infections that are difficult to manage with 
conventional antimicrobials.

Pharmacist Interventions, Case Progress and Outcomes In collaboration 
with the Infectious Diseases team, the pharmacist assisted in coordinating 
compassionate access to bacteriophage therapy and ensured regulatory 
compliance. They coordinated precise timing of twice-daily bacteriophage 
therapy and antimicrobial administration to prevent potential antagonism 
and coordinated timely collection of blood samples for serum bacteriophage 
monitoring. The pharmacist also reviewed and endorsed the internal 
administration guideline to support safe and consistent practice by 
clinical staff. The patient successfully completed a 14-day course of 
bacteriophage and has retained their prostheses without clinical signs 
of ongoing infection to date. 

Discussion This case illustrates the expanding role of pharmacists 
in facilitating innovative, personalised therapeutics. It also supports 
the growing evidence of bacteriophage use in treating bacterial infections 
and addressing current antimicrobial challenges in the treatment of 
complex resistant infections. 
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A BRIDGE TOO FAR: OFF-LABEL FONDAPARINUX IN A DIALYSIS PATIENT 
REINFORCES RECOMMENDATIONS TO AVOID

Dionisia Andreone1, Geoffrey Wills1, Kate Callaghan1

1St George Hospital, NSW Health, Sydney, NSW

EMAIL dionisia.andreone@health.nsw.gov.au

Objective To report off-label use of fondaparinux as perioperative 
bridging anticoagulation in a haemodialysis (HD) patient, demonstrating 
unpredictable clearance and reinforcing recommendations to avoid its 
use in this population.

Clinical Features A 68-year-old male with end-stage renal disease (ESRD) 
on thrice-weekly HD was reviewed pre-admission for transcatheter aortic 
valve implantation (TAVI). History included antiphospholipid syndrome 
with multiple thromboembolic events (on warfarin), and heparin-induced 
thrombocytopenia (HIT). Anaesthetics consulted haematology for 
anticoagulant bridging advice and a plan was documented to administer 
fondaparinux 7.5mg daily when INR < 2.5, dialysis to clear fondaparinux 
before TAVI, then post-procedure resumption of warfarin alongside 
fondaparinux until INR > 2.5.

Literature Review Fondaparinux is contraindicated in ESRD. The Renal 
Drug Database and UpToDate state it is ‘dialysed’ but advise against use 
noting it may accumulate. Some case series report fondaparinux as dialysis 
anticoagulation (for circuit patency). One study reported therapeutic 
dosing post-dialysis with anti-Xa monitoring, in the context of argatroban 
being unavailable.

Pharmacist Interventions, Case Progress and Outcomes On inpatient review, 
the pharmacist noted the patient had received fondaparinux 7.5mg daily for 
five days. Recognising the accumulation risk, the pharmacist recommended 
immediate cessation of fondaparinux and a post-dialysis fondaparinux-
calibrated anti-Xa level. The post-dialysis trough level of 0.65mg/L confirmed 
the patient was still therapeutically anticoagulated (therapeutic range (peak): 
0.5–1mg/L) immediately prior to surgery. Post-operative anticoagulation 
and resumption of warfarin was complicated, as it took approximately 
one week and three further dialysis sessions to clear the fondaparinux. 
As recommended by the pharmacist, argatroban was used for bridging 
to warfarin post-operatively, instead of the planned recommencement 
of fondaparinux.

Discussion This case reinforces recommendations to avoid therapeutic 
fondaparinux in ESRD and HD. Limited dialysability data and assumptions 
about HD clearance poses considerable safety risks. In patients with HIT and 
ESRD requiring perioperative bridging anticoagulation, agents like argatroban 
are preferred.
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SUCCESSFUL SWALLOWING AT PAEDIATRIC PATIENT PILL SCHOOL – 
AN AUSSIE ADAPTATION OF THE KIDZMED TRIAL

Veronica Farah1, Stephanie Felizardo1

1Fiona Stanley Hospital, Murdoch, WA

EMAIL veronica.farah@health.wa.gov.au

Background From the KidzMed trial, we know that teaching patients 
the life‑skill of pill swallowing can improve compliance, reduce costs 
and wastage of both drug and packaging and reduce the medical carbon 
footprint. We outline the adaptation of the pill swallowing guidelines 
from the NHS Newcastle program via the implementation of a ‘Pill School’ 
on an Australian paediatric ward. 

Objective(s) To enhance patient and parent satisfaction with medication use 
and reduce costs, waste and emissions for the hospital. 

Action (Method) Patients are identified and taught to swallow pills effectively 
by trained nurses, play therapists or pharmacists, with all dosing decisions 
made on a case-by-case basis. Pharmacist involvement ensures appropriate 
dosing and adherence to local guidelines when adjusting patient’s discharge 
medication doses to a suitable tablet or capsule formulation. Staff and 
parents are surveyed before and after each session.

Evaluation Of the patients who learned safe pill swallowing techniques, 
90.9% successfully learned on the ward and were able to be discharged 
on an oral tablet/capsule formulation. Feedback from parents was 
resoundingly positive.

Discussion Adoption of this method for teaching paediatric patients 
(and adults who are unable to swallow solid dose forms) is ideal for all 
Australian hospitals. It reduces the use of liquid medication formulations, 
thus reducing carbon emissions, costs and improving adherence. 

DESCRIBING THE QUALITY OF LIFE OF RURAL  
HOSPITAL ADMISSION RISK PROGRAM CLIENTS

Meredith Glennen1, Paul Wembridge1, Katherine Stewart1

1South West Healthcare, Warrnambool, Vic

EMAIL pwembridge@swh.net.au

Background The Hospital Admission Risk Program (HARP) aims to 
decrease hospital demand through provision of comprehensive assessment, 
self‑management education, care coordination and timely responsive 
specialist care for people with complex needs. There is limited data on 
the Quality of Life (QoL) of HARP clients in the rural Australian context. 

Aim To describe the QoL of HARP clients of a rural Australian health service

Methods All adult clients (commencement date: 01/01/2024–30/04/2025) 
who returned a QoL questionnaire on HARP commencement were 
retrospectively identified using electronic records. For each client, 
the PROMIS global physical health and mental health QoL composite 
measures were calculated using the Global Health Scoring Manual. 
If duplicate QoL questionnaires were identified (for example, from two 
separate encounters), only the first was included.

Results A total of 93 questionnaires were recorded (response rate: 23% from 
412 encounters). Two questionnaires were excluded (multiple encounters, 
final study size: 91). Clients were elderly (aged > 65 years: 68%) and lived in 
rural postcodes (100%). Fifty-three percent were female. Clients were often 
enrolled in HARP for Heart Failure (HF) or Chronic Obstructive Pulmonary 
Disease (COPD) management (32% and 20% of encounters respectively). 

The majority described their overall health as poor (35 clients, 38%) 
or very poor (15 clients, 16%). Compared to the reference population, 
clients reported poorer physical and mental health. There was no 
correlation observed between age and overall, physical or mental health 
QoL (all R2 < 0.08). Differences in QoL measures between sexes and 
disease states were not statistically significant.

Discussion Rural HARP clients in this study reported poor QoL and were 
managing chronic diseases reliant on medications for symptom management. 
Optimal medication management in this cohort is essential and could 
potentially be supported by further integration of pharmacists within 
ambulatory and community-based programs such as the HARP.
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DISCHARGE INTERVENTIONS AND THEIR CULTURAL ADAPTATIONS 
FOR FIRST NATIONS PEOPLES: A SYSTEMATIC REVIEW

Bushra Haque1, Siniti Herath1, Kingston Yeung1, Brett Chambers2, 
Prof Rebekah Moles1, Katelyn Jauregui1,3, Dr Stephen Carter1,  
Alexander Burke1, Linda Krogh2, A/Prof Jonathan Penm1,4

1School of Pharmacy, the University Of Sydney, Camperdown, NSW, 
2Western NSW Local Health District, Dubbo, NSW, 3Department of Pharmacy, 
Campbelltown Hospital, Campbelltown, NSW, 4Department of Pharmacy, 
Prince of Wales Hospital, Randwick, NSW

EMAIL bushra.haque@health.nsw.gov.au

Background Inadequate discharge planning is a key safety issue that 
increases the risk of patient harm when transitioning from hospital to 
the community. For First Nations peoples, the risk of negative outcomes 
at these transitions may be inflated due to a lack of culturally safe 
healthcare. Evidence-based, culturally safe transition of care frameworks 
have yet to be established for First Nations peoples. 

Aim Identify the existing discharge interventions implemented for 
First Nations peoples and summarise their cultural safety adaptations. 

Methods A systematic search of databases such as Medline, Embase 
and Scopus was conducted following the PRISMA guidelines. Studies were 
included if they were primary research that included First Nations peoples 
in any country, had an intervention implemented in relation to discharge 
from hospital, and evaluated patient outcomes after discharge in a 
quantitative manner. 

Results A total of 3,320 titles and abstracts against the selection criteria; 
eight of these studies were included in this review. Five of the intervention 
components were also considered cultural adaptations: facilitation of 
connection to community services, inclusion of a First Nations health worker, 
initiation of staff cultural training, holistic frameworks and culturally sensitive 
education resources. Two interventions weren’t directly cultural adaptations: 
health and risk screening, and multidisciplinary discharge planning. Two 
additional cultural safety components identified were the use of cultural 
imagery, native language and First Nations authorship. Positive outcomes 
were reported for the rate of adverse events post-discharge, connection 
to primary care providers, and satisfaction of patients. 

Discussion This review supports the implementation of discharge 
interventions that are culturally adapted to inform safe communication 
and address cultural and social determinants to health that affect 
First Nations patients’ outcomes after discharge. Further controlled 
primary studies are required to inform evidence-based discharge 
interventions for First Nations peoples. 

PATIENT PERSPECTIVES OF A COLLABORATIVE PHARMACIST 
PRESCRIBING MODEL: A MIXED METHODS EVALUATION 

Hana Amer1,2, Sally Marotti1,2,3, Dr. Jacinta Johnson1,2, Kirsten Burns1,2, 
Dr Imaina Widagdo1, Sharon Goldsworthy2, Ramim Hossin1, Molly Astley1, 
Prof Lisa Kalisch Ellett1

1Clinical and Health Sciences, University of South Australia, Adelaide, SA, 
2SA Pharmacy, SA Health, Government of South Australia, Adelaide, SA, 
3College of Medicine and Public Health, Flinders University, Bedford Park, SA

EMAIL hana.amer@sa.gov.au

Background Collaborative pharmacist prescribing involves pharmacists 
working with doctors and patients to prescribe medicines in hospitals. 
While staff have reported positive experiences, little is known about 
patient perspectives. Partnering with patients is a key healthcare standard 
in Australia and globally, and understanding patient experiences is 
essential to support shared decision-making and improve collaborative 
prescribing practices. 

Aim/Objective(s) To evaluate patient perspectives of a collaborative 
pharmacist prescribing model compared to usual care. 

Methods A cross-sectional, voluntary, anonymous survey was disseminated 
across four hospitals between 09/2023–03/2025 to explore patient 
perspectives on collaborative pharmacist prescribing (intervention) 
and independent medical prescribing (usual care) during hospital admission. 
Eligible inpatients were aged ≥ 18 years and able to provide informed 
consent. Descriptive text responses were thematically analysed using NVivo. 
Likert scale responses were analysed using SPSS and reported as counts 
and percentages. 

Results One hundred intervention and 100 usual care responses were 
received. Intervention patients reported greater satisfaction with 
decision‑making around their medicines, 80% agreed they felt encouraged 
to have a say in decisions about their medicines vs 69% in the usual care 
group. When asked about their level of involvement in decisions, 60% of 
intervention patients felt involved, vs 14% of usual care patients. 

Qualitative analysis found patients’ trust in pharmacists’ medicines expertise 
and are confident in pharmacists’ ability to collaboratively prescribe. 
They perceive collaborative pharmacist prescribing to facilitate clearer 
communication, enhance safety, improve understanding of their medicines, 
and encourage involvement in medication decisions—reinforcing quantitative 
findings of increased satisfaction and partnership in care. 

Discussion Patients reported higher satisfaction, increased confidence, 
and greater empowerment in medication management with collaborative 
pharmacist prescribing. These results highlight the need for healthcare 
services to embed pharmacists in prescribing roles to enhance 
patient-centred care, support shared decision-making, and improve 
patient outcomes.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 29

C8 • Consumer focus

INTEGRATING CULTURAL COMPETENCE IN PHARMACY EDUCATION TO 
STRENGTHEN DOMESTIC VIOLENCE SUPPORT IN DIVERSE COMMUNITIES

Rita Wardan1, Dr Harjit Khera1, Dr Suzanne Caliph1, Chevan Seevanayagam1, 
Vivian Tran1, Minkyeong Jang1, Andy Dang1, Brendan Lee1

1Monash University, Parkville, Vic

EMAIL rita.wardan@wh.org.au

Background Domestic violence (DV) is a significant public health issue with 
far-reaching physical and psychological impacts. Pharmacists, as accessible 
healthcare professionals, have a critical role in recognising and supporting 
individuals and communities affected by DV. However, there is limited 
integration of social accountability and cultural competence training in 
pharmacy education, which may hinder the ability to respond to and provide 
appropriate care to people from diverse backgrounds.

Aim/Objective(s) To assess the knowledge, skills, confidence, and 
training needs of pharmacy students responding to DV, with a focus 
on cultural competence.

Methods An anonymous online survey was distributed to pharmacy students 
at a tertiary education institution. The survey measured self-reported 
preparedness, confidence, and perceived training needs in addressing DV 
in culturally diverse populations. Quantitative responses were analysed 
using descriptive statistics and internal consistency (Cronbach’s alpha), 
while qualitative responses were thematically analysed using NVivo.

Results A total of 114 pharmacy students participated. Quantitative 
findings showed 93% (n=106) supported integration of DV education into 
the Pharmacy curriculum. Thematic analysis revealed two key influences 
on DV preparedness: cultural background and gender roles. Those with 
prior DV exposure were less likely to refer or report it, though all offered 
emotional support to victims. Stereotyping and perceived safety risks were 
key barriers to confident and effective responses to potential DV. The top 
ranking training formats suggested by students were workshops (n=44) 
and online modules (n=44). Interestingly, progression through the year levels 
and increasing pharmacy knowledge base, along with greater awareness 
of cultural factors, decreased confidence in managing the complexity of DV.

Discussion This study identifies a clear gap in pharmacy education regarding 
cultural competence in DV-related care. Embedding culturally responsive and 
socially accountable training into Pharmacy curricula prepares pharmacists 
to provide compassionate, patient-centred care for people from diverse 
backgrounds and improves quality of care.

UNRAVELLING THE RELATIONSHIP BETWEEN PAIN,  
RESPONSIVE BEHAVIOURS AND CAREGIVER BURDEN

Prof Jeff Hughes1,2, Dr Paola Chivers3, Prof Kreshnik Hoti2,4

1Curtin University, Bentley, WA, 2PainChek Ltd, Sydney, NSW, 
3Child and Adolescent Health Services, Perth, WA, 4University of Prishtina, 
Pristina, Kosovo

EMAIL j.d.hughes@curtin.edu.au

Background Caregiver burden can lead to a decrease in the delivery of 
care, a reduction in the quality of life of patient and caregiver and physical 
and psychological deterioration of caregiver. It is influenced by responsive 
behaviours displayed by people living with dementia (PLWD) and decreased 
ability to complete activities of daily living (ADL).

Aim To investigate the association between pain levels, presence of selected 
responsive behaviours, and caregiver burden and functional decline.

Methods A comprehensive review of the literature revealed 11 responsive 
behaviours associated with caregiver burden and seven that adversely 
affect people’s ability to complete ADLs, such as aggressiveness, distress, 
confusion, restlessness, pacing and wandering, and resisting care. Caregiver 
burden and adverse ADL scores were calculated by summing the indicators 
present using the PainChek® pain scale. Mixed models were used to evaluate 
the relationships between pain score and pain level (high/low) and the 
caregiver burden and adverse ADL scores.

Results A total of 2,125,022 PainChek® assessments completed on 89,230 
residents (Age 84.8±7.7 years, females 62.2%) were evaluated. The binary 
pain model reported a significant increased risk of high (i.e. moderate or 
severe) pain (p<.001) for all caregiver burden indicators except pacing and 
wandering (p=.494) and all adverse-ADL indicators. For caregiver burden 
being distressed was associated with the highest risk (OR=12.0) and being 
confused (OR=1.6) the lowest risk of high pain, with both age (p=0.004) and 
sex (p<0.001) significant confounders. In the case of adverse-ADL indicators, 
restlessness (OR=14.4) had the highest and pacing/wandering (OR=1.6) 
lowest odds of high pain, with no confounding effect with age or sex.

Discussion High pain levels can precipitate/exacerbate responsive 
behaviours which contribute to caregiver burden and decline in PLWD’s 
ability to complete ADLs. This research demonstrates the importance 
of effectively managing pain in PLWD to minimise responsive behaviours, 
maintain function and reduce caregiver burden.
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FAMILY ENGAGEMENT IN OLDER ADULTS’ MEDICINES MANAGEMENT 
DURING TRANSITIONS OF CARE: A MIXED-METHODS SYSTEMATIC REVIEW

Caitlin Deery1,2, Dr Grace Marconi1,2, Dr Kerry Hwang1,2,  
Dr Pauline Wong1, Maneesh Prasad1,2, Dr Stephanie Garratt1,  
Kelly Ottosen1,2, Prof Elizabeth Manias1,2

1Monash University, Clayton, Vic, 2Monash Health, Clayton, Vic

EMAIL caitlin.deery@monash.edu

Background Older adults (≥65 years) often have multiple co-morbidities 
which contributes to increased polypharmacy. Consequently, they are at 
increased risk of experiencing medication harm during transitions of care. 
Family members can play a significant supportive role in reducing medication 
related harm. Therefore, family engagement needs to be better leveraged 
during transitions of care.

Aim/Objective(s) To explore family members’ experiences and 
perceptions towards their engagement in the medicines management 
of older adults during transitions of care, and determine the effects 
of family‑centred strategies. 

Methods Six databases were searched in this mixed-methods systematic 
review: CINAHL, MEDLINE, CENTRAL, PsycINFO, Embase and International 
Pharmaceutical Abstracts. The search was limited to reports published in 
English between 2018 and November 2024. Hand searching of reference lists 
and forward searching was conducted. Eligible reports focused on families 
of older patients, involved a transition of care and addressed medicines 
management. Data were analysed using thematic analysis. 

Results Five analytical themes were constructed from 17 studies: 
(1) influence of family members’ interpersonal experiences on involvement 
in medicines management; (2) family members’ perspectives on 
medicines‑related activities for safe transitions of care; (3) misalignment 
between family members, older adults and the healthcare system; 
(4) interplay between information exchange and family engagement 
in medicines decisions; and (5) family-centred approaches to improve 
medicines management practices.

Discussion Family engagement was adversely affected by unsupportive 
information exchange, misaligned expectations for medicines management 
and negative interpersonal experiences. Healthcare professionals, 
such as pharmacists, should facilitate greater inclusion of families in 
medicines communication and offer more written discharge resources. 
Families should be encouraged to look after their own health, which can 
suffer due to caregiver burden, and to support older adults in maintaining 
autonomy regarding medicines management. Many strategies were 
suggested by family members, but lacked empirical evaluation. 
Testing of these strategies should be prioritised in future research.
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NAC TO THE RESCUE: OFF-LABEL USE IN SEVERE DRUG-INDUCED 
LIVER INJURY

Amy Ashjari1

1Concord Repatriation General Hospital, Sydney, NSW

EMAIL amy.ashjari@health.nsw.gov.au

Objective To inform pharmacist practice on the use of intravenous (IV) 
N-acetylcysteine for patients with non-paracetamol drug-induced liver 
injury (DILI) 

Clinical Features Two patients were admitted under Gastroenterology 
with suspected non-paracetamol DILI and were treated with IV 
N-acetylcysteine. A 30-year-old female presented with vomiting and 
jaundice following ingestion of a Chinese herbal supplement for anxiety. 
She developed acute liver failure with coagulopathy, markedly raised 
aminotransferases >7000 U/L, and bilirubin of 195 µmol/L. A 64-year-old 
male developed obstructive jaundice and liver failure (bilirubin >400 µmol/L) 
after a cholecystectomy and administration of IV amoxicillin–clavulanate. 
Both patients received extended N-acetylcysteine infusions for 8 and 10 days 
respectively, using the maintenance dose (100 mg/kg over 16 hours). 
Inpatient use (IPU) was approved by the Drug and Therapeutics Committee 
(DTC) for off-label use and prolonged duration. 

Literature review A 2016 systematic review assessed the use of 
N-acetylcysteine in non-paracetamol DILI for up to 7 days. One RCT 
showed similar overall survival with N-acetylcysteine vs. placebo 
(79% vs 65%). The review highlighted the need for further research. 

Pharmacist Interventions, Case Progress and Outcomes The ward 
pharmacist identified the off-label use, supported the IPU application 
process and undertook a literature review with senior clinical pharmacists 
to assess evidence for extended duration of therapy. In consultation 
with the Director of Pharmacy, therapy continued during DTC review. 
This decision was supported by multidisciplinary consensus from the 
Gastroenterology and Haematology teams; based on patient improvement 
and minimal clinical risk. Both patients were ultimately discharged home 
with significant recovery and improved liver function without requiring 
liver transplantation.

Discussion These cases offer valuable guidance for pharmacist-led support 
of extended N-acetylcysteine use in non-paracetamol DILI, suggesting it may 
be a safe and effective first-line option when alternatives are limited. 

METFORMIN’S IMPACT ON WEIGHT & WAIST  
CIRCUMFERENCE IN CLOZAPINE-TREATED PATIENTS:  
A ONE-YEAR RETROSPECTIVE COHORT STUDY

Wen Siew Lee1,2, Bee Leng Per1,2, Susan Loeser1,2, Suzanne Edwards3,  
Lisa R. Wilton1,4, Dr Scott Richard Clark1,3,5

1Central Adelaide Local Health Network (CALHN), Adelaide, SA, 
2SA Pharmacy (CALHN), Adelaide, SA, 3Basil Hetzel Institute, 
Woodville South, SA, 4Office of the Chief Psychiatrist, Adelaide, SA, 
5Discipline of Psychiatry (University of Adelaide), Adelaide, SA

EMAIL wensiew.lee@sa.gov.au

Background Antipsychotic-induced weight gain (AIWG) is a significant 
concern in clozapine-treated patients. While clinical guidelines support using 
metformin to mitigate AIWG, real-world data on its prevalence and impact 
remain limited.

Aims This study aimed to quantify the prevalence of metformin use in 
clozapine-treated patients within Community Mental Health Teams (CMHTs) 
and assess its effect on weight and waist circumference (WC).

Methods This retrospective cohort study was conducted across Western 
and Eastern CMHTs in a metropolitan area of approximately 481,000 
people, including the central business district. All patients aged ≥18 years 
treated with clozapine between January 2014 and June 2023 were included. 
Patients with incomplete 12-month data were excluded (n=5). Weight and 
WC were recorded at baseline, 6 months, and 12 months. Statistical analysis 
was performed using SAS Institute Inc 2024 (Version 9.4: Cary, NC, USA). 
Descriptive statistics summarised demographic and clinical characteristics. 
A linear mixed-effects model assessed associations between metformin 
use (including dose variation) and changes in weight and WC, adjusted 
for age, sex, and type 2 diabetes status. Model assumptions were met. 
Power analysis confirmed 0.99 power to detect a small effect size (0.1) 
in weight change at α=0.05.

Results Of 357 eligible patients, 23% received metformin; 78% of these had 
type 2 diabetes. Most patients were prescribed 1000 mg (41.5%) or 2000 mg 
(36.6%) daily (range 500 to 3000mg daily). Over 12 months, metformin users 
were 3.08 kg lighter (95% confidence interval [CI]: –5.62 to –0.54; p=0.018) 
and had a 2.83 cm lower WC (95% CI: –5.40 to –0.26; p=0.03) compared 
to non‑users.

Discussion This study highlights the underutilisation of metformin in 
managing AIWG despite measurable benefit. Pharmacists are well placed 
to close this gap through proactive medication review, prescriber education, 
patient counselling, and advocating for standardised prescribing protocols, 
reinforcing their integral role in multidisciplinary mental health care. 
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IN MOTION TOWARD SAFER CARE: IMPLEMENTING A TOOL TO IMPROVE 
OUTPATIENT MEDICATION CHANGE COMMUNICATION

Parnaz Aminian1, Anne McGrath1, Jacqueline Balassone1, Katherine Hunt1, 
Melisa Wan1, Francine Tanner1

1Austin Health, Heidelberg, Vic

EMAIL parnaz.aminian@austin.org.au

Background In outpatient settings, medication changes are often 
communicated verbally by prescribers without pharmacist involvement. 
Time-limited appointments and consumers with complex medication 
regimens increases the risk of miscommunication and errors. Evidence 
suggests that consumers remember 20–60% of information provided in a 
clinical setting and almost half of the information remembered is incorrect. 
Supplementing verbal counselling with written information can improve 
consumer understanding of crucial medicine related information provided 
in a clinic environment.

Objective To develop a consumer-friendly tool that supports prescribers 
in providing written communication about medication-related changes to 
liver transplant consumers seen face-to-face in outpatient hospital clinic.

Method A series of scoping initiatives were undertaken to assess availability 
of pre-existing consumer tools and to better understand the landscape in 
which medication changes are documented and communicated in the liver 
transplant outpatient setting. Collaboratively with prescribers, clinical nurse 
consultants and liver transplant consumers, a communication tool was 
co‑designed, developed and tested in a real-time clinic environment.

Evaluation Observation confirmed the communication tool’s feasibility in 
terms of workflow integration and prescriber acceptability. All consumers 
surveyed post-clinic were able to accurately relay the medication change 
that had occurred and all forms were filled correctly by the prescriber. 
An anonymous prescriber survey showed unanimous agreement on 
ease of use, workflow compatibility, and potential to enhance consumer 
understanding; and a majority recommended the tool for other clinics to 
adopt. Sustained use of the tool four months post-implementation indicates 
successful tool design and implementation. 

Discussion Equipping prescribers with tools required to clearly communicate 
medication changes to outpatient consumers helps reduce risk of medication 
errors. Written information, carried by consumers, supports continuity of 
care across providers and transitions. Future opportunities include adapting 
these tools for telehealth and integrating them into electronic medical 
systems to standardise outpatient documentation of medication changes.

CARBS4KETOMEDS: CARBOHYDRATE CLARITY  
IN MEDICATIONS FOR THE KETOGENIC DIET

Madeleine Baldock1, Joseph Haydamous1, Mark Plachetta1, Erica Tsang1, 
Carolyn Sifri1, Clare Harb1, Dr Sachin Gupta1, Carole Best1, Violet Hemmens1, 
Susanne Chen1, Catherine Chin1, Pathma D. Joseph1,2

1The Children’s Hospital at Westmead, Westmead, NSW,  
2Sydney Pharmacy School, Faculty of Medicine and Health,  
The University of Sydney, Sydney, NSW

EMAIL madeleine.baldock@health.nsw.gov.au

Background The ketogenic diet is a strict low-carbohydrate, high-fat 
therapy used effectively for intractable epilepsy and metabolic conditions. 
However, accurately identifying and quantifying hidden carbohydrates 
in prescribed medicines remains a major clinical challenge.

Objective To develop a standardised method to consolidate relevant 
carbohydrate content in medicines used with the ketogenic diet, 
and to create a digital database for clinical use.

Action (Method) In partnership with dietitians, key carbohydrate‑containing 
excipients were identified and verified using published literature. 
Multidisciplinary focus groups explored clinicians’ knowledge, confidence, 
and the challenges faced when managing medication-related carbohydrates 
for patients on ketogenic therapy. Medicines most frequently dispensed 
in the neurology ward over a six-month period were prioritised, and a 
systematic approach was implemented to document carbohydrate content 
in an electronic database developed using PHP with the Laravel framework 
and a MySQL backend.

Evaluation Multidisciplinary focus group feedback (n=25) highlighted 
considerable knowledge gaps: 60% of participants reported little/‌no 
confidence in identifying relevant carbohydrates in medicines, and 48% 
were unsure about recommending appropriate formulations. Many found 
the process time-consuming (48%), difficult (36%), and relied on colleagues 
for assistance (32%). The Carbs4KetoMeds database, informed by clinical 
staff and literature, features a practical traffic light system, listing 63 
excipients, 30 of which directly contribute to daily carbohydrate limits, 
and 9 requiring dietitian discretion. Clinicians’ feedback indicated that 
the Carbs4KetoMeds database is a useful point-of-care decision support 
tool that contains 151 formulations across 53 generic medicines, with 
66% containing at least one carbohydrate of concern as of 30 June 2025. 

Discussion The Carbs4KetoMeds database is a valuable, central resource 
streamlining access to validated, crucial information about medicine 
carbohydrate content. Complemented by targeted education, it builds 
practitioner confidence, enables timely decision-making, and supports 
better outcomes for patients on ketogenic diets. Ongoing database 
expansion will further enhance care for this highly complex patient group.
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PLATELETS IN MOTION: ANTIPLATELET RESPONSIVENESS AFTER 
ISCHAEMIC STROKE

Sophia Fasone1,2, Karl Winckel1,3, Courtney Hill1,3, Scott Rickard4,  
Arshar Nelson1, Dr Michael Devlin5

1School of Pharmacy, University of Queensland, Brisbane, Qld, 
2Pharmacy Department, The Prince Charles Hospital, Brisbane, Qld, 
3Pharmacy Department, Princess Alexandra Hospital, Brisbane, Qld, 
4NSW Ministry of Health, St Leonards, NSW, 5Stroke Unit, Princess Alexandra 
Hospital, Brisbane, Qld 

EMAIL sophia.fasone@health.qld.gov.au

Background For non-cardioembolic strokes, antiplatelet medications 
are recommended as secondary prevention. However, patients can be 
non‑responsive to these medications, and this is only identified when 
patients have a second stroke. Platelet function tests can help identify 
antiplatelet non-responsiveness. It can also identify patient characteristics 
associated with anti-platelet non-responsiveness, and guide decisions 
around secondary prevention.

Objectives 

1.	 To determine the prevalence of antiplatelet non-responsiveness 
in patients admitted for ischaemic stroke in a specialist stroke unit 
at a large tertiary hospital in Australia. 

2.	 To identify patient characteristics associated with an increased risk 
of antiplatelet non-responsiveness. 

Methods A retrospective chart audit of electronic medical records for 
adult patients hospitalised for non-cardioembolic ischaemic stroke between 
January 2017 to December 2023 was conducted. Patient data was extracted 
from the local electronic health record database. Descriptive analysis 
was used to describe the cohort, and logistic regression analysis was 
used to determine the correlation between risk factors associated with 
non‑responsiveness to antiplatelet medications. 

Results There were 203 patients identified for inclusion. Non-responsiveness 
to clopidogrel was observed in 13.8% (28/203) of patients, while 2.0% (4/203) 
were non-responsive to aspirin. Female sex was associated with clopidogrel 
non-responsiveness, OR = 2.45, 95% CI [1.09 to 5.55]. Diabetes was also 
associated with non-responsiveness to clopidogrel, OR = 2.89, 95% CI 
[1.26 to 6.63]. There were no significant relationships observed between 
antiplatelet responsiveness and concomitant medications such as proton 
pump inhibitors. 

Discussion Clopidogrel but not aspirin non-responsiveness is prevalent 
in females and patients with diabetes. These cohorts may benefit from 
alternative P2Y12 inhibitors, but potential benefits must be weighed against 
the increased risk of major bleeds. 

A PEG-ULIAR CASE OF ANAPHYLAXIS:  
WHEN THE ALLERGEN ISN’T THE ACTIVE INGREDIENT

Mehak Mangat1

1St Vincent’s Hospital Melbourne Public, Melbourne, Vic

EMAIL mangat.mehak@yahoo.com.au

Objective To describe a sentinel event involving a polyethylene glycol 
(PEG) excipient allergy and highlight the role of pharmacists in identifying 
and preventing excipient-related hypersensitivity.

Clinical Features A 63-year-old male with non-resectable oesophageal 
cancer presented for his first cycle of paclitaxel-based chemotherapy. 
Three minutes into the infusion, he experienced anaphylaxis and 
cardiopulmonary arrest. A code blue was initiated and the patient was 
successfully resuscitated and transferred to Emergency. His prior history 
obtained from another hospital included anaphylaxis to Movicol® and 
metoclopramide tablets.

Literature Review PEG is a widely used excipient in medications and 
vaccines, yet remains a rarely recognised allergen. Reactions can be 
severe and life-threatening, but may be misattributed to active ingredients. 
Most prescribing and dispensing systems list only active ingredients, 
making proactive identification of cross-reactivity risks difficult to detect. 
Literature supports the need for standardised approaches to diagnosis, 
documentation, and management of excipient allergies.

Pharmacist Interventions, Case Progress and Outcomes The Medicines 
Information Pharmacist reviewed the case and identified that Movicol® 
contains PEG, and metoclopramide tablets contain a structurally-similar 
excipient. PEG allergy was considered the differential diagnosis and 
initiated a local sentinel event investigation. The case prompted a review 
of chemotherapy dispensing workflows, allergy documentation practices, 
and highlighted limitations in digital systems that lack excipient visibility. 
The patient was referred for formal allergy testing, confirming PEG allergy.

Discussion This case underscores the critical role of pharmacists in 
identifying excipient-related risks. Broader issues include low awareness, 
fragmented allergy documentation, and lack of system support for excipient 
alerts. National collaboration is needed to improve prescriber education, 
enhance Electronic Medical Record (EMR) functionality, and develop 
clinical guidelines for suspected excipient allergy. PEG and other excipients 
may be uncommon allergens, but their consequences can be severe – 
and preventable.
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ARTIFICIAL INTELLIGENCE IN MEDICINES INFORMATION:  
FRIEND, FOE, OR BOTH?

Irina Rigoli1

1Western Health, Footscray, Vic

EMAIL irina.rigoli@wh.org.au

Background Artificial intelligence (AI) is increasingly being integrated 
into healthcare, offering new opportunities for clinical decision support. 
In medicines information (MI) services, AI tools are emerging as potential 
resources to assist with drug-related enquiries. However, the accuracy 
and reliability of these tools remain uncertain. 

Objective To evaluate the accuracy, completeness, and clinical relevance 
of responses generated by Perplexity AI to real-world MI enquiries submitted 
to a metropolitan health service’s MI team. [1]

Method Twenty anonymised MI enquiries were submitted to Perplexity 
AI, a free platform designed for academic and research-based queries. 
The tool prioritises scientific literature and guideline-based sources, 
suggesting its potential suitability for evidence-based clinical use. 
Each enquiry was structured using the PICO framework (Patient/Problem, 
Intervention, Comparison, Outcome) to ensure clarity and consistency. 
Responses were independently evaluated by an experienced MI pharmacist 
using a five‑parameter assessment tool measuring accuracy, completeness, 
clarity, source quality, and clinical utility. 

Results Correct responses were generated for 12/20 (60%) enquiries. 
Incomplete or overly brief answers were provided for 4/20 (20%), while 
another 4/20 (20%) were incorrect—raising concerns about potential patient 
harm if used without expert review. Only 2/20 (10%) responses were detailed, 
accurate, and complete. The majority 18/20 (90%) required clarification 
or additional information. Furthermore, 2/20 (10%) responses were based 
on outdated clinical guidelines. Although formatting and referencing were 
generally clear, citation issues, such as duplicated or incorrect sources, 
were commonly observed. 

Conclusion Perplexity AI shows promise as a supportive tool in MI practice; 
however, significant limitations were identified. Inaccurate or outdated 
information and incomplete answers highlight the need for expert oversight. 
While AI platforms like Perplexity may be useful for initiating literature 
searches or improving the clarity of draft responses, they are not currently 
suitable for independent clinical decision-making. 

[1] �Perplexity – Ask Anything. [Internet]. [cited 2025 Jun 4]. Available from: 
https://www.perplexity.ai
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DELIVERING EQUITABLE IVF MEDICATION ACCESS AND EDUCATION 
THROUGH A REGIONAL HOSPITAL PHARMACY AND NURSING INITIATIVE

Stephanie Mastrocinque1, Stacy Kay1, Tania Telford1, Shady Abdelmaksoud

1Goulburn Valley Health, Shepparton, Vic

EMAIL stephanie.chan@gvhealth.org.au

Background Residents in rural and regional areas often face significant 
barriers to accessing In Vitro Fertilisation (IVF) medications, which are 
typically dispensed through metropolitan providers. Patients face long 
travel times, difficulties in timely medication access, and increased emotional 
pressure during fertility care. 

Objective(s) To establish a sustainable IVF medication dispensing service 
within a regional public hospital, with pharmacy working closely alongside 
fertility nurses to improve timely, equitable access and patient support.

Action (Method) Pharmacy coordinated IVF medication supply, maintained 
cold-chain integrity, and streamlined procurement. Pharmacists partnered 
with fertility nurses to ensure medications were available in time for 
scheduled education sessions, where nurses provided one-on-one 
teaching and emotional support.

Evaluation Since launching in October 2024, we received 30 prescriptions 
and assisted 25 regional IVF patients, supplying a total of 80 IVF medications. 
Local access to treatment resulted in an estimated saving of 140 hours 
and 6,300 kilometres of travel for patients. During national shortages 
of human chorionic gonadotropin (hCG), a time-critical trigger injection, 
the pharmacy team ensured six local consumers received their treatment 
on time—demonstrating our strong commitment to timely, reliable care 
for our regional community.

Discussion One of the key challenges was sourcing certain IVF medications 
from interstate suppliers, with turnaround times of up to five business days. 
Early coordination between pharmacy and nursing was critical to ensure 
medications were dispensed in time for scheduled patient education. A key 
lesson learned was the importance of verifying the complete treatment 
pack before supply—including devices, diluents, and appropriate needles. 
This initiative demonstrates how collaborative regional services can provide 
equitable and timely access to fertility care—closer to home. 

MIND THE GENDER GAP: A NEW WARD  
FOR WOMEN’S MENTAL HEALTH

Alexsandar Krstic1, Midya Dawud1, Angela Given1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL alexsandar.krstic@nh.org.au

Background Women admitted to acute mental health units often face 
challenges related to trauma, family violence, reproductive health, and higher 
risk of adverse psychotropic effects. Mixed-gender wards can unintentionally 
retraumatise patients, reduce therapeutic engagement, and compromise 
recovery. In response to safety concerns and recommendations from 
trauma-informed care frameworks, a metropolitan hospital established 
the largest public women’s only mental health ward in 2025, allowing a 
clinical pharmacist to oversee specialised pharmacotherapy in this group 
of patients.

Objective(s) To provide safe, gender-sensitive, and trauma-informed 
care for women in acute psychiatric care and optimise medication safety 
to promote best-practice prescribing.

Method A 25-bed section of an adult mental health unit was converted 
into a women-only ward. A clinical pharmacist supported gender-sensitive 
prescribing, with consideration of reproductive health, and medication 
safety in pregnancy and lactation. An imprest review ensured access 
to contraceptives, hormone therapies, and fertility-safe medications. 
Pharmacy‑led education was also provided to support staff in addressing 
female-specific pharmacotherapy needs.

Evaluation Adapting pharmacy services to a female specific setting 
improved clinical outcomes and operational efficiencies. The pharmacist’s 
presence enhanced psychotropic monitoring, reduced medication-related 
incidents, and provided pharmacological advice and referral for appropriate 
management of women’s mental health issues. The pharmacist worked 
alongside the treating team to provide appropriate education regarding safe 
use of medications, particularly sodium valproate and provided possible 
alternative therapies in women of childbearing age. The success of this 
model has paved the way for future initiatives, such as a pharmacist-led 
women’s mental health medication education group.

Discussion This initiative demonstrated how pharmacy can be integrated 
into gender-specific, trauma-informed care to enhance patient safety, 
and therapeutic outcomes. While early feedback and clinical indicators 
are positive, formal evaluation and continued collaboration is needed to 
ensure success and support future expansion. 
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CHALLENGING THE SURGICAL DEFAULT: A PHARMACIST-LED APPROACH 
TO CHRONIC ANAL FISSURES

Farida Ismail1

1St John Of God Hospital, Subiaco, WA

EMAIL ferryh2006@gmail.com

Objective Chronic anal fissures are persistent posterior anodermal tears 
that, can cause severe pain, constipation, defecation anxiety, psychological 
distress, and social withdrawal. This case describes a postpartum woman 
with a refractory anal fissure unresponsive to both first-line medical and 
surgical treatment.

Clinical Features A 28-year-old postpartum female developed a chronic 
posterior anal fissure, causing severe tearing pain with defecation and 
prolonged burning lasting over 12 hours. These symptoms impaired infant 
care and caused significant psychological distress. Topical glyceryl trinitrate 
(GTN) caused headaches without symptomatic relief, and fissurectomy with 
botulinum toxin (Botox) failed to provide resolution. The fissure recurred 
repeatedly for more than 12 months.

Literature Review GTN and Botox are established treatments for anal 
fissures; however, both have limitations. GTN often causes systemic side 
effects, while Botox demonstrates variable efficacy. Emerging evidence 
supports topical diltiazem as a safer, well tolerated alternative with proven 
sphincter relaxation. Lidocaine may improve adherence by reducing 
application discomfort and there is emerging data on the use of topical 
vitamin E for tissue repair and inflammation control.

Pharmacist Interventions, Case Progress and Outcomes Following the failure 
of GTN and Botox, a sphincterectomy was considered though non‑surgical 
options were preferred. The surgical team questioned diltiazem’s value given 
prior GTN failure.

Citing diltiazem’s better tolerability and efficacy, the pharmacist collaborated 
with a compounding pharmacy to formulate a diltiazem 2% with lidocaine 
5% cream, applied intrarectally three times daily alongside twice daily 
topical Vitamin E oil. Symptoms completely resolved over three months, 
avoiding surgery.

Discussion This case challenges the notion that surgery is inevitable after 
pharmacological failure, highlighting the effectiveness of pharmacist-led, 
non-invasive management. Pharmacists’ expertise in compounding, clinical 
assessment and patient counselling, positions them as key contributors in 
managing complex anorectal conditions. 

RESQUE (RESPONDING QUICKLY TO EMERGENCIES IN NEONATES) – 
RAPID EMERGENCY MEDICATION DOSE CALCULATOR

Xin Nee (Sherine) Tan1, Dr Ikhwan Halibullah1, Dr Penny Kee1, Charis Lau1

1Western Health, St Albans, Vic

EMAIL xnsherinetan@wh.org.au

Background Managing acutely deteriorating neonates in the Neonatal 
Intensive Care Unit (NICU) is high-risk, requiring rapid, accurate medication 
administration. The weight-based nature of neonatal medications increases 
calculation error risk, especially under pressure. To mitigate this, a medication 
dose calculator was developed. While other dose calculators exist, local 
pump limitations and specific protocols necessitated a new, easily updatable 
tool to ensure accurate, timely medication orders and administration during 
neonatal emergencies, reducing cognitive burden on staff. 

Aim/Objective(s) The primary aim is to enable timely and accurate 
medication prescription, preparation, and administration, thereby 
enhancing neonatal patient safety during emergencies. 

Methods A computerised rapid emergency medication dose calculator 
was developed and implemented as part of broader emergency response 
interventions in a tertiary NICU. Its accuracy was independently verified 
by two neonatal pharmacists, who meticulously tested it across various 
weights and gestational ages, assessing calculated doses, diluent selection, 
preparation instructions and final infusion volumes against local medication 
protocol. Clinician perception was assessed through pre- and post- 
implementation surveys.

Results The dose calculator was developed and implemented over a 
12-month period. Pre- and post-implementation surveys were completed 
by 60 (15 doctors, 45 nurses) and 68 (16 doctors, 52 nurses) clinicians, 
respectively. The post-implementation survey showed a nearly 20% 
increase in prescriber confidence for quick, safe, and accurate medication 
prescribing. Eighty-three percent of nurses reported enhanced efficiency 
in medication preparation. Medication-related incidents during emergencies 
also reduced from 3 pre-implementation to 0 post-implementation. 

Discussion Implementing a customised medication dose calculator 
can improve clinician confidence in emergency medication prescribing, 
preparation and administration, safeguarding patient safety in this vulnerable 
population. The development and rigorous validation of this calculator 
highlights the importance of multidisciplinary team collaboration, including 
crucial pharmacist involvement, in ensuring accuracy and practical 
clinical utility. 
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ORAL ANTI-FUNGAL MEDICATIONS AND BREASTMILK DONATION:  
A SYSTEMATIC REVIEW OF EXISTING EVIDENCE

Connie Gong1, Jia Yin Soo, Renata de Vrie, Ranmali Rodrigo

1Mercy Hospital For Women, Melbourne, Vic

Background Breastmilk is a vital source of nutrition particularly for preterm 
infants. Donated breastmilk is the preferred alternative if a mother of a 
preterm infant has delayed or limited breastmilk supply. Donated breastmilk 
is screened and pasteurised by milk banks to ensure its safety. However, 
medication use during lactation, particularly systemic anti-infectives, 
may lead to temporary or permanent donor deferral even after pasturisation 
as concentrations are unknown.

Aim To systematically evaluate the excretion of oral antifungal 
medications in breastmilk and evidence-based guidance on the 
safe use of donated breastmilk.

Methods A literature search was conducted using Ovid Medline and Embase 
databases. Two reviewers independently screened the titles and abstracts 
of each record using the Preferred Reporting Items for Systematic reviews 
and Meta-Analyses Checklist to minimise bias. Animal studies, publications 
before 1975, and non-English articles were excluded. Included studies 
contained primary data on oral antifungal concentrations in breastmilk. 
Primary research and review articles, citing original studies, were included 
and cross-referenced to eliminate duplicate citations.

Results Of 999 results, eight reports met the inclusion criteria: three case 
reports and five review articles. Available data were limited to four oral 
antifungals: fluconazole, itraconazole, ketoconazole, and terbinafine. 
Fluconazole and itraconazole each had three primary studies. Ketoconazole 
and terbinafine had one primary study each. No studies were found 
regarding concentrations of oral antifungal medications in breastmilk 
post‑pasteurisation.

Discussion Current literature is limited and of low quality, making it difficult 
to estimate the excretion of oral antifungal medicines into breastmilk 
and provide appropriate guidance on breastfeeding post-administration. 
This significant gap in the literature underscores the need for further 
research to support clear recommendations, particularly for breastmilk 
donors and potential donors prescribed oral antifungal therapy as no studies 
were found assessing the concentrations of these medicines in breastmilk 
following pasteurisation. 

EVALUATING OXYTOCIN DILUTION PRACTICES  
IN INDUCTION AND AUGMENTATION OF LABOUR –  
A RETROSPECTIVE AUDIT

Madelaine McInness1, Laura Leung1, Rebecca Cleall1, Wirawan Jeong1

1The Royal Women’s Hospital, Parkville, Vic

EMAIL madelaine.mcinness@thewomens.org.au

Background Intravenous oxytocin is commonly used in induction or 
augmentation of labour to artificially stimulate the uterus to initiate or 
enhance the progress of labour. At our institution, the standard practice 
is to prepare the oxytocin infusion by diluting 10 IU of oxytocin in 1000mL 
of 0.9% sodium chloride. However, during national intravenous fluid shortage 
between August and December 2024, 10 IU of oxytocin was diluted in 
a reduced volume of 50mL of 0.9% sodium chloride. There is currently 
no published information describing the safety and efficacy of low volume 
oxytocin infusion. 

Aim/Objective(s) To describe the safety and clinical effectiveness 
of standard and reduced volume oxytocin infusions for induction 
and/‌or augmentation of labour. 

Method: Medical records of patients receiving oxytocin for the induction 
and/or augmentation of labour between 01/06/24 and 31/12/24 were 
reviewed. Patients receiving oxytocin for management of fetal death in utero 
or termination of pregnancy were excluded.

Results A total of 1584 patients (1606 babies) were included in the analysis: 
613 patients (620 babies) received standard, and 971 patients (986 babies) 
received reduced volume oxytocin. There was no statistically significant 
difference in the number of babies born by emergency caesarean sections 
between the standard and reduced volume groups (178/620, 29% vs 
318/986, 32%; P=0.135). The most common indication for emergency 
caesarean section in both groups was suspected fetal compromise 
(88/178, 49% vs 153/318, 48%; P=0.777). The median (interquartile range) 
labour duration between the standard and reduced volume oxytocin groups 
was 14.1 (8.0 to 25.4) hours and 13.9 (8.0 to 24) hours; P=0.629, respectively. 
There was no documentation of uterine hyperstimulation or rupture in 
either group. 

Discussion Reduced volume oxytocin appears to have a safety and efficacy 
profile comparable to that of standard volume oxytocin and may be 
considered as an alternative during intravenous fluid shortage. 
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AN EVALUATION OF PHARMACIST INTERVENTIONS IN PHARMACY 
ANTENATAL CLINIC

Senem Kandemir1, Nallini McCleery1, Alannah Himberg1, Mira Abu Shamaleh2

1Gold Coast Hospital And Health Services, Gold Coast, Qld, 
2University of Queensland, Brisbane, Qld

EMAIL skand3579@gmail.com

Background Traditionally, at our health service, clinical pharmacy services 
within maternity, have focused on inpatient care. However, multidisciplinary 
care models in outpatient antenatal settings are known to improve maternal 
and fetal outcomes, particularly where medication management is involved. 
In early 2024, a pharmacist was introduced into our outpatient antenatal 
clinic to support medication-related care in this high risk cohort.

Objective(s) To explore the pharmacist’s role and potential impact on 
antenatal care in the outpatient pharmacy, assess the nature of clinical 
interventions, and identify documentation gaps to inform service consistency 
and development. 

Action (Methods) A retrospective audit was conducted of pharmacist 
consultations from July to December 2024. Patients were identified via 
the clinic’s electronic appointment system. Pharmacist’s interventions and 
recommendations were categorised using the Advanced Pharmacy Australia 
guidelines for documenting clinical activities. 

Evaluation Fifty-eight patients were scheduled into the pharmacy 
antenatal clinic during the study period: 71% (n=41) were new 
consults, 17% (n=10) review consults, and 12% (n=7) failed to attend. 
All pharmacist consults included a documented medicine list, with 
patients taking on average seven medications. The five most common 
medication classes were prenatal supplements (91%, n=51), antiplatelets 
(45%, n=25), antidepressants (29%, n=16), asthma medicines (29%, n=16), 
and antiepileptics (20%, n=11). Pharmacist interventions focused 
primarily on patient education (76%, n=48) and identifying undertreated 
conditions (13%, n=8). Pharmacist recommendations included provision 
of information (68%, n=52), monitoring (18%, n=14), referral (9%, n=7), 
and therapy changes (5%, n=4). 

Discussion The integration of a pharmacist into the antenatal outpatient 
clinic has demonstrated meaningful contributions to medication safety, 
patient education, and clinical decision-making. These findings support 
the expansion of pharmacist roles in maternity outpatient services and 
will inform the development of standardised practice guidelines, pharmacist 
training, and key performance indicators in this emerging area of care.
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EXAMINING BURNOUT IN PHARMACISTS POST COVID-19:  
ARE WE STILL BURNING THE CANDLE AT BOTH ENDS?

Dr Karlee Johnston1

1Australian National University, Canberra, ACT

EMAIL karlee.johnston@anu.edu.au

Background Burnout in pharmacists was reportedly high during the early 
stages of the COVID-19 pandemic. Whilst the initial demands placed on 
pharmacists in managing the unprecedented changes and challenges of the 
pandemic has largely subsided, pharmacists are still facing high demands. 
Whether or not the same challenges still existand whether burnout in this 
cohort has changed over time is worth exploring.

Aim/Objective(s) To report burnout and associated factors in Australian 
pharmacists in the years post COVID-19.

Methods Pharmacists registered in Australia were recruited via social 
media platforms (Facebook, Instagram, X and Linkedin) to participate 
in an online survey examining their level of burnout (as measured by 
the Maslach Burnout Inventory), as well as demographic characteristics 
and psychosocial factors affecting their work. This survey was the same 
(a repeat) of a survey distributed during the early stages of COVID-19 
(Apri 2020). Survey responses were analysed descriptively using SPSS 
and comparisons were calculated using Pearson-Chi Square for categorical 
data and t-test for parametric means comparison.

Results A total of 290 responses were available for analysis. 
Most respondents had more than 10 years’ experience (55%), worked 
in metropolitan areas (64%) and worked full time (66%). In the last 3 years 
more than half of respondents (55%) reported considering leaving the 
profession, which was associated with higher rates of burnout (p<0.05). 
Overall, 90.3% of the cohort scored positively for burnout, with hospital 
pharmacists reporting lower rates in both the emotional exhaustion and 
depersonalisation categories of burnout compared with their community 
pharmacy colleagues (p<0.05).

Discussion This data adds to the increasing literature of the ongoing 
and concerningly high prevalence of burnout in pharmacists. The burnout 
experienced by our profession during COVID-19 is increasing and concerning 
numbers of pharmacists are intending to leave the profession. This is a call 
to action.

BLINDED COMPARATIVE STUDY OF ARTIFICIAL INTELLIGENCE 
LANGUAGE MODELS VERSUS PRACTICING PHARMACISTS IN CLINICAL 
PHARMACY PRACTICE

Joshua Cording1, Erini Mathiopoulos2

1RMIT University, Bundoora, Vic, 2St Vincent’s Hospital Melbourne, 
Fitzroy, Vic

EMAIL jcording@internode.on.net

Background Generative artificial-intelligence large language models (LLMs) 
are already being used informally by clinicians to answer complex medicines 
queries, yet their reliability in pharmacy practice remains largely untested. 
The pace of adoption makes systematic evaluation urgent.

Aim/Objective(s) To compare the quality of LLM-generated advice with 
that of practicing hospital pharmacists across five challenging medication 
management scenarios.

Methods Five peer-reviewed clinical scenario vignettes—anticoagulation 
management, complex opioid management, antibiotic selection, dosing in 
renal impairment and discharge medication reconciliation—were posed to 
four general-purpose LLMs (two proprietary cloud-based; two locally hosted 
open-source) and to 10 practicing pharmacists. Each participant or model 
generated one response per vignette (total: 20 LLM and 50 pharmacist 
responses). All answers were de-identified and independently scored by 
three senior clinicians using a validated ten-item rubric (0–40) assessing 
accuracy, completeness, safety, patient-centredness and guideline 
concordance. Owing to unequal and modest group sizes, between-group 
differences have been explored with a Welch one-way ANOVA and  
Games–Howell post-hoc tests (α = 0.05), alongside effect sizes and 95% 
confidence intervals; normality and variance assumptions are checked.

Results LLMs were demonstrated to match or exceed pharmacists in rubric 
domains linked to factual accuracy and guideline alignment. In contrast, 
pharmacists demonstrated greater patient-specific nuance, more consistent 
safety flagging and richer contextual detail. Performance varied across 
individual models, with proprietary systems outperforming open-source 
counterparts. Given the exploratory sample, significant differences emerged 
only for large effect sizes; trends will be interpreted cautiously.

Discussion Findings from this pilot help to map the domains in which current 
LLMs approximate expert human judgement and identify areas where 
pharmacist oversight remains essential, particularly nuanced patient‑safety 
considerations. Results inform the design of a larger, adequately powered 
confirmatory study and guide governance frameworks for the safe, 
evidence‑based integration of AI tools that augment, rather than replace, 
pharmacist expertise.
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USING A CHANGE FRAMEWORK TO REFOCUS PHARMACY SERVICES 
ON CLINICAL REVIEW AND DISCHARGE SCREENING

James Dwyer1

1Mercy Health, Werribee Mercy Hospital, Vic

EMAIL jdwyer@mercy.com.au

Background High patient volumes and limited technician support placed 
significant pressure on hospital pharmacists managing both clinical reviews 
and discharge dispensing. Staff surveys highlighted workload concerns 
and early signs of burnout. Discharge delays were frequently misattributed 
to pharmacy, with limited recognition of systemic prescribing work practices. 
Awareness of these inefficiencies increased through internal feedback and 
organisational pressure to improve discharge processes.

Objective(s) To reorient clinical pharmacy services away from routine 
discharge dispensing toward earlier pharmacist reconciliation and 
intervention, supporting daily inpatient pharmacist review and timely 
discharge, enhancing patient engagement with discharge medications, 
and exploring potential for post-discharge phone calls for high-risk patients.

Action (Method) A structured ADKAR (awareness, desire, knowledge, 
ability & reinforcement) change framework guided implementation. 
Staff expressed strong Desire for a new model focused on high-value clinical 
care and reduced low-value tasks. A state-wide transitions of care project 
provided momentum for medical, nursing and executive staff. Pharmacists 
developed Knowledge through training and peer learning on early admission 
reconciliation and Partnered Pharmacist Medication Charting (PPMC). 
Discharge screening replaced dispensing, starting with weekend trials 
in medical wards and followed by staged rollout to other areas.

Evaluation Process audits, incident monitoring, and staff interviews assessed 
outcomes. Pharmacists demonstrated increased Ability to deliver clinical 
care, while technical tasks were appropriately reallocated. No increase in 
medication-related incidents or negative feedback was reported from staff 
or patients.

Discussion The redesign embedded a sustainable, patient-centred 
service model. It improved discharge efficiency, pharmacist satisfaction, 
and medication safety. A follow-up phone call by pharmacists seven days 
after discharge for high-risk patients was added as an extension to existing 
inpatient clinical service. Ongoing Reinforcement was achieved through 
stakeholder engagement, auditing, and continued expansion. This project 
demonstrates how applying the ADKAR model can effectively support 
change, challenge entrenched practices, and advance the clinical role 
of pharmacists in hospital settings 

EMPOWERING PHARMACISTS AND TECHNICIANS: 
IMPROVING SUPERVISION SKILLS IN HOSPITAL PHARMACY

Caitlan O’Keefe1,2, Brodie-Anne Hose1,2, Emily Cooper1,2, Justine Ayre1,3, 
Rebecca Shepley1,4, Camille Boland1

1Statewide Hospital Pharmacy, Tasmanian Health Service, Tas, 
2Royal Hobart Hospital, Hobart, Tas, 3Launceston General Hospital, 
Launceston, Tas, 4North West Regional Hospital, Burnie, Tas

EMAIL caitlan.okeefe@ths.tas.gov.au

Background With an increase in the number of students, intern pharmacists, 
a significant uptake of AdPha Training Programs, and the expansion of 
pharmacy technician workforce and related programs, the need to support 
development of a skilled supervisor workforce was identified as a strategic 
priority for a statewide hospital pharmacy service. The statewide education 
team was responsible for addressing this priority. 

Objective To design, create and implement a supervision workshop fit for 
pharmacists and pharmacy technicians. 

Action The statewide education team collaboratively agreed on focus 
topics for the proposed workshop. The identified topics were safe learning 
environments and culture, supervision skills for the hospital setting, 
principles of effective feedback, and management of challenging situations 
including appropriate escalation. Existing national and local material was 
analysed for suitability and additional materials were developed where 
necessary. Participants were identified in collaboration with site-based team 
leaders and managers, and the workshop was delivered face to face in a 
number of regional locations. 

Evaluation Participants completed a voluntary, anonymous feedback 
survey after workshop participation. The workshop content was updated 
where necessary in response to feedback after each workshop. 

Discussion Between October 2024 and February 2025, three workshops 
were delivered. Attendance included 34 people, 68% of attendees were 
pharmacists, 32% were pharmacy technicians, and 50% of attendees 
held senior, or leadership, positions. The feedback survey was completed 
by 23 attendees, including six technicians. All feedback respondents 
found the program relevant for their work, and almost all (95.7%) would 
recommend the program to a colleague. The content on providing effective 
feedback was identified as the most valuable component of the workshop. 
Participants suggested that including more examples of effective feedback 
would enhance the learning experience. The workshops have demonstrated 
the benefit of intersite collaboration and identified that staff value training 
focused on feedback skills. 
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SUCCESSFUL INTERSTATE METROPOLITAN PHARMACIST  
ROTATIONS TO A RURAL, ABORIGINAL HEALTH FOCUSSED SERVICE:  
A SIX-YEAR EVALUATION

Angela Young1, Diana Sandulache2, Brynley Cooper1, Stephanie Giles1,  
Prof Michael Dooley2

1Alice Springs Hospital, Alice Springs, NT 2Alfred Health, Melbourne, Vic

EMAIL angela.young@nt.gov.au

Background Rural hospital pharmacy departments regularly experience 
workforce and skills shortages, often resulting in extended vacancies or 
reliance on expensive and less experienced locums to fill deficits, negatively 
impacting patient care. 

Objective Inter-jurisdictional staff rotations with a metropolitan, quaternary 
health service were established in 2019, whereby a hospital-trained 
Pharmacist Resident is rotated 6-monthly to a medium-sized, secondary, 
rural hospital, where over 80% of admitted patients identify as Aboriginal. 

Action Position fill and turnover rates were calculated from historical payroll 
data from 2019 to 2025. Cost avoidance was assessed from annual costs 
associated with filling the position with the rotator, compared with locums. 
Rotating Pharmacists completed an end-of-rotation survey with Likert scale 
and free text responses; results were de-identified for analysis. 

Evaluation The rotational rotation position was filled 100% over 6 years with 
200% turnover, compared with an average 71% fill rate and 232% turnover 
for similar positions (n=9) in the department. The rotational position cost 
38% less than locums, avoiding over AUD$68,000/year. Survey response 
rate was 75% (9/12). Most respondents agreed or strongly agreed that this 
rotation positively impacted their professional development, the support 
and supervision was adequate, feedback sessions were useful, and their 
wellbeing was good or excellent. Qualitative feedback identified strengths 
and areas for improvement for individual preceptors and the rotation. 

Discussion Financial and professional benefits have been realised from 
a 6-year pharmacist rotational program. The interstate rotational program 
has since been expanded to a second full-time equivalent position, and to 
an additional hospital site, demonstrating its success. Other health services 
and professions should consider similar programs to support rural workforce 
and skill shortages, while providing opportunities to enhance professional 
satisfaction and development for individual practitioners. 

THE POWER OF POSITIVITY: ELEVATING MORALE  
THROUGH SHARED WINS IN PHARMACY PRACTICE

Amy Ashjari1

1Concord Repatriation General Hospital, Sydney, NSW

EMAIL amy.ashjari@health.nsw.gov.au

Background Low morale among healthcare workers is increasingly prevalent, 
particularly among pharmacists, due to increasing workloads and burnout. 
In 2024, 25% of Australian pharmacists reported feeling very stressed 
at work; double the pre-pandemic rate. 41% of health workers reported 
burnout and 47% did not feel current workplace practices genuinely 
supported their wellbeing. Low morale impacts care quality, staff retention, 
and long-term workforce sustainability. 

Objective(s) To design and evaluate a structured reflective space for ward 
pharmacists to share positive experiences and strengthen staff morale. 

Action (Method) A weekly reflective space was introduced during an 
existing surgical pharmacist team meeting to encourage front-line clinical 
pharmacists to share a meaningful intervention or positive experience from 
the week. Pharmacists were prompted in advance to reflect and contribute. 
A post-implementation survey with structured questions was conducted to 
assess impact on staff wellbeing and team dynamics. 

Evaluation Following implementation, 50% of pharmacists reported 
regularly reflecting on positive workplace experiences. All participants 
identified improved collegiate interactions and agreed that the space 
supported recognition of individual strengths and achievements. 
Half reported that participating improved their outlook for the day. 
Prior to this intervention, 100% reported that time to reflect on positive 
experiences was rarely available in the workplace. Common themes 
included enhanced team rapport and increased reflective practice. 

Discussion This project determined that a simple, low-cost, and replicable 
intervention promoting positive reflection can meaningfully impact staff 
morale. The findings underscore the value of intentional wellbeing initiatives 
in pharmacy practice and suggest that even small, grassroots changes 
can foster cultural improvement in healthcare. Hence, this intervention 
is easily scalable to other pharmacy settings and feedback from the 
survey also informed new morale-focused initiatives under development. 
Improved pharmacist morale may support greater engagement, enhance 
team cohesion, and reduce burnout-related turnover. 
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THE DEVELOPMENT OF RESEARCH ENTRUSTABLE PROFESSIONAL 
ACTIVITIES (EPAS) FOR THE TRAINING OF PRACTICING PHARMACISTS

Dr Kathryn Morbitzer1, Dr Jacqueline McLaughlin1, A/Prof Steven Walker2,  
Dr Carl Kirkpatrick2, Prof Kirstie Galbraith2

1University of North Carolina Eshelman School of Pharmacy, Chapel Hill, NC, 
2Monash University, Melbourne, Vic

EMAIL kmorbitzer@unc.edu

Background Pharmacists are increasingly expected to engage in research 
however standardised approaches for assessing research competence are 
lacking. Entrustable Professional Activities (EPAs), which define discrete 
tasks suitable for supervision and assessment, offer a framework to support 
competency-based research training.

Aim/Objective(s) To develop and validate a set of research EPAs for 
practicing pharmacists that can inform training and assessment.

Methods A mixed-methods, multi-phase study was conducted. In Phase 1, 
focus groups with pharmacy research experts (n=35) were used to generate 
a preliminary list of research tasks. In Phase 2, the research team (n=5) 
refined the tasks into EPAs and completed a modified e-Delphi to assess 
each statement across a 5-point Likert scale assessing whether each EPA 
was essential, entrustable and trainable (i.e. modified EQual rubric [1]). 
EPAs meeting the prespecified cutpoint (≥4.17) progressed to phase 3, 
where an e-Delphi process with additional pharmacy research experts 
(n=33) was used to further evaluate the EPA titles and descriptions based 
on the modified EQual rubric. EPAs meeting prespecified cutpoints (≥4.0) 
constituted the final list of EPAs.

Results In Phase 1, 34 tasks were identified across seven domains which were 
further refined in Phase 2 to 22 research EPAs. Further refinements included 
improved clarity, broader applicability to research for practicing pharmacists, 
and emphasis on determining the applicability of research findings and 
generating future research questions. In Phase 3, two of the 22 EPAs did not 
meet the pre-specified cutpoint resulting in a final list of 20 EPA statements. 
EQual scores for the remaining 20 EPAs ranged from 4.0 to 4.89. 

Discussion This presents the first validated set of research EPAs specific 
to pharmacy practice. These EPAs provide structure for research training 
and assessment and can be adapted by pharmacy curricula to operationalise 
research competency development.

[1] Taylor D.R., et al. Acad Med. 2017;92:S110–S117.
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VALIDATION OF A RISK ASSESSMENT TOOL FOR THE PREPARATION 
OF PHARMACEUTICAL AND ADVANCED THERAPEUTIC PRODUCTS

Kerry Watts1, Penelope Nevett2, Adam Parker3, Shaun O’Connor4,  
James Watson5, Tammy Nguyen6, Brayden Lubcke7, Dr Julia Warning1

1NSW Ministry of Health, Sydney, NSW, 2Barwon Health, Geelong, Vic, 
3Ramsay Health, Benowa, Qld, 4St Vincents Health, Fitzroy, Vic, 5Tasmanian 
Health Service, Hobart, Tas, 6Westmead Hospital, Westmead, NSW, 
7Perth Children’s Hospital, Nedlands, WA

EMAIL kerry.watts1@health.nsw.gov.au

Background With an increasing number and complexity of registered 
biological and advanced therapeutic clinical trials, the preparation of 
these products in ready-to-administer dosage forms are often high-risk 
and challenging. To reduce the risk of occupational exposure and guide 
healthcare decision-making for preparation of these therapies, a risk 
assessment tool was designed and integrated into state-based policy. 

Aim/Objective(s) Form a national working group to validate the risk 
assessment tool to ensure its applicability across all jurisdictions and 
support Australian wide harmonisation for the safe preparation of advanced 
therapeutics and incorporation into the national guidelines.

Methods Nine senior compounding pharmacists representing all state health 
facilities across Australia were invited to participate in the working group to 
support validation of the risk assessment tool. 

There are two phases to the study protocol. In each phase, each pharmacist 
used the risk assessment tool to inform their decision-making process 
when preparing ten different pharmaceutical or advanced therapeutic 
products. Each pharmacist then completed and submitted an online survey 
to document the outcome. The working group discussed the Phase 1 results, 
and based upon best practice recommendations, made amendments to 
the tool. The second phase is about to commence and is a repeat of the 
former process. 

Results There were 43 products assessed in the first phase and included 
39.4% monoclonal antibodies, 9.1% genetically modified organisms, 
3.0% bacteriophage and 48.5% other advanced therapeutics. The tool 
informed best practice for 88% of products assessed. The tool has been 
updated to include and must inform the best practice decision for at least 
90% of products assessed to achieve successful validation status.

Discussion The risk assessment tool will assist in standardisation for 
the preparation of pharmaceutical and advanced therapeutic products 
as the national decision-making tool.

DRIVING MOMENTUM: DEVELOPING THE FIRST AUSTRALIAN GUIDANCE 
FRAMEWORK FOR ANTICOAGULATION STEWARDSHIP PROGRAMS

Elizabeth Su1,2,3, Julianne Chong3,4, Hadley Bortz3,5, Dr Emma Leitinger3,6,7,8, 
Mark Sheppard9, Simon Huynh3,10, Phoebe Capone11, Claire Jones12,  
Vinod Chellaram1,10, Lisa Ciabotti1

1Victorian Therapeutics Advisory Group (VicTAG) 2Medicines Optimisation 
Service, Austin Health, Vic, 3Anticoagulation Stewardship Network, 
Thrombosis & Haemostasis Society of Australia & New Zealand (THANZ), 
4Pharmacy Department, Concord Repatriation General Hospital, Sydney 
Local Health District, NSW, 5Pharmacy Department, Alfred Health, Vic, 
6Anticoagulation Stewardship Service, Monash Health, Vic, 7Haematology 
Department, Monash Health, Vic, 8School of Medicine, Monash University, 
Vic, 9Pharmacy Department, Monash Health, Vic, 10Pharmacy Department, 
Northern Health, Vic, 11Pharmacy Department, Northeast Health 
Wangaratta, Vic, 12Pharmacy Department, Barwon Health, Vic

EMAIL elizabeth.su@austin.org.au

Background Anticoagulants are high risk medicines, with unintentional 
under- or over-anticoagulation leading to significant thrombosis or bleeding 
events. Pharmacist-led anticoagulation stewardship (ACS) programs are 
gaining momentum internationally and have been implemented at some local 
health services, with varying approaches to program delivery and evaluation. 
An opportunity to develop expert guidance to help drive Australian ACS 
program development was identified. 

Objective To develop a consensus framework for the development, 
implementation, monitoring and evaluation of ACS programs in health 
services statewide. 

Method Literature reviews and expert consultation underpinned the 
formulation of fundamental steps in planning ACS programs and their 
key functions in Australian healthcare contexts (including measuring ACS 
quality indicators, developing tools or dashboards to identify patients at 
risk of harm, and facilitating safe anticoagulation management at transitions 
of care). An expert advisory group of 11 ACS and medication safety experts 
from metropolitan and regional health services (including pharmacists, 
haematologists, and clinical nurse consultants) convened fortnightly over 
six months to provide consensus feedback and ensure relevance to local 
accreditation standards and practice. National and international ACS leaders 
contributed case examples of practical stewardship interventions. 

Evaluation Members of a statewide Therapeutics Advisory Group and an 
Australasian professional thrombosis and haemostasis society reviewed 
and endorsed the final framework. In the first month of online availability 
via these organisations, the framework was accessed by 149 clinicians, 
with usage expected to increase with wider promotion of this resource. 

Discussion This is the first Australian framework to support the 
establishment and expansion of ACS programs. Endorsed by national 
ACS leaders, it provides practical guidance for developing sustainable 
programs that can identify and mitigate risks contributing to preventable 
anticoagulation harm in Australian hospitals. This framework will assist 
clinicians across the state to progress and benchmark ACS program 
development and support safe anticoagulation management at all 
health services.
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BEYOND THE VIAL: A COMPOUNDING PHARMACIST’S ROLE IN MITIGATING 
RISKS IN INSULIN DESENSITISATION

John Lu1

1Prince Of Wales Hospital, Randwick, NSW

EMAIL john.lu@health.nsw.gov.au

Objective To describe a compounding pharmacist’s role in facilitating safe 
desensitisation to insulin, considering possible risks in drug preparation, 
prescribing and administration.

Clinical Features A 35-year-old female with Type 1 diabetes was admitted 
at 15-weeks post-partum for insulin aspart desensitisation, to facilitate 
transition to an insulin pump. She was diagnosed at 38 weeks gestation 
and developed delayed-type- and Immunoglobulin E positive hypersensitivity 
to various insulins (aspart, glargine, detemir, lispro, neutral and isophane). 
Injection site reactions included large, itchy and painful lumps taking up 
to 6 days to resolve despite high-dose antihistamines. A 12-step protocol 
was recommended by Immunology involving doses ranging from 0.00001 
to 20 units given subcutaneously at 15-minute intervals.

Literature review The protocol recommended repeat dosing in case of local 
reaction during desensitisation. Sodium chloride 0.9% was identified as a 
compatible diluent for insulin aspart, however, insulin can adsorb onto glass 
and plastic infusion containers and tubing. No published stability data was 
identified for the required insulin concentrations.

Pharmacist Interventions, Case Progress and Outcomes The pharmacist 
identified that doses >3 decimal points are automatically rounded by the 
electronic medication management system, and recommended prescribing 
0.00001 and 0.0001 unit doses as “free text” to avoid unintended rounding 
to zero. The pharmacist recommended preparing four spare doses for 
each step to allow for repeat dosing. Six serial dilutions of insulin aspart 
100 unit/‌mL were performed to prepare twenty-five pre-filled polypropylene 
syringes, while a pre-filled insulin pen device was suggested for doses above 
1 unit. Doses were labelled sequentially to prevent administration out of 
order. Desensitisation was completed with two repeat doses required, 
and the patient was successfully transitioned to an insulin pump.

Discussion This case highlights the pharmacist’s role beyond drug supply – 
consideration of administration and prescribing is key in mitigating potential 
risks in uncommon and complex treatment protocols.

HARNESSING TECHNOLOGY FOR MEDICATION SAFETY:  
A STUDY ON INTEGRATED PRESCRIBING AND INFUSION SYSTEMS

Viviane Khalil1, Madonna Khreish1, Amelia Rattle1, Julie Ngo

1Monash Health, Melbourne, Vic

EMAIL viviane_makeen@yahoo.com.au

Background Advancements in information technology and software 
integration have significantly enhanced patient safety in healthcare. 
One such innovation is the integration of smart infusion pumps with 
electronic medication systems (EMS), which has shown potential in reducing 
medication administration errors. However, limited evidence exists on its 
impact within Australian hospitals, particularly regarding user experience.

Objective This study aimed to evaluate the effect of smart pump and EMS 
integration on patient safety and nursing staff experience in a 200-bed fully 
digitized Australian hospital.

Methods A mixed-methods approach was used. Quantitative data were 
collected through retrospective analysis of intravenous medication errors 
reported in the hospital’s incident management system. Pre-intervention 
data (Dec 2021–Jul 2022) were gathered from a non-digitized hospital, 
while post‑intervention data (May–Dec 2023) were collected from the 
digitized hospital using the same medication library. Qualitative data 
were obtained via anonymous surveys assessing nursing staff perceptions 
of workflow and confidence. Data were analyzed using SPSS.

Results Medication errors decreased from 1.1 to 0.26 per 1,000 encounters 
post-integration (P < 0.0026). Medication library compliance improved from 
93% to 97% (P < 0.00001). Survey responses showed increased confidence 
(65% to 93%, P = 0.0001), though ease of use was rated higher pre-integration 
(90% vs. 45%, P = 0.0001). Alert frequency slightly increased (9% to 11%, 
P = 0.0307).

Conclusion Smart pump-EMS interoperability significantly improved patient 
safety but introduced usability challenges. These findings support broader 
adoption of such technologies, with a recommendation for ongoing staff 
training to enhance user experience.
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TINY DOSES, BIG IMPACT: OPTIMISING ELECTRONIC MEDICATION 
MANAGEMENT (EMM) SYSTEMS TO PREVENT PAEDIATRIC 
FENTANYL OVERDOSE

Rebekah-Yeaun Lee1, Hanane Jomaa1, Eliza Amaro2, Hannah Turton1,  
Shona Hanson1, Jocelyn Ong1, Garry Soo1, Rosemary Burke1

1Sydney Local Health District 2eHealth NSW 

EMAIL rebekahyeaun.lee@health.nsw.gov.au

Background Intranasal fentanyl for acute pain is dosed by weight in 
paediatrics. However, in hospitals using a shared electronic medication 
management (eMM) system for both adults and children, automated 
weight-based dose calculations have led to heavier children receiving 
doses exceeding recommended limits. This poses a significant safety risk, 
particularly with high-risk medications such as fentanyl. Limitations in 
eMM functionality necessitate careful and creative eMM design strategies 
to safeguard paediatric prescribing.

Objective(s) To implement and evaluate revised intranasal fentanyl orders 
within the eMM system that reduces overdose risk in paediatric patients.

Action (Method) A multidisciplinary team of informatics pharmacists, 
paediatricians, and application specialists redesigned paediatric intranasal 
fentanyl orders across two metropolitan hospitals. Enhancements 
incorporated human factor principles, including additional instructions 
specifying the maximum recommended dose and the application of 
age and weight filters restricting weight-based orders to patients under 
16 years and ≤50 kg. These filters aimed to limit order visibility to 
appropriate patients and reduce overdose potential. A retrospective audit 
of eMM prescribing data over seven months was conducted to assess 
appropriateness.

Evaluation A total of 173 paediatric intranasal fentanyl orders were 
prescribed during the audit period. Of these, 112 used the updated 
weight‑based order, with 100% dosed appropriately according to 
documented weight. The remaining 61 orders used non-weight-based orders, 
which excluded automatic dose calculations and maximum dose guidance. 
Two of these orders exceeded the recommended maximum dose. 

Discussion Targeted modifications to the eMM system may improve 
prescribing accuracy and safety for paediatric intranasal fentanyl. 
This intervention demonstrates the vital role of informatics pharmacists 
in leveraging system features to mitigate risk and support safe workflows. 
Locally tailored eMM solutions can reduce reliance on workarounds and 
prevent medication errors. Future work using a similar approach can be 
applied to safeguard other paediatric weight-based orders and ultimately 
prevent patient harm. 

SHIFTING GEARS: ENHANCING SAFETY AND  
QUALITY ACTIONS FOR MEDICATION MANAGEMENT

Helen Dowling1, Sankit Lalseta1, Alaa Qassim1

1Australian Commission On Safety And Quality In Health Care, Sydney, NSW

EMAIL helen.dowling@safetyandquality.gov.au

Background The National Safety and Quality Health Service Standards 
(the Standards) aim to protect the public from harm and improve the quality 
of care delivered from health service organisations. 

Development of 3rd edition of the Standards has commenced. 

Objective: To develop medication safety actions focussing on systems 
and processes of medication management, supported by a robust clinical 
governance framework.

Method The project involved an environmental scan via an anonymous 
stakeholder survey to identify gaps and suggest improvements for 
the 3rd edition. This was complemented by a review of health service 
accreditation assessment outcomes data from January 2019 to 
September 2024. Survey findings and assessment outcomes data were 
presented at a hybrid ‘gallery walk’ style workshop, where stakeholders 
proposed refinements to existing actions, identified emerging issues 
and suggested new actions for consideration.

Results Sixty-seven survey responses were received with the majority from 
Queensland (41%), Victoria (23%) and New South Wales (12%). 67% of the 
respondents were from metropolitan and 12% each from inner and outer 
regional sites. 9% were from national organisations. Survey respondents were 
either responding as individuals (59%) or on behalf of an organisation (38%).

A total of 29 participants with medicines safety expertise from various 
professional/consumer backgrounds, and/or representing all states and 
territories, attended the workshop.

Feedback included streamlining select actions, the need to simplify language 
and formatting, identifying evolving/emerging issues (e.g. digital health, 
artificial intelligence, challenges at care transitions), and recommending 
integration of sustainable medicines practices (e.g. deprescribing, 
conservation strategies).

Discussion A report was prepared to summarise findings to inform 
the 3rd edition of the Standards, including decisions on the relevance, 
inclusion, and prioritisation of key issues. The updated approach will 
apply guiding principles to streamline existing medication safety actions, 
shift the focus from compliance to meaningful outcomes, and reducing 
implementation burden.
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C12 • Medication safety

GETTING THE MESSAGE RIGHT: UNDERSTANDING THE IMPACT 
OF MEDICATION ALERT DESIGN IN AN EMR

Jessica Hart1, Soha Henry1, Joyce Anthony1, Uyen Hua1, David Nguyen1,  
Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL jessica.hart@nh.org.au

Background Drug-drug interaction (DDI) alerts are intended to support 
medication-related decisions, but when not targeted to the clinical context, 
they can fail to prevent clinically significant interactions and contribute to 
alert fatigue. Following a transition to an Electronic Medical Record (EMR), 
a metropolitan hospital implemented two DDI alert systems, prompting 
an evaluation of which system better supports safe, clinically relevant 
prescribing and administration.

Objective(s) To evaluate the design elements of two targeted 
custom medication Clinical Decision Support (mCDS) alerts compared 
to system‑default mCDS, to guide selection for implementation.

Action (Method) Using the TEMAS framework, two available alert systems 
were evaluated for alignment evidence-based usability principle, specifically 
in the context of policy-driven NSAID prescribing within 18 hours of parecoxib. 
This assessment informed alert system selection, followed by analysis of pre 
and post-implementation data over 3 months, focusing on alert acceptance, 
overrides, clinical incidents, and performance comparisons between custom 
and default DDI alerts.

Evaluation Assessment of both alert proposals against the TEMAS 
framework indicated custom alerts had a higher score for usability and 
usefulness with key benefit areas of optimising the signal-to-noise ratio, 
supporting collaborative work and fitting clinician workflows. Within one 
month of implementation, 51 parecoxib alerts fired to prescribers with 
29.4% accepted. 106 alerts subsequently fired to nurses during medication 
administration with 42.5% accepted. The proportion of patients receiving 
NSAIDS within 18 hours of parecoxib decreased from 21.5% [n=23] 
pre‑implementation to 2.98% [n=3] post-implementation (p<0.001).

Discussion The findings emphasise the importance of context-sensitive 
custom mCDS alerts informed by human factors principles, but also highlight 
improvement opportunities. These alerts more effectively influence clinician 
behaviour and reduce unsafe prescribing; however, gaps remain integrating 
them with cognitive processes. Refining these aspects could improve utility, 
acceptance, and patient safety. Future research should identify key design 
elements for implementation of a generalisable alert framework.
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IMPLEMENTATION OF AN AGED CARE ONSITE PHARMACIST  
IN A REGIONAL NURSING HOME

Penny Lee1

1Choice Aged Care, Lismore, NSW

EMAIL penny@choiceagedcare.com.au

Background Findings of the Royal commission into aged care practices 
lead to government funding for an onsite pharmacist in nursing homes, 
which commenced in July 2024. A regional 120 bed nursing facility chose 
to implement this new model of care through the pharmacy funded model 
which allowed for a pharmacist onsite for three days a week . 

Furthermore, nursing homes are required to report quarterly to ensure 
transparency and accountability on certain key aspects to resident care. 
Some of these key aspects include reporting on pharmacy related data 
such as polypharmacy and antipsychotic use. 

Objective(s) Describe measurable outcomes to determine effectiveness 
of an onsite pharmacist in nursing homes. 

Action (Method) After initial site induction baseline data on polypharmacy 
and antipsychotic use was collected then quarterly thereafter. This data 
forms part of the mandatory reporting requirements. 

Secondary key performance indicators were explored looking into 
antimicrobial and opioid stewardship prescribing.

Evaluation Baseline data collected in September 2024 was compared 
against data in April 2025. During this time there was an 8% reduction 
to polypharmacy and 2% reduction in antipsychotic use.

Baseline data for opioid and antimicrobial use was collected between 
October 2024 and April 2025. During this time regular and PRN monthly 
usage of antimicrobials reduced by 8% and regular plus PRN opioid 
prescriptions reduced by12%.

Discussion The roll out of on onsite pharmacist was a welcomed addition to 
the nursing home team which has the potential to improve medication safety 
and decrease pill burden for residents. This new role highlights how an onsite 
pharmacist can help reduce polypharmacy and antipsychotic use along 
with implementing antimicrobial and opioid stewardship programs for more 
focused patient centered care. 

Having a medicines expert regularly onsite lead to improved medicine usage 
and reduced medicines wastage. Further studies are required to determine 
longevity of the role. 

BEYOND THE BUZZ A STRATEGIC FRAMEWORK  
FOR RESPONSIBLE AI ADOPTION IN PHARMACY

Kirsty Mullin1, Russell Hill1

1Slade Pharmacy, Mount Kuring-Gai, NSW

EMAIL kirsty.mullin@sladepharmacy.com.au

Background Artificial Intelligence (AI) is a rapidly emerging technology 
providing opportunity for transformational change. Implemented correctly, 
AI can enhance patient care, streamline clinical workflows, and reduce 
administrative burden. Realising its potential, understanding risk and cost 
benefit requires a structured approach. 

Objective To develop and implement a strategic AI framework to assess 
potential opportunities ensuring responsible adoption and clear benefits 
realisation. The framework was underpinned by six business value drivers: 
patient experience, operational resilience, innovation, service growth, 
risk reduction, and regulatory compliance.

Action A series of workshops were held with key stakeholders from 
pharmacy and Information Technology. Key principals identified included: 
alignment with service priorities; patient safety being paramount; being agile 
(fail or succeed fast); understanding total cost of ownership/total value 
proposition; and consideration of data sovereignty.

A series of key principals of responsible AI adoption were established: 
Fairness and bias mitigation; transparency and explainability; accountability 
and governance; privacy and data protection; safety and security; ensuring 
human centricity; and environment and sustainability

Workshops engaged cross-functional stakeholders (including pharmacists, 
technicians, digital, operations, and governance) to identify high-value use 
cases aligned with practice needs, strategic priorities and value creation. 

A business readiness tool was developed with key factors to assess 
use cases.

Evaluation The scoring tool was applied across a large and diverse 
range of initiatives enabling the identification of three high value, 
high readiness initiatives selected to progress through to development. 
The approach fostered cross-functional collaboration and supported 
embedding AI capabilities across the organization. 

Discussion This framework has enabled pharmacy to move from a 
fragmented unstructured approach to AI to an agile, structured, consistent, 
approach enabling assessment and efficient deployment of AI opportunities. 

Contributed Paper Sessions
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C13 • Practice evolution

HOSPITAL-BASED TAKE-HOME NALOXONE: IMPLEMENTATION OUTCOMES 
AND THE ROLE OF ELECTRONIC DATA IN IDENTIFYING ELIGIBLE PATIENTS

Jeremy Szmerling1, Dr Stuart Azzopardi2, Dr Gordon Mar2

1Eastern Health Pharmacy Department, Melbourne, Box Hill, Vic 
2Eastern Health Acute Pain Service, Melbourne, Box Hill, Vic

EMAIL jeremy.szmerling@easternhealth.org.au

Background Take-Home Naloxone (THN) has demonstrated effectiveness 
in reducing opioid-related harm, yet utilisation in the hospital setting 
remains suboptimal. 

Aim/Objectives This study aimed to evaluate the impact of targeted 
interventions to improve THN provision to patients at high risk of 
opioid‑related harm, and to retrospectively identify patients who may 
have benefited from THN through analysis of electronic prescribing data. 

Methods A retrospective cohort study was conducted involving all patients 
discharged from a Victorian public hospital network between January 
and December 2024 who received at least one opioid prescription. 
THN prescribing rates were compared before and after the implementation 
of a multifaceted intervention in July 2024 comprised of staff education, 
updates to clinical guidelines, and enhanced communication strategies. 
Retrospective THN eligibility was determined based on discharge prescription 
data according to the following criteria: (1) prescription of opioids with 
benzodiazepines/gabapentinoids; (2) oral morphine equivalent daily dose 
(OMEDD) > 50 mg; and (3) opioid agonist therapy. 

Results In the pre-intervention period (January to June 2024), 14,353 
opioid prescriptions were issued with 1,802 patients meeting retrospective 
eligibility for THN. Following the intervention (July to December 2024), 
opioid prescriptions increased slightly to 15,256, with 1,913 patients 
identified as eligible. Among all eligible patients, 66.0% met criterion 1, 
5.9% met criterion 2, and 28.1% met criterion 3. THN prescribing to 
eligible patients improved from 0.8% (n=15) pre-intervention to 3.6% 
(n=69) post‑intervention. 

Discussion The intervention yielded a modest but clinically meaningful 
increase in THN prescribing to eligible hospital patients. However, the 
findings reinforce the continued suboptimal utilisation of THN in the hospital 
setting. The retrospective eligibility criteria likely underestimated true need, 
as the analysis excluded individuals using illicit opioids or those discharged 
on maintenance opioids without prescriptions. To enhance THN utilisation, 
future efforts should focus on integrating real-time, automated identification 
tools within electronic systems. 

HOW ARE PHARMACISTS USING ARTIFICIAL INTELLIGENCE? 
A CROSS‑SECTIONAL SURVEY ON PERCEPTIONS AND USE IN HOSPITALS

Ella Shearing1, Julianne Chong1, Rebekah-Yeaun Lee, Francis Pang1

1Concord Repatriation General Hospital, Sydney, NSW

EMAIL ellena.shearing@health.nsw.gov.au

Background: Artificial intelligence (AI) is increasingly integrated into 
everyday practice across various industries, offering potential efficiency 
gains in healthcare. However, there is limited evidence describing 
hospital pharmacists’ perceptions of and current engagement with 
AI in the workplace.

Aim To explore the perceptions, current use and barriers to AI adoption 
among hospital pharmacists in order to inform policy development and 
support digital transformation in healthcare.

Methods A cross-sectional survey was conducted among hospital 
pharmacists at a tertiary Sydney-based hospital. Participants were recruited 
on a voluntary basis from across clinical, administrative and managerial roles. 
Responses were collected anonymously via Microsoft Forms.

Results Twenty pharmacists (aged 22–69 years) completed the survey 
between 18 March and 15 April 2025. Key barriers to AI adoption included 
concerns about patient confidentiality, accuracy of AI-generated information, 
especially when it comes to tailored care. A lack of workplace training 
and education on AI was also commonly cited. Despite these concerns, 
most pharmacists identified potential applications for AI in administrative 
tasks such as document preparation and email communication.

Conclusion This study highlights the need for targeted education and 
training to build AI literacy and confidence among hospital pharmacists. 
Understanding pharmacists’ perspectives is critical for developing practical, 
supportive frameworks that enable safe and effective digital innovation 
in healthcare settings. 
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BREATHING ROOM: VIRTUAL PHARMACISTS BRIDGE THE GAP  
IN ASTHMA CARE

Alexandra Brown1, Uyen Hua1, David Nguyen1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL alexandra.brown@nh.org.au

Background Asthma remains a significant cause of preventable hospital 
presentations. Pharmacists are well-positioned to identify medication-related 
problems, reinforce patient education, and improve self-management, 
particularly in virtual care settings.

Objective(s) Integrate pharmacist-led interventions into the Virtual 
Emergency Department (VED) model to improve asthma care, resolve 
medication-related issues, and enhance patient education and safety.

Action (Method) A virtual pharmacy-led respiratory clinic was implemented 
for patients recently discharged from the VED. Patients with new inhaler 
prescriptions or provided asthma actions were identified via daily 
prescription reports and a PowerApps platform. Virtual pharmacists 
conducted structured reviews assessing medication safety, inhaler 
technique, immunisation status, and education needs. Tailored counselling 
and resources were provided, and complex cases were escalated to 
clinicians. Interventions were documented using a standardised template 
and reviewed regularly to support quality improvement.

Evaluation: Over a 14-week period, 194 patients were reviewed, 
and 257 pharmacy interventions recorded. A structured evaluation 
was conducted to assess the clinical and educational impact of pharmacy 
interventions within the asthma management service. Data was collected 
through routine patient reviews and recorded using a standardised 
intervention log.

During this period, pharmacists corrected 32 prescribing or dispensing 
errors and identified 57 opportunities to implement or update asthma 
action plans. Spacer use was optimised in 41 cases and 108 preventive 
care opportunities were identified including immunisation referrals, 
asthma first aid and thunderstorm asthma preparation. Smoking cessation 
support was provided to 5 patients. 19 cases were escalated due to clinical 
deterioration or prescription concerns ensuring coordinated patient care.

Discussion This model of care demonstrated the value of proactive 
pharmacist involvement in asthma care in the virtual setting. Interventions 
improved medication safety, identified preventive health opportunities, 
and reinforced patient self-management. The approach supports the 
integration of pharmacists into virtual care models and highlights 
opportunities for broader implementation to enhance patient outcomes. 

PROACTIVE STUDY: IMPLEMENTING AND EVALUATING A  
PHARMACIST-LED PENICILLIN ALLERGY DE-LABELLING INITIATIVE 
IN HOSPITAL PRACTICE

Christy El-Khoury1, Jessica Bui1, Prof Suran Fernando1

1Royal North Shore Hospital, North Sydney, NSW

EMAIL christy.elkhoury@health.nsw.gov.au

Background Inaccurate penicillin allergy labels contribute to suboptimal 
antibiotic use, increased broad-spectrum prescribing, prolonged hospital 
stays, and antimicrobial resistance. Pharmacist-led surveillance, de‑labelling, 
and direct oral challenge (DOC) offer a safe, effective strategy to address 
low-risk penicillin allergy labels in hospitalised patients, supporting 
antimicrobial stewardship. 

Objectives To evaluate the impact of the Pharmacist-led Review Of 
penicillin Allergy Cases as a Targeted Inpatient interVEntion (PROACTIVE) 
on antibiotic prescribing, clinical outcomes, and cost-effectiveness in 
hospitalised patients. 

Methods PROACTIVE is a quality improvement sub-study of the National 
Penicillin Allergy Network multicentre study. Inpatients with a documented 
penicillin allergy and prescribed antibiotics were screened using an 
electronic medication report. Eligible patients were assessed by pharmacists 
and immunology specialists, with verbal consent obtained for DOC. 
Data collection included antibiotic usage, de-labelling rates, inpatient 
mortality, intensive care unit admission, readmissions, adverse events, 
and multi‑drug‑resistant organism acquisition at baseline, 30, 90, and 180 
days. The study employs a mixed-methods design, incorporating both 
interrupted time series and cost-effectiveness analysis. Statistical analysis 
will be performed using R (target sample size: 646 over 18 months). 

Results A pilot study conducted between June to August 2024 identified 
233 inpatients with documented penicillin allergy. Pharmacists screened 
27.9% (n=65), successfully de-labelling 56.9% (n=37); 16.9% (n=11) directly 
and 40% (n=26) post-DOC. Two patients declined, and 26 were discharged 
before DOC. Extrapolated data based on preliminary findings suggest a 
de-labelling rate of approximately 25% under active surveillance versus 
2% with passive de-labelling (p<0.05). Early trends indicate increased 
narrow‑spectrum penicillin use and reduced broad-spectrum antimicrobial 
exposure. Full statistical and economic analyses are ongoing, and recruitment 
for a research pharmacist is in progress for study continuation. 

Discussion Pharmacist-led penicillin allergy assessment with DOC is feasible, 
safe, and enables narrower-spectrum antimicrobial prescribing compared 
to passive referral. This approach may reduce healthcare costs and 
antimicrobial resistance in hospital settings. 
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TRIALS, TRIBULATIONS AND TRIUMPHS IN PAEDIATRIC GENE THERAPY: 
PHARMACY AT THE FOREFRONT

Joseph Haydamous1, Madeleine Baldock1, Peter Barclay1,  
Pathma D. Joseph1,2, Deshina Naidoo1

1Children’s Hospital At Westmead, Sydney, NSW, 2Sydney Pharmacy School, 
Faculty of Medicine and Health, The University of Sydney, Sydney, NSW

EMAIL joseph.haydamous@health.nsw.gov.au

Background Gene therapy is a rapidly evolving field in paediatric 
care, offering hope for rare genetic conditions. Advanced therapeutics 
demands specialised pharmacy services to manage novel technologies, 
ensure regulatory compliance, and develop new clinical workflows, 
presenting unique challenges in delivering safe and effective treatments. 

Objective(s) To share practical experiences, key learnings, challenges, 
and innovations in establishing pharmacy services for gene therapy 
within a tertiary paediatric setting, and to highlight future directions 
for practice improvement. 

Action (Method) A descriptive pharmacy practice review was conducted 
from 2020–2025 encompassing two commercial gene therapies Luxturna®/
voretigene neparvovec (n=14 patients); Zolgensma®/ onasemnogene 
abeparvovec (n=19 patients) and 10 gene therapy clinical trials (4 completed, 
4 ongoing, 2 in start-up). A stepwise, iterative approach included review of 
protocol development, compliance with Australian regulations, workforce 
recruitment and biosafety upskilling, gene therapy handling, multidisciplinary 
stakeholder engagement, education and resource development. 
Frequent external queries regarding policies/procedures and logistics 
were also reviewed. 

Evaluation Protocols were adapted from international frameworks 
and refined through clinical experience. Challenges included recruitment 
and retention of biosafety-trained staff, inconsistent multidisciplinary 
communication, and limited sector-wide guidance. Education on handling 
requirements varied across staff. Small patient cohorts imposed high 
workloads per therapy. Funding models (PBS versus hospital-funded) 
differed between therapies. Long-term monitoring frameworks for 
gene‑modified organisms remain underdeveloped. Units across Australia 
often worked in isolation, resulting in duplication of effort and frequent 
external requests for guidance. Iterative improvements were made to 
standard operating procedures and education based on feedback. 

Discussion Leadership, adaptability, and collaboration are critical for 
successful gene therapy pharmacy services. There is a clear opportunity 
for a national collaborative network and standardised guidelines to address 
workforce and operational challenges, reduce duplication, and improve 
outcomes. Ongoing investment in training, infrastructure, and biosafety will 
be pivotal as gene therapy evolves, positioning pharmacists at the forefront 
of this transformative field.

https://mm2025.adpha.au


POSTER 
ABSTRACTS



MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 52

POSTER ABSTRACTS

Friday 28 and Saturday 29 November 2024

1 PREVALENCE OF INAPPROPRIATE APIXABAN PRESCRIBING  
WITHIN A SINGLE CENTRE TERTIARY HOSPITAL

Dr Katherine Creeper1,2, Grace Lenaghan3, Aaron Stockwell3,  
Matthew Schmidt3, Dr Andrew Stafford4

1Haematology Department, Sir Charles Gairdner Hospital, Nedlands, WA, 
2Haematology Department, PathWest Laboratory Medicine, Nedlands, WA, 
3Pharmacy Department, Sir Charles Gairdner Hospital, Nedlands, WA, 
4Curtin Medical School, Curtin University, Bentley, WA

EMAIL aaron.stockwell@health.wa.gov.au

Background Apixaban is widely recommended as first-line therapy 
for atrial fibrillation (AF) and venous thromboembolism (VTE) due to 
its favourable dosing profile compared to alternative anticoagulants. 
Despite the widespread availability of dosing guidelines, anecdotal 
evidence suggests clinicians often do not routinely follow these 
recommendations. This is of concern as inappropriate dose reduction 
is associated with suboptimal patient outcomes.

Objective To review current prescribing practices of apixaban 2.5mg 
against guidelines to identify potentially inappropriate prescribing.

Action A single centre, retrospective review of all adult patients admitted 
to a large tertiary hospital in Western Australia who were dispensed 
apixaban 2.5mg between 01 January 2023 and 31 December 2024 was 
undertaken. Patients were identified via dispensing records. Demographics, 
indication, co-morbidities, concurrent medications, and laboratory data 
were extracted from medical records. Each case was assessed against 
current guidelines to determine if dosing was appropriate or potentially 
inappropriate. Data was analysed using quantitative statistics.

Evaluation Among the 303 patients who were dispensed apixaban 
2.5 mg in the audit period, 178 (58.7%) were newly initiated on this dose. 
The mean age of the entire cohort was 79 years (standard deviation 
[SD] 12.6), with 49.2% female. Of the 128 patients (71.9%) newly initiated 
on apixaban 2.5mg for non-valvular AF, the mean CHA2S2Va score 
was 4.0 (SD 1.6) with HAS‑BLED score 2.9 (SD 1.1). 53 (41.4%) of these 
newly prescribed AF patients received a potentially inappropriate dose. 
Additionally, 19 patients (10.6% of the entire cohort) received a potentially 
inappropriately low dose for acute VTE treatment.

Discussion A significant proportion of patients initiated on apixaban 
2.5 mg received potentially inappropriate doses, particularly in the context 
of AF and VTE management. These findings highlight the need for targeted 
anticoagulation stewardship and clinician education to optimise patient 
outcomes and minimise harm.

2 WHAT THE (IN)FARCT?! A CYP-INTERACTION THAT MATTERS.

Christopher Beevers1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL christopher.beevers@health.qld.gov.au

Objective Review and assess the clinical significance of the interaction 
between ticagrelor and CYP3A4-inducing medications following a 
ST‑elevated myocardial infarction (STEMI) and percutaneous coronary 
intervention (PCI).

Clinical features This case report explores the clinical significance of 
the interaction between ticagrelor and CYP3A4-inducing medications, 
specifically phenobarbital, in a patient following a STEMI and PCI, 
and its impact on platelet inhibition and clinical outcomes. A 53-year‑old 
male with a history of hyperlipidemia, epilepsy with regular ongoing 
tonic‑clonic seizures and heavy smoking presented with a STEMI. 
His medications included levetiracetam and phenobarbital and had 
previously tried other anti-epileptic medications to limited success. 
He underwent a PCI with a drug-eluting stent placed to the mid-right 
coronary artery and was subsequently initiated on dual antiplatelet 
therapy with aspirin and ticagrelor.

Literature review Limited existing literature indicates that co-administration 
of ticagrelor with CYP3A4-inducers significantly reduces ticagrelor plasma 
concentrations and antiplatelet efficacy. Studies using the aggregate 
marker of platelet reactivity units (PRU) demonstrate that increased platelet 
reactivity is linked to higher risks of recurrent myocardial infarction and 
stent thrombosis. Platelet function testing of ticagrelor in combination 
with CYP3A4-inducers has revealed elevated PRU values consistent with 
high platelet reactivity, indicating suboptimal platelet inhibition and increased 
risk of stent thrombosis.

Pharmacist interventions, case progress and outcomes Upon medication 
review, the pharmacist identified the potential interaction between 
phenobarbital and ticagrelor. Based on these findings, the pharmacist 
recommended switching the P2Y12 inhibitor from ticagrelor to clopidogrel 
to reduce the risk of stent thrombosis, a recommendation accepted by 
the treating team.

Discussion This case highlights the importance of vigilant medication review 
for potential drug interactions affecting antiplatelet therapy, particularly 
in patients on CYP3A4-inducing agents. Pharmacists play a critical role in 
identifying and managing such interactions to optimize patient safety and 
treatment efficacy, including consideration of pathology such as platelet 
function testing.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 53

3 TRANSFORMING CLINICAL PHARMACY SERVICES TO MEET 
THE GROWING NEEDS OF TERTIARY AND ACUTE PRIVATE HOSPITAL

Dema Al-hakkak1, Ms Dawn Tang1

1HPS Pharmacies, Gold Coast, Qld

EMAIL dema.al-hakkak@hpspharmacies.com.au

Background Introducing new healthcare services is challenging, especially 
in pharmacy practice. While global standards highlight the value of clinical 
pharmacy within hospitals and at transitions of care, uptake has been slow 
and inconsistent. Public hospitals commonly integrate clinical pharmacists 
into most wards. However, the private sector has yet to fully embrace this 
model, often due to concerns around cost-effectiveness.

Objective To improve patient care by conducting Medication Management 
Plans (MMPs) at transitions of care.

Action A team of six clinical pharmacists provide clinical services to 
General Medicine, Cardiology, Respiratory, Rehabilitation and Surgical units, 
seven days a week. The service begins with a Best Possible Medication 
History (BPMH), followed by the resolution of discrepancies on admission 
or via a nurse-led referral system. All discrepancies are discussed 
directly with the consulting physician and resolved prior to discharge. 
At discharge, a personalised medication profile is provided to patients 
alongside counselling. A full clinical review is conducted at least once, 
with a particular focus on medication appropriateness and safety.

Evaluation In May 2025, 50% of high-priority patients received a 
clinical pharmacy service, supported by an approximate 1:30 clinical 
pharmacist‑to‑bed ratio. The service has since expanded to Emergency, 
Inpatient Oncology and Intensive Care Units. The introduction of MMPs 
has led to measurable improvements in patient care, including more 
accurate medicine prescribing, reduced issues related to legibility 
in the paper‑based prescribing system, and a significant reduction 
in medication errors.

Discussion The presence of clinical pharmacists on the ward has promoted 
stronger interdisciplinary collaboration and increased referral requests 
from the healthcare team. What began as a dispensary-based discharge 
service has evolved into a comprehensive, ward-based clinical pharmacy 
model that supports the quality use of medicines through transitions of care. 
This shift has supported a more holistic, patient-centered approach to care.

4 AUDIT OF THERAPEUTIC ANTICOAGULANT DOSING, INDICATION 
AND DOCUMENTATION PRACTICES IN A REGIONAL HOSPITAL

Dina Khedr1, Gurpreet Nagee1

1GV Public Hospital, Shepparton, Vic

EMAIL drdinakhedr2009@gmail.com

Background Anticoagulants such as direct oral anticoagulants (DOACs), 
Enoxaparin and warfarin are high-risk medications requiring precise, 
guideline-adherent dosing based on indication, renal function, and patient 
specific factors. In regional Australian hospitals that rely on paper-based 
medication charts, inconsistent documentation may increase the risk 
of adverse events such as bleeding or thrombosis. This audit aimed to 
evaluate and improve anticoagulant prescribing and documentation 
practices to enhance patient safety.

Objectives To evaluate the documentation of indication and dose 
appropriateness for anticoagulants prescribed to general medicine 
inpatients. Secondary objectives include assessment of treatment duration 
documentation and the appropriateness of concurrent antiplatelet therapy.

Action (Method) A prospective six-week audit will be conducted in general 
medical wards. Data will be collected from bedside charts, progress notes, 
discharge summaries, pathology and radiology records (to determine venous 
thromboembolism date), direct patient interviews, and GP summaries.

Inclusion criteria: inpatients prescribed therapeutic DOACs, enoxaparin, 
or warfarin.

Exclusion criteria: patients on therapeutic enoxaparin for acute coronary 
syndrome, those with uncharted indicated therapy, and patients on 
rivaroxaban for peripheral arterial disease.

Evaluation Initial findings from 37 therapeutic anticoagulation medication 
orders showed that 21.6% of anticoagulant orders lacked a documented 
indication or were dosed inappropriately based on renal function or 
guidelines. An additional 21.6% lacked documentation of treatment duration 
or had inappropriate antiplatelet combinations. These findings highlight 
documentation inconsistencies that may compromise safe prescribing 
and continuity of care.

Discussion This audit demonstrates key areas for improvement in 
anticoagulant prescribing, with a particular focus on the documentation 
of indication and treatment duration. Recommendations include 
implementing standardized prescribing templates with mandatory 
indication/duration fields, integrating pharmacist-led audits into medication 
reconciliation, and providing targeted education on guideline-based 
dosing. These strategies are low-cost, sustainable, and transferable 
to other regional hospitals aiming to improve anticoagulant safety 
and documentation practices.
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5 IMPACT OF TARGETED INTERVENTIONS ON ATOVAQUONE PRESCRIBING 
FOR PNEUMOCYSTIS JIROVECII PNEUMONIA PROPHYLAXIS

Evelyn Dimopoulos1, Carmela Corallo1, Jenny Ly1

1Alfred Health, Melbourne, Vic

EMAIL e.dimopoulos@alfred.org.au

Background Trimethoprim and sulfamethoxazole (TMP-SMX), the established 
first-line agent for Pneumocystis jirovecii pneumonia (PJP) prophylaxis, 
is associated with adverse effects including cytopenias and acute kidney 
injury (AKI). Atovaquone is an alternative agent, however it is expensive 
and lacks activity against other opportunistic infections, including Nocardia. 
At our institution there was a ten-fold increase in expenditure on atovaquone 
from 2020–2023, reaching $500,000 annually.

Objective To implement and evaluate the impact of unit-based protocols 
for prescribing PJP prophylaxis in transplant recipients.

Actions In May-2024 protocols were developed and implemented in the 
heart, kidney, lung and bone marrow transplant units. These guide criteria 
for TMP-SMX cessation, using unit-defined neutropenia and AKI criteria, 
indications for alternative agents including atovaquone, and criteria for 
re-introduction of TMP-SMX. Pharmacists in each unit provided a range 
of interventions including patient review and physician education. The impact 
of these interventions on atovaquone prescribing was assessed.

Evaluation Following protocol implementation atovaquone prophylaxis was 
reviewed for 64 patients and ceased in 37 (58%). TMP-SMX was re-trialled 
in 30 cases, including at a reduced dose for 17. PJP prophylaxis was ceased 
in seven patients no longer at risk. Atovaquone indications were reassessed 
for 27 continuing patients; 19 were in accordance with the protocols. 
The number of new patients prescribed atovaquone decreased by 17% 
to 43, compared to 52 one year earlier. There was a $388,000 decrease 
in expenditure 12 months following protocol implementation, a reduction 
of 64% from the prior year.

Discussion The use of atovaquone or other alternatives to TMP-SMX for PJP 
prophylaxis requires careful consideration to avoid opportunistic infections 
and minimize costs. At our institution, the implementation of unit-specific 
protocols, that include thresholds for TMP-SMX cessation and criteria for 
rechallenge, resulted in the majority of patients being switched back to 
TMP‑SMX and a substantial reduction in atovaquone-associated expenditure.

6 OPTIMISING LIPID MANAGEMENT POST-ACUTE CORONARY SYNDROME: 
INSIGHTS FROM A SINGLE-CENTRE PILOT STUDY

Grace Nguyen1, Samanta Wood1, Viviane Khalil1, Judy Duong1

1Monash Health, Melbourne, Vic

EMAIL grace.nguyen@monashhealth.org

Background Optimisation of dyslipidaemia is an important secondary 
prevention strategy for patients following acute coronary syndrome 
(ACS). Guidelines recommend intensified lipid lowering therapy to enable 
early achievement and maintenance of target LDL-C <1.4mmol/L for 
these patients.

Aim/Objective(s) To investigate lipid-lowering therapy prescribing and 
factors contributing to the attainment of lipid targets for patient post ACS.

Methods A retrospective pilot was conducted for patients admitted to a 
tertiary hospital with ACS from January 2023 to October 2024 who were 
subsequently followed up in public cardiology outpatient clinics. Patients’ 
demographic data, lipid profiles and lipid-lowering therapies were obtained. 
Descriptive and regression analyses were conducted.

Results A total of 159 patients were included in the study: 118 (74.2%) 
males, mean age 63 (± 12) years. Overall, 139 patients (87.4%) received 
a baseline lipid profile during admission, with mean LDL 2.6 (±1.58) mmol/L. 
On discharge, 102 (64.1%) patients were prescribed statin monotherapy, 
25 (15.7%) prescribed statin-ezetimibe combination therapy, and the 
remaining 32 (20.2%) received other combinations lipid-lowering therapies.

At the outpatient review, 59 (37.1%) patients obtained a repeat lipid profile 
prior to attendance. Of the 52 patients who had a full lipid profile including 
LDL-C, 15 (28.8%) patients had met the target of LDL-C <1.4mmol/L since 
admission. Optimisation of lipid lowering therapies was implemented in 
29 (18.2%) patients via up-titration in statin dose, or addition of ezetimibe, 
evolocumab or inclisiran. Patients who had a baseline LDL-C >1.4mmol/L 
were more likely to receive lipid therapy optimisation (p<0.05). Age, total 
cholesterol and HbA1c% were not associated with likelihood of lipid 
optimisation.

Discussion This study demonstrated an opportunity to contribute to timely 
optimisation of lipid lowering therapies in post ACS patients. Further 
research is required to identify strategies in assisting patients in achieving 
their LDL-C target such as potential for pharmacist-led intervention and 
collaboration with multidisciplinary team.
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7 INSIGHTS FROM THE FIRST CARDIOLOGY PHARMACIST REGISTRAR 
TRAINING PROGRAMS IN AUSTRALIA

Kate Ziser1,2, Dr Keshia De Guzman1,2, Adam Livori2,3,4, Beryl Lai2,5,  
Judy Duong2,6, Grace Nguyen2,6, Bree Murphy2,5, Stella Setiyawan7,  
Dimity Williams7, Kylee Hayward2

1Princess Alexandra Hospital, Brisbane, Qld, 2Advanced Pharmacy 
Australia, 3Pharmacy Department, Grampians Health, Ballarat, Vic, 
4Centre for Medicine Use and Safety, Monash University, Parkville, Vic, 
5Pharmacy Department, Royal Melbourne Hospital, Melbourne, Vic, 
6Pharmacy Department, The Victorian Heart Hospital, Melbourne, Vic, 
7Pharmacy Department, Royal Brisbane and Women’s Hospital, 
Brisbane, Qld

EMAIL kateziser@gmail.com

Background The national professional organisation for pharmacists, 
Advanced Pharmacy Australia, introduced the Pharmacist Resident Training 
Program in 2016. As an extension to this, they established the Pharmacist 
Registrar Training Program (Reg- TP) in a specific practice area in 2019.

Objective Pharmacist Reg- TPs aim to facilitate a structured training 
pathway for pharmacists with general experience in hospital practice to 
gain exposure, career progression and specialisation in a defined practice 
area. This piece describes the program highlights, challenges and learnings 
of the Pharmacist Reg- TPs in Cardiology.

Action Experiences were collected from 4 registrar candidates as well as 
their mentors via verbal discussion and written feedback. Questions were 
centred on their experiences, focusing on the enablers and barriers within 
the program. Conventional content analysis conducted across all responses 
of the Reg- TP.

Evaluation Participation in the Cardiology Reg-TP provided opportunities to 
enhance not only clinical knowledge, but also transferable skill development 
within leadership, communication and collaboration. Registrar candidates 
demonstrated self-drive accountability to complete the requirements of the 
program over the two-year period. They were supported to create initiatives 
and quality improvement projects that added value to the existing cardiology 
service offering. Conducting research was identified to be a challenging 
huddle and required further support.

Discussion The identified enablers and barriers experienced by the first 
4 registrar candidates provide opportunities to share learnings across sites 
where collaboration may not have occurred previously. In addition, future 
registrar candidates can use this report to guide the use of the cardiology 
Registrar Training Program Practice Area Framework and Knowledge Guide. 
Lastly, this can be used by other specialty practice programs to understand 
development and implementation of these programs.

8 BRIDGING THE GAP: PHARMACISTS DRIVING  
PATIENT ENGAGEMENT AFTER HEART FAILURE DISCHARGE

Shou Fang Lim1, Eugene Ong1,2, Viviane Khalil1,3, Judy Duong1

1Monash Health, Clayton, Vic, 2Faculty of Pharmacy and Pharmaceutical 
Sciences, Monash University, Parkville, Vic, 3School of Psychology and 
Public Health, Latrobe University, Bundoora, Vic

EMAIL shou.lim@monashhealth.org

Background Transitioning home with new heart failure (HF) is challenging 
due to overwhelming information, medications, and lifestyle changes. 
Evidence demonstrated that pharmacist-led education post-discharge 
effectively facilitates this transition.

Aim To evaluate the impact of hospital pharmacist follow-up phone calls 
on HF management and hospital readmissions rates.

Methods Patients with newly diagnosed HF with reduced ejection fraction 
were recruited in two stages; Stage 1 (retrospective, control group,  
July–December 2023) and Stage 2 (prospective, intervention group, 
January–June 2024). Stage 2 patients received two follow-up phone calls 
(7–14 and 30 days post-discharge) covering medication, lifestyle education 
and clinic reminders. Patients’ degree of engagement was defined by 
attendance to clinics, medication adherence (using Medication Adherence 
Report Scale-5 [MARS-5, 0 = poor adherence, 25 = excellent adherence], 
lifestyle management (using European Heart Failure Self-care Behaviour 
Scale [EHFScBS-9, 9 = optimal self-care, 45 = poor self-care]), and 30-day 
hospital readmission rates. These data points were collected using Electronic 
Medical Record notes and patient surveys. Outcomes were evaluated using 
descriptive, univariate and multivariate analyses.

Evaluation Overall, 70 patients were recruited to Stage 2 and 71 patients 
to Stage 1. Pharmacist calls improved attendance rate to the first outpatient 
HF clinics (97% [68/70] to 85% [60/71]; p=0.0095) and were associated 
with fewer 30-day hospital readmissions (10% [7/70] to 17% [12/71], 
p=0.2301). Improvement in medication adherence was shown in both stages 
(improvement in mean MARS-5 score on discharge (p=0.0802) and 30-days 
post discharge (p=0.2457); but not statistically significant. Both groups 
demonstrated effective HF self-management (average EHFScBS-9 score 
of 10, p=0.1317).

Discussion Pharmacist follow-up was associated with improved 
follow‑up clinic attendance and a trend towards reducing 30-day hospital 
readmissions. Larger studies are warranted to explore the broader impact 
of pharmacists’ role in both HF management and transitional care.
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9 CILOSTAZOL: A DIAMOND IN THE ROUGH FOR STENT PATIENTS 
WITH ATRIAL FIBRILLATION AND ASPIRIN ALLERGIES

Sophie de Salis1, Dr Tsing Tsao1

1Royal North Shore Hospital, St Leonards, NSW

EMAIL sophie.desalis@health.nsw.gov.au

Objective To describe a case using cilostazol in triple therapy 
(dual antiplatelet therapy and an anticoagulant) following percutaneous 
coronary intervention (PCI) in a patient with an aspirin allergy.

Clinical features An 85-year-old male with atrial fibrillation (AF) 
(managed with diltiazem and rivaroxaban) was admitted for a PCI. 
Severe cutaneous adverse reaction to aspirin, unsuitable for desensitisation, 
prohibited standard treatment with aspirin, clopidogrel and rivaroxaban.

Literature review The National Acute Coronary Syndrome guidelines 
recommend at least one week of triple therapy with aspirin, clopidogrel and 
an anticoagulant post-PCI in patients with AF. No studies have suggested 
alternatives to aspirin in triple therapy.

Cilostazol is a phosphodiesterase III inhibitor, previously registered 
in Australia but now only available through the special access scheme. 
Studies suggest cilostazol may be used off-label with P2Y12 inhibitors 
following PCI to reduce risk of stent thrombosis with no significant difference 
in major cardiac or bleeding events compared to aspirin. No studies have 
used cilostazol in triple therapy. Side effects are common; >10% experience 
headaches, diarrhoea, infection and rhinitis. Cilostazol may also worsen 
arrythmias so should be used cautiously in AF.

Pharmacist interventions, case progress, outcomes The pharmacist 
recommended reducing cilostazol dose to 50mg twice daily (standard dose 
100mg twice daily) due to CYP3A4 interaction with diltiazem and advised 
on separating administration from food. Pharmacist provided extensive 
counselling on off-label use and potential side effects.

The patient was commenced on cilostazol for one week in combination 
with clopidogrel and rivaroxaban. Patient reported a rash post-PCI but it 
was attributed to the contrast agent and subsequently dissipated. Nil other 
side effects, cardiac complications or bleeding events were observed during 
cilostazol therapy or at two month follow up.

Discussion Cilostazol was effective in this case and could be considered 
for short term off-label use in triple therapy when aspirin is contraindicated.

10 MY GP SAID MY CHOLESTEROL WAS FINE!:  
A RETROSPECTIVE AUDIT OF 3-MONTH LIPID FOLLOW-UP POST-ACS.

Stella Setiyawan1, Dimity Williams1, Dr Christopher Hammett1

1Royal Brisbane And Women’s Hospital, Herston, Qld

EMAIL stella.setiyawan@health.qld.gov.au

Background Lipid management is the cornerstone of secondary prevention 
following acute coronary syndromes (ACS). The Australian Heart Foundation 
guidelines recommend high dose statins (HDS), Atorvastatin 80mg or 
Rosuvastatin 40mg, and to intensify treatment for people already on 
lipid‑lowering therapies. Despite guidelines supporting early and strong 
reduction of LDL-C, several studies demonstrate only 55% of patients 
were using intensive lipid-lowering therapy 12 months after discharge 
from hospital.

Objective To determine if lipid lowering therapies used post-ACS adhere 
with Heart Foundation guidelines and identify areas of prescribing practice 
that could be improved.

Method A retrospective audit was conducted of patients discharged 
from a tertiary hospital between 01/01/2024–30/06/2024, presenting 
with a principal diagnosis of an ST-segment-elevation-myocardial-infarction 
(STEMI) or Non-ST-segment-elevation-myocardial-infarction (NSTEMI).

Data was collected via review of the patient’s clinical records. 
Information was collated and analysed using a data collection tool. 
Data were analysed using descriptive statistics.

Results After screening, 156 patients were assessed. A lipid management 
plan was documented in 85% (134/156) of angiogram reports, 67% (104/156) 
discharge summaries, and 83% (130/156) pharmacist-prepared discharge 
medication lists. Of the 156 patients, 6 (3.8%) patients were discharged 
on low-dose statin (LDS) only, 4 (2.6%) on LDS + Ezetimibe, 2 (1.3%) on 
Ezetimibe only, 90 (58%) on HDS, 53 (34%) on HDS and Ezetimibe, and 
1 (0.6%) on HDS + Ezetimibe + PCSK9i. Only 40 patients had a follow-up 
within 3 months, 20 (50%) of these had a lipid panel done prior to the 
appointment, 11 (55%, 11/20) had met the LDL target. At the follow-up 
appointment, 3 patients had their lipid-lowering therapy optimised.

Discussion There is currently suboptimal lipid management in patients post 
STEMI/NSTEMI, with few patients measuring and even fewer meeting LDL 
targets by 3 months. Consistent documentation of the lipid management plan 
and a specific lipid clinic could help to improve patient outcomes.
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11 MEDICATION-RELATED READMISSIONS FOLLOWING CARDIAC SURGERY 
AT A TERTIARY QUEENSLAND HOSPITAL: A DESCRIPTIVE STUDY

William Curr1, Prof Michael Barras2, Gloria Chui1, Dr Liza Raggatt1,  
Estelle Jensen2, Dr Nazanin Ghahreman-Falconer1

1The University Of Queensland, Brisbane, Qld, 2Princess Alexandra Hospital, 
Brisbane, Qld

EMAIL w.curr@student.uq.edu.au

Background Cardiac surgery (CS), including coronary artery bypass grafts, 
surgical valve replacement, and transcatheter valve procedures, requires 
complex postoperative medication regimens. Medication harm causes 
morbidity and mortality, is costly, and is a potentially preventable cause 
of hospital readmissions. No published studies have examined the rates 
and types of medication-related readmissions following CS in Australia.

Aim This study aimed to describe the rates and types of 30- and 90-day 
medication-related hospital readmissions following CS.

Methods A retrospective study was conducted on all patients who 
underwent CS at a tertiary Queensland hospital between June and August 
2023. Baseline characteristics were collected, including demographics, 
laboratory values, comorbidities, and discharge medications. Readmissions 
to Queensland Health hospitals within 30- and 90-days of discharge were 
identified using The Viewer. A validated causality analysis tool was used 
to determine whether medication harm led to the readmission, and scores 
were validated by two independent researchers.

Results Of the 138 patients included, 30 patients (21.7%) were readmitted 
within 30 days due to all causes, of which 4 (13.3%) were medication-related. 
At 90 days, 37 patients (26.8%) were readmitted due to all causes, with 
10 (27.0%) being medication-related. Types of medication harm included 
bleeding events, syncope, hypersensitivity reactions, and hypoglycaemia.

Discussion Medication harm occurs in patients following CS and leads 
to hospital readmissions. While this study highlights the potential impact 
of medication harm in this population, larger studies are needed to identify 
common causal medications and to inform targeted strategies to reduce 
medication harm.

12 NAVIGATING UNCHARTED WATERS AND SPACES: INTRAPLEURAL 
ADMINISTRATION OF VANCOMYCIN AND POLYMYXIN B

Aagam Bordia1, Jessica Bui1, Madeleine Kruize1, Dr George Kotsiou2

1Pharmacy, Royal North Shore Hospital, Sydney, NSW, 2Infectious Diseases, 
Royal North Shore Hospital, Sydney, NSW

EMAIL aagam.bordia@health.nsw.gov.au

Objective To describe a case of intrapleural antimicrobial administration 
and highlight the integral pharmacists’ role in evaluation, risk assessment, 
preparation, and governance of off-label treatment.

Clinical Features 46-year-old female with background of Fragile X syndrome, 
vasculitis, amyloidosis and right pneumonectomy in 2023 for a mediastinal 
mass, was admitted in March 2025 for revision of her pneumonectomy 
stump. Despite multiple surgical washouts, debridements, and closure 
of the pneumonectomy space, patient developed recurrent pleural 
effusions and polymicrobial cavity infections. Pleural fluid cultures isolated 
Enterococcus faecium, Klebsiella oxytoca, and Candida parapsilosis. 
Infectious Diseases initiated intravenous antimicrobials and enquired 
about intrapleural antibiotics.

Literature Review Pharmacy-led review found low-quality literature limited 
to case reports and small cohort studies. Vancomycin was most frequently 
used, at 1–5 mg/L. Polymyxin B was less commonly used, at concentrations 
up to 100 mg/L. Literature review yielded no data on co-administration, 
chemical stability, or compatibility in pleural spaces.

Pharmacist Interventions, Case Progress and Outcomes A multidisciplinary 
review by antimicrobial stewardship, aseptic production, and medicines 
information pharmacist of off-label regimen was conducted. In consultation 
with Infectious Diseases and Cardiothoracics teams, vancomycin and 
polymyxin B were selected based on available evidence, safety, case-reports 
and spectrum of activity. Following risk assessment, governance approval 
and informed patient consent, 500mg vancomycin and 50mg polymyxin B 
in 400mL 0.9% sodium chloride was aseptically prepared. No precipitation 
was observed, and the solution was instilled into the intrapleural space, 
intraoperatively. To date, the patient has remained stable, by further surgical 
intervention with plans for discharge with a long-term drain in situ.

Discussion Pharmacy-led risk assessment, multidisciplinary collaboration, 
and governance compliance, were integral to the safe intrapleural use of 
vancomycin and polymyxin B. The case highlights the pharmacists’ pivotal 
role and oversight in ensuring safe, optimal administration of off-label 
therapies particularly in uncharted areas of limited evidence.
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13 ANTIFUNGAL DOSE OPTIMISATION IN DOGS: A PHARMACIST–
VETERINARIAN–LABORATORY COLLABORATIVE APPROACH

Adelya Sukmadewati1,2, Dr Richard Malik2

1St Vincent’s Hospital Sydney, Sydney, NSW, 2The University of Sydney, 
Sydney, NSW

EMAIL adelyasukmadewati@gmail.com

Background Therapeutic drug monitoring (TDM) is well established 
in human medicine to optimise antifungal therapy and reduce the risk 
of toxicity. However, access to TDM in veterinary practice remains 
limited.This gap presents a risk of over- and under-dosing, resulting in 
ineffective treatment or adverse effects in companion animals undergoing 
long‑term antifungal treatment for refractory and disseminated mycoses. 
Inter‑individual variability suggests that one-size-fits-all dosing approach 
is often inappropriate. Therefore, individualised dosing strategies should 
be implemented, including in companion animals.

Objective This project aims to establish a pharmacist assisting 
veterinarians in monitoring and interpreting posaconazole trough levels 
in dogs. The goal was to improve dosing accuracy, optimise therapeutic 
response, and minimise adverse effects.

Action (Method) The study involved a collaboration between a consulting 
veterinarian, a pharmacist and a clinical pharmacology laboratory in 
assessing trough level of patients receiving posaconazole MR capsules. 
The pharmacist provided sampling guidance, interpreted results, 
assessed drug interactions and liaised with a consulting veterinarian 
on dose adjustment. Trough levels were measured after steady-state for 
two to four weeks of initial treatment, or two weeks post-dose adjustments.

Evaluation The preliminary outcome of this project showed similar 
observations as those in human medicine, revealing inter-individual variability 
in posaconazole. Some patients achieved subtherapeutic or potentially 
toxic trough concentration despite receiving 5mg/kg dose. In one case, a 
CYP-mediated drug interaction was identified (posaconazole × fusidic acid), 
causing an elevation of level which normalised following cessation. In several 
cases, dose adjustment led to improvement in liver enzymes. One patient 
also notably achieved clinical remission from a fungal granuloma.

Discussion This pharmacist-veterinarian-laboratory collaboration 
initiative demonstrated that TDM in veterinary antifungal therapy 
is feasible and valuable. Due to the treatment complexity, integrating 
pharmacists into veterinary practice TDM may enhance clinical 
outcomes, support antimicrobial stewardship strategies and contribute 
to One Health Framework.

14 DRESSING UP VIRAL REACTIVATION

Alexandra Camilleri1, Jeff Khoshaba1, Angela Given1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL alexandra.camilleri@nh.org.au

Objective To report on a case of a severe Drug Reaction with Eosinophilia 
and Systemic Symptoms (DRESS) associated with a reactivation of herpes 
zoster virus in a haematological patient with latent tuberculosis (TB).

Clinical features An 84-year-old male patient was initiated on allopurinol for 
tumour lysis syndrome prophylaxis and isoniazid for latent TB, in preparation 
for treatment of progressive lymphoma. Seven weeks later, the patient 
re-presented to hospital hypotensive, with raised liver function tests (LFTs) 
and a diffuse erythematous maculopapular rash. Diagnostic impression from 
dermatology team was a DRESS reaction from either allopurinol or isoniazid. 
A few days later, the patient developed a new blistering rash with concerns 
for a bullous drug eruption. A punch biopsy determined the eruption to be 
herpes zoster.

Literature review Established reports in the literature confirmed 
that DRESS can be associated with the reactivation of herpes viruses. 
These reports described the occurrence of both DRESS and herpes virus 
reactivation significantly increasing the patient’s hospital length of stay 
and long-term complications.

Pharmacy intervention, case progress and outcomes A medication history 
timeline was gathered by the pharmacist, to aid the medical team in their 
diagnosis of DRESS. The pharmacist determined that allopurinol was ceased 
prior to admission, however, isoniazid was continued. Following this LFTs 
were improving, however eosinophils continued to rise, with no signs of rash 
improvement. This information prompted the treating team to indefinitely 
cease both allopurinol and isoniazid, due to their high likelihood of 
precipitating DRESS.

Discussion The complexity and non-specific nature of DRESS reactions 
creates difficulty in identifying the exact causative agent. Viral reactivation 
in patients with suspected DRESS could be an important clue in confirming 
diagnosis. The impact of a thorough pharmacist medication history proves 
valuable in diagnosis of DRESS by clearly outlining medication changes 
that could contribute to medication-triggered allergic reactions.
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15 RHABDOMYOLYSIS ASSOCIATED WITH TRIMETHOPRIM-
SULFAMETHOXAZOLE IN A CRITICALLY ILL PATIENT: A CASE REPORT

Amrita Lal1, Namita Warrior1, Allie Yang1, Irina Rigoli2

1Western Health, St Albans, Vic, 2Western Health, Footscray, Vic

EMAIL amrita_lal@ozemail.com.au

Objective To describe a rare case of trimethoprim-sulfamethoxazole–induced 
rhabdomyolysis, contribute to the growing body of evidence, and raise 
clinician awareness of this potentially life-threatening drug reaction.

Clinical Features A 46-year-old Samoan female with a history of chronic 
kidney disease, heart failure, type 2 diabetes, hypertension, gout, and obesity 
was admitted with respiratory failure to intensive care. Whilst intubated, 
she developed Stenotrophomonas maltophilia bacteraemia which was 
treated with intravenous trimethoprim-sulfamethoxazole and progressed 
to end-stage kidney disease requiring dialysis. An incidental finding 
revealed a marked rise in creatine kinase (CK) from 6,418 to 30,670 U/L, 
hyperkalaemia peaking at 6.6 mmol/L, and a significant elevation in aspartate 
aminotransferase to 4,282 U/L—all coinciding with the antibiotic course.

Literature Review Hyperkalaemia is a well-documented adverse effect 
of trimethoprim-sulfamethoxazole; however, elevated transaminases are 
uncommon, and rhabdomyolysis is considered rare, with evidence limited 
to case reports. A literature search identified several published cases 
of trimethoprim-sulfamethoxazole–associated rhabdomyolysis in both 
immunocompromised and immunocompetent individuals. These cases 
consistently described significant CK level elevation, with clinical 
improvement observed following antibiotic discontinuation.

Pharmacist Interventions, Case Progress and Outcomes A pharmacist‑led 
medication review prompted a discussion with the intensive care and 
infectious diseases teams regarding the possibility of rhabdomyolysis as 
a rare adverse reaction to trimethoprim‑sulfamethoxazole. Consequently, 
therapy was changed to minocycline. Following the switch, CK levels declined 
significantly within four days, and hyperkalaemia resolved. The Adverse Drug 
Reaction Committee classified the event as “possible” and recommended 
avoiding future use of trimethoprim‑sulfamethoxazole. An adverse event 
report was submitted to the Therapeutic Goods Administration.

Discussion Although rhabdomyolysis associated with trimethoprim-
sulfamethoxazole is rare, this case underscores the importance of thorough 
medication review and consideration of drug-related causes in unexplained 
clinical findings. A multidisciplinary approach was critical in identifying this 
adverse drug reaction and implementing timely management, leading to 
resolution of the event.

16 MANUFACTURING IN MOTION: UNLOCKING COST SAVINGS 
WITHINTRACAMERAL CEFAZOLIN

Anna Tran1

1Royal Eye An Ear Hospital, East Melbourne, Vic

EMAIL anna.tran@eyeandear.org.au

Background Intracameral cefazolin 3 mg/0.3 mL syringes are a standard 
prophylactic antibiotic used in cataract surgeries and other ophthalmic 
procedures to prevent postoperative infections. Historically, these syringes 
were purchased from a TGA-licensed compounding facility, costing an 
average of $72,000 annually across 2023 and 2024. With ongoing price 
increases since 2021, the need for a sustainable, cost-effective alternative 
became evident.

Objective To reduce expenditure associated with intracameral 
cefazolin by transitioning to in-house aseptic manufacturing within 
the Pharmacy Aseptic Suite.

Method In-house manufacturing of cefazolin syringes commenced 
in November 2024. Key implementation steps included: 

•	 Development of a compounding process and standard operating 
procedure involving serial dilutions of 1g cefazolin vials to produce 
3mg/0.3 mL syringes.

•	 Syringes were stored at –20°C within one hour of manufacture 
to preserve product integrity, allowing a frozen shelf life of 28 days.

•	 Training of pharmacy staff in the new standard operating 
procedure, including manufacturing, storage and supply logistics 
to operating theatres.

•	 Education to surgical staff to ensure understanding and confidence 
in the new in-house manufactured product.

Evaluation The use of in-house intracameral cefazolin syringes led to 
a 73% reduction in expenditure cost savings compared to purchasing 
externally in the period of November 2024 to April 2025.

Discussion This initiative significantly reduced cost expenditure while 
enhancing pharmacy manufacturing capability and operational efficiency. 
In addition, it built internal resilience by reducing dependence on external 
suppliers. Future plans include conducting sterility and stability testing to 
support extended refrigerated shelf life, further reducing waste and cost. 
This model highlights the value of pharmacy-led innovation in advancing 
cost-effective and sustainable healthcare delivery.
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17 APPROPRIATENESS OF VANCOMYCIN DOSING BEFORE AND AFTER 
THE IMPLEMENTATION OF THE VANCOMYCIN POWERPLAN

Gabrielle Chau1,2, Prof Jan-Willem Alffenaar1,2, Abdullah Zafar1,  
Dr Arwa Abu Sardaneh1,2

1Department of Pharmacy, Westmead Hospital, Westmead, 
NSW, 2Sydney Pharmacy School, Faculty of Medicine and Health, 
University of Sydney, Camperdown, NSW

EMAIL arwa.abusardaneh@sydney.edu.au

Background The vancomycin Powerplan provides dosing recommendations 
based on Australian national therapeutic guidelines (TG) and was 
implemented to address challenges in prescribing including complex 
dosing regimens and therapeutic drug monitoring (TDM) requirements.

Aim To assess the appropriateness of vancomycin dosing in hospitalised 
patients before and after implementation of the vancomycin Powerplan 
in the electronic medical record.

Methods A retrospective comparative cohort study was conducted 
at a tertiary-care hospital. Intravenous vancomycin prescriptions in 
adult patients were assessed pre- and post-Powerplan implementation 
(October – December 2023 and May – July 2024, respectively). The primary 
outcome was the proportion of patients receiving appropriate loading and 
maintenance doses. Secondary outcomes included appropriate vancomycin 
TDM, and vancomycin-related nephrotoxicity. Appropriateness was assessed 
according to TG recommendations. Exclusion criteria included patients 
admitted to the intensive care unit, hospital in the home service, and patients 
with a contraindication to vancomycin.

Results A total of 121 and 100 patients were included in the pre- and 
post-implementation groups, respectively. Vancomycin loading doses 
were administered in 47% and 56% of patients pre- and post-implementation, 
respectively (p=0.69). Vancomycin loading doses were appropriate in 93% 
and 89% of patients pre- and post-implementation, respectively (p=0.73). 
Vancomycin maintenance doses were administered in 88% and 85% of 
patients pre- and post-implementation, respectively (p=0.69). Vancomycin 
maintenance doses were appropriate in 75% and 76% of patients pre- 
and post-implementation, respectively (p=1.00). Vancomycin TDM was 
appropriate in 27% and 40% of patients pre- and post-implementation, 
respectively (p=0.06). Vancomycin-related nephrotoxicity was detected in 
2% and 1% of patients pre- and post-implementation, respectively (p=1.00).

Discussion The proportion of patients with appropriate vancomycin loading 
and maintenance doses was similar pre- and post-implementation of the 
vancomycin Powerplan. Future studies assessing user acceptability of the 
Powerplan may identify areas leading to improvement of vancomycin dosing 
compliance with national TG recommendations.

18 THE IMPACT OF PALLIATIVE CARE CONSULT ON  
ANTIMICROBIAL PRESCRIBING IN THE LAST WEEKS OF LIFE

Athena Asmanis1, Dr Merlina Sulistio1, Mohammad Asghari-Jafarabadi1, 
Robert Wojnar1

1Cabrini, Malvern, Vic

EMAIL athena.a1011@gmail.com

Background The Australian Commission on Safety and Quality in 
Health Care recommends reviewing antimicrobial prescriptions at the end 
of life to minimize discomfort and reassess therapy based on the patient’s 
health status. Despite this, up to 90% of hospitalized patients with 
advanced cancer and 42% of aged care advanced dementia residents 
receive antimicrobials in their final days. However, antimicrobial use 
does not always correlate with symptom improvement and can prolong 
the terminal phase. The role of palliative care in guiding antimicrobial use 
at the end of life remains unclear.

Aim To determine if palliative care involvement impacts the proportion 
of antimicrobials prescribed in the last 14 days of life.

Methods A retrospective review was conducted on deaths in adult 
patients in a metropolitan hospital from March 2022 to March 2025. 
Antimicrobial prescribing rates were compared in patients with direct 
palliative care admission, those who had a palliative care consult, 
and those with no palliative care involvement. Data on antimicrobial use 
and basic demographics were extracted from electronic health records.

Results Of 1,835 deceased patients, 799 (43.6%) had an antimicrobial 
prescribed. The mean age, religion, and country of birth were similar 
across groups. The mean Charlson Comorbidity Index was lower in 
patients prescribed antimicrobials. Antimicrobial prescribing rates were: 
30.3% (333/1,098) with direct palliative care admission, 57.9% (219/378) 
with a palliative care consult, and 68.8% (247/359) with no palliative care 
involvement. The length of time between antibiotic cessation date and 
the date of death was longer under palliative care

Discussion Palliative care involvement was associated with a reduced 
likelihood of antimicrobial prescriptions in the final days of life, indicating 
a more palliative approach. Further research is needed to understand the 
decision-making processes behind starting antimicrobials and how these 
decisions align with patient goals of care.
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19 INTRAVENTRICULAR VANCOMYCIN FOR HEALTHCARE-ASSOCIATED 
VENTRICULITIS: A CASE REPORT.

Carmel Safranko1, Kate O’Hara1

1John Hunter Hospital, New Lambton, NSW

EMAIL carmel.safranko@health.nsw.gov.au

Objective A case of refractory Methicillin-resistant Staphylococcus 
aureus (MRSA) ventriculitis successfully treated with intraventricular 
(IVT) vancomycin.

Clinical features A 57-year-old man admitted with vertigo, nausea 
and vomiting. Investigation revealed a multistage cerebrovascular accident 
comprising left superior and right posterior inferior cerebellar artery infarcts. 
Neurological recovery was complicated by persistent hydrocephalus, 
requiring posterior fossa decompression and external ventricular drainage 
(EVD). MRSA was cultured on lumbar cerebrospinal fluid (CSF) on day 49 
of admission. Two attempts at right-sided ventriculoperitoneal (VP) shunt 
insertion (day 69 and 108) were complicated by MRSA ventriculitis, requiring 
shunt removal. Patient received a cumulative 66 days of intravenous (IV) 
vancomycin before the consensus decision to attempt IVT vancomycin.

Literature review There is limited evidence for IVT antibiotics in infections 
that are (1) refractory to IV therapy, (2) due to highly resistant organisms, 
(3) in patients with implanted drains or devices that cannot be removed. 
Guidelines suggest the dosage and interval for IVT antimicrobial therapy 
should be adjusted to 10–20 times the minimum inhibitory concentration 
(MIC) of the causative microorganism, ventricular size and daily output 
from the ventricular drain.

Pharmacist Interventions, Case Progress and Outcomes Pharmacy provided 
recommendations for dose, frequency, administration, vancomycin level 
monitoring and targets, and facilitated supply of sterile compounded 
vancomycin syringes.

Prior to the third VP shunt insertion (day 166), patient received 22 days 
of intraventricular vancomycin administered via EVD, with adjunctive 
rifampicin and sulfamethoxazole/trimethoprim. CSF remained MRSA 
culture negative. Successful treatment and VP shunt placement enabled 
adequate recovery for participation in rehabilitation. Patient demonstrated 
significant motor and cognitive improvements prior to discharge home after 
262 inpatient days.

Discussion Intraventricular vancomycin was demonstrated to be a safe 
and efficacious treatment for refractory MRSA ventriculitis. Pharmacist role 
in a multidisciplinary team is critical for complex medication management.

20 SUPPORTING THE ANTIMICROBIAL STEWARDSHIP  
CLINICAL CARE STANDARD IN AN EPIC WAY

Catherine Fitzpatrick1, Christina Vytilingam1, Michelle Nalder1, Nadine Tey2, 
Caroline Daley2, Dr Irani Thevarajan3

1Pharmacy Department, Royal Melbourne Hospital, Melbourne, Vic, 
2Parkville EMR, Melbourne, Vic, 3Victorian Infectious Diseases Service, 
Royal Melbourne Hospital, Melbourne, Vic

EMAIL catherine.fitzpatrick@mh.org.au

Background The Antimicrobial Stewardship (AMS) Clinical Care Standard 
(CCS) includes eight quality statements and a set of indicators for 
appropriate care when prescribing antimicrobials. At this metropolitan 
quaternary referral hospital with an established AMS service, an electronic 
medical record (EMR), Epic, was introduced in 2020 providing an opportunity 
to improve CCS monitoring and compliance.

Objective To identify and implement EMR tools that support the 
AMS CCS requirements.

Action The AMS team, EMR specialists, and clinician stakeholders identified 
appropriate strategies for implementation.

The AMS CCS states that documentation of antimicrobials should include 
the indication, a review date, and comprehensive details of antimicrobial 
adverse drug reactions (ADRs). A mandatory indication field was 
implemented in EMR for all antimicrobials, and an optional review date field 
for restricted antimicrobials. When recording ADRs in EMR, mandatory fields 
include the causative agent, nature of reaction, and date, with an optional 
severity field.

The CCS recommends that antimicrobial prescribing is compliant 
with local and Therapeutic Guidelines (TG). Links to TG and local 
guidelines are available in EMR for clinicians to access at the point of care. 
The AMS team monitored CCS compliance through annual point-prevalence 
surveys using the National Antimicrobial Prescribing Survey.

Evaluation Following EMR implementation which incorporated a mandatory 
indication field, antimicrobial indication documentation increased to 
96% (2020–2024) compared to the previous 6 years (74% from 2013–2019). 
Introduction of the review date field increased documentation from 60% 
(121/201) in 2021 to 72% (153/212) in 2024. Guideline compliance increased 
from 60% (175/290) in 2020, to 79% (140/177) in 2024.

Discussion Monitoring and compliance with the mandatory AMS CCS 
is a key role of AMS programs. The introduction of an EMR has led to 
improvements in antimicrobial prescribing practices and compliance with 
some CCS indicators. Optimisation of EMR strategies to support appropriate 
antimicrobial prescribing is an AMS priority.
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21 TEN YEARS OF ANTIMICROBIAL PRESCRIBING SURVEYS:  
WHAT HAVE WE LEARNT?

Catherine Fitzpatrick1, Christina Vytilingam1, Zohal Rashidzada2,3,  
Jenna Maleki2,3, Caroline Chen2,3, Dr Irani Thevarajan4

1Pharmacy Department, Royal Melbourne Hospital, Melbourne, 
Vic, 2Guidance Group, Royal Melbourne Hospital, Melbourne, Vic, 
3National Centre for Antimicrobial Stewardship, University of Melbourne, 
Melbourne, Vic, 4Victorian Infectious Diseases Service, Royal Melbourne 
Hospital, Melbourne, Vic

EMAIL catherine.fitzpatrick@mh.org.au

Background At this metropolitan quaternary referral hospital with an 
established Antimicrobial Stewardship (AMS) service, annual antimicrobial 
prescribing audits using the National Antimicrobial Prescribing Survey (NAPS) 
have been completed since 2013. An Electronic Medication Record (EMR) 
was implemented in 2020. 

Aim To analyse ten years of antimicrobial auditing data to assess prescribing 
appropriateness over time, impact of changes in practice, and areas 
for improvement.

Methods Antimicrobial inpatient prescriptions were assessed for 
appropriateness, guideline compliance, and documentation, using a 
point-prevalence survey methodology. Assessments were completed by 
AMS and Infectious Diseases clinicians using NAPS definitions. Data from 
2014–2023 were analysed and compared to the national benchmark.

Results A total of 3,658 antimicrobial prescriptions were assessed. 
Overall, guideline compliance was 72% and appropriateness 81%. 
Reduced appropriateness and guideline compliance were observed in 
2019 and 2020, following an update of Therapeutic Guidelines: Antibiotic, 
and potential impact of the COVID-19 pandemic. Appropriateness was 
above the national benchmark (average of 74%) in 9/10 years.

Appropriateness was highest for medical prophylaxis (96%) and lowest 
for surgical prophylaxis (43%). For treatment of infections, appropriateness 
was higher for directed therapy (92%) than empiric (79%). The most common 
treatment indications and relative appropriateness were pneumonia 
(85%), non-surgical wounds (63%) and sepsis (90%). The most prescribed 
antimicrobials and their relative appropriateness were cefazolin (58%), 
piperacillin+tazobactam (77%) and ceftriaxone (81%).

Appropriateness was higher for restricted antimicrobials with an approval 
(90%) compared to those without an approval (80%) and unrestricted 
antimicrobials (79%) (p<0.01). Following EMR implementation which 
incorporated a mandatory indication field, indication documentation 
increased to 95% compared to the previous six years (74% from 2013–2019) 
(p<0.01).

Discussion High rates of antimicrobial appropriateness were observed 
compared to the national benchmark, which was significantly higher 
for antimicrobials with an approval. Potential areas for improvement 
include prescribing in unrestricted antimicrobials, empiric therapy, 
and surgical prophylaxis.

22 IMPROVING PENICILLIN ALLERGY DOCUMENTATION  
AND DE-LABELLING: A PHARMACIST-LED APPROACH

Cheryl Yee Khuan Teoh1, Ying Sun1, Amanda Green2

1Fremantle Hospital Pharmacy Department, Fremantle, WA, 
2Medicines and Technology Unit, Health Department, Perth, WA

EMAIL cheryl.teoh@health.wa.gov.au

Background Penicillin allergies are frequently reported in acute care 
but often remain unverified. Inaccurate labels limit access to first‑line 
beta‑lactams, leading to broader antimicrobial use and impacting 
stewardship. Improved documentation and supervised oral challenges 
provide safe de-labelling pathways for low-risk patients, but adherence 
varies across healthcare settings.

Objectives This study assessed the accuracy of penicillin allergy 
documentation, hospital practices in oral challenges, and adherence to 
de‑labelling protocols.

Method A retrospective audit of 1,248 hospital admissions to geriatric 
and general medicine wards over three months (01/01/2024 to 
31/03/2024) examined documented penicillin allergies across six platforms, 
focusing on adverse drug reaction (ADR) documentation, penicillin 
prescribing, and evidence of penicillin oral challenge. Safety protocols 
and documentation were assessed against hospital policy. Identified 
limitations include the exclusion of mental health and surgical wards, 
incomplete hospital records, and restricted access to certain electronic 
documentation systems.

Evaluation Penicillin allergy labels were present in 9.5% of audited 
admissions. Formal alerting pathways were underused, with only 13.6% 
of life-threatening cases reported to the statewide clinical alert system. 
Documentation accuracy varied:

•	 Digital medical records: 80.5%

•	 Hospital allergy applications: 76.3%

•	 My Health Record: 70.3%

•	 Medication charts: 49.2%

•	 Discharge summaries: 48.3%

Additionally, 17.8% of cases lacked a complete allergy record across 
all platforms. Despite allergy labels, 5.9% of patients received penicillin 
unintentionally, while 11.9% successfully underwent rechallenge. 
No patient completed a fully compliant hospital de-labelling pathway.

Discussion Inconsistent documentation and rechallenge practices 
compromise patient safety and antimicrobial stewardship. Standardised 
pharmacist-led documentation protocols and prescriber education could 
enhance medication safety. Establishing a pharmacist-managed oral 
challenge service, integrated with immunologist support, may improve 
documentation accuracy and facilitate safe de-labelling. Competency‑based 
pharmacist training in allergy assessment and supervised oral challenges 
would further strengthen these initiatives, ensuring adherence to 
best practices.
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23 REVIEW OF ALLERGIES IN THE KIDNEY TRANSPLANT 
ASSESSMENT CLINIC

Claudia Jahnigen1, Xanthe Cross, Jess Lloyd

1Queensland Health, Brisbane, Qld

EMAIL xanthe.cross@health.qld.gov.au

Background Individuals who undergo solid organ transplantation 
are at an increased risk of infection-related complications due to 
immunosuppression. Antibiotic Allergy Labels (AALs) have been linked 
to various negative sequalae including inferior clinical outcomes, 
longer hospital stays and higher healthcare-related costs. Antibiotic allergy 
testing has demonstrated that over 85% of patients can be de-labelled, 
however the utility of antibiotic allergy testing in different populations 
of immunologically altered hosts lacks supportive data as these cohorts 
are frequently excluded from allergy testing studies. Assessment of AALs 
in the pretransplant setting represents an opportunity to evaluate and 
de‑label incorrectly documented antibiotic allergies.

Objective(s) To determine the prevalence of antibiotic allergy labels in 
kidney transplant candidates attending the Statewide Kidney Transplant 
Service Assessment Clinic.

Action (Method) Documented allergies for patients attending a Statewide 
Kidney Transplant Assessment Clinic from 2021 – 2023 were retrospectively 
audited. Medical records and transplant work up documentation was 
reviewed to quantify and characterize the prevalence of relevant AALs 
within this cohort.

Evaluation A total of 683 patients attending the Statewide Kidney Transplant 
Assessment clinic were screened, with 16% (N = 108) of the cohort identified 
as having a relevant AAL. The majority of these (N = 74) were documented 
as a penicillin allergy. The severity and date of the reactions were recorded 
as ‘unknown’ for 35% and 92% respectively. 18% of the allergies were not 
recorded in the physician note at time of transplant assessment.

Discussion The audit shows that almost a fifth of patients attending the 
kidney transplant assessment clinic have a documented antibiotic allergy. 
This carries significant health & cost implications for both patient outcomes 
and the health care system. Furthermore, improved documentation of AALs 
in physician notes may lead to increased pre-emptive review of allergies 
prior to transplantation.

24 FROM LABEL TO CLARITY: IMPROVING PENICILLIN 
ALLERGY DOCUMENTATION TO SUPPORT SAFER PRESCRIBING

Daniel Chieng1, Dr Rohanna Stoddart1, Georgina Files1, Suzanna Gjurovksa1, 
Brett Clarke, Dr David Murphy1

1Prince Of Wales Hospital, Randwick, NSW

EMAIL danielsiewyip.chieng@health.nsw.gov.au

Background Penicillin allergy labels are frequently recorded in hospital 
records without sufficient detail on the drug involved, reaction type, 
severity, or timing. Incomplete documentation can result in inappropriate 
avoidance of first-line beta-lactams, leading to broader-spectrum 
antibiotic use, antimicrobial resistance, and suboptimal outcomes. 
Accurate and comprehensive documentation is essential for safe 
prescribing and upholding antimicrobial stewardship.

Objectives This project aimed to improve the quality of penicillin allergy 
documentation for patients admitted to the Emergency Department Short 
Stay Unit (EDSSU) by 10% by December 2024. Additional aims included 
enhancing staff knowledge and aligning documentation practices with 
national antimicrobial stewardship standards.

Action A multidisciplinary team implemented several Plan-Do-Study‑Act 
(PDSA) cycles, including targeted medical and nursing education, visual 
prompts in the clinical area, reminders during safety huddles, and 
stakeholder engagement. Education sessions used live demonstrations 
in the electronic medical record (eMR) and quizzes to reinforce best 
documentation practices and expectations.

Evaluation By December 2024, the target of a 10% improvement from 
0% in complete allergy documentation was achieved. However, 90% of 
allergy records remained incomplete, highlighting a substantial ongoing 
gap. Staff knowledge improved (medical: from 65% to 95%; nursing: 
from 40% to 80%), but technical limitations in the eMR system persist. 
Implementing mandatory fields in the allergy documentation tool was 
considered, but the pending statewide transition in eMR limited the capacity 
for local change.

Discussion While targeted education and team-based strategies led to 
measurable gains, sustainable improvement requires a system-wide reform. 
Embedding mandatory allergy documentation fields in the upcoming 
eMR is essential to drive practice change. Importantly, this project also 
highlighted a clear need for structured penicillin de-labelling processes. 
It has since led to the development of a local guideline for penicillin allergy 
de‑labelling, offering a practical approach to optimise antimicrobial use 
beyond documentation.
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25 ESCAPING STAGNATION: DRIVING AMS FORWARD THROUGH 
INTERACTIVE LEARNING

Daniel Chieng1, Ian Fong1, Dr Parth Solanki1

1Prince Of Wales Hospital, Randwick, Randwick, NSW

EMAIL danielsiewyip.chieng@health.nsw.gov.au

Background Antimicrobial stewardship (AMS) education is crucial 
for promoting safe and effective antimicrobial use, yet traditional, 
didactic teaching methods often fail to engage busy clinicians. 
Innovative, active learning methods are needed to sustain interest 
and improve knowledge retention.

Objectives This project aimed to design an AMS escape room to enhance 
engagement, reinforce core AMS principles, and foster interprofessional 
collaboration among medical officers and pharmacists.

Action An AMS-themed escape room was developed and delivered at 
a metropolitan teaching hospital in November 2024. Interprofessional 
teams competed against each other under timed conditions to solve 
immersive, case-based puzzles that involved fictional scenarios, such as 
matching antimicrobials to mythical creatures and helping a doctor identify 
a mysterious ‘superbug’. These gamified tasks encouraged critical thinking 
and collaborative discussion around empirical therapy, antimicrobial 
spectrum, bioavailability and toxicity, and duration of therapy.

Evaluation 8 teams (total 27 clinicians) competed in the event. 
Sixteen participants (50% doctors, 50% pharmacists) responded to 
the post‑event survey. All agreed that the activity was well-organised 
and relevant to their learning needs (100%). Most found the session 
highly enjoyable (93.8%) and would recommend it to others (100%). 
Across AMS domains, 62.5–75% reported some or significant improvement 
in antimicrobial knowledge. A majority (81.3%) agreed or strongly agreed 
that the escape room facilitated effective learning. Qualitative feedback 
highlighted team interaction, novelty, and fun as key highlights.

Discussion Gamification through escape rooms is a promising strategy 
to revitalise AMS education and promote interprofessional learning. 
Suggestions for improvement included post-activity summary materials to 
reinforce key concepts and even a post-activity quiz to evaluate knowledge 
retention. Future studies could explore whether this approach improves 
prescribing practices, although a multifaceted approach is likely to be more 
effective than education alone. Nevertheless, this initiative demonstrates 
how we can escape stagnation and learn AMS principles in more dynamic 
and collaborative ways.

26 CEFEPIME-INDUCED NEUROTOXICITY: A CASE SERIES IDENTIFYING 
PATIENT SPECIFIC PREDICTORS AND GAPS IN PRACTICE GUIDELINES

Elena Miovski1, Hala Musa1, Claudia Palma1, Myung Ko2

1Pharmacy Department, Chris O’Brien Lifehouse Hospital, 
Camperdown, NSW, 2Infectious Disease, Chris O’Brien Lifehouse Hospital, 
Camperdown, NSW

EMAIL elenamiovski@gmail.com

Objective Cefepime-induced neurotoxicity (CIN) is a recognised but 
underdiagnosed complication, particularly in older patients and those 
with renal dysfunction. This case series aims to identify patient-specific 
risk factors for CIN, highlighting the absence of validated clinical tools 
to stratify patients at risk, and clear guidelines on the practical application 
of Therapeutic Drug Monitoring (TDM).

Clinical Features Nine hospitalised patients aged 57–93 years receiving 
cefepime were reviewed. Common features included fluctuating eGFR 
(13–90 mL/min), elevated cefepime trough levels (up to 108.7 mg/L), 
and neurological symptoms such as reduced GCS score, confusion, 
or myoclonus. Two patients developed symptoms despite normal renal 
function and appropriately adjusted dosing; suggesting other contributing 
factors such as age, and sepsis associated encephalopathy.

Literature review Recent literature identifies renal dysfunction, older 
age, critical illness, and CNS disease as key risk factors. Although TDM 
has demonstrated utility in associating cefepime levels >20 mg/L with 
neurotoxicity, its routine use remains limited. Moreover, 25–30% of CIN cases 
occur despite adequate dose adjustment. Currently, no standardised tools 
exist to stratify risk or guide management of cefepime levels.

Pharmacist intervention, case progress, and outcome Cefepime was 
ceased in all suspected cases, with clinical resolution within 2–7 days. 
CIN was more frequent in critically ill, non-septic patients, prompting 
amendment of institutional prescribing practice to reduce initial dosing to 
1 g every eight hours. Several cases saw cefepime levels omitted or delayed, 
reflecting real world barriers to effective monitoring.

Discussion This series highlights the lack of standardised thresholds 
and tools used to guide dose adjustments, and the difficulties related to 
TDM in practice given its relatively new role in real world application. 
Development of a CIN risk scoring tool and TDM based decision pathway 
may support safer prescribing. Pharmacist vigilance and interdisciplinary 
collaboration are crucial in early detection and prevention of CIN.
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27 FROM WEIGHT GAIN TO DOSE GAIN: MODERNISING TOBRAMYCIN 
MONITORING IN CF

Ellie Johnson1, Michael Williams1, Ieuan Evans1, Dr Daniel Henderson1, 
Dr Timothy Riddles1, Dr Daniel Smith1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL ellie.johnson@health.qld.gov.au

Background Intravenous tobramycin, combined with a beta-lactam, 
remains standard care for CF pulmonary exacerbations. The introduction 
of CFTR modulators has led to weight gain in the cystic fibrosis (CF) 
population requiring review of previous antibiotic dosing practices. 
A tertiary metropolitan adult CF centre changed its therapeutic drug 
monitoring (TDM) approach from single blood sampling to paired blood 
sampling using Bayesian dosing software to ensure pharmacodynamic 
targets were achieved.

Objective To evaluate the implementation of a Bayesian-based TDM 
approach to optimise tobramycin dosing in adult CF patients, replacing 
traditional tobramycin clearance only monitoring.

Action Bayesian TDM was implemented on the CF ward December 2024. 
The protocol required two blood samples after the first tobramycin dose 
to calculate peak concentration (Cmax), trough concentration (Cmin) and 
area under the curve (AUC). TDMx®, a free, validated software program, 
guided dosing adjustments. Staff training and workflow changes supported 
implementation.

Evaluation Data from 46 patients showed 65.2% achieved target  
Cmax (16–20mg/L), while only 17.4% reached AUC >70mg·h/L. 
Post implementation 98% of patients were dosed 24-hourly compared 
with 33% pre‑implementation. 13 patients who achieved therapeutic targets 
(mean AUC 74mg·h/L, Cmax 17mg/L), would have had dose reductions under 
the previous TDM protocol. 74% had not had a dose review in over three 
years, during which most began CFTR modulators, indicating a gap in aligning 
dosing with changing clinical profiles. With 78% maintaining normal renal 
function, more aggressive dosing appears feasible when appropriate.

Discussion Implementation of a Bayesian TDM approach resulted in 
improved therapeutic drug target attainment without a significant increase 
in nephrotoxicity. The discrepancy between patients achieving target 
Cmax but not AUC highlights the need to consider which pharmacokinetic 
target best reflects therapeutic efficacy. CF patients increasingly resemble 
their non-CF counterparts due to improved health outcomes from CFTR 
modulators, and historical dosing practices should continue to be reviewed.

28 SPECIALTY PERSPECTIVES ON ANTIMICROBIAL STEWARDSHIP: 
COMPARING BARRIERS AND ENABLERS IN MEDICAL AND SURGICAL TEAMS

Ewen Wang1, A/Prof Steven Walker2, Daniel Chieng1

1Prince of Wales Hospital, Randwick, NSW, 2Monash University, Parkville, Vic

EMAIL ewen.wang@health.nsw.gov.au

Background Antimicrobial resistance (AMR) is a global health threat, 
attributed to inappropriate antibiotic use in hospitals. Antimicrobial 
stewardship (AMS) programmes optimise prescribing, but uptake of AMS 
recommendations may vary between specialties. Limited research explores 
specialty-specific challenges, particularly cultural and interpersonal factors, 
highlighting the need for targeted studies.

Objective(s) To compare barriers and enablers influencing acceptance 
of AMS recommendations among medical and surgical prescribers.

Action (Method) A cross-sectional survey was conducted at a metropolitan 
hospital in Australia in March 2025, targeting doctors authorised to prescribe 
antimicrobials. Quantitative and qualitative data on antibiotic prescribing 
frequency, and perceived barriers and enablers were collected. Qualitative 
data from open-text responses were thematically analysed.

Evaluation Of 44 respondents (68% medical, 23% surgical, 9% other), 
antibiotic prescribing was frequent (57% daily, 34% weekly), with no 
significant differences between specialties. Barriers included inadequate 
documented clarity in AMS recommendations (93% medical vs 100% surgical, 
p=0.402), senior medical officers’ reluctance to accept recommendations 
(33% medical vs 80% surgical, p=0.010), and concerns about suboptimal care 
(17% medical, 60% surgical, p=0.008). Enablers included AMS justification 
documentation (73% medical vs 70% surgical, p=0.821), senior medical 
officers’ support and openness to advice (47% medical vs 40% surgical, 
p=0.643), and local guideline co-development (43% medical vs 40% surgical, 
p=0.792). Qualitative themes highlighted needs for patient-specific context 
and collaborative decision-making.

Discussion Survey participants in both specialities identified inadequate 
clarity in AMS recommendations as a major barrier. In contrast, the influence 
of senior medical officers and a concern that AMS recommendations did 
not consider the full clinical picture were more salient barriers for the 
surgical teams. These insights will inform improved AMS documentation 
template co-designed with senior members of the surgical and medical 
teams. These insights, brought to the AMS committee, have prompted 
clearer documentation and registrar contact to improve engagement, 
uptake, and AMR mitigation.
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29 BREAKING THE MOLD: OLOROFIM IN THE FIGHT AGAINST 
DISSEMINATED FUNGAL INFECTION

Georgia Clark1, Sheryn Wang1, Zack Klyza1, Sean Unwin1

1Princess Alexandra Hospital, Brisbane, Qld

EMAIL georgia.clark@health.qld.gov.au

Objective This case reports the adjunctive use of the novel antifungal 
olorofim in conjunction with amphotericin B to treat a disseminated fungal 
co-infection in a profoundly immunocompromised patient.

Clinical Feature A 69-year-old immunosuppressed male, prescribed 
rituximab and prednisolone 25mg daily for IgG4 cholangiopathy, 
developed a life-threatening disseminated fungal infection. Diagnosed 
with Cryptococcus neoformans, manifesting as extensive central nervous 
system and cavitating lung disease, he was treated with amphotericin B. 
He subsequently developed extensive Lomentospora complex soft tissue 
infection requiring olorofim.

Literature Review Lomentospora prolificans is notoriously challenging to 
treat due to its inherent resistance to conventional antifungals, including 
triazoles and amphotericin B. It has profound mortality rates of up to 
87.5% in disseminated disease. Olorofim, a novel orotomide antifungal, 
exhibits potent in vitro activity against Lomentospora species, offering a 
potential therapeutic option for resistant infections. Treatment outcomes 
with olorofim have been demonstrated to be improved by 
co‑administration with voriconazole.

Pharmacist Intervention, Case progress and Outcomes Specialist Infectious 
Disease (ID) pharmacists were essential to navigate olorofim access, as it’s 
an unregistered antifungal sourced internationally via compassionate access 
programs or clinical trials. The patient was prescribed 150mg q12h on day 
1 as a load, followed by 90mg q12h as maintenance therapy. ID pharmacists 
provided advice on olorofim dosing and pre-emptively identified and 
managed significant drug-drug interactions including the concurrent use 
of voriconazole. Despite olorofim treatment, in keeping with the natural 
progression of Lomentospora disease the patient continued to rapidly 
decline. The patient received a total of 18 days of therapy, without signs 
of intolerance before transitioning to palliative care.

Discussion This case highlights the critical, multifaceted role of a pharmacist 
in securing access to specialised medications, informing dosing decisions, 
and optimising multi-drug regimens in complex, life-threatening infections. 
This case adds to the limited but growing literature using olorofim in 
Lomentospora prolificans infections.

30 A SERVICE EVALUATION OF COMPLIANCE WITH ANTIMICROBIAL 
STEWARDSHIPS (AMS) APPROVALS AND RESTRICTIONS POLICY

Hannah Stinson1, Tyrone Fowler, Torren Powell, Jungin Choi

1Toowoomba Hospital, Pharmacy Department, Toowoomba, Qld

EMAIL hannah.stinson@health.gov.au

Background Antimicrobial Stewardship (AMS) programs within hospitals 
work to ensure judicious use of antimicrobials for the improvement of 
patient outcomes, safe use of anti-infectives, economic use of medications 
and minimisation of antimicrobial resistance. In this hospital, whilst AMS 
is supported by an approval system for use of antimicrobial agents, 
there has been minimal evaluation into compliance with this procedure.

Objective(s) To assess compliance with use of antimicrobials in alignment 
with a local AMS approval procedure and identify barriers experienced by 
prescribers and pharmacists.

Action (Method) Over a four week period, data was collected via patient 
management and dispensing software databases to assess compliance 
with the AMS approval procedure. Compliance was assessed by comparing 
dispensing records to AMS restriction categories which include Unrestricted, 
Restricted (requiring approval if indication, prescriber type or duration 
criteria are not met) or Approval Required (requires approval in all settings). 
An electronic survey was distributed to prescribers and pharmacists 
to identify practice patterns and perceived barriers to compliance.

Evaluation Overall compliance with the AMS approval procedure was 
39.2%. Compliance was higher for antimicrobials in the ‘approval required’ 
category (47.6%) compared to those classified as ‘restricted’ (37.1%). 
Surgical wards, such as Orthopaedics (73.4%), had a pharmacist led visual 
process for tracking AMS approvals and demonstrated higher compliance 
than medical wards (44.1%). Survey results identified lack of time, 
inconsistent enforcement and poor uptake as key barriers.

Discussion This service evaluation demonstrated that compliance was 
poor across the hospital and varied according to type of antimicrobial 
restriction category and clinical ward. Barriers to compliance with the 
procedure identified by prescribers and pharmacists highlight opportunities 
for improvement across the hospital. Further analysis of contributing factors 
to better performing clinical areas (i.e Orthopaedic ward) and addressing 
identified barriers may provide suggestions for targeted interventions 
to improve AMS compliance.
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31 IMPACT OF MICROBIOLOGY REPORTING IN ICU PATIENTS INVESTIGATED 
FOR HOSPITAL ACQUIRED OR VENTILATOR ASSOCIATED PNEUMONIA

Isabel Jones1, Kelly Cairns1,2, Rachael Leng1,2, Dr Iain Abbott2,3,  
Prof Andrew Udy4

1Pharmacy Department, Alfred Health, Melbourne, Vic, 2Department of 
Infectious Diseases, Alfred Health, Melbourne, Vic, 3Microbiology Unit, 
Alfred Health, Melbourne, Vic, 4Department of Intensive Care 
and Hyperbaric Medicine, Alfred Health, Melbourne, Vic

EMAIL isa.jones@alfred.org.au

Background Intensive Care Units (ICU) use large quantities of antibiotics, 
with hospital-acquired pneumonia (HAP) and ventilator-associated 
pneumonia (VAP) the most common indication.

Aim/Objective To determine how the reporting of respiratory culture results 
influences antibiotic prescribing for suspected HAP and VAP in ICU patients.

Methods A single-centre retrospective cohort review of ICU patients 
with suspected or confirmed HAP/VAP over the 12-months of 2023 was 
undertaken. Clinical characteristics and respiratory culture results were 
collected. Antibiotic therapy was collected for patients who remained in 
ICU for ≥7 days after the culture was collected. Final Respiratory culture 
results were assessed for concordance with the American Society for 
Microbiology (ASM) guidelines.

Results A total of 242 patients investigated for HAP/VAP were included. 
Two‑thirds were male (68.6%), median age 59-years (IQR: 48–70). 
Three‑quarters (n=182, 75.2%) were intubated at the time of specimen 
collection. Median ICU length of stay was 10.0 days (IQR: 5.0–10.0). All-cause 
in-hospital mortality was 13.2%. Antibiotic data was evaluated in 128 (52.9%) 
patients. Most patients were receiving antibiotics at the time of respiratory 
sample collection (n=93, 72.7%). Almost half (n=63/128, 49.2%) had therapy 
changed following the final culture report, namely antibiotic switch 
(n=42/63, 66.7%) or cessation (n=21/63, 33.3%). Of all the initial respiratory 
specimens collected, 208 (86.0%) were concordant with ASM reporting 
guidelines. A pathogen was reported in only 66 (27.3%) patients, of which 
29 (44.0%) were ‘over-reported’. Mortality was highest in patients with a 
pathogen concordant with ASM guidelines (n=9/37, 24.3%) compared with 
an over‑reported pathogen (n=3/29, 10.3%), oral flora only (n=15/123, 12.2%) 
and no growth (n=5/53, 9.4%).

Discussion We highlight the importance of microbiology reporting 
for antimicrobial stewardship in the ICU. Further work will assess 
how aligning local microbiology reporting with ASM guidelines impacts 
antibiotic prescribing.

32 TIME TO ANTIBIOTIC ADMINISTRATION IN  
ADULT CANCER PATIENTS WITH FEBRILE NEUTROPENIA

Isabella Zurzolo1, Rachael Leng1, Kelly Cairns1, Dr John Coutsouvelis1,2

1Pharmacy Department, Alfred Hospital, Melbourne, Vic, 
2Centre for Medicine Use and Safety, Monash University, Parkville, Vic

EMAIL bzurzolo@outlook.com

Background Febrile Neutropenia (FN) is a serious oncological emergency 
that is associated with an increased risk of morbidity and mortality from 
bacterial infections. Delayed Time to Antibiotic Administration (TTA) is a 
recognised determinant of increased length of hospital stay and mortality. 
Guidelines recommend a TTA of 30 minutes in patients with neutropenic 
sepsis. The recommended TTA at a Melbourne metropolitan tertiary-referral 
hospital is 30 minutes, irrespective of systemic or non-systemic compromise.

Aim Determine the proportion of Haematology/Oncology inpatients 
with FN who receive initial intravenous (IV) antibiotics within 30 minutes 
of meeting FN diagnostic criteria. 

Methods A retrospective review of admitted patients who developed 
FN from January to December 2023 was performed. Patients who met 
FN criteria were identified from electronic medical records. Patients were 
excluded if they had neutrophils >0.5 x 109/L, afebrile, already on 
IV antibiotics or if IV antibiotics were administered in the emergency 
department, intensive care or day oncology unit. Demographics and clinical 
variables, including time to fever, TTA and all-cause inpatient mortality 
were collected. Appropriateness of antibiotics was assessed using the 
National Antimicrobial Prescribing Survey (NAPS) definitions.

Results Eighty-six patients were identified as having FN and met inclusion 
criteria. The median TTA was 60 minutes (IQR: 46–84 minutes; range 14–167 
minutes), with seven (8%) patients having antibiotics administered within 
30 minutes. In the subgroup of five patients with neutropenic sepsis, the 
median TTA was 50 minutes (IQR:46–60 minutes; range: 21–145 minutes). 
Appropriateness of antibiotics was high with 92% of prescriptions considered 
appropriate. All-cause inpatient mortality was 5.8% (n=5); no statistically 
significant difference with median time to antibiotics.

Discussion These results identify opportunities to enhance the 
timely administration of antibiotics in inpatients who develop FN. 
An updated hospital guideline is forthcoming, including the addition 
of nurse‑initiated antibiotics to improve prescribing of antibiotics within 
the recommended time.
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33 A STUDY OF ADULT PATIENT MANAGEMENT POST-SPLENECTOMY  
IN A METROPOLITAN HOSPITAL

Javier Araujo Rodriguez1, Raymond Kong1, Gillian Oates1, Sok Leng Cam1

1Peninsula Health, Frankston, Vic

EMAIL jasmaug@gmail.com

Background The spleen is a critical organ of the immune system and protects 
the body from potentially serious bloodstream infections. Surgical removal 
of the spleen increases the risk of potential infection and patients must be 
adequately managed after hospital discharge. Spleen Australia guidelines 
outline vaccination schedules and antibiotic management for this patient 
group. Medical discharge summaries (MDCS) should communicate 
management adherent to Spleen Australia and local hospital guidelines.

Aim/Objective(s) To determine the completeness and accuracy of MDCS 
for adult patients who have undergone a splenectomy.

Methods Retrospective cross-sectional audit for adult patients (>18 years) 
discharged over two years (2021–2023). Patients with pre-existing 
splenectomy were excluded. Cerner® Electronic Medical Records 
(EMR) was used to collect data, and descriptive analysis performed via 
Microsoft Excel. MDCS were assessed for completeness (primary objective) 
and accuracy to Spleen Australia recommendations (secondary objective). 
To assess completeness, a five-point scoring tool was developed, 
where a score of five represented 100% completeness while half-points 
were deducted for incorrect dosing information for emergency and 
prophylactic antibiotics.

Results A total of 18 patients were reviewed. 66.7% of MDCS scored four 
or higher on the scoring tool (high degree of completeness) while overall 
accuracy was 76%. The gaps in accuracy and completeness were due to 
lower than recommended emergency antibiotic doses (observed in four 
MDCS) or missing emergency antibiotic information. Patient education was 
documented 55.6% of the time, however it was not possible to assess any 
informal verbal counselling and education provided during the inpatient stay.

Discussion Patients with splenectomy procedures received high quality 
MDCS on discharge, closely aligned with management guidelines. To address 
the identified handover gaps, development of standardised electronic 
decision support tools and documentation of medication counselling 
provided by pharmacists optimises continuity of care.

34 ESCAPING BURNOUT: COLLABORATIVE  
SOLUTIONS TO WORLD ANTIMICROBIAL RESISTANCE  
AWARENESS WEEK WITH AN ESCAPE ROOM

Jessica Bui1, Chin-Yen Yeo2,3, Cindy Lau4, Dr Melanie Figtree5,6,  
Prof Deborah Marriott,7,8, Dr Thomas Gottlieb3,6

1Department of Pharmacy, Royal North Shore Hospital, St Leonards, 
NSW, 2Department of Pharmacy, Concord Repatriation General Hospital, 
Concord, NSW, 3Department of Infectious Diseases & Microbiology, 
Concord Repatriation General Hospital, Concord, NSW, 4Department 
of Pharmacy, St Vincent’s Hospital, Darlinghurst, NSW, 5Department 
of Clinical Microbiology & Infectious Diseases, Royal North Shore 
Hospital, St Leonards, NSW, 6School of Medicine, University of Sydney, 
NSW, 7Department of Clinical Microbiology & Infectious Diseases, 
St Vincent’s Hospital, Darlinghurst, NSW, 8School of Medicine, 
University of New South Wales, NSW

EMAIL jessica.bui@health.nsw.gov.au

Background World Antimicrobial Resistance Awareness Week (WAAW) is a 
global initiative aimed at raising awareness of antimicrobial resistance (AMR). 
Antimicrobial stewardship (AMS) pharmacists typically bear responsibility 
for promoting WAAW activities in hospitals, often facing fatigue and burnout 
due to repetitive annual planning and organisation, limited funding and 
expectation to increase engagement. Interhospital collaboration can help 
reduce the workload when implementing impactful promotions.

Objective To describe the effectiveness of a novel, antibiotic-themed 
“escape room” activity collaboratively developed and delivered across 
three tertiary referral hospitals.

Methods AMS pharmacists co-designed a clinical scenario involving 
a returned traveller diagnosed with a carbapenemase-producing 
Enterobacteriaceae infection. The activity incorporated key educational 
AMS concepts including fever in returned travellers, AMR and 
aminoglycoside dosing. Participants were required to diagnose and 
treat the patient by solving puzzles in an interactive “escape room” 
format. Completion times were recorded, and participants completed 
post‑activity surveys.

Evaluation The event ran for an average of 3.6 hours per site, at a 
mean cost of $23.33 per hospital (excluding prizes). A total of 80 staff 
participated, including 29 medical officers, 31 pharmacists, 6 nurses, 
3 hospital executives, 3 scientists, 2 patients, a trials coordinator and 
a pastoral care staff. The mean completion time was 6 minutes and 
3 seconds. Survey respondents (n=40) rated the event 4.88/5 on a Likert 
scale. Positive feedback highlighted the “appropriate level of difficulty”, 
“fun way to put antimicrobial knowledge and using resources into practice”, 
“sense of competition” and the “interactive teamwork” experience.

Discussion The antibiotic-themed “escape room” format proved to be 
cost-efficient, educational, and an enjoyable WAAW initiative. Participating 
AMS pharmacists unanimously agreed that collaboration across hospitals 
in executing WAAW activities alleviated individual planning burden and 
fatigue and enhanced the quality of the WAAW experience. This format 
offers a sustainable approach to delivering fun, high-impact AMR education 
in healthcare settings.
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35 CAP-TURING BETTER PRESCRIBING: IMPACT OF ANTIMICROBIAL 
STEWARDSHIP PHARMACIST-LED COMMUNITY ACQUIRED PNEUMONIA 
BUNDLE ON ANTIMICROBIAL PRESCRIBING

Jessica Hughes1, Erika Roberts1, Dr Lydia Upjohn2, Sonia Koning1,  
Michael Nguyen1, Jeannine Loh1, Tu Do1, Dr Kylie Horne2

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

EMAIL jessica.hughes2@monashhealth.org

Background Community acquired pneumonia (CAP) causes significant 
morbidity and mortality in hospitals, with substantial economic burden 
to healthcare systems. Inappropriate use of broad-spectrum antibiotics 
in CAP contributes to rising antibiotic resistance. Adhering to antibiotic 
guidelines reduces these impacts. Despite this, broad-spectrum 
antimicrobials are used excessively in non-severe CAP.

At a multisite tertiary hospital network in Melbourne, Australia, a working 
group involving antimicrobial stewardship (AMS) pharmacists, and Infectious 
Diseases, General Medicine and Emergency physicians, developed a 
‘CAP Blitz bundle’ to improve guideline adherence. The bundle included:

•	 Increased pharmacist post-prescription review and feedback (PPRF)

•	 Pharmacists sending daily patient lists to general medicine teams 
to prompt ceftriaxone and azithromycin review

•	 Targeted education for general medicine admitting registrars

Objective To evaluate the CAP Blitz bundle’s effect on antimicrobial 
prescribing appropriateness for CAP in adult general medicine patients.

Method The bundle was implemented from January to June 2024. Patients 
were identified for PPRF via electronic medical records, prioritising those on 
ceftriaxone and azithromycin for CAP. Recommendation acceptance rates 
and antimicrobial appropriateness were collected.

Annual point prevalence audits evaluated all general medicine patient 
antimicrobials in June 2023 (pre) and 2024 (post-intervention). Changes in 
appropriate antibiotic use for CAP were analysed using Fischer’s exact test.

Evaluation During PPRF, 746 antimicrobial prescriptions for CAP were 
reviewed, 397 received an AMS recommendation, with 78% acceptance rate 
(310/397). Appropriateness improved for ceftriaxone (51%, 19/37 to 68%, 
23/34 (p=0.12)) and azithromycin (44%, 7/16 to 72%, 18/25 (p=0.04)) from 
January to June 2024.

Point prevalence audits showed appropriate prescribing for all general 
medicine CAP antibiotics increased from 32% (9/28) in 2023 to 63% (22/35) 
in 2024 (p=0.0226).

Discussion An AMS pharmacist-led CAP Blitz bundle can improve 
appropriate antimicrobial prescribing for CAP in a hospital setting. 
Further studies are needed to assess sustainability of appropriateness 
post‑implementation.

36 MORE CHOICES, BETTER ACCURACY:  
OPTIMISING ELECTRONIC MEDICAL RECORD INDICATIONS 
FOR ANTIMICROBIALS

Jessica Hughes1, Alex Parker1, Kaman Cheung1, Erika Roberts1

1Pharmacy Department, Monash Health, Melbourne, Vic

EMAIL jessica.hughes2@monashhealth.org

Background Accurate documentation of antimicrobial indication is important 
for effective communication among clinicians, including pharmacists, 
and enables Antimicrobial Stewardship (AMS) teams to assess prescribing 
appropriateness. At a tertiary hospital network in Melbourne, Australia, 
Electronic Medical Record (EMR) systems require prescribers to select 
an indication from a tailored drop-down list when prescribing antimicrobials.

Aim To investigate the impact of expanding EMR antimicrobial indication 
lists on the accuracy of indication documentation on the medication 
administration record (MAR) for adult inpatients.

Methods In August 2023, an expanded antimicrobial indication list 
was introduced. Adult inpatient antimicrobial prescription data was 
retrospectively extracted from the EMR pre and post intervention and 
selected via a random number generator. Documented indication in 
the medical notes was compared with the MAR indication for accuracy. 
Additionally, use of selection list option ‘Other’ was assessed for whether 
further details were provided and if a suitable indication had been available. 
Two-tailed Fischer’s exact test was used to analyse results.

Results 316 antimicrobials pre-intervention and 314 post-intervention were 
analysed. Use of ‘Other’ indication on the MAR reduced from 20.6% (65/316) 
to 10.8% (34/314), p=0.001. Of these, suitable alternative indications for 
‘Other’ improved from 18.5% (12/65) to 67.6% (23/34), p=0.0001.

Due to insufficient medical note documentation, 28 cases pre-intervention 
and 30 post-intervention were excluded for comparison to the medical note. 
Following the intervention, accuracy of MAR indication improved from 70.1% 
(202/288) to 79.2% (225/284), p=0.0161.

Discussion This investigation highlights that expanding EMR antimicrobial 
indication selection lists improves MAR indication accuracy, and reduces use 
of ‘Other’, allowing better assessment by pharmacists and the AMS team. 
Further investigation is needed to understand why prescribers do not select 
appropriate indications when available. These findings may be applicable 
to other hospitals aiming to improve antimicrobial indication documentation 
accuracy in the EMR.
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37 CLINICAL VALIDATION OF A FREEWARE VANCOMYCIN 
AUC CALCULATOR MEETING AUSTRALIAN GUIDELINES AND 
TGA REQUIREMENTS

John Shanks1, A/Prof Jane Carland2, Stephen Fowler3, Tony Lai4, Cindy Lau2, 
Michael Stokes4, Shuo Huai (Johnny) Wu5, Mrs Sophie Boland1

1Kraken Coding, Brooklyn, NSW, 2St Vincent’s Hospital Sydney, 
Darlinghurst, NSW, 4Westmead Children’s Hospital, Westmead, NSW, 
3Royal Darwin Hospital, Darwin, NT, 5Milton District Hospital, Milton, ON

EMAIL john@krakencoding.com

Background In March 2025, updated Australian Antibiotic Therapeutic 
Guidelines recommended Area Under the Curve (AUC) guided vancomycin 
dosing over traditional trough-based monitoring. Despite this shift, all tools 
to calculate vancomycin AUC remain unregistered or misclassified under 
Therapeutic Goods Administration (TGA) regulations. We developed and 
validated a freeware vancomycin AUC calculator, Australia’s first-class 2A 
intended software as a medical device in this domain, providing AUCs from 
single-level Bayesian inference and embedding automated safety controls.

Aim/Objectives To validate the calculator’s predictive accuracy and usability 
across clinical scenarios following TGA regulations and assess potential for 
hierarchical navigable small worlds (HNSW) machine learning for ideal initial 
dose prediction.

Methods Three-phase validation was conducted. Phase 1 benchmarked AUC 
predictions from single-point levels against gold-standard Sawchuk-Zaske 
multi-point AUCs across 296 single-point predictions from the Brigg-Turner 
dataset. Phase 2 used a single point from historical patient data to determine 
if predictions aligned with previously recorded real-world outcomes. 
Phase 3 collected clinician feedback (n=17) on usability via structured 
surveys. A mean prediction error of ±20% was used per Food and Drug 
Administration standards.

Results When ideal patient-specific models were selected, the Phase 1 
prediction vs observed mean-variance was 11.5% (SD 9.2%). Phase 2 
reaffirmed this with a mean-variance of 11.9%, highlighting the importance 
of algorithmic model selection prior to AUC calculation. Clinician survey 
results indicated that 94% of users felt the calculator’s output matched 
expectations; 88% would recommend it. Safety controls successfully 
blocked unsafe recommendations (e.g. fluctuating renal function or levels 
taken during infusions).

Discussion The calculator demonstrated reliable predictive accuracy 
and high user acceptance. It is uniquely positioned as the only 
regulatory‑compliant tool aligned with Australia’s clinical guidelines 
and TGA software classifications. Ongoing improvements address identified 
user interface improvements while routine use collects training data for 
the HNSW model. TGA registration submission is planned for August 2025.

38 PHARMACIST INSIGHTS INTO PHAGE THERAPY:  
LESSONS FROM EARLY CLINICAL TRIALS AND COMPASSIONATE USE

Joseph Haydamous1, Madeleine Baldock1, Peter Barclay1,  
Pathma D. Joseph1,2, Tony Lai1,2,3

1Pharmacy Department, Children’s Hospital at Westmead, Sydney, 
NSW, 2Sydney Pharmacy School, Faculty of Medicine and Health, 
The University of Sydney, Sydney, NSW, 3The University of Sydney 
Infectious Diseases Institute, Sydney, NSW

EMAIL joseph.haydamous@health.nsw.gov.au

Background Phage therapy is re-emerging as a potential treatment 
for patients with multidrug-resistant infections. Practical insights from 
real‑world pharmacy involvement are valuable, as pharmacists address 
unique challenges and contribute to the advancement of this innovative 
therapeutic option.

Objective To share pharmacist-led experiences and key learnings from 
the implementation of phage therapy under clinical trial and compassionate 
access frameworks between 2019 and 2025.

Action (Method) Pharmacists coordinated individual patient use 
applications and prepared regulatory documentation for seven patients. 
Key responsibilities included verifying phage stability, sterility, and endotoxin 
content, and ensuring appropriate storage and handling—particularly for 
genetically modified organism (GMO) phages, which required stringent 
segregation and disposal protocols. Challenges included nebulised dose 
preparation and delivery, staff unfamiliarity with handling protocols, 
product‑specific variations, maintaining cold chain integrity, and managing 
the limited shelf-life of phage preparations. Pharmacists provided targeted 
education to ward staff on safe handling, with emphasis on differentiating 
GMO from non-GMO phages, and supported therapeutic drug monitoring 
and adverse event documentation as part of the STAMP trial evaluating 
toxicity and efficacy.

Evaluation Pharmacist-led interventions enabled timely access to 
phage therapy while maintaining compliance with evolving safety and 
governance requirements. Interventions addressed delays in product 
sourcing, storage complexities, and knowledge gaps among clinical teams. 
No significant toxicity was observed. The experience informed protocol 
improvements and contributed to discussions on best practice models 
for future implementation. The necessity for robust procedures in phage 
storage, handling, and disposal, as well as the critical role of pharmacists 
in multidisciplinary teams, was underscored.

Discussion Pharmacists play a vital role in bridging regulatory, scientific, 
and operational aspects of emerging therapies. This experience highlights 
the need for pharmacist-led systems supporting scalable implementation, 
including standardised procedures and integrated staff education. 
As interest in phage therapy expands, national pharmacist collaboration 
will be essential for safe, efficient, and sustainable practice models.
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39 PROSPECTIVE AUDIT TO ASSESS THE VALUE OF A PENICILLIN 
DE‑LABELLING SERVICE IN A PRIVATE HOSPITAL

Aliyah Petker1, Karen Watt1, Dr Arindam Chakravorty1, A/Prof Timothy Clay1, 
Prof Eli Gabbay1

1St John Of God Subiaco Hospital, Perth, WA

EMAIL aliyah.petker@sjog.org.au

Background Penicillin allergy labels limit antibiotic choice resulting in 
suboptimal therapy, adverse events, increased length of stay, hospital costs, 
mortality and morbidity. Prior cohort studies have demonstrated that more 
than 90% of low risk penicillin allergies can be successfully removed and 
improve appropriate antibiotic prescribing.

Objective To assess penicillin allergy prevalence among patients 
admitted to a private hospital and evaluate the potential benefits of 
a penicillin de‑labelling service through a prospective audit. The audit 
categorises allergy risk to identify patients eligible for de-labelling and 
highlights specialities where de-labelling could have the greatest impact.

Method On 28th May 2025, a review of pre-admission clinic records 
and ward pharmacist notifications identified in-patients with documented 
penicillin allergies. These patients were interviewed to gather details on the 
specific penicillin, timing, onset and nature of their reactions. Risk was then 
assessed to determine eligibility for direct de-labelling or oral challenge.

Evaluation Of 235 inpatients, 13 (5.5%) had a documented penicillin allergy. 
Eight reported reactions over 10 years ago, three were unsure and two 
occurred 1–5 years ago.

Two patients had high risk reactions; the remaining eleven were suitable 
for de-labelling assessment with two eligible for direct de-labelling.

Patients were admitted across various specialties, including oncology, 
general medicine and surgery.

Discussion This audit shows that most patients admitted with documented 
penicillin allergies are low risk and suitable for de-labelling. Over 90% had 
allergy labels over 10 years old, increasing the likelihood of inaccuracy or 
loss clinical relevance.

Many patients were immunocompromised or had comorbidities or 
surgical hardware, placing them at high risk of infection. De-labelling 
enables the use of penicillins, often the most appropriate antibiotic, 
for optimal targeted and empirical therapy, while reducing side-effects 
and antimicrobial resistance.

40 PENICILLIN ALLERGY DE-LABELLING IN A PRIVATE HOSPITAL

Karen Watt1, Dr Arindam Chakravorty1, A/Prof Timothy Clay1,  
Prof Eli Gabbay1

1St John Of God Subiaco Hospital, Perth, WA

EMAIL karen.watt@sjog.org.au

Background Penicillin allergy labels limits antibiotic choice resulting 
in suboptimal therapy, adverse events, increased length of stay, 
hospital costs, mortality and morbidity. The International Network 
of Antibiotic Allergy Nations (iNAAN) developed by Austin Health is 
a study de-labelling patients of their penicillin allergy and improving 
antibiotic prescribing and patient outcomes.

Objective(s) As the first Australian site to utilise the iNAAN platform 
and clinical decision tools in the private hospital setting, we aimed 
to safely de-label adult patients with low-risk penicillin allergies, 
enabling the use of penicillin-based antibiotics.

Action (Method) A hospital guideline was developed and a pilot study 
conducted in selected ward areas. During antimicrobial stewardship rounds, 
patients with a reported low-risk penicillin allergies who were likely to 
benefit from penicillin use were assessed using the validated PenFAST 
tool and, if possible, de-labelled.

Evaluation Implementation presented several challenges, including the 
integration of the service into existing workflows, ensuring medical officer 
availability to supervise oral challenges, communicating the updated allergy 
status and allocating sufficient time for data collection and follow up.

28 patients have been enrolled in the iNAAN study. 24 of these patients 
were successfully de-labelled of their penicillin allergy. 7 were directly 
de-labelled and 17 completed a successful oral challenge. 4 patients 
were deemed unsuitable for or unable to complete an oral challenge. 
Only 2 de‑labelled patients experienced a delayed adverse reaction. 
This supports the hypothesis that over 90% of low-risk penicillin allergies 
can be successfully de-labelled.

Discussion 11 de-labelled patients were subsequently treated 
with penicillin antibiotics more appropriate for their infections. 
At 90 day follow up, 2 patients had been prescribed penicillin by 
their GP post‑discharge demonstrating acknowledgement of the altered 
allergy status. The therapeutic benefits of the pilot study has led to 
the expansion of this service in the hospital.
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41 SAFETY IN MOTION: CLINICAL PHARMACY INTEGRATION 
INTO OPAT CLINIC TO REDUCE HARM AND IMPROVE OUTCOMES

Kristi Kozierowski1, Kate O’Hara1

1John Hunter Hospital, Newcastle, NSW

EMAIL kristi.kozierowski@health.nsw.gov.au

Background Outpatient Parenteral Antimicrobial Therapy (OPAT) is an 
essential model of care that allows patients to receive intravenous 
antibiotics in the home setting, avoiding hospital admission or facilitating 
early discharge. However, the absence of dedicated clinical pharmacy 
oversight within the OPAT service at a large tertiary referral hospital, 
was believed to have contributed to multiple patient readmissions 
caused by medication‑related harm.

Objective(s) To reduce hospital readmissions and improve medication 
safety through the integration of a dedicated clinical pharmacist into 
the OPAT clinic.

Method Between 1st June and 31st December 2024, a dedicated clinical 
pharmacist was integrated into the multidisciplinary OPAT team to enhance 
medication safety and reduce medication-related harm. The pharmacist 
was responsible for dispensing medications, providing patient counselling, 
conducting medication reviews, and initiating therapy changes and dose 
optimisation to enhance medication use, support patient safety, and improve 
workflow efficiency.

Evaluation Over a four-month period following implementation, measurable 
improvements were observed. The inclusion of a dedicated clinical pharmacy 
service within the OPAT clinic led to a 60% reduction in reverse dispensing, 
a 50% decrease in infusor wastage, and cost savings of $4,730 related to 
infusor disposal.

The integration of a clinical pharmacist into the OPAT team resulted in several 
key improvements, including:

•	 Real-time medication reviews, enabling timely pharmacy-led 
interventions to optimise drug selection and dosing

•	 Prevention of medicine wastage, particularly in cases of early therapy 
cessation or dose adjustments.

•	 Proactive patient monitoring allowing for timely interventions

•	 Reduction in medication-related readmissions and enhanced overall 
medication safety

Discussion Integration of a pharmacist into the OPAT clinic, has led to 
significant enhancements in operational efficiency and cost savings. 
This contribution highlights the pharmacist’s pivotal role in streamlining 
clinical workflows while also delivering measurable financial benefits, 
supporting and enhancing improved patient care, promoting environmental 
sustainability, and supporting cost-effective healthcare delivery.

42 EXPERIENCE WITH AN IMMUNOSUPPRESSANT DOSE ADJUSTMENT 
PLAN MANAGING NIRMATRELVIR/RITONAVIR DRUG INTERACTIONS IN 
CARDIOTHORACIC TRANSPLANT RECIPIENTS

Lilibeth Carlos1, Fay Burrows1, Dr Jana Stojanova1, Cindy Kim1,  
Prof Deborah Marriott1, Prof Marshall Plit1, A/Prof Adrian Havryk1,  
Dr Emma Stumbles1, Dr Rebecca Pearson1, Dr Claire Thomson1,  
Dr Alistair Abbott1, Prof Christopher Hayward1, Prof Andrew Jabbour1,  
A/Prof Eugene Kotlyar1, A/Prof Kavitha Muthiah1, Dr David Darley1,  
Prof Peter Macdonald1

1St. Vincent’s Hospital Sydney, Darlinghurst, NSW

EMAIL lilibethcarlos@gmail.com

Background COVID-19 continues to cause significant morbidity and 
mortality in transplant recipients; effective treatment options are limited.  
Nirmatrelvir/ritonavir is typically avoided due to potentially serious 
drug interactions.

Aim/Objectives We report our experience applying a published 
immunosuppressant dosing protocol in cardiothoracic transplant 
recipients to manage nirmatrelvir/ritonavir interactions.

Methods Transplant recipients prescribed nirmatrelvir/ritonavir 
(February 2023 – August 2024) received the following dosing plan: 
ciclosporin: 20% total daily dose (TDD) during nirmatrelvir/ritonavir 
course, 50% TDD day 6, 75% day 7, 100% day 8; everolimus: 12.5% TDD 
every 48 hours, 100% day 7; tacrolimus low-immunological risk: withhold 
during NR course, 100% day 7; tacrolimus high-immunological risk: 
12.5% TDD day 1, withhold, 50% TDD day 7, 75% day 8, 100% day 9. 
Everolimus was always in combination with tacrolimus or ciclosporin. 
Acceptable immunosuppressant ranges were defined pragmatically to 
assess concentration results.

Results 34 transplant recipients (25 heart, 8 lung, 1 combined) 
received nirmatrelvir/ritonavir, with 10 courses extended to 10 days. 
12 recipients were managed as outpatients. 30 patients were taking 
tacrolimus, 17 everolimus, 4 ciclosporin; 12 had concomitant azole 
antifungals. No patients taking tacrolimus exhibited concentrations 
<3 ug/L during nirmatrelvir/ritonavir while tacrolimus was withheld. 
Concentrations >15 ug/L were common in the high-risk tacrolimus group 
(38% during NR, 62% after stopping). One outpatient experienced acute 
kidney injury requiring admission. Concentrations outside acceptable 
ranges were more frequent in outpatients. No pulmonary (any grade) 
or cardiac (beyond grade 1R) acute cellular rejection observed within 
30 days of nirmatrelvir/ritonavir treatment. All patients survived to 
30 days post treatment.

Discussion A dosing protocol facilitated immunosuppressant management 
with nirmatrelvir/ritonavir, and also enabled outpatient therapy. 
We commonly observed high tacrolimus concentrations when restarting 
tacrolimus on day 7, supporting recent work suggesting restarting day 8. 
Close drug concentration monitoring and timely dose adjustment are crucial 
to prevent complications, particularly in high-risk tacrolimus patients.
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43 ATOVAQUONE DOSING FOR PNEUMOCYSTIS JIROVECII 
PNEUMONIA PROPHYLAXIS IN PRACTICE: A RETROSPECTIVE REVIEW 
OF DOSING STRATEGIES

Linda Nguyen1, Neil Kim Chiu Lam1

1Slade Pharmacy, Icon Cancer Centre, Wesley Hospital, Auchenflower, Qld

EMAIL linda.nguyen@sladepharmacy.com.au

Background Pneumocystis jirovecii pneumonia (PJP) is a potentially 
life‑threatening opportunistic infection in immunocompromised individuals. 
Patients at high risk of PJP (e.g. underlying disease, chemotherapy or 
immunosuppressive drugs) may require prophylactic therapy. Although 
trimethoprim-sulfamethoxazole is standard-of-care for PJP prophylaxis, 
atovaquone is an alternative for patients with sulfonamide allergy or 
intolerances. Australian guidelines recommend an oral atovaquone dose 
of 1500mg daily. However, a recent international study investigated a 
prophylactic 750mg daily dose in lower-risk haematological patients. 
Thus, a local audit of atovaquone dosing practices and subsequent 
PJP infection was proposed.

Objective A retrospective audit of patients prescribed atovaquone 
for PJP prophylaxis was conducted at a day oncology outpatient clinic. 
Ethics approval was obtained.

Method Dispensing records from 1 January 2020 to 31 December 2024 
were reviewed to identify all patients who received atovaquone. Data was 
collected on dose and duration. Medical records were examined for 
the duration of administration until the end of the observation period 
to determine if patients experienced a subsequent PJP infection. 
Statistical analysis was performed using Microsoft Excel.

Results All patients who received atovaquone prophylaxis were included 
(n=88). The median age was 69 years (range 22–89). 50% of patients received 
low-dose atovaquone (750mg daily; n=44) whilst 50% received standard 
dose (1500mg daily; n=44). Treatment duration ranged from 6–261 weeks 
(750mg daily) and 1–180 weeks (1500mg daily). 91% of patients in the 
low-dose group (n=40) were considered low-intermediate risk. No PJP 
was reported in the low-dose group, however there was one case of PJP 
in the standard-dose group during the follow-up period.

Discussion While no PJP infections were observed in the low-dose group, 
further study with a larger sample and patient risk stratification is required 
to establish clinical implication. Consideration of low-dose atovaquone in 
select patients may reduce financial burden and assist patient compliance 
and tolerability.

44 FROM DIAGNOSIS TO DELIVERY:  
MANAGING HIV IN PREGNANCY AND THE NEWBORN

Lyndal Liston1, Rashim Joshi1, James Dwyer1

1Mercy Hospital for Women, Heidelberg, Vic

EMAIL lliston@mercy.com.au

Objective To describe the maternal and neonatal management of a 
newly diagnosed case of maternal Human Immunodeficiency Virus (HIV) 
at a tertiary women’s and children’s hospital.

Clinical features A 31-year-old woman presented to ED at 17 weeks 
gestation with threatened miscarriage and no prior antenatal care. 
HIV positive serology was identified and diagnosed. Complex psychosocial 
issues prevented the patient from seeking medical care and attending 
appointments throughout the pregnancy. Commencement of prescribed 
triple antiretroviral therapy (ART) of dolutegravir + emtricitabine/tenofovir 
was delayed, and adherence fluctuated throughout the pregnancy. 
Maternal HIV viral load at 30 and 36 weeks were < 50 copies/mL.

Literature review To minimise the risk of mother to baby transmission 
of HIV, guidelines recommend intrapartum intravenous (IV) zidovudine in 
maternal patients with viral loads > 50 copies/mL. Indication for neonatal 
post‑exposure prophylaxis is based on risk factors. Neonates identified as 
high risk include maternal HIV load > 50 copies/mL, unknown viral load, 
unknown maternal adherence to ART and premature delivery.

Pharmacist intervention, Case Progress and Outcomes Pharmacy managed 
the Special Access Scheme and formulary submission for IV zidovudine; 
coordinated supply of oral zidovudine, lamivudine and nevirapine for the 
neonate; and provided access to relevant neonatal medication procedures. 
The patient delivered via normal vaginal delivery at 38 weeks. Despite low 
maternal viral loads, intrapartum IV zidovudine was administered due 
to recent diagnosis, poor ART adherence, and lack of sustained viral 
suppression. The neonate received one week of triple ART, followed by 
three weeks of oral zidovudine monotherapy. Viral loads were undetectable 
at birth and 6 weeks in the neonate.

Discussion Maternal HIV and prevention of mother-to-child transmission 
is managed through multiple interventions and consideration of risk factors. 
Pharmacists play a crucial role within the multidisciplinary team, ensuring 
safe and effective treatment for both mother and child throughout 
maternity care.
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45 IMPROVING COMPLIANCE WITH STAPHYLOCOCCAL 
DECOLONISATION IN CARDIAC SURGERY THROUGH ELECTRONIC 
MEDICAL RECORD ORDER MODIFICATIONS

Maggie Wu, Tin Vo, Sue Ryan, Dr Kylie Horne, Jessica Hughes

1Monash Health, Clayton, Vic

EMAIL maggie.wu@monashhealth.org

Background Surgical site infections (SSIs) are a major cause of 
healthcare‑associated infections. Strict compliance to staphylococcal 
decolonisation with mupirocin nasal ointment and chlorhexidine wash 
pre-cardiac surgery has shown to prevent SSIs. However, despite existing 
guidelines, there has been minimal investigation into compliance with 
staphylococcal decolonisation protocols and limited interventions 
have been implemented to improve adherence.

Aim To evaluate the impact of Electronic Medical Records (EMR) order 
modifications on compliance to staphylococcal decolonisation protocols 
in cardiac surgery patients.

Methods A retrospective pre- and post-intervention study was conducted, 
with data collected from August to December 2022 and February to 
April 2024, respectively. EMR orders for staphylococcal decolonisation 
were revised to specify a five-day course of mupirocin nasal ointment 
administered twice daily, along with the addition of a new chlorhexidine 
washcloth order with fixed dose, frequency, duration, and indication. 
Educational sessions were delivered by Pharmacy and Infection Prevention to 
the cardiac surgery, nursing, and pharmacy teams. Pre- and post‑intervention 
audits evaluated effectiveness of the EMR changes on compliance to 
the decolonisation protocol and pharmacy clinical interventions related 
to decolonisation.

Results Among 227 cardiac surgery patients (118 pre-intervention, 
109 post‑intervention) compliance with mupirocin nasal ointment increased 
from 41.5% to 68.8% (p<0.001), and with chlorhexidine wash cloths from 
30.5% to 59.6% (p<0.001). Compliance with both agents increased from 
18.6% to 48.6% (p<0.001). Pharmacy interventions relating to decolonisation 
increased from 16 to 36 (p<0.001).

Discussion This study demonstrated that targeted modifications to EMR 
orders may improve compliance with staphylococcal decolonisation protocol 
in cardiac surgery patients, contributing to a reduced risk of surgical site 
infections. Directed education and pharmacy interventions likely contributed 
to this improvement. Further implementation across larger and more diverse 
patient cohorts is recommended to ensure generalisability.

46 GENERAL PRACTICE ANTIMICROBIAL STEWARDSHIP INTERVENTIONS 
FOR ADULT RESPIRATORY INFECTIONS: A QUALITATIVE STUDY OF 
IMPLEMENTATION DETERMINANTS

Dr Margaret Jordan1,2, Mary Burns2, Dr Colin Cortie2, Prof Jan Radford3, 
Dr Christine Metusela2, Prof Judy Mullan2, Prof Andrew Bonney2

1Woonona Medical Practice, Woonona, NSW, 2University of Wollongong, 
Wollongong, NSW, 3University of Tasmania, Launceston, Tas

EMAIL jordan@gillis.com.au

Background Globally, antimicrobial resistance is increasing. 
Australian community dispensing of antimicrobials is declining, 
however rates still exceed those of countries with similar healthcare 
systems, driven by prescribing for predominantly viral acute respiratory 
infections (ARIs). To optimise prescribing, introducing community 
antimicrobial stewardship (AMS) activities is advocated.

Aim This qualitative study aimed to investigate determinants influencing 
implementation of evidence-based, primary care AMS interventions, 
from perspectives of healthcare professionals (HCPs) and patients.

Methods Patients and HCPs participated in three focus group 
sessions, guided by Experience-Based Codesign collaborative change 
process principles, to explore experiences and perspectives of ARI 
management. Feedback on AMS interventions (‘Delayed prescribing’, 
Shared decision‑making aids, Clinical decision-support tools) was 
encouraged and improvements suggested. Transcriptions were 
thematically analysed.

Results Ten HCPs (GPs, 2 pharmacists [1 GP pharmacist, 1 community 
pharmacist], one microbiologist) from rural, regional and metropolitan 
settings, and ten patients (28–84 years-old) participated. Determinants 
were categorised into four themes: ‘Patient acceptance and 
engagement’, ‘Practising within a system’, ‘Prescribing Stewardship’, 
and ‘Diagnostic Stewardship’. Sub-themes identified were (respectively) 
managing patient expectations, therapeutic alliance, utility of resources 
and harm minimisation; individual practitioners and system influences; 
‘delayed prescribing’ and interprofessional collaboration; clinical acumen, 
testing overreliance and result interpretation. Themes were interrelated: 
e.g., for patients to accept ‘delayed prescribing’, community pharmacy 
collaborations were imperative. To augment this strategy, individualised 
symptomatic plans in lieu of prescriptions, with relevant ‘myth-busting’ 
information (e.g., green sputum ≠ bacterial infection), were essential. 
Practising within the system, GP pharmacists had responsibilities in removing 
obsolete prescriptions and facilitating system-wide software changes to 
prescription defaults. Codesigned treatment plans, finalised by pharmacists, 
will be investigated in the study’s next phase.

Discussion Interprofessional collaboration is one determinant of 
implementing AMS strategies. This study emphasises the consequence 
of the expanding scope of pharmacists in general practice, to support 
patients and clinicians and reduce pressures on antimicrobial resistance.
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47 THE ANTIMICROBIAL STEWARDSHIP (AMS) RENAISSANCE: 
EMBEDDING TRADITIONAL AMS IN MODERN CARE.

Marian Youssef1, Dr Ben Knippenberg1, Dr Roselle Robosa1,  
Dr Robert Stevens1, Dr Aileen Oon1, Dr Samantha Stowasser1,  
Dr Laura Bywater1

1Sutherland Hospital, Caringbah, NSW

EMAIL marian.youssef@health.nsw.gov.au

Background Antimicrobial Stewardship (AMS) is critical for optimising 
antimicrobial use and reducing resistance. Our hospital initially used remote 
AMS rounds, but limited engagement with clinical teams reduced their 
impact. To enhance effectiveness, we transitioned to in-person AMS rounds, 
supported by a strengthened governance structure and a multidisciplinary 
AMS committee.

Objective To redesign the hospital’s AMS program by replacing remote 
rounds with face-to-face ward-based interactions and implementing 
enhanced governance to improve prescribing, collaboration, education, 
and long-term sustainability.

Method The redesigned program included real-time, in-person AMS rounds 
with medical teams to encourage shared decision-making and improve 
clinical ownership. A multidisciplinary AMS Committee with formal terms 
of reference was established to support governance and stewardship 
consistency. Education was embedded into rounds, featuring discussion 
of key trials (e.g., STOP IT, BALANCE), updates to antimicrobial guidelines, 
and regular sessions for junior doctors. AMS interventions were documented 
using a power plan aligned with National Antimicrobial Prescribing Survey 
guidelines. Each intervention was reviewed by an ID Consultant, ID Advanced 
Trainee, and AMS Pharmacist, with appropriateness rated per Therapeutic 
Guidelines. A 12-month post-implementation survey was planned to assess 
perceived impact, identify barriers, and guide improvements.

Evaluation A dedicated AMS committee enabled consistent stewardship 
practices and timely guideline updates. Clinical engagement supported 
local champions and targeted audits in respiratory, surgical prophylaxis, 
and sepsis management. From January–August 2024, 160 AMS episodes 
were reviewed, with 77.5% rated “Adequate” and 8.75% “Optimal.” 
After transitioning to face-to-face rounds in September, AMS activity rose 
to 707 interventions in four months (867 total in 2024), including IV-to-oral 
switches (n=174), antimicrobial cessation (n=214), and dose optimisation 
(n=123), highlighting improved pharmacist-clinician collaboration.

Discussion Face-to-face rounds improved collaboration, education, 
and prescribing, supporting sustainable and transferable AMS 
improvements across clinical teams. The model’s effectiveness is 
evident in the consistent identification of inappropriate prescribing 
and increased stewardship interventions.

48 MITE BUSTERS – REGIONAL PHARMACISTS SCRATCHING  
THE SURFACE OF DRUG INFORMATION FOR SCABIES CARE

Sharon Peterson1, Rhiannon Dyer1, Haley Humpel1,2, Michael Quach1,3

1Shellharbour Hospital, Mount Warrigal, NSW, 2The University of Sydney, 
Camperdown, NSW, 3Illawarra Shoalhaven Local Health District, 
Warrawong, NSW

EMAIL michael.quach@health.nsw.gov.au

Background In 2024 a regional local health district was impacted by an 
outbreak of scabies (Sarcoptes scabeii). Cases continued to emerge amongst 
inpatients and staff, despite efforts to contain transmission. The outbreak 
governance team, including infectious disease clinicians, decided to offer 
all staff scabies prophylaxis. Ivermectin and permethrin were selected as 
treatment of choice. A dedicated pharmacy team was made available to 
provide drug information to treatment recipients.

Aim To identify the most frequent types of drug information enquiries 
related to mass prophylactic treatment with ivermectin and permethrin 
for hospital staff.

Methods A team consisting of three pharmacists and two student 
pharmacists worked in the treatment centre of the hospital over 72 hours. 
Patients were prescribed the appropriate dose of ivermectin or, where 
contraindicated, permethrin. Both voluntary and involuntary enquiries were 
received by the pharmacy team. All enquiries and responses were recorded 
in a local database. Queries were subsequently categorised and peer 
reviewed by another clinical pharmacist according to the American Society 
of Health-System Pharmacists’ classification system – Systematic Approach 
to Answering Drug Information Requests.

Results 343 staff attended the treatment centre over the mass treatment 
days. 6.4% (n=22) of staff requested drug information from the pharmacist. 
59.1% of enquiries were about drug-drug interactions. 18.2% were about 
disease state information, 13.6% were route of administration enquiries 
and 9.1% regarding allergic reaction.

Discussion Hospital staff generally have a higher health literacy than 
the general population and may be aware of the risks and benefits 
associated with a mass treatment program. Having the pharmacist available 
for consultation at the point of dispensing resulted in the resolution of a 
significant number of enquiries which promoted the safe and appropriate 
use of the prophylactic treatment required to halt the scabies outbreak.
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49 A COMPARATIVE REVIEW OF DRUG INTERACTION 
RESOURCES FOR MANAGING POTENTIAL INTERACTIONS 
WITH COMMONLY USED ANTIMICROBIALS

Wenting Li1, Michelle Kithinji1, Christopher Morrow1, Emma Fox1,  
Jeanie Misko1

1Fiona Stanley Hospital, Murdoch, WA

EMAIL he208018@health.wa.gov.au

Background Pharmacists play a vital role in identifying, preventing 
and managing potential drug-drug interactions (DDI). DDI resources 
are commonly utilised within clinical settings to identify interactions; 
however, not all resources are equivalent in identifying potential DDI 
or providing recommendations regarding severity and management.

Aim To identify and describe the differences between multiple DDI resources 
in identification, severity and management for commonly used antimicrobials 
in the tertiary hospital setting.

Methods Five DDI resources (Australian Medicines Handbook© [AMH], 
AusDI©, UpToDate Drug Interactions©, Micromedex© and Stockley’s Drug 
Interactions©) were assessed for their ability to identify potential DDI with 
common antimicrobials (n=17), followed by an evaluation of the severity 
and management of each DDI. Common antimicrobials were identified 
through local inpatient automated dispensing cabinet transactions (Pyxis®). 
Medications not listed on the Australian Register of Therapeutic Goods 
and complementary medications were excluded. Data was collected 
using Microsoft Forms and analysed with Microsoft Excel.

Results A total of 1,464 potential DDI were identified across all resources; 
UpToDate Drug Interactions (33.1%, n=484), Stockley’s Drug Interactions 
(31.6%, n=463), Micromedex (21.5%, n=315), AusDI (8.5%, n=125) and AMH 
(5.3%, n=77). Resources provided a severity rating for each potential DDI 
in > 80% of their identified potential interactions except for the AMH which 
provided a rating in 16.9% of interactions. Resources varied in providing 
recommendations for the management of DDI. UpToDate Drug Interactions 
provided recommendations for 99.7% of reported DDI, Stockley’s 84.5%, 
Micromedex 81%, AusDI 80.8% and AMH 79.2%. 

Discussion There are substantial differences in identifying antimicrobial 
potential DDI between drug interaction resources. Of the five DDI resources 
assessed, UpToDate Drug Interactions appears to provide the most 
comprehensive information for potential DDI identification, severity rating 
and management. Pharmacists should consider the limitations of DDI 
resources when evaluating and managing potential drug interactions. 

Keywords “Drug-drug interactions”, “Antimicrobials” and “Drug‑drug 
interaction screening systems”.

50 CHAMPIONING THE IMPLEMENTATION OF PENICILLIN 
ALLERGY ASSESSMENT AND MANAGEMENT PROGRAMS 
THROUGH A STATEWIDE NETWORK

Misha Devchand1,2, Katherine Valastro1, Prof Jason Trubiano1,2,3,4,5

1Safer Care Victoria, Melbourne, Vic, 2Austin Health, Heidelberg, Vic, 
3University of Melbourne, Melbourne, Vic, 4Centre for Antibiotic Allergy 
and Research, Heidelberg, Vic, 5Vanderbilt University, Nashville, Tennessee

EMAIL misha.devchand@safercare.vic.gov.au

Background Antibiotic allergy labels are a significant health issue, 
with over two million Australians reporting an allergy, most commonly 
to penicillin. However, up to 95% of these labels are inaccurate, 
leading to higher readmission rates, higher surgical infection rates, 
and longer hospital stays.

Following a 2023 intensive improvement project, a Network model was 
developed to improve access to antibiotics for those with penicillin allergies. 
The model, based on feedback, incorporates collaboration, education, 
networking, and advocacy.

Objective To have more than 25% of public healthcare services in the state 
engaged in the Network, to ensure more people have access to the safest 
and most appropriate antibiotics.

Action From June 2024 to December 2025, we used a Network model 
(in partnership with an international research project) to implement penicillin 
allergy assessment and testing at health services. The Network offered 
in-person events, virtual meetings, education sessions, an online module, 
and coaching to support sites to improve their local programs. Each health 
service defined its own project aim, team, and care model.

Evaluation By April 2025, 24 health services had joined the Network, 
with 67% (16/24) being rural/regional. The project has facilitated 
1,747 allergy assessments, removing the penicillin allergy label for 
858 patients, including 482 who received a test dose. The project 
also explored the enablers and barriers to implementation.

Discussion Assessing penicillin allergies improved antibiotic prescribing 
and patient safety. The Network model proved sustainable and low resource 
and is a scalable model for other states aiming to improve penicillin allergy 
assessment and testing, as well as other quality improvement projects.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 77

51 PATIENTLY ELIMINATING CONFUSION: SURVEYING PATIENTS’ 
UNDERSTANDING OF THEIR ANTIMICROBIAL THERAPY

Nina Phan1,2, Jessica Bui2

1The University of Sydney, Camperdown, NSW, 2Royal North Shore Hospital, 
St Leonards, NSW

EMAIL nina.phan@health.nsw.gov.au

Background The Antimicrobial Stewardship (AMS) Clinical Care Standard 
(CCS) recommends that patients be informed about their antimicrobial 
therapy; however, assessing real-time adherence is challenging. A patient 
audit was conducted in a tertiary referral hospital to obtain feedback 
and evaluate compliance with AMS CCS. 

Objective To evaluate patients’ understanding of prescribed antimicrobials, 
identify barriers faced by medical officers in information delivery and 
develop strategies to improve consumer information provision. 

Method To remove bias, pharmacy students conducted surveys on 
four surgical wards over a two-week period. Adult inpatients who were 
prescribed an antimicrobial were recruited. Questions included knowledge 
of indication, duration, potential side effects of antimicrobials and shared 
decision-making. Survey responses were entered into electronic audit tool, 
Quality Audit Reporting System (QARS). A subsequent consumer survey 
was disseminated to identify information needs, alongside a pharmacist-led 
quality improvement project in which interviews with medical officers were 
conducted to identify barriers to antimicrobial information delivery.

Evaluation 54 patients were surveyed. 24% of patients (n=13) reported 
antimicrobial treatment was not discussed with them and decisions were 
made by the treating team only. 59% of patients (n=32) were not informed 
or could not recall discussions around potential antimicrobial side effects. 
Majority of patients (n=38, 70%) reported being uncertain or not informed 
about treatment duration. Results of consumer survey and pharmacist-led 
interviews are currently undergoing preparation for analysis. 

Discussion Our baseline survey results, conducted with the assistance 
of pharmacy students, identified areas for improvement in provision 
of complete antimicrobial information to patients, a key AMS CCS 
recommendation. Pharmacists are well-positioned to lead a multifactorial 
approach to improve patient knowledge, particularly on antimicrobial 
side effects and duration of antimicrobial therapy. The AMS team plans 
to implement strategies to address gaps, including education and feedback 
to clinicians and partnering with consumers to improve antimicrobial 
information provision.

52 OPTIMISING THE SCREENING AND MANAGEMENT  
OF GROUP B STREPTOCOCCUS IN PREGNANT WOMEN  
WITH BETA-LACTAM HYPERSENSITIVITY

Rameen Khan1, Wirawan Jeong1, Vi Pham1, Dr Sushena Krishnaswamy2

1Pharmacy Department, The Royal Women’s Hospital, Melbourne, Vic, 
2Infection Prevention and Control, The Royal Women’s Hospital, 
Melbourne, Vic

EMAIL rameen.khan@thewomens.org.au

Background Group B Streptococcus (GBS) colonises the genitourinary 
tract in approximately 20% of pregnant women and is a frequent cause 
of early‑onset neonatal sepsis. Pregnant women who are screened as 
GBS‑positive at 35–37 weeks gestation are administered intrapartum 
antibiotic prophylaxis (IAP). Benzylpenicillin is the first-line IAP, whilst 
clindamycin is recommended in women with severe beta-lactam 
hypersensitivity given GBS isolate susceptibility. With clindamycin resistance 
reaching 30% in Australia, susceptibility testing is critical but not routinely 
performed at our institution. To optimise laboratory testing and IAP 
prescribing, a change in workflow was introduced from 17/08/2022 when 
ordering GBS screening. The new workflow requires clinicians to indicate 
beta-lactam allergy status which prompts the microbiology laboratory to 
perform susceptibility testing.

Aim/Objective(s) To describe the management of GBS colonisation during 
pregnancy at our institution before and after the introduction of the new GBS 
screening workflow.

Methods Electronic medical records of GBS-positive women with 
beta‑lactam hypersensitivity between 01/01/2021 and 31/05/2025 
were reviewed. Data on beta-lactam allergy, GBS susceptibility, 
and IAP were extracted.

Results 237 GBS-positive women with beta-lactam hypersensitivity were 
identified: 106 pre- and 131 post-the new workflow implementation. 
GBS susceptibility testing was performed in 15/106 (14%) women pre- 
and 97/131 (74%) post-the new workflow introduction. Of the 112 GBS 
isolates, 34 (30%) were resistant to clindamycin. IAP was prescribed in 
161/237 (68%) women; clindamycin was the most prescribed (84/161, 53%). 
GBS susceptibility data were available to guide clindamycin prescribing 
in only 28/84 (33%) women; 5/28 (18%) pre- and 23/28 (82%) post-the new 
workflow introduction. 56/84 (67%) clindamycin was prescribed in women 
with non-severe beta-lactam hypersensitivity.

Discussion Introduction of the new GBS screening workflow significantly 
improved GBS susceptibility testing rates amongst pregnant women with 
beta-lactam hypersensitivity. However, IAP prescribing remained suboptimal. 
Timely pharmacist review and education to clinicians may improve allergy 
documentation and appropriate IAP prescribing.
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53 TINY DOSES, BIG DECISIONS: A RETROSPECTIVE AUDIT OF DOSING 
INTERVALS FOR GENTAMICIN IN PRETERM NEONATES

Rashim Joshi1, Dr Kristina Anevska1, Jia Yin Soo1, Dr Arun Sasi2,  
Lyndal Liston1, James Dwyer1

1Pharmacy Department, Mercy Health, Melbourne, Vic, 
2Department of Paediatrics, Mercy Hospital for Women, Melbourne, Vic

EMAIL rjoshi@mercy.com.au

Background Gentamicin dosing in preterm neonates is crucial to 
achieve therapeutic levels, minimise toxicity and improve outcomes 
in neonatal sepsis.

Aims Evaluate if the current neonatal gentamicin dosing interval achieves 
acceptable gentamicin trough levels (<1 mg/L) in preterm neonates; 
identify subsets of preterm neonates at risk for high trough levels (≥1 mg/L) 
and determine optimal dosing intervals to achieve acceptable trough levels 
for preterm neonates in a tertiary Neonatal Intensive Care Unit.

Methods The retrospective study included preterm neonates <37 weeks 
gestation with at least one gentamicin trough level from January to 
December 2023. Gentamicin cycles were included if a gentamicin 
course was at least 2 weeks apart. Neonates without gentamicin levels, 
born ≥37 weeks, with acute kidney injury, undergone therapeutic 
hypothermia or received the first gentamicin dose at an external facility, 
were excluded. Data from scanned medical records was entered into 
REDCap and analysed using GraphPad. Out of 483 gentamicin cycles 
screened, 65 were included.

Results Acceptable trough levels were achieved in 11.5% of preterm 
neonates <28 weeks corrected gestational age (CGA), 38.5% at 28–31 weeks 
CGA, and 71.5% at 32–36 weeks CGA. Preterm neonates <1.5 kg (84%) 
and those <28 weeks CGA (88%) were most susceptible to high trough levels, 
followed by those weighing 1.5–2.5 kg (60%) and 28–31 weeks CGA (62%). 
Extending dosing interval to 48-hourly achieved a therapeutic trough level 
in 45% of neonates. Notably, 26% of neonates <1.5 kg required 60-hourly 
dosing intervals.

Discussion The current gentamicin dosing at 5mg/kg every 24- and 36-hourly 
does not consistently achieve acceptable trough levels in preterm neonates. 
Preterm neonates <2.5kg and <31 weeks CGA are most susceptible to high 
gentamicin trough levels. Our findings justify adjusting the gentamicin dosing 
interval to 48-hourly in preterm neonates to reduce the risk of gentamicin 
toxicity, consistent with national guidelines.

54 SCABIES BY THE SCALE – TAILORING DOSES TO BODY SIZE

Michael Quach1,2, Rhiannon Dyer1, Haley Humpel1,2, Sharon Peterson1

1Shellharbour Hospital, Shellharbour, NSW, 2The University of Sydney, 
Sydney, NSW

EMAIL rhiannon.dyer@health.nsw.gov.au

Background Recently a local health district experienced a major outbreak 
of scabies (Sarcoptes scabeii). All current inpatients and staff were offered 
scabies prophylaxis with ivermectin or permethrin. Ivermectin dosing for 
scabies prophylaxis is by weight. An estimate of the quantity of prophylactic 
medications to be procured was made assuming normal population weight 
distribution. At the point of dosing, the weight, age and gender of each 
attendee was recorded so that if weight-based mass treatment programs 
were required in future, a more accurate estimation of stock required 
could be made, reducing waste and refining budgetary control.

Aim To record the gender, weight and age distribution of staff 
participating in mass prophylactic treatment with ivermectin/permethrin 
to more accurately predict stock requirements for future outbreaks.

Methods A pharmacy team worked in the dosing centre of the hospital 
on the allocated treatment days. The age, gender and weight if known 
of each attendee was recorded. Scales were available for attendees 
uncertain of their weight. Their weight was used to calculate the required 
dose of ivermectin and a prepack with the appropriate dose was dispensed 
together with written and verbal drug information. The number of attendees 
for whom ivermectin was unsuitable and permethrin substituted was 
also recorded.

Results A total of 132 staff attended the dosing centre. Of these, 6 people 
were unsuitable for ivermectin treatment and received permethrin and 
9 patients did not have their weight recorded, leaving 117 staff. Majority of 
staff (30.8%) fell into the 66–79kg weight range, followed by 51–65kg (27.4%) 
and 80–95kg (27.4%), 96–109kg (6.8%), 110–125kg (5.1%), 36–50kg (1.7%) 
and 126–139kg (0.8%).

Discussion The distribution of the staff’s age, weight and gender versus dose 
received will be kept on file to assist with budgeting, waste management and 
repack preparation in the event of future mass treatment events.
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55 GUIDELINES TO PRACTICE: ADDRESSING REGIONAL ANTIMICROBIAL 
PRESCRIBING GAPS IN COMMUNITY-ACQUIRED PNEUMONIA

Shanae Draffen1, Erin Read1, Lindsey-Anne Dowler1

1South West Healthcare, Warrnambool, Vic

EMAIL sdraffen@swh.net.au

Background Community-acquired pneumonia (CAP) is a major contributor 
to global disease burden and healthcare costs, ranking as the fourth leading 
cause of healthy life years lost. In Australia, the annual cost of treating 
hospitalised CAP exceeds $350 million. Therapeutic Guidelines recommend 
IV ceftriaxone and azithromycin for high-severity CAP, while alternative 
regimens are advised for lower severity cases. Misuse of broad-spectrum 
antibiotics increases the risk of antimicrobial resistance, emphasising the 
need for adherence to guidelines and the use of validated tools like the 
CURB-65 score to assess CAP severity.

Aim/Objectives This study aimed to evaluate the prescribing patterns 
for CAP in a regional hospital, focusing on the use of IV ceftriaxone 
and azithromycin. The primary objective was to determine the proportion 
of patients appropriately treated for high-severity CAP as defined by 
the CURB‑65 score. Secondary objectives included assessing the rate 
of inappropriate prescribing in low-to-moderate severity cases and 
the frequency of CURB-65 usage and severity documentation.

Methods A retrospective audit was conducted at a 212-bed hospital in 
regional Victoria, covering the period from January 2022 to May 2024. 
Adults diagnosed with CAP within 24 hours of admission were included. 
Data was extracted from medical records and assessed for CURB-65 score, 
CAP severity classification, and antimicrobial appropriateness according to 
Therapeutic Guidelines and local protocol.

Results Out of 976 admissions, 228 patients met inclusion criteria. 
Only 16.6% had high-severity CAP, but 45.2% received the high-severity 
antibiotic combination. CURB-65 was documented in just 3.1% of cases. 
While 73.3% of high-severity cases were appropriately treated, 76.4% of 
low‑to-moderate severity patients received inappropriate therapy.

Discussion The findings reveal significant overuse of broad-spectrum 
antibiotics in low-severity CAP and underutilisation of the CURB-65 tool. 
Promoting guideline adherence, enhanced documentation, and targeted 
antimicrobial stewardship interventions are recommended within regional 
practice to optimise CAP management and combat resistance.

56 PRESCRIBING PRACTICES OF PIPERACILLIN-TAZOBACTAM  
IN A REGIONAL HOSPITAL: A RETROSPECTIVE REVIEW OF 
GUIDELINE ADHERENCE

Shanae Draffen1, Erin Read1, Sandy Wan1

1South West Healthcare, Warrnambool, Vic

EMAIL sdraffen@swh.net.au

Background Piperacillin-tazobactam is a widely used broad-spectrum 
antibiotic in hospital settings, often reserved for severe infections. 
However, inappropriate use can contribute to antimicrobial resistance 
and adverse clinical outcomes. In many regional hospitals, despite access 
to prescribing resources such as national Therapeutic Guidelines, 
local protocols, and pharmacist-led antimicrobial stewardship platforms, 
concerns persist regarding inappropriate prescribing patterns.

Aim/Objectives This study aimed to assess the appropriateness of 
piperacillin-tazobactam prescribing in a regional hospital, particularly 
in cases where pharmacist intervention did not occur. The objective was 
to evaluate the extent to which prescribing aligned with clinical guidelines 
and best practice standards.

Methods A retrospective audit was conducted over a three-month 
period (24/03/2024 – 24/06/2024), reviewing 68 adult patients who 
received piperacillin-tazobactam. Exclusions included maternity patients, 
palliative or deceased patients, those with incomplete data, and individuals 
who received only imprest stock. Data was collected from electronic 
medical records and pharmacy dispensing systems, then assessed for 
appropriateness of indication, dose, frequency, duration, and microbiological 
alignment using national and local guidelines.

Results Only 42.6% (n=29) of prescriptions were found to be appropriate 
prior to pharmacist intervention. Common issues included incorrect 
dosing frequency (53.8%), use for non-guideline-based indications (41%), 
unnecessary broad-spectrum use (43.6%), and failure to tailor therapy 
to culture results (5.1%). Three patients experienced potential negative 
outcomes, including treatment failure and liver function abnormalities.

Discussion This study revealed significant opportunities to improve 
prescribing practices for piperacillin-tazobactam in the regional hospital 
setting. Targeted interventions such as education, improved use of 
decision‑support tools, and reinforcement of antimicrobial stewardship 
principles are recommended. Future follow-up audits could assess the 
impact of pharmacist-led stewardship roles on improving compliance 
and patient outcomes within the regional setting.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 80

57 EVALUATION OF LINEZOLID THERAPEUTIC DRUG MONITORING 
IN HOSPITALISED PATIENTS

Shanay Carter1, Maryam Sherkat Masoum1

1Royal Perth Hospital, Perth, WA

EMAIL shanay.carter@health.wa.gov.au

Background Subtherapeutic linezolid levels are associated with treatment 
failure, while concentrations exceeding 8 mg/L increase the risk of 
thrombocytopenia and myelosuppression. Therapeutic drug monitoring 
(TDM) is increasingly utilised to optimise efficacy and minimise toxicity. 
However, guidance for empirical and TDM-guided dosing remains limited.

Objective To evaluate current linezolid TDM practices in hospitalised 
patients, assess associations with clinical outcomes, and inform local dose 
adjustment guidelines.

Methods A retrospective review was conducted of hospitalised patients who 
underwent linezolid TDM between 2023 and 2024. Data collected included 
demographics, renal/hepatic function, relevant pathology, plasma linezolid 
levels, dosing regimens, and clinical outcomes. Associations between plasma 
drug concentrations, efficacy, and adverse effects were analysed.

Results Thirty patients were included (median age 62.5 years; range 29–97). 
The average treatment duration was 21 days (range 5–59). At initial TDM, 
30% of patients had therapeutic levels, 50% were supratherapeutic and 
20% were subtherapeutic. The median initial trough concentration was 
6.9 mg/L (IQR 3.0–14.3). Among patients with supratherapeutic levels, 
33% had creatinine clearance <30 mL/min. After dose adjustments, 
60% of patients achieved therapeutic levels. Thrombocytopenia occurred in 
six patients, four of whom had trough levels >8 mg/L. Dose adjustments were 
made in 18 patients (14 reductions, 4 increases). Clinical pharmacists played 
a key role in interpreting linezolid TDM data and recommending appropriate 
dose modifications. Clinical cure was achieved in 44% of patients, 
with 70% of these exhibiting therapeutic linezolid levels.

Discussion TDM-guided dosing was associated with improved attainment 
of therapeutic linezolid levels. Supratherapeutic concentrations and 
thrombocytopenia were more common in patients with renal impairment. 
These findings support routine linezolid TDM and highlight the need for 
local dose adjustment guidelines, particularly in patients with impaired 
renal function.

58 IMPROVING ANTIMICROBIAL PRESCRIBING IN REMOTE WESTERN 
QUEENSLAND PRIMARY HEALTH CENTRES (PHCS)

Sophie Paviour1, Minyon Avent3, Troy Howells1, Robyn Birch1, Vanessa Funk2

1Central West Hospital and Health Service, Longreach, Qld, 2South West 
Hospital and Health Service, Roma, Qld, 3Queensland Statewide Antimicrobial 
Stewardship Program, Brisbane, Qld

EMAIL troy.howells@uqconnect.edu.au

Background Antimicrobial prescribing was not being routinely monitored 
in local PHCs, despite Antimicrobial Stewardship (AMS) being an aspect 
of the National Safety and Quality Health Service accreditation standards. 
Covering a vast geographical region in Queensland and primarily 
paper‑based, AMS requirements posed significant challenges for the 
Hospital and Health Service (HHS)’s 15 sites including PHCs staffed by 
one remote area nurse (RAN) and small rural hospitals. At project initiation 
with only two pharmacists across the HHS, a new approach was required.

Objective To develop antimicrobial surveillance for PHCs, through engaging 
RAN workforce.

Action On initial investigation, isolated auditing was being done in remote 
Australia, with no national tool validated for use in remote primary health 
settings. Through necessity, a pharmacist developed a novel audit tool based 
on Quality Improvement (QI) National Antimicrobial Prescribing Survey (NAPS) 
in collaboration with AMS experts and local clinicians.

Evaluation A pilot was conducted to evaluate the tool for ease of use, 
accuracy and validation for RANs in PHCs, then adapted with feedback 
and built into MARS audit software. Implemented across HHS PHCs 
early 2024, for nurses to capture prospective data with support from 
Pharmacy and Queensland Statewide AMS Program (QSAMSP) team.

Virtual meetings were held periodically to feedback progress to actively 
improve engagement from PHCs, facilitate data quality and promote 
reflection on practice. Presented by local pharmacists, Infection Control 
leads and data analysis by QSAMSP experts, 372 antimicrobial audits 
demonstrated high guideline compliance by RANs with the Primary Clinical 
Care Manual. Interpretation of directed therapy and the use of statewide 
sepsis pathways were identified education gaps.

Discussion Empowering the remote area nursing workforce through 
involvement helped embed audit processes across PHCs. These audit 
results improve understanding of local prescribing influences and patterns 
of compliance, allowing feedback and targeted interventions to support 
remote area clinicians and communities.
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59 CLINICAL PHARMACISTS ENSURING THE SAFE USE OF INTRAVENOUS 
GANCICLOVIR IN PREGNANCY: A CASE REPORT

Tulita Liyadipitiya1, Madeleine Kruize2

1Liverpool Hospital (SWSLHD), Liverpool, NSW,  
2Royal North Shore Hospital (NSLHD), St Leonards, NSW

EMAIL tulita.liyadipitiya@health.nsw.gov.au

Objective To highlight the limited evidence for intravenous (IV) ganciclovir 
for active cytomegalovirus (CMV) colitis during pregnancy and emphasises 
the pivotal role of pharmacists in conducting risk-benefit assessment, 
antiviral optimisation, and multidisciplinary decision-making to improve 
maternal and fetal outcomes.

Clinical Features A 44-year-old woman (G4P3,28+6) presented with 5 weeks 
of vomiting, diarrhoea, and rectal bleeding. Past medical history included 
type 2 and gestational diabetes, hypertension, and Group B Streptococcus 
colonisation. She worked in childcare, with no recent travel or infectious 
contacts. Aeromonas was isolated, but unresponsive to ciprofloxacin. 
Flexible sigmoidoscopy revealed recto-sigmoid inflammation; mesalazine 
was initiated. Worsening symptoms, elevated faecal calprotectin, and 
histopathological findings confirmed ulcerative colitis with CMV-positive 
staining. Serology (IgG+, IgM–, high avidity) and detectable viraemia 
confirmed non-primary CMV colitis.

Literature Review Ganciclovir (Category D) crosses the placenta, with 
teratogenicity observed in animal studies; however, human data remains 
limited. Case reports (n=7) and cohort data (n=34) have not consistently 
shown fetal harm, though isolated anomalies (e.g., anorectal atresia) have 
been noted. Use during pregnancy is generally restricted to severe maternal 
CMV infection following multidisciplinary evaluation.

Pharmacist Intervention, Case Progress, and Outcomes Pharmacists played 
an integral role in the management, providing renal-adjusted dosing, 
therapeutic drug monitoring, and interaction screening. They facilitated input 
from MotherSafe and virology experts supporting multidisciplinary decisions. 
Their oversight enabled the safe initiation of antiviral therapy, IV ganciclovir 
dosed at 5mg/kg twice daily for two weeks. This contributed to successful 
maternal viral suppression and favourable neonatal outcomes.

Discussion Pharmacists are essential in optimising medication safety 
during pregnancy, particularly when Category D therapies are considered. 
The decision to use ganciclovir in pregnancy is reserved for severe 
maternal infections where the potential benefits outweigh fetal risks. 
Through interdisciplinary collaboration and clinical expertise, pharmacists 
ensure evidence-informed, patient-centered decision-making, improving 
both maternal and neonatal outcomes in high-risk perinatal scenarios.

60 NARROW-SPECTRUM, BROAD IMPACT: EVALUATING USE  
OF FIRST-LINE BETA-LACTAMS IN CLINICAL PRACTICE

Ulrik Lorenzen1, Dr Milucha Pereira1

1Womens and Children’s Hospital, Adelaide, SA

EMAIL ulrik.lorenzen@sa.gov.au

Background Cefalexin, cefazolin, and flucloxacillin are commonly 
prescribed unrestricted antibiotics at a tertiary paediatric hospital. 
Concerns from the Infectious Diseases (ID) service regarding subtherapeutic 
dosing prompted a prospective audit to assess prescribing practices against 
national and local guidelines.

Methods A four-week prospective audit was conducted in February 2025. 
Paediatric inpatients prescribed cefalexin, cefazolin, or flucloxacillin were 
included. Prescriptions were assessed for appropriateness using Hospital 
National Antimicrobial Prescribing Survey (NAPS) definitions.

Results A total of 93 patients were included. Surgical antimicrobial 
prophylaxis was the most common indication (n=54), with cefazolin 
appropriately selected in all cases. However, only 20% received the 
guideline-recommended induction dose, and only 30% received prophylaxis 
for an appropriate duration. In 13% of cases where surgical prophylaxis 
was continued longer than guideline recommendations, subtherapeutic 
dosing was identified. Directed therapy (n=3), all under ID oversight, 
was fully appropriate. Empirical therapy (n=36) demonstrated variability, 
with one‑third of prescriptions assessed as subtherapeutic due to dosing 
below Therapeutic Guidelines recommendations.

Conclusions While antibiotic selection generally aligned with guidelines, 
underdosing—particularly in surgical prophylaxis and empirical therapy—
was common. These findings highlight a key opportunity for targeted 
education, guideline updates, and reinforcement of antimicrobial stewardship 
principles to optimise patient outcomes and reduce the risk of resistance.
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61 MODERNISING RURAL HEALTHCARE: VIRTUAL AMS ROUNDING 
IN ACTION

Zeeshan Naseer1, Alice McKellar1, Amelia Stanley1, Dr Ian Marr1,2

1Southern NSW Local Health District, NSW, 2Canberra Health Service, ACT

EMAIL zeeshan.naseer@health.nsw.gov.au

Background Providing patient centred AMS services to regional 
Australia faces challenges. A rural-based local health district (LHD), 
covering approximately 44,534 km², includes 9 secondary hospitals 
and 3 multi‑purpose services, and no tertiary facilities. Adaptions to routine 
AMS program are necessary in regional areas to increase engagement 
and antibiotic guideline prescribing concordance.

Objective To develop a novel antimicrobial stewardship (AMS) rounding 
model aiming to increase antimicrobial prescribing concordance and foster 
clinician engagement.

Methods From July 2022 the LHD developed a TeleHealth case-based review 
program utilising a centralised ID physician from a tertiary Health setting 
and regional on-site physicians and pharmacists. This virtual model allowed 
for weekly TeleHealth review of antimicrobial prescribing in all facilities 
with focused discussion on antimicrobial agent prescriptions directly 
with prescribers. Guideline performance and outcomes of AMS suggestions 
were tracked prospectively for 12 months; January to December 2024.

Evaluation Median in hospital prescribing concordance rates with 
therapeutic guidelines across all sites increased from 40%, Jan 2022, 
to 64% after program institution. Over the 12month study period 
1559 patients were flagged for use of restricted antibiotics. ID clinician 
review occurred in 1367 cases (88%). In instances of 1:1 prescriber and 
ID specialist discussion high uptake of recommendations occurred (98%).

Discussion This unique virtual model for AMS rounding has allowed 
personalised patient centred review via TeleHealth into multiple regional 
hospitals. Optimisation of finite ID specialist resources are necessary to 
increase access to personalised AMS services in rural and regional Australia. 
Advantageously, this program also provides education and support to local 
pharmacists and medical officers. Ongoing program extension to other rural 
and remote sites should be considered.

62 DEVELOPING CLINICAL DECISION SUPPORT  
ALGORITHMS FOR ANTIMICROBIAL PRESCRIBING

Jenna Maleki1,2, Ron Cheah1,2, Catherine Fitzpatrick1,2, Nikhil Singh1,2,  
Ngan-Ha Truong1,2, Dr Courtney Ierano1,2, Prof Kirsty Buising1,2, Karin Thursky1,2

1Royal Melbourne Hospital Guidance Group, Melbourne Health, 
Melbourne, Vic, 2National Centre For Antimicrobial Stewardship, 
Department of Infectious Diseases, University of Melbourne, Melbourne, Vic

EMAIL jenna.maleki@mh.org.au

Background Clinical guidelines play a crucial role in ensuring antimicrobials 
are prescribed appropriately. However, their complexity can pose 
interpretation challenges in busy clinical environments. Antimicrobial clinical 
decision support software (CDSS) enhances the uptake of clinical guidelines 
and improves prescribing, as well as effectively managing formulary 
restrictions and approval policies.

Converting clinical guidelines into CDSS algorithms is time intensive 
and requires expertise to appreciate clinical nuances. As clinical guidelines 
are regularly updated, so too must CDS algorithms be maintained.

Aim To describe the process for creating and maintaining antimicrobial 
CDSS algorithms.

Method A Content Management Committee (CMC) was established, 
including infectious diseases and antimicrobial stewardship (AMS) clinicians, 
to develop and manage CDSS prescribing algorithms.

The CMC established a procedure for creating CDSS algorithms. 
Existing CDSS algorithms from a major metropolitan hospital were reviewed, 
alongside clinical practice guidelines. CDSS algorithms were created for 
each indication using national guidelines, with tailored decision support 
parameters to guide appropriate antimicrobial selection. Each algorithm 
underwent expert validation and verification to ensure suitability.

Results Algorithms were built for 263 indications with a total of 1162 unique 
pathways. To ensure standardisation of data fields and values across all 
algorithms, a common data model was created with standardised decision 
parameters (i.e. age, severity, allergies). For algorithms with unique decision 
points, an additional free-text criteria field was created, providing flexibility 
in defining decision parameters. Standard phrasing and formatting were 
developed for clinical recommendations.

Guideline content was clarified by the CMC. Clinical decisions and 
references were documented in the quality management program, Matrix®, 
ensuring traceability. The algorithms were updated regularly to reflect 
guideline changes.

Discussion The establishment of the CMC, alongside a standardised 
approach for creating antimicrobial CDSS algorithms has resulted in 
up‑to‑date, evidence-based recommendations. This is currently provided 
during implementation of Guidance®, a web-based CDSS which supports 
AMS in hospitals.
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63 DEVELOPMENT AND VALIDATION OF DASHBOARD REPORTS 
FOR ANTIMICROBIAL STEWARDSHIP

Jenna Maleki1,2, Zohal Rashidzada1,2, Ngan-Ha Truong1,2, Ron Cheah1,2,  
Karin Thursky1,2

1Royal Melbourne Hospital Guidance Group, Melbourne Health, 
Melbourne, Vic, 2National Centre For Antimicrobial Stewardship, 
Department of Infectious Diseases, University of Melbourne, Melbourne, Vic

EMAIL jenna.maleki@mh.org.au

Background Guidance is a clinical decision support (CDS) program which 
supports a system-based approach to antimicrobial stewardship in hospitals. 
It provides decision support, facilitates approvals, and supports AMS 
reviews, including antimicrobial appropriateness, guideline compliance and 
recommendations. Accurate and meaningful display of this data is essential 
for guiding quality improvement. National accreditation standards and the 
AMS clinical care standard outline essential monitoring elements.

Aim To develop and validate dashboard reports on key AMS metrics 
using data from a CDS program to align with national standards.

Methods A multidisciplinary team, including AMS and infectious diseases 
clinicians, technical developers and a user interface/user experience 
expert, was established. A design thinking approach ensured a user-centred 
design. A comprehensive review of the national standards identified core 
reporting metrics. Additional clinical metrics were identified through external 
stakeholder consultation. Simulated graphs and calculations were developed 
using Guidance data, which informed the design of interactive, business 
intelligence-driven reports using Tableau®. These underwent usability testing 
and refinement to ensure functionality. Data from a principal referral hospital 
was used to validate the reports.

Results Two interactive dashboard reports were developed. The Approvals 
Report details the number and type of approvals, commonly prescribed 
antimicrobials and indications, and concordance with the approvals policy. 
The Prescription Assessment Report provides insights into AMS reviews, 
quality of prescribing, and documentation of indication and review date. 
An Excel extract was developed for custom analysis. Upon validation, 
some calculations were refined to ensure accurate data extraction. 
User feedback highlighted that real-time functionality significantly reduced 
the time needed to generate reports manually, provided actionable data, 
and offered clear insights into areas for improvement.

Discussion The new Guidance reports provide key AMS metrics to 
meet national reporting requirements and real-time data to guide AMS 
quality improvement. Additional reports, including AMS team activity 
and recommendations, are planned for future development.

64 MEDICATION WASTE IN HOSPITALS:  
FINANCIAL COST AND CARBON EMISSIONS

Ali Laith Safi1, Vincent Viengkhou, Tammy Nguyen, Shaheeda Dorairaj

1Westmead Hospital, Westmead, NSW

EMAIL ali.safi1@health.nsw.gov.au

Background Medication waste in hospitals contributes significantly 
to financial loss and environmental harm. In hospital environments, 
high turnover and acute prescribing practices can lead to frequent 
disposal of unused medications. Metered-dose inhalers (MDIs), in particular, 
contain hydrofluorocarbon propellants that are potent greenhouse gases 
and are often prematurely discarded. Addressing this issue aligns with the 
NSW Net Zero Plan Stage 1: 2020–2030, which outlines the health sector’s 
responsibility to reduce emissions and waste.

Objective This study aims to quantify the financial and environmental impact 
of avoidable inhaler waste and identify both risk factors and contributing 
practices, focusing on MDI wastage across wards in a quaternary hospital 
and to identify strategies to reduce this waste as part of a broader 
sustainability initiative.

Methods We are conducting a retrospective observational study across 
multiple wards over a one-month period. Extracting and combining data from 
the hospital’s electronic medical record (EMR), pharmacy dispensing system 
(iPharmacy) and ward automated dispensing cabinet system (Omnicell) allows 
us to examine medication wastage and identify contributing factors. Waste 
events are categorised by type (resupply during admission or on discharge). 
MDI disposal is specifically tracked to estimate carbon emissions using 
published propellant emission factors.

Outcomes The study is expected to quantify the financial cost of 
avoidable medication waste and estimate associated carbon emissions 
from MDI disposal. It will identify key drivers of waste and provide evidence 
to inform pharmacist-led interventions and sustainability-focused policy 
recommendations within the hospital.

Discussion By highlighting the financial and environmental burden of 
medication waste, particularly the frequent and premature disposal of MDIs, 
this study supports the development of targeted strategies to reduce waste 
and carbon emissions, contributing to NSW’s net-zero goals.
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66 RESPIRE PILOT: REDUCING EMISSIONS  
THROUGH SUSTAINABLE PROVISION OF INHALERS –  
A RETROSPECTIVE EVALUATION

Harry Ashton1,2, Dr Rasiah Sureshkumar1, Dr Kiat Chen1,  
Dr Pathmanathan Suganthan1

1Armadale Hospital, Perth, WA, 2University of Queensland, Brisbane, Qld

EMAIL harry.ashton@health.wa.gov.au

Background The impacts of climate change on health are increasingly 
recognised, but healthcare is paradoxically a major contributor to Australia’s 
carbon footprint. Metered dose inhalers (MDI) containing hydrofluoroalkane 
(HFA) propellants are responsible for a high proportion of this burden, 
and in the UK’s National Health Service, account for 13% of the carbon 
footprint attributed to delivery of care. Given low carbon alternatives 
are readily available and often clinically appropriate, reducing HFA inhaler 
usage is a cornerstone of healthcare decarbonisation.

In the inpatient setting, inhalers are supplied to patients either by nursing 
staff through ward imprest cupboards, or by pharmacists through 
dispensary. Both supply arrangements represent acceptable standards 
of practice, each with merits and disadvantages.

Objective We evaluate the impact of changing medication supply processes 
on the usage and subsequent carbon footprint of a single HFA inhaler 
(fluticasone 250microg/salmeterol 25microg) in the context of a 32-bed 
general medicine admissions unit.

Action This study retrospectively evaluates the primary outcome of 
fortnightly HFA inhaler over a 4-month control period (ward imprest 
cupboard supply process) compared to a 4-month intervention period 
(dispensary pharmacist supply process). A two-sample t-test assuming 
unequal variances was conducted to establish whether there was a 
significant difference between processes.

Evaluation Compared with the ward imprest cupboard supply process 
(M=3.75, SD = 3.01), the dispensary pharmacist supply process (M=1.13, 
SD = 0.99) was associated with a statistically significant 70% reduction 
in fortnightly inhaler usage, t(8)=2.34, p=0.047.

Discussion Inhaler supply processes were found to have a significant 
impact on HFA inhaler use and associated cost and carbon footprint. 
Embedding pharmacist reviews in supply processes empowers effective 
inhaler stewardship, representing an important strategy in our path 
towards healthcare decarbonisation. 
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67 WORKING AROUND THE STORM – MAINTAINING ONCOLOGY CARE 
THROUGH ENVIRONMENTAL DISRUPTIONS

Kevin Hui1, Bilal Aziza1, Tark Patel1, Timothy Yeo1, Jill McDonnell2

1HPS Pharmacies, Bella Vista, NSW, 2Northern NSW Local Health District, 
Lismore, NSW

EMAIL bilal.aziza@hps.com.au

Background In early 2025, Cyclone Alfred caused widespread flooding 
and infrastructure damage across northern NSW, significantly disrupting 
oncology pharmacy services across this region.

Objective To maintain oncology pharmacy services, ensure timely delivery 
of oncology medicines, and minimise patient treatment disruptions.

Action A three-domain strategy was quickly developed and implemented.

Pre-emptive planning: Treatment schedules were reviewed, and in-advance 
chemotherapy orders were placed to ensure essential medicines reached 
treatment sites before the cyclone made landfall. Down-time computers 
were tested for use during power or network outages. Refrigerators were 
connected to essential energy at treatment sites at all times to maintain 
operations during potential power outages.

On-demand action: Hypercare support channels allowed rapid escalation 
and investigation of emerging issues. Logistical issues were communicated 
with state authorities to develop timely solutions, and state-led services 
were engaged to transport urgent add-on treatments.

Cross-sector collaboration: Oncology pharmacy staff worked with state 
emergency services, delivery providers, and external compounding service 
providers to facilitate in-advance chemotherapy ordering and prompt 
delivery of medicines to partner hospitals.

Evaluation Following the event, a group discussion was conducted via online 
channels with all stakeholders. Feedback indicated that the pre-emptive 
planning and cross-sector collaboration were instrumental in ensuring 
that the majority of patients received their scheduled treatment in a timely 
manner. However, limited visibility of freight locations and inconsistent 
communication from delivery service partners created challenges in tracking 
shipments. This lack of real-time information made patient rescheduling 
difficult, leading to delays and missed doses.

Discussion Our prompt response helped maintain oncology services 
during this period of significant disruption. Robust discussions following the 
event provided valuable insights which led to the development of efficient 
emergency processes, including improved freight visibility and real-time 
tracking. Lessons learned from this event were applied during a subsequent 
flooding event, resulting in improved service continuity and better 
outcomes overall.

68 WASTE NOT, WANT NOT: A SNAPSHOT OF PHARMACEUTICAL 
WASTE BIN AVAILABILITY AND MANAGEMENT PRACTICES

Leah Jones1, Lynda Blogg

1Fiona Stanley Hospital, Murdoch, WA

EMAIL he227497@health.wa.gov.au

Background In Western Australia, pharmaceutical waste must be 
segregated into specialized pharmaceutical waste channels so it can 
undergo high temperature incineration. This is due to the hazardous 
nature of pharmaceutical waste and its potential to enter the environment 
via other disposal mechanisms. The hospital’s medication administration 
policy outlines the requirements for disposing pharmaceutical waste, 
supporting the Department of Health’s Code of Practice for clinical 
and related waste management.

Objectives This study investigates the availability of pharmaceutical 
waste disposal systems in both pharmacy operations and medication 
preparation areas within a Western Australian public tertiary hospital. 
It aims to identify gaps in pharmacy and nursing staff knowledge and 
practices around the segregation of pharmaceutical waste to inform 
targeted educational interventions.

Method An observational audit was conducted to assess the prevalence 
and labelling of pharmaceutical waste bins within operational areas of 
pharmacy and ward medication preparation areas. A survey utilising 
scenario‑based questions was distributed to pharmacy and nursing staff 
to assess knowledge of pharmaceutical waste management requirements 
and general attitudes towards waste segregation.

Evaluation Of 62 medication preparation areas that were audited, 
only 45 had the appropriate pharmaceutical waste bin. Of the 45 areas 
that had the appropriate pharmaceutical waste bin, 27 were not labelled 
according to the hospital’s medication administration policy. All 3 operational 
areas of pharmacy were equipped with the appropriate pharmaceutical 
waste streams. Survey responses highlighted inconsistencies in staff 
knowledge and practices regarding pharmaceutical waste segregation. 
Almost half of participants (43%) indicated that hospital signage regarding 
the disposal of pharmaceutical waste was inadequate.

Discussion Results demonstrated that pharmaceutical waste bin availability 
can be improved at this hospital. Clear signage above waste streams, 
and both written and face-to-face staff education on waste segregation 
is recommended to improve sustainable and compliant waste management 
across the hospital.
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69 CYCLONE SLEEPOVERS OR SHELTERING FROM THE STORM? 
PHARMACISTS TAKE UP RESIDENCE IN QUEENSLAND HOSPITALS.

Natalie Tasker1,2, Dr Sonya Stacey2,3, Ann Whitaker2,4

1QEII Jubilee Hospital, Metro South Hospital and Health Service, 
Brisbane, Qld, 2Queensland Directors of Pharmacy Special Assembly, Qld, 
3Children’s Health Queensland Hospital and Health Service, Brisbane, Qld, 
4Redcliffe Hospital, Metro North Hospital and Health Service, Brisbane, Qld

EMAIL natalie.tasker@health.qld.gov.au

Background Cyclone Alfred made landfall at Bribie Island, 50km north 
of Brisbane, on 8th March 2025 – the first cyclone to impact Brisbane 
since 1974. Southeast Queensland hospitals have strong disaster planning 
histories, however, a cyclone in densely populated areas presented 
additional challenges, including overnight ‘shelter in place’ orders.

Objective(s) Describe the actions taken by public hospital pharmacies 
in preparation for, during, and in the recovery of Cyclone Alfred.

Action Directors of Pharmacy were surveyed to identify roles and activities 
undertaken by hospitals impacted by Cyclone Alfred.

Evaluation 10 responses were received, representing the key health 
services impacted by Cyclone Alfred. Half of all pharmacy departments 
had membership on their facility disaster management team.

35 pharmacy staff, across 8 public hospitals, stayed overnight during 
the cyclone. The most common reason for staying onsite was concerns 
that staff would not be able to travel safely to and from work, followed 
by concern that the on-call pharmacist would not be able to travel to an 
onsite recall. 4 facilities had staff working overnight to support the functions 
of the hospital, and 1 facility to ensure there was no interruption to aseptic 
and cytotoxic manufacturing.

All departments adjusted stock levels and adjusted rosters in anticipation 
of staff shortages during the cyclone and in the immediate aftermath. 
50% of departments reported bolstering supplies of pre-labelled medication 
supplies for discharge, due to anticipated closure of community pharmacies.

Discussion Variation existed between sites regarding membership 
on disaster management teams, and overnight presence, reflecting the 
different directives of individual health services. Sites who did have staff 
stay overnight reflected it was a positive experience which boosted morale. 
All sites reflected that frequent, consistent communication is paramount. 
Pharmacy presence and involvement in disaster planning is vital and helps 
to cement pharmacy’s position as an essential healthcare service.

70 TURNING THE TIDE: PHARMACY’S STRATEGIC RESPONSE  
TO THE IV FLUID DROUGHT

Poppy Savage1, Daniel Obrien1, Paul Toner1

1The Royal Melbourne Hospital Pharmacy Department, Melbourne, Vic

EMAIL poppy.savage@mh.org.au

Background In mid-2024, an Asia-Pacific-wide critical shortage of 
intravenous fluids (IVF) occurred, prompting a rapid and targeted response 
from the pharmacy department to review and conserve IVF use to ensure 
continued access for patients most at need.

Objective Reduce IVF usage by eliminating outdated practices 
and implementing conservation methods.

Action A pharmacy-led working group identified high-use areas for IVF 
and practices to be optimised, including: 

•	 Limiting routine IVF administration for day surgery patients

•	 Encouraging early IV to oral switch for antimicrobials

•	 Reviewing IV infusions and switching to IV push or oral routes when 
appropriate – the Electronic Medicines Record (EMR) was updated to 
preference prescribing of IV bolus over infusions for several medications

•	 Administering fluid replacement via oral or nasogastric routes

•	 Reviewing and removing obsolete vascular devices

•	 Using 10mL amps of sodium chloride to flush lines

Key stakeholders were consulted, revealing variations in nursing practices 
as a potential challenge.

A combination of pharmacist influence and engagement, EMR build, 
and health professional education sessions were implemented to maximise 
the uptake of the changes. A live dashboard was built to monitor stock 
and usage data.

Evaluation IVF use significantly decreased, with a 68,194 unit reduction 
in IVF bag usage and 1,537 fewer giving sets used in the first six months. 
Annual carbon savings were 26,511 kg CO2e, and financial savings were 
$470k. The live dashboard enabled compliance monitoring and allowed 
for targeted communication and education regarding managing the shortage.

Discussion The department’s resilience, teamwork, clear communication, 
and effective change management, resulted in minimal impact on 
patient care. The interventions significantly decreased IVF bag use 
leading to reduced carbon footprint while realising financial savings. 
These simple changes can be made by all health services, however 
ongoing monitoring and application is required to ensure any benefits 
are sustained.
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71 PSYCHOTROPIC PRESCRIBING TRENDS IN INDIGENOUS AUSTRALIANS 
COMPARED TO NON-INDIGENOUS PATIENTS

Alessandro Masetti Calzolari1, Mechaiel Farag1, Darren Schwartz1

1Graylands Hospital, Mount Claremont, WA

EMAIL he185850@health.wa.gov.au

Background Australia has a health gap between Indigenous Australians 
and non-Indigenous Australians, and despite efforts to bridge this gap, 
health inequities continue to exist. Yet, there is a limited amount of literature 
describing the usage trends of psychotropic medications in this group.

Aim To identify any different prescribing trends of psychotropics 
in Indigenous compared to non-Indigenous patients.

Method The prescribing rate of antipsychotics, benzodiazepines and 
benzatropine at the time of discharge were compared between Indigenous 
and non-Indigenous patients, above the age of 18 years, discharged between 
1/6/2024 and 31/5/2025 from metropolitan inpatient psychiatric hospitals. 
Data were extracted from Stocca Clinical Management Software. The study 
involved nine services across several sites.

Results The study population contained184 (8.1%) Indigenous and 2097 
(91.9%) non-Indigenous patients.

Indigenous Australians were more likely to be prescribed olanzapine 
(53.8% versus 32.8%), paliperidone (21.7% versus 6.4%) and zuclopenthixol 
decanoate (10.3% versus 2.9%) on discharge. Whereas they were less likely 
to be prescribed lurasidone (0.5% versus 2.7%), quetiapine (17.9% versus 
29.4%) and olanzapine long-acting injection (0.5% versus 2.0%). Diazepam 
was likely more prescribed in Indigenous Australians (10.3% versus 5.2%), 
whereas clonazepam (2.2% versus 4.4%) and temazepam (0.5% versus 2.3%) 
were prescribed less. Benzatropine was marginally more prescribed for 
Indigenous Australians (1.6% versus 1.0%).

Discussion To our knowledge, this study is the first of its kind to compare 
the use of psychotropics in Indigenous versus non-Indigenous Australians 
in inpatient psychiatric settings. Identifying these trends lays the foundation 
for future studies to elucidate the potential reasons for the differences by 
matching the discharge medications with indigenous status and diagnoses. 
It is hoped that this will inform future guidelines to enhance the use of 
appropriate medications in Indigenous Australians.

72 CLINICIANS’ VIEWS ON IMPLEMENTING A CULTURALLY SAFE, 
PHARMACIST–LED DISCHARGE SERVICE FOR FIRST NATIONS PATIENTS

Bushra Haque1, Siniti Herath1, Kingston Yeung1, Brett Chambers2, 
Prof Rebekah Moles1, Katelyn Jauregui1,3, Dr Stephen Carter1,  
Alexander Burke1, Linda Krogh2, A/Prof Jonathan Penm1,4

1School of Pharmacy, The University of Sydney, Camperdown, NSW, 
2Western NSW Local Health District, Dubbo, NSW, 3Department of Pharmacy, 
Campbelltown Hospital, Campbelltown, NSW, 4Department of Pharmacy, 
Prince of Wales Hospital, Randwick, NSW

EMAIL bushra.haque@health.nsw.gov.au

Background The transition of care from hospital to home poses a great 
risk for medication-related adverse events and hospital readmissions, 
especially in rural Australia. For First Nations Australians, this risk is 
further exacerbated due to the longstanding and ongoing effects of 
colonisation and culturally inappropriate healthcare. Pharmacist-led 
programs such as Home Medicines Reviews have shown to improve 
medication safety and reduce adverse events throughout the care 
continuum. Thus, a pharmacist‑led discharge intervention that ensures 
the safe transition of care for First Nations Australians may address 
medication‑related adverse events after discharge.

Aim Explore the formative perspectives of clinicians on the culturally 
safe implementation of a medication-focused discharge intervention 
for First Nations patients in rural Australia.

Methods An open-ended interview guide was formulated to gather opinions 
from health professionals on potential cultural safety adaptations for 
a medication-focused discharge intervention. The interview guide was 
iteratively amended to explore barriers and facilitators of the intervention, 
and the overall implementation process. Semi-structured interviews were 
conducted in person or via videoconferencing with clinicians working in rural 
Australia. Interviews were transcribed verbatim, and framework analysis 
was undertaken to inductively identify key themes.

Results A total of 30 clinicians were interviewed in rural, regional, and 
remote New South Wales. Clinicians’ occupations included nurses (n=9), 
pharmacists (n=8), physicians (n=6), Aboriginal Health Workers (n=5) and 
allied health assistants (n=2). Three key themes emerged: (i) understanding 
patient needs and values; (ii) adaptation of clinician practice to improve 
communication; and (iii) health system support.

Discussion A system-wide approach that places the needs and values 
of First Nations Australians at the centre of care is required to implement 
a culturally safe and supportive discharge intervention. Further research 
on the perspectives of First Nations Australians is required to holistically 
inform the culturally safe implementation of a medication-focused 
discharge intervention.
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73 UNCOVERING MISSED HOLISTIC CARE OPPORTUNITIES FOR 
ABORIGINAL AND/OR TORRES STRAIT ISLANDER PEOPLES IN HOSPITAL

Susie Welch1,2, Prof Rebekah Moles2, A/Prof Alexander Viardot1,2,  
Pauline Deweerd1, Scott Daly1, Sonia Robinson1, Kylie Harwood1,  
Carolyn Woods1, Shavangi Chand2, Prof Kylie Lee2,3,4,5,6

1St Vincents Hospital, Darlinghurst, Sydney, NSW, 2University of Sydney, 
Faculty of Medicine and Health, Sydney Pharmacy School, Camperdown, 
NSW, 3La Trobe University, Bundoora, Vic, 4Edith Collins Centre, 
Camperdown, NSW, 5National Drug Research Institute,  
Curtin University, WA, 6Burnet Institute, Melbourne, Vic

EMAIL susan.welch@svha.org.au

Background Chronic disease disproportionately affects Aboriginal and/‌or 
Torres Strait Islander Peoples. This stems from colonisation and their 
resulting experiences of systemic inequities and racism. More is needed 
to enhance prevention, detection, and care.

Aim/Objectives To describe and quantify chronic disease markers and 
reasons for hospital admission in a cross-sectional cohort of Aboriginal 
and/‌or Torres Strait Islander Peoples.

Methods Retrospective medical record review in a metropolitan tertiary 
referral, Level 1 trauma hospital, Sydney. The cohort, discharged from 
hospital (January–December 2017), were identified using admission and 
discharge data. Patients were selected for inclusion sequentially based 
on discharge. Main outcome measures were demographics, reasons for 
admission, presence of chronic disease and chronic disease markers.

Results The patient cohort (n=300) was young [mean age: 45 years 
(range:16–79)], and primarily male (n=191/300, 64%). Nearly four in ten 
had no general practitioner (n=116/300, 39%). Nearly one in five had no fixed 
address (n=54/300, 18%). The cohort were often admitted more than once. 
Admissions were mostly for substance use or mental health. Nearly one in 
five experienced multimorbidity (n=50/300; 17%) and related complications. 
Patient information was often incomplete and needed extracting 
from multiple platforms. Missed care opportunities included limited 
documentation of family history of chronic disease, screening and relevant 
testing to enable risk assessment and appropriate referral for care.

Discussion Findings quantify previously unpublished levels of chronic 
disease markers and reasons for hospital admission of Aboriginal and/or 
Torres Strait Islander Peoples. Missed care opportunities were identified in 
hospital and on transition to community, for all chronic diseases. This study 
highlights challenges faced to provide holistic care for a population that 
experience systemic inequities. The ability of busy clinicians to provide 
holistic care requires system-wide data access change, together with cultural 
change. Further research using continuous quality improvement methods 
could help rethink these systems.

74 RESUS READY: EMERGENCY MEDICINE PHARMACIST ROLE 
EXPANSION AND MULTIDISCIPLINARY PERSPECTIVES

Amelia Santoro1

1Fiona Stanley Hospital, Murdoch, WA

EMAIL amelia.santoro@health.wa.gov.au

Background Emergency Medicine (EM) pharmacists can assist the 
multidisciplinary Emergency Department (ED) team, particularly in 
time‑critical situations. In hours, a pharmacist attends Australasian 
Triage Scale (ATS) 1 presentations, providing support and expert 
pharmacological knowledge to the ED team.

Objective To evaluate pharmacist involvement and understand staff 
perceptions of pharmacist attendance at ATS 1 presentations.

Action (Method) A retrospective review was conducted to analyse 
pharmacist attendance at ATS 1 presentations between December 2024 
to February 2025. In addition, ED medical and nursing staff were surveyed 
to assess perceptions of the service.

Evaluation The ED pharmacists attended 152 ATS 1 presentations in 
3 months (average = 2.5 presentations/day, average time=20 minutes/
presentation). Most common ATS 1 presentations included stroke (23.7%), 
decreased Glascow Coma Score (9.9%), and toxicology presentations (8.5%). 
The staff survey (n= 59) demonstrated most staff agreed ED pharmacist 
attendance is valuable (96.6%) and improves medication safety (96.6%). 
Over 32% of staff felt that ED pharmacists were only sometimes or rarely 
in attendance at ATS 1 presentations and 97% supported extending 
pharmacy hours of service to increase ATS 1 attendance. There was 
alignment between what tasks medical and nursing staff identified as 
wanting assistance with at an ATS 1 presentation, and what the pharmacist 
is currently doing. Most common tasks included checking medication 
preparation and dosing, accessing medication guidelines and obtaining 
medications when not available.

Discussion The analysis demonstrated that EM pharmacist attendance 
at ATS 1 presentations is sustainable and the variety of presentation 
types reinforces the need for specialist EM pharmacists. The staff survey 
highlighted that staff valued and felt supported by pharmacist attendance 
and would favour extended hours. Continued provision of expert EM 
pharmacy services will ensure ongoing support for the ED team and optimise 
care in a dynamic environment.
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75 ENHANCING ANAPHYLAXIS CARE: EMERGENCY DEPARTMENT 
ADHERENCE TO CLINICAL STANDARDS

Amelia Wootten1

1The Prince Charles Hospital, Chermside, Qld

EMAIL ameliawootten@gmail.com

Background Anaphylaxis is a potentially life-threatening emergency that 
requires prompt recognition and management. While a standardised clinical 
pathways and national guidelines exist, variation in practice can occur 
due to the nature of emergency settings.

Objective To assess adherence to the Anaphylaxis Clinical Care Standard 
(CSS) in a tertiary-referral hospital emergency department (ED). To evaluate 
the impact of pharmacist involvement on adherence to this CSS.

Action A retrospective review was conducted using electronic medical 
records of patients of any age presenting to the ED with anaphylaxis over 
a 3-month period. Adherence to key components of the national Anaphylaxis 
Clinical Care Standard was assessed: timely administration of intramuscular 
adrenaline, appropriate observation periods, documentation of reaction, 
provision of an anaphylaxis action plan (AAP), and provision of an adrenaline 
auto-injector on discharge.

Evaluation 45 anaphylaxis presentations were reviewed. All patients received 
timely administration of intramuscular adrenaline. Majority of patients (95%) 
were observed for the appropriate time frame.

Pharmacists were involved in the care of 26 patients (56%), and 73% of these 
received AAPs. The remaining patients had previously been provided with 
an AAP. Pharmacists were not involved in 19 cases, majority being outside 
pharmacist business hours. In this cohort, 65% had no documentation to 
indicate if an AAP was given.

Adrenaline auto-injectors were supplied each time a pharmacist was involved 
in care. Of the 13 presentations without pharmacist involvement, 5 received 
prescriptions, 7 were provided a take-home pack, and 1 patient declined.

Allergy documentation was inconsistent. 70% of anaphylaxis reactions 
were documented only in the clinical notes.

Discussion There was demonstrated adherence to acute aspects of 
anaphylaxis management, namely timely administration of adrenaline 
and appropriate observation. Pharmacists improve supply of action plans 
and adrenaline autoinjector supply, however there are opportunities 
to improve in the after-hours space. Local policies are recommended 
to improve allergy documentation.

76 DONEPEZIL’S HIDDEN RHYTHM:  
THE UNSUSPECTING CAUSE OF BRADYCARDIA

Annabelle Bechara1, Dr Alexander Beveridge2, Susie Welch1,3,  
Dr Jackson Harrison2

1St Vincent’s Hospital Pharmacy Department, Sydney, NSW, 2St Vincent’s 
Hospital Aged Care Department, Sydney, NSW, 3University of Sydney 
Pharmacy School, Faculty of Medicine and Health, Sydney, NSW

EMAIL annabelle.bechara@svha.org.au

Objective To describe two cases of donepezil-induced bradycardia in 
elderly patients, and highlight the importance of pharmacist-led monitoring 
and medication review.

Clinical Features Patients presented to the emergency department (ED) 
with symptomatic bradycardia, after recently initiating donepezil.

Case A: An 84-year-old man presented with nausea, light-headedness, 
and confusion. History included prostate cancer, hypertension, 
dyslipidaemia, diabetes and recently diagnosed dementia. Donepezil 
was commenced two weeks prior. He was admitted with sinus bradycardia 
confirmed per ECG (HR 40–45pm), BP 144/80mmHg and mildly 
elevated troponin.

Case B: An 89-year-old woman presented with dizziness, diaphoresis, 
drowsiness, and reduced GCS. History included atrial fibrillation, 
hypertrophic cardiomyopathy and valvular disease. She initiated donepezil 
one week earlier and was taking atenolol long-term. On admission, heart 
rate was 56 bpm with slow atrial fibrillation and blood pressure was stable 
(145/16mmHg).

Literature Review Alzheimer’s disease involves cholinergic deficiency. 
Donepezil, an acetylcholinesterase inhibitor subsidised by the 
Pharmaceutical Benefits Scheme, is widely used in the elderly. In 2022–23, 
around 453,000 prescriptions were dispensed in Australia, accounting 
for 66% of dementia-specific medications. Donepezil is well tolerated 
however can cause bradycardia, with a reported incidence of 0.82 per 
1000. This necessitates early cardiovascular monitoring, in elderly patients 
with cardiac conditions.

Pharmacist Intervention The ED pharmacist reviewed both patients. Patient A 
ceased donepezil and was discharged with follow-up within 7 days. Patient B 
remained hospitalised for further cardiac monitoring. Pharmacist documented 
and reported these adverse drug reactions.

Discussion Donepezil-induced bradycardia impairs quality of life and 
increases hospitalisation risk. These cases highlight the importance of 
medication reconciliation, post-initiation monitoring, and inter-professional 
collaboration. Checking pulse rate before starting donepezil is vital; 
although often done at this tertiary hospital, it should be standard practice 
for patients over 80. Given polypharmacy and vulnerability of elderly 
patients, pharmacists play a vital role in preventing morbidity from 
cholinesterase inhibitors.
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77 PHARMACIST-LED IDENTIFICATION OF GENTAMICIN-INDUCED 
VESTIBULAR TOXICITY IN A PATIENT WITH END-STAGE RENAL FAILURE

Aqsa Rana1

1Blacktown Hospital – Pharmacy Department, Sydney, NSW

EMAIL aqsa.rana1@hotmail.com

Objective This case highlights the critical role of a ward pharmacist in 
identifying gentamicin-induced vestibular toxicity following a supratherapeutic 
dose administered in the Emergency Department (ED) to a patient on 
peritoneal dialysis.

Clinical Features A 46-year-old female with end-stage renal failure on 
peritoneal dialysis presented to ED with dysuria, shortness of breath, 
chills and lethargy. Suspected peritoneal dialysis-related peritonitis led 
to empirical treatment with intraperitoneal gentamicin and cefazolin. 
The patient was charted gentamicin 560 mg (documented target dose of 
8 mg/kg for a 70 kg patient), significantly above the recommended dosing 
for dialysis patients. Four days later, the patient developed persistent 
dizziness and unsteadiness, which progressed despite symptomatic 
treatment and imaging.

Literature Review Gentamicin is a high-risk aminoglycoside antibiotic 
requiring weight and renal-adjusted dosing. Vestibular toxicity, while rare, 
is a known irreversible adverse effect, particularly in renally impaired patients.

Pharmacist Interventions, Case Progress and Outcomes The ward 
pharmacist was asked to review for any medications that may be 
contributing to the significant dizziness. The pharmacist noted the high 
gentamicin dose and confirmed that the administered dose exceeded local 
protocol recommendation of 80 mg intraperitoneal for empirical therapy. 
No other medications were identified as contributors. The pharmacist raised 
concerns with the renal team, who consulted neurology and confirmed 
vestibular toxicity secondary to gentamicin overdose. The case was openly 
disclosed to the patient and family. Pharmacist-led education was delivered 
to junior medical officers and ED staff. The incident was discussed at 
morbidity and mortality meetings and led to quality improvement initiatives 
to prevent recurrence.

Discussion This case highlights the pharmacist’s role in detecting 
medication‑related harm, educating medical teams on high-risk medications 
and contributing to safer prescribing practices. It also highlights the 
importance of closed-loop communication, adherence to local protocols 
and system-level checks to mitigate risk in fast-paced environments like ED.

78 A SPINE-TINGLING ESCAPE: AVOIDING UNNECESSARY 
LUMBAR PUNCTURE IN A CASE OF ZOLPIDEM OVERDOSE

Catherine Ellis1

1Royal North Shore Hospital, St Leonards, NSW

EMAIL catherine.ellis1@health.nsw.gov.au

Objective Highlighting the vital role pharmacists play in identifying 
medication-related causes of acute delirium in the Emergency Department 
(ED) by applying specialised pharmacological knowledge.

Clinical Features An 81-year-old male presented to ED, with sudden-onset 
confusion, incoherent speech, was disoriented to place and had experienced 
one episode of rigours. Relevant medical history included insomnia, which 
was managed with nightly zolpidem. Pathology and observations were within 
range, with no suspicious imaging. With no clear cause of delirium, neurology 
was consulted, and a lumbar puncture (LP) was ordered to exclude central 
nervous system (CNS) infection.

Literature review Zolpidem, a non-benzodiazepine hypnotic, enhances GABA 
effects, suppressing neuronal activity and causing sedation for short-term 
management of insomnia. It is associated with neuropsychiatric adverse 
events, including confusion, hallucinations and complex sleep behaviours, 
particularly in older patients due to heightened CNS sensitivity. Conversely, 
it is associated with paradoxical arousal effects, unexpectedly stimulating 
language and cognitive activity.

Pharmacist Interventions, Case Progress and Outcomes Through a Best 
Possible Medication History in ED, the pharmacist identified that the 
patient had taken six times his prescribed dose of zolpidem the night 
before, which had not been discovered at triage. Recognising the potential 
dose‑related and paradoxical CNS effects, expected zolpidem clearance was 
calculated and discussed with the ED medical team as a possible explanation 
for presentation. Staff considered the impact of transient zolpidem toxicity 
and did not proceed with the imminent LP. Symptoms resolved and the 
patient was discharged.

Discussion This case exemplifies the relevance of pharmacists in 
ED, specifically their ability to identify signs consistent with medicine 
toxicity. Pharmacological perspective clarified diagnosis, prevented 
an invasive procedure and reduced length of stay, use of resources and 
departmental cost. Pharmacists in ED are uniquely positioned to advocate 
for safer care through valuable medication knowledge, accurate history 
extrapolation and potential drug-related considerations on arrival.
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79 IMPROVING PHARMACIST WORKFLOW: A TRIAL OF PHARMACIST 
CONSULTS FOR PRIORITISATION AND HANDOVER

Daniel Parrella1, Zhea Kavina1, Erin Randall1

1SA Pharmacy, Central Adelaide Local Health Network, Adelaide, SA

EMAIL daniel.parrella@sa.gov.au

Background The pharmacist consult is an Electronic Medical Record (EMR) 
function which allows users to input pharmacist requests for individual 
patient tasks such as medication histories. Other hospital clinicians in the 
local health network use the consult function extensively in their roles, 
however it has not yet been adopted by the pharmacy service.

Objectives To trial the EMR pharmacist consult function internally within an 
acute and urgent care hospital pharmacy program and assess self-reported 
benefits in prioritisation and handover.

Method During a two-week trial period, all pharmacists rostered to work 
within the team during business hours completed a pre-survey and learned 
how to interact with the consult function prior to first use. The consults 
were only used for communication between pharmacists in the program. 
Pharmacists using the consult function for medication history prioritisation 
used an approved list of high-risk criteria and clinical judgement. Examples 
of appropriate handover tasks were provided. After the two weeks, post-
surveys were completed by all pharmacists who had used the consult 
function and provided service within the trial period.

Evaluation The pre- and post-surveys were completed by 15 and 12 
pharmacists respectively, with 67% having never used consults before. 
Of the 9 pharmacists who used consults for prioritisation, 67% noted an 
improvement in their ability to prioritise. The proportion of staff who required 
15 minutes or more to prioritise each day reduced from 67% to 33%. All staff 
who used consults to provide or receive handover found improvements, 
including time-savings. Overall, 75% of respondents felt it would be beneficial 
for pharmacists to action pharmacist consults from other clinicians.

Discussion The pharmacist consult function provided time-savings 
in prioritisation and improvements in handover between pharmacists. 
Further trials are needed with multiple programs and actioning of pharmacist 
consults from other clinicians to harness the full potential of the function.

80 IMPACT OF PHARMACIST INTEGRATION INTO MULTIDISCIPLINARY 
SEPSIS CALLS IN A REGIONAL EMERGENCY DEPARTMENT

Eden Scriha1, Dr Diana Bortoletto1, Angie You1, Leonie Frick1

1Barwon Health, Geelong, Vic

EMAIL eden.scriha@barwonhealth.org.au

Background Sepsis is a life-threatening emergency requiring rapid 
treatment with intravenous fluid resuscitation and prompt administration of 
antimicrobials. Antimicrobial administration within 60 minutes of recognising 
infection-related organ dysfunction or 30 minutes for patients receiving 
chemotherapy is the gold standard. At this regional Victorian hospital, 
pharmacists did not attend sepsis calls in the Emergency Department.

Aim To evaluate the time to administration and compliance with the 
sepsis pathway before and after pharmacist integration into sepsis calls 
in a regional hospital.

Methods A retrospective pre- (15-22/04/2024) and post-intervention 
(-8-26/7/2024) audit was completed, with the intervention including 
credentialed pharmacists attending sepsis calls. Pharmacists completed 
external credentialing and internal training before participating. Their role 
includes advising on empiric antimicrobial selection, expediting prescribing 
via Partnered Pharmacist Medication Charting (PPMC), assisting with 
preparation, and documenting administration.

Data was extracted from two clinical information systems. Appropriateness 
of antimicrobial prescribing was defined as per the local sepsis pathway.

Results A total of 53 sepsis calls were included (25 pre, 28 post). 
The most common source of infection was community acquired pneumonia 
(44% (11/25) pre; 57.1% (16/28) post).

Overall, there was a large reduction in time taken to antimicrobial 
administration. Pre-intervention, the median time to antimicrobial 
administration was 151 [76; 202] minutes, compared to 31.50 [16.75; 46.0] 
minutes post-intervention.

The time to antimicrobial administration within the 60 (or 30) minute 
timeframe was significantly improved post-intervention (20% vs 80% 
pre and post respectively, p< 0.001).

Pre-intervention, 36.8% (7/19) of antimicrobial treatments were deemed 
non-compliant with the sepsis pathway, compared to 14.3% (4/28) post. 
The result was not significant (p=0.073), likely due to small sample size 
and missing pre-intervention data.

Conclusion The findings underpin the crucial role of pharmacists play 
in expediting appropriate antimicrobial administration during sepsis calls. 
The results support the embedding and extension of this service.
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81 WHAT’S THE CEILING IN THE SATELLITE? KETOROLAC DRUG USE 
EVALUATION AUDIT AT A SATELLITE HOSPITAL

Gemma Clark1, Sally Taylor1, Mika Varitimos1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL gemma.clark2@health.qld.gov.au

Background Ketorolac is a parenteral nonsteroidal anti-inflammatory 
drug (NSAID) commonly used as analgesic, in doses from 10–30mg for the 
treatment of moderate to severe pain as recommended the statewide 
hospital formulary. Recent evidence suggests that ketorolac has an analgesic 
ceiling of 10mg, signifying that any dose above 10mg offers increased risk of 
bleeding and nephrotoxicity with no additional analgesic benefit. There has 
been no studies assessing the use of ketorolac within an Australian satellite 
hospital setting.

Objective To assess the safety and appropriateness of ketorolac within 
a minor injury and illness unit (MIIU) of a satellite hospital.

Method A retrospective audit was conducted of all patients prescribed 
ketorolac in a MIIU from 1st January to 30th April 2024. Patients were 
excluded if less than 18 years old or if ketorolac was not administered. 
De-identified data was collected from ieMR and reported as descriptive 
statistics. The primary outcome was the dose prescribed and hospital 
formulary indications. Ketorolac indication, formulation, pain score, 
renal function, co-administration of analgesia, and concomitant medicines 
that increase the risk of bleeding was also collected.

Evaluation Most ketorolac usage was non-compliant with current evidence 
(92%), with 50% of patients receiving a dose of 15mg, and 42% receiving 
a dose of 30mg (n=118). Only 14% of ketorolac orders were compliant with 
the statewide formulary for indication (migraine or ureteric colic). Of concern, 
28 patients (24%) had another NSAID administered within 8-hours, potentially 
increasing risk of adverse effects. It was also found that only 67 patients 
(57%) had co-administration of paracetamol.

Discussion This project revealed high-dose and unapproved use of ketorolac 
within a MIIU, potentially leading to adverse effects like gastrointestinal 
haemorrhage and nephrotoxicity. Future work should re-assess ketorolac 
usage following a multipronged strategy including pharmacist-led prescriber 
education, system alerts and imprest rationalisation.

82 STANDARDISING PDA IN ED: EVALUATING SAFE PREPARATION 
AND ADMINISTRATION OF PUSH-DOSE ADRENALINE

Hayley Zarth1

1Royal Melbourne Hospital, Melbourne, Vic

EMAIL hayley.zarth@mh.org.au

Background Push-dose adrenaline (PDA) is diluted adrenaline given by 
IV bolus doses, titrated to effect, to patients undergoing resuscitation. 
Recently there has been impetus to increase usage of PDA, specifically 
in anaphylaxis presentations. With multiple vial presentations, varying 
administration routes and a wide dose range, there are risks associated 
with adrenaline. An administration incident and anecdotal nursing 
unfamiliarity with PDA revealed that our Emergency Department (ED) 
needed clearer guidance.

Objectives To improve safe adrenaline administration practices and increase 
clinician confidence and awareness of PDA. This included standardising 
dilution, introducing pre-printed labelling and upgrading ordering of PDA.

Actions The Emergency Medicine (EM) pharmacist identified local 
risks of incorrect dilution, poor ordering and inadequate knowledge. 
The EM pharmacist, specialist nurses and ED clinicians collaborated 
to develop and implement the following:

•	 an ED IV adrenaline guideline

•	 a standard dilution and preparation method

•	 “Cardiac dose” and “Push dose” labels

•	 PDA order added to quick-prescribing lists

Evaluation A survey was circulated to ED clinicians (nurses and doctors) to 
evaluate their perceived confidence around the introduction of standardised 
PDA. Self-reported results from 72 respondents included: 78% (56/72) 
were aware of the new guideline and 46% (33/72) had ordered, prepared 
or administered PDA since standardisation. Confidence in preparation or 
administration of PDA improved from 38% (21/55) to 75% (41/55) post PDA 
standardisation in the 55 nurses who responded. 81% (51/72) of respondents 
reported either improved awareness of PDA safe practices, improved 
charting or prevention of administration errors.

Discussion The post-implementation survey demonstrated an improved 
sense of safety and confidence since standardising PDA. Although many 
respondents had not utilised PDA since the project rollout, most staff 
indicated satisfaction, aligning with the project aims. We implemented 
and evaluated a successful strategy to standardise PDA dilution and 
labelling, which could be utilised in other Australian EDs.
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83 REFRACTORY HYPOPHOSPHATAEMIA FOLLOWING IRON INFUSION 
TREATED WITH BUROSUMAB AND SUBSEQUENT DEVELOPMENT OF LOCAL 
MANAGEMENT GUIDELINES

Jane Ludington1,2, Dr Brenda Ta2,3, Dr Stephanie Baddock2,3,  
Michele Arcidiacono1, Dr Angela Sheu2,3

1Department of Pharmacy, St Vincent’s Hospital, Sydney, Darlinghurst, NSW, 
2Department of Endocrinology and Diabetes, St Vincent’s Hospital, Sydney, 
Darlinghurst, NSW, 3Faculty of Medicine and Health, University of New 
South Wales, Sydney, NSW

EMAIL jane.ludington@svha.org.au

Objective To describe a case of refractory hypophosphataemia following 
parenteral iron polymaltose, requiring 2 admissions and multiple infusion 
clinic appointments over 8 weeks, until effective treatment with burosumab. 
Additionally, to describe the collaborative inter-disciplinary development 
of a management guideline for iron infusion-related hypophosphataemia.

Clinical Features 26-year-old man presented with a critically low serum 
phosphate (<0.3mmol/L) two weeks after an iron polymaltose infusion. 
His medical history included common variable immunodeficiency and 
Crohn’s disease. Despite ongoing intravenous and oral phosphate 
supplementation (up to 80 mmol/day), calcitriol 1.5microg and magnesium 
2g daily over 37 days (16 as an inpatient), his phosphate levels remained 
low with adverse impact on the patient’s mental health.

Literature review Hypophosphataemia is a recognised adverse effect 
of parenteral iron with varying clinical consequences. Reported incidence 
depends on the specific iron preparation used and clinical risk factors. 
Intravenous iron inhibits cleavage and inactivation of fibroblast growth 
factor-23 (FGF-23), resulting in hyperphosphaturia, and reduces 
concentration of 1,25(OH)2D limiting intestinal phosphate and calcium 
reabsorption. Burosumab is an FGF-23 inhibitor used in X-linked 
hypophosphataemia and has been used in a similar case following 
intravenous iron.

Case Progress, Pharmacist Interventions and Outcomes Investigations 
demonstrated renal phosphate wasting with significantly elevated FGF‑23. 
A single dose of burosumab 20mg was administered resulting in 
normalisation of serum phosphate in 5 days without any supplementation 
and was sustained at 4 months. Pharmacists are integral members of 
the clinical teams. Through collaboration with the patient and clinicians 
they helped identify and institute acceptable treatment options and 
coordinated application for off-label burosumab.

Discussion This case highlights the lack of a standardised approach 
to hypophosphataemia following iron infusions. Collaborations between 
pharmacists and multiple inter-disciplinary clinicians resulted in the 
development of a pragmatic management guideline for hypophosphataemia 
and review of parenteral iron formulary status to improve management 
of patients with iron-related hypophosphataemia.

84 OPTIMISING THE DOSE OF ADRENALINE TAKE-HOME PACK FOR 
PATIENT ADMITTED TO EMERGENCY DEPARTMENT WITH ANAPHYLAXIS

Ken Khaw1

1NSW Health, Sutherland, NSW

EMAIL ken.khaw@health.nsw.gov.au

Background Adrenaline is the first-line, life-saving treatment for anaphylaxis. 
The Australasian Society of Clinical Immunology and Allergy (ASCIA) 
recommends intramuscular administration of 0.01mg/kg up to a maximum 
of 0.5mg per dose. Epipen or Anapen autoinjector is prescribed for 
emergency self-administration in patients experiencing anaphylaxis. It was 
identified that some patients weighing 50kg or more requiring Anapen 0.5mg 
were being discharged from ED with Epipen 0.3mg. Sub-optimal dosing of 
adrenaline and non-compliance with ASCIA guidelines could compromise 
patient safety and treatment outcomes.

Objectives

To review ASCIA guidelines and ensure compliance

To optimise medication therapy for anaphylaxis

Provide education and training to relevant staff on anaphylaxis management

Methods A retrospective review was conducted for patients who presented 
to ED between January 2024 and April 2025. The study evaluated whether 
patients who were discharged with Epipen 0.3mg as take-home pack would 
have treatment optimised with Anapen 0.5mg. Meetings were held with the 
directors of ED and pharmacy, pharmacy staffs, ED consultants and nurses. 
Educations were provided to relevant staffs to increase awareness.

Evaluations 34 patients were evaluated based on age and weight. 47% were 
excluded due to age (< 12 years) or missing weights. 3% were appropriately 
prescribed Epipen 0.3mg. 50% were underdosed with Epipen 0.3mg and 
should have received Anapen 0.5mg.

Discussion As adrenaline is the first-line treatment for anaphylaxis, it is 
important to prescribe optimum dose of adrenaline for relevant patients 
to take home when they are discharged from ED. Patients who are 12 years 
old or older and weigh 50kg or greater are recommended Anapen 0.5mg 
on discharge. A cost analysis found Anapen 0.5mg is more cost efficient than 
Epipen 0.3mg. Therefore, Anapen 0.5mg is now added to the take home 
packs from ED and the prescribers can promote ideal dosing of adrenaline 
for patients in the community after discharge.
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85 LIFE SAVING HEALTH AT HOME: ELEVATING COMMUNITY CARE 
WITH NOVEL NALOXONE KIT ACCESS

Kim Essex1, Bryan Alcid1, Jessica Sullivan1, Mikie Hughes2

1University Of Newcastle, Callaghan, NSW, 2Central Coast Local 
Health District, Gosford, NSW

EMAIL jsullivan1@uon.edu.au

Aim/Objective The purpose of this review is to evaluate the effectiveness 
of take-home naloxone provision in emergency departments by examining 
current practices, identifying barriers to implementation, and assessing 
strategies that improve access for patients at risk of opioid overdose.

Methods A narrative literature review was conducted focusing on studies 
published between 2015 and 2025. Studies included examined current 
practices, barriers, opportunities, and outcomes related to naloxone 
provision specifically within emergency departments. Studies focusing 
on community pharmacy or outpatient settings were excluded to maintain 
relevance to the emergency care setting.

Results The literature identified several key factors that support improved 
naloxone access. These include increased staff education, the use of 
electronic prompts within discharge procedures, and interdisciplinary 
collaboration involving pharmacists. The use of standardised procedures 
for identifying patients at risk was shown to improve consistency in 
take‑home naloxone distribution.

Discussion Establishing standard procedures for take-home naloxone 
provision in emergency departments can significantly improve access 
for high-risk patients. This approach not only helps prevent avoidable 
deaths but also reinforces the role of emergency care in frontline harm 
reduction efforts.

Opioid overdose remains a leading cause of preventable death worldwide. 
Naloxone is a proven, life-saving medicine that reverses the effects of opioid 
overdose when administered promptly. Despite its effectiveness, many 
patients at high risk of overdose do not receive naloxone upon discharge 
from emergency departments. High-risk individuals include those with a 
history of opioid use disorder, those prescribed opioids or benzodiazepines, 
and those recently released from institutional care. These patients are often 
identifiable through medical records, triage screening, or prior emergency 
visits. The lack of standardised protocols for identifying at-risk individuals 
and offering take-home naloxone contributes to missed opportunities for 
harm reduction and continued overdose-related mortality.

86 OPIOID OVERDOSE: EVALUATING NALOXONE  
PROVISION AT DISCHARGE FOLLOWING OPIOID OVERDOSE  
IN A METROPOLITAN HOSPITAL

Man Chun Chan1, Avni Naikl, Gillian Oates, Sok Leng Cam

1Peninsula Health, Frankston, Vic

EMAIL rachelmanchun@yahoo.com.hk

Background In Australia, opioid overdose is estimated to contribute to 
14 emergency department presentations daily over the past decade. 
Naloxone, opioid antagonist, is a critical intervention for reversing opioid 
toxicity. The Take-Home-Naloxone program had not been formally 
implemented at a major metropolitan hospital, local guidelines recommend 
its provision to patients at risk of opioid overdose.

Aim Evaluate the proportion of naloxone provision on discharge for patients 
who presented to hospital with opioid overdose or were managed for opioid 
toxicity while an inpatient.

Method A retrospective cross-sectional study was conducted following 
ethical approval. Patient records from 2023 were reviewed to identify 
individuals admitted with opioid toxicity or who received naloxone during 
their inpatient stay. Demographic and medication data were extracted 
from the electronic health record to determine eligibility and outcomes.

Results 40 patients were screened of which 39 met the inclusion criteria. 
12.8% (n=5) patients were prescribed naloxone on discharge, 5.1% (n=2) 
had documented naloxone counselling and 2.6% (n=1) had naloxone 
dispensed on discharge. Additionally, 23.1% (n=9) were prescribed opioid 
replacement therapy. 64.1 % (n=25) had documented history of substance 
misuse and 71.8% (n=28) were concurrently using sedatives. Notably, 
46% (n=18) of patients were discharged outside of pharmacy operating 
hours and 12.8% (n=5) self-discharged against medical advice.

Discussion Findings indicate that naloxone provision at discharge is not 
routine practice for patients presenting with or treated for opioid overdose. 
The discrepancy between naloxone prescriptions and actual dispensing may 
be influenced by factors such as discharge timing, patient self-discharge, 
and community access to naloxone without prescription. These results 
highlight the need for improved discharge planning and integration of 
naloxone provision protocols.
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87 HARNESSING MOMENTUM IN EMERGENCY DEPARTMENT 
MIGRAINE MANAGEMENT TO TRANSFORM TREATMENT PATHWAYS

Nicholas Trethewy1, Dr Iromi Samarasinghe1, Susie Welch1,2

1St Vincent’s Hospital Sydney, Darlinghurst, NSW, 2The University of Sydney, 
Faculty of Medicine and Health, Camperdown, NSW

EMAIL nicholas.trethewy@svha.org.au

Background Migraine, a leading cause of emergency department (ED) 
presentation, carries significant morbidity. Acute management varies 
from pre-admission to ED settings. Review of ED concordance with 
national/‌state‑based guidelines for treatment of acute migraine may 
streamline patient management and flow.

Aim/Objective(s) To review acute pharmacological treatment of migraine 
within the ED, and assess compliance with guidelines.

Methods Patients presenting to ED (November 2023 to October 2024) with 
a provisional diagnosis of migraine or headache, were identified from the ED 
Information System. Patient medical notes were retrospectively reviewed for 
demographic data, migraine history, contributing medications, documented 
treatment prior to and during ED stay and referral post discharge.

Results Of 1,090 patients identified, n=86/1090 (7.9%) were diagnosed 
with migraine; half (n=44/86, 51%) had not trialled medications before 
ED presentation; one in four (n=22/86, 26%) presented with their first 
migraine. Almost one in ten (n=8/86, 9%) took migraine-exacerbating 
medicines. In ED, simple analgesia was commonly prescribed, triptan use 
was low: subcutaneous (n=3/86, 3%) and oral (n=8/86, 9%), but almost one 
in three (n=24/86, 28%) received intravenous chlorpromazine. Low levels 
of opiates were prescribed (n=10/86, 12%). Over half the patients 
(n=45/86, 52%) received an antiemetic. Of these, one in three (n=13/45, 29%) 
were prescribed sub-optimal ondansetron. There was 75% compliance 
rate with guidelines. Most patients were discharged directly from ED, 
four were referred to outpatient migraine clinics.

Discussion Despite the established role of triptans, intravenous 
chlorpromazine was preferred. Factors that could have influenced treatment 
choice were time of symptom onset, treatment response, clinician knowledge 
about the role/timing of triptans and the ability to admit to the ED short 
stay unit, where chlorpromazine can be administered with monitoring. 
Lack of medication use prior to ED presentation, contributing medications, 
and variation in treatment choice, highlights the importance of the ED 
pharmacist for migraine quality use of medicines.

88 ASK PHARMACY: AN EVALUATION OF THE ENQUIRIES RECEIVED 
BY PHARMACISTS IN A REGIONAL EMERGENCY DEPARTMENT

Olivia Landrigan1, Alex Hilton1, Niyumi Jayasekara Gunawardena2

1Toowoomba Hospital, Queensland Health, Toowoomba, Qld, 
2University of Queensland, Brisbane, Qld

EMAIL olivia.landrigan@health.qld.gov.au

Background Pharmacists play an integral role in the Emergency Department 
(ED) team and are consulted by various health professionals to aid in 
medication management.

Objective(s) This audit aims to identify trends in enquiries received by ED 
pharmacists to inform optimisation of current practices, pharmacist location 
in ED and offer insight into how workflow is impacted by enquiries.

Action (Method) All enquiries received by the ED pharmacy team were 
self‑recorded over a three-week audit period. Data was recorded 
electronically using Microsoft Teams and exported to Microsoft Excel 
for analysis. To observe the efficacy of different methods of improving 
pharmacist visibility in the department, pharmacists’ phone numbers 
were advertised throughout the ED in the second week of the audit and 
pharmacists were redistributed throughout the department in the third week.

Evaluation The findings of the audit were evaluated based on the types 
of enquiries, duration, mode of communication, type of health professional 
and location of the enquiry. These categories were then compared across 
the three weeks to analyse trends. The largest proportion of enquiries made 
were non-clinical, such as supply requests and location of stock. The most 
time-consuming enquiries were of a clinical nature, such as medication 
information and administration advice. The data showed that more enquiries 
were made when the pharmacist was in the same area of the department 
as the patient which further increased with a change in the pharmacists’ 
locations, suggesting that many enquiries are of an opportunistic nature. 
Trends in types of enquiries made have also identified topics for education.

Discussion When providing a pharmacy service in the ED, the volume of 
enquiries and interruptions to clinical work needs to be considered in staffing 
levels and the distribution of pharmacists and technicians throughout the 
department. This should be optimised to areas where pharmacists deliver 
the greatest clinical benefit.
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89 ELECTROLYTES IN FLUX: A CASE OF DRUG-INDUCED HYPOCALCAEMIA 
AND HYPOPHOSPHATAEMIA

Quyen Pham1

1Slade Pharmacy, Auchenflower, Qld

Objective To describe a case of hypocalcaemia and hypophosphataemia 
following administration of denosumab and ferric carboxymaltose (FCM).

Clinical Features A 78-year-old female presented to the Emergency 
Department with severe epigastric pain and abnormal biochemistry: 
hyperkalaemia (5.8 mmol/L), hypocalcaemia (1.79 mmol/L), and 
hypophosphataemia (0.44 mmol/L). Parathyroid hormone (PTH) 
was elevated at 35.4 pmol/L. Renal function stage 3b remained stable. 
Recent medications included denosumab for osteoporosis (56 days prior) 
and FCM (10 days prior). She was also taking perindopril for hypertension. 

Literature Review Denosumab is known to cause hypocalcaemia via 
osteoclast inhibition. FCM increases fibroblast growth factor-23 (FGF-23), 
promoting renal phosphate wasting. Emerging reports suggest an additive 
effect with FCM and denosumab, leading to significant disturbances in 
calcium and phosphate homeostasis. The proposed mechanism involves 
FCM induced changes in FGF-23 and active Vitamin D which may amplify 
denosumab effect on calcium and PTH.

Pharmacist Interventions and Outcomes The pharmacist conducted a best 
possible medication history and in collaboration with emergency consultant 
identified likely medication-related causes. The patient received intravenous 
calcium gluconate infusion. The pharmacist recommended intravenous 
phosphate infusion follow calcium supplementation. The pharmacist 
provided detailed administration and monitoring advice throughout 
the infusion period, prompting an education initiative at the facility on 
electrolyte-replacement guidelines and implementation of clinical alerts 
in Guardrails™. Infusions were followed by oral calcitriol and phosphate 
supplementation. Hyperkalaemia was managed with polystyrene sulfonate 
resins and pharmacist recommended perindopril change to an alternative 
antihypertensive. By day three, symptoms resolved, electrolytes normalised, 
and PTH decreased to 10.5 pmol/L.

Discussion This case highlights the importance of a comprehensive 
medication history in identifying medication-related hospital admissions. 
Clinicians should be aware of the potential drug interaction between 
denosumab and FCM and monitor for electrolyte disturbances. 
An alternative iron formulation with reduced risk of hypophosphataemia 
such as ferric derisomaltose should be considered in at risk patients.

90 EVALUATING THE EFFECT OF TIMING OF PRESCRIBED ANALGESIA 
IN ACUTE PAIN MANAGEMENT

Shafiqa Hossaini1, Alice Wisdom1, Dr Huah Shin Ng1, Samantha Maycock1, 
Dr Simon Chu1, Lauren Corre1

1Lyell McEwin Hospital, Adelaide, SA

EMAIL shafiqa.hossaini@sa.gov.au

Background Effective pain management in Emergency Departments (ED) 
remains a challenge despite the availability of analgesics. Severe acute 
pain in EDs often require opioid pain protocol. However, delays in initiating 
analgesia following protocol completion could impact ongoing acute 
pain control.

Aim To evaluate the impact of early initiation of analgesia on pain scores 
following intravenous (IV) opioid administration in ED.

Methods A retrospective study was conducted using inpatient hospital 
data from a metropolitan hospital. We identified all patients who had 
received IV fentanyl or morphine as per the local pain protocol in the 
ED setting in October 2024. Data on concomitant analgesics prescribed 
including paracetamol, non-steroidal anti-inflammatory drugs, and other 
opioid analgesics and the corresponding pain scores measured out of 10 
within 2 hours of IV administration of fentanyl or morphine were extracted 
for analysis.

Results A total of 88 patients were included in the analysis. Of these, 
12 (13.6%) patients had no concomitant analgesia prescribed, 11 (12.5%) 
had a concomitant analgesic prescribed within 1 hour and 16 (18.2%) 
had a concomitant analgesic prescribed >1 hour post pain protocol. 
Among patients prescribed a concomitant analgesic within-1-hour, 
the mean pain score decreased from baseline by 3.5 at >1 hour and by 
4.3 at >2 hours. Among patients who received no analgesia or with ≥1 hour 
delay post‑cessation of IV fentanyl or morphine, the average pain score 
reduced from baseline by 3.5 at >1 hr and by 2.9 at >2 hours. The remaining 
61 (69.3%) patients who had analgesia prescribed prior to pain protocol 
have been excluded.

Conclusion Patients receiving early analgesia prescribed post-IV opioid 
administration experienced sustained reductions in pain scores at >2 hours. 
Given the low incidence of early prescribing, approaches including partnered 
pharmacist medication prescribing within ED should be considered to 
improve acute pain management post IV pain protocol.
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91 ECULIZUMAB FOR GUILLAIN-BARRÉ SYNDROME IN ICU: 
NAVIGATING EVIDENCE AND ACCESS

Christy El-Khoury1, Marissa Iannuzzi1, Dr John Parratt2

1Pharmacy Department, Royal North Shore Hospital, St Leonards, NSW, 
2Neurology Department, Royal North Shore Hospital, St Leonards, NSW

EMAIL christy.elkhoury@health.nsw.gov.au

Objective Guillain-Barré syndrome (GBS) is a neurological condition 
typically treated with intravenous immunoglobulin (IVIg). Eculizumab is 
an emerging treatment option for severe GBS refractory to IVIg. This case 
report highlights the pivotal role of Intensive Care Unit (ICU) pharmacists 
in ensuring appropriate eculizumab use.

Clinical Features A 71-year-old female with a history of hypertension 
visited Australia from the United States. She presented to hospital with limb 
weakness and difficulty mobilising. Symptom progression and respiratory 
failure warranted ICU admission with ventilatory support. She was diagnosed 
with severe GBS and received two IVIg courses with little improvement. 
The admitting Neurology team proposed a single dose of 900mg IV 
eculizumab, a high-cost, off-label treatment.

Literature Review A literature review revealed minimal evidence for 
eculizumab in GBS. Whilst there is some evidence for potential improvement 
in mobility, overall, there is no statistically significant improvement compared 
with placebo. Further studies with larger sample sizes are needed to clarify 
the role of eculizumab in GBS management.

Pharmacist Interventions, Case Progress and Outcomes ICU pharmacists 
were pivotal in ensuring appropriate eculizumab use. Pharmacists reviewed 
available evidence to determine appropriateness. They educated the 
patient’s family about eculizumab and collaborated with the hospital 
Patient Liaison team to address funding challenges, noting that a single 
dose of eculizumab costs $16,000, with potential for weekly dosing over 
four weeks if treatment proved beneficial. Additionally, pharmacists 
recommended oral amoxicillin 250mg daily for 60 days as prophylaxis 
against Neisseria meningitidis and advised administration of MenACWY 
and MenB vaccinations. Post-treatment, minimal improvement was observed; 
the patient regained small voluntary movements but remained ventilated 
with sedation being gradually weaned.

Discussion While eculizumab did not yield significant improvement, 
pharmacist involvement was instrumental in ensuring appropriate care. 
Pharmacists are strongly positioned to bridge evidence, education and 
patient-centred care when navigating off-label, high-cost therapies in ICU.

92 A COMPLEX PROBLEM: NAVIGATING DOSING CHALLENGES 
WITH THERAPEUTIC PLASMA EXCHANGE IN CRITICALLY ILL PATIENTS

Mohamed Ibrahim1

1Prince Of Wales Hospital, Randwick, NSW

EMAIL mohamed.ibrahim2@health.nsw.gov.au

Objective Therapeutic plasma exchange (PLEX) has been used in managing 
new-onset refractory status epilepticus (NORSE) in critically ill patients. 
PLEX can alter the serum concentration of many drugs, including 
antiepileptics. However, guidelines are lacking, necessitating pharmacist 
input on appropriate dose adjustments. 

Clinical Features A 21-year-old female presented with NORSE and fever, 
likely due to autoimmune encephalitis. PLEX was planned on day 11, 
every two days for three sessions in total. She was prescribed several 
antiepileptics including levetiracetam, phenytoin, propofol, midazolam, 
lacosamide, and thiopentone, as well as other medications such as 
prednisolone, and cotrimoxazole. Tocilizumab was planned but had 
not yet been initiated.

Literature Review The pharmacist conducted a literature search to 
evaluate drug elimination via plasma exchange (PLEX). Relevant review 
articles and case reports were examined. Drug-related factors influencing 
elimination included volume of distribution, protein binding, and half-life. 
Additional considerations were the rate of PLEX and the timing of drug 
administration relative to the PLEX session.

Despite phenytoin’s high protein binding affinity, studies report minimal 
removal during PLEX (3–10%). This could be attributed to extensive 
extravascular tissue distribution, leading to post procedure rebound. 
Thus, pre-emptive dosing was not considered necessary in this patient. 
In contrast, monoclonal antibodies such as tocilizumab show significant 
elimination, warranting caution around timing.

Pharmacist Interventions The pharmacist was heavily involved in analysing 
the impact of PLEX on the patient’s medication regimen. Therapeutic drug 
monitoring of phenytoin was recommended post-PLEX. The pharmacist also 
recommended to delay tocilizumab until after all three sessions of PLEX 
were completed.

Total phenytoin levels remained within range. Tocilizumab treatment 
was delayed after first PLEX session.

Discussion This case highlights the pharmacist’s critical role in interpreting 
the literature to optimise drug dosing in patients undergoing PLEX. 
As evidence is currently limited, broader guidelines are needed to 
support dosing decisions in similar complex situations.
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93 NAVIGATING DRUG-DIET INTERACTIONS WITH KETOGENIC DIET 
IN CRITICAL CARE

Mohamed Ibrahim1

1Prince Of Wales Hospital, Randwick, NSW

EMAIL mohamed.ibrahim2@health.nsw.gov.au

Objective A ketogenic diet is often initiated in the management of patients 
with new onset refractory status epilepticus (NORSE) who have failed more 
than two antiepileptic drugs. This case report outlines the pharmacist’s 
role in managing medications that could hinder ketosis based on their 
carbohydrate, glycerol and alcohol content

Clinical Features A 21-year-old female presented with NORSE and fevers 
due to presumed auto-immune encephalitis. She was treated with multiple 
antiepileptics including levetiracetam, phenytoin, propofol, midazolam, 
lacosamide, and thiopentone, and others medication such as prednisolone 
and cotrimoxazole. A ketogenic diet via enteral feed was introduced on 
Day 8 to assist seizure control. The pharmacist was consulted to assess 
drug-diet interactions

Literature review A literature search via PUBMED and EMBASE identified 
the glucose, lactate, glycerol, and alcohol content of the patient’s current 
medications. Propofol, containing 22.5 mg/mL of glycerol, was identified as 
a major contributor to impaired ketosis at the administered rate of 18mL/hr.

Additionally, the risk of propofol-related infusion syndrome (PRIS) is increased 
in ketogenic diet, contraindicating its use.

Phenytoin was found to contain propylene glycol, with a carbohydrate 
content of 414mg/50mg. Furthermore, prednisolone could indirectly impact 
ketosis through gluconeogenesis. 

Case progress The pharmacist recommendations included weaning propofol 
until cessation whilst up titrating midazolam to the maximum dose and 
adding ketamine. Both drugs were deemed safe in a ketogenic diet. The team 
was advised to avoid glucose-containing diluents, and alternative options 
were recommended. Ketosis was achieved on Day 2.

Phenytoin and prednisolone were continued due to the absence of suitable 
therapeutic alternatives and their limited potential to impact ketosis.

Discussion This case highlights the complexity of navigating drug-diet 
interactions with a ketogenic diet, especially in critical care. As data is limited, 
pharmacists play a pivotal role in assessing the literature to ensure optimal 
drug selection amidst drug-diet interactions.

94 KEEP IT SIMPLE : USE OF INNOVATIVE SIMULATION-BASED  
LEARNING IN CRITICAL CARE PHARMACY PRACTICE

Namita Warrior1, Dr Nancy Sadka1, Allie Yang1, Jonathan Soon1

1Western Health, St Albans, Vic

EMAIL namita.warrior@wh.org.au

Background Pharmacists entering high pressure environments such as 
the emergency department (ED) and the intensive care unit (ICU) often 
struggle to apply theoretical knowledge in fast-paced clinical settings and to 
communicate risk-benefit decisions effectively within multidisciplinary teams. 
Traditional educational models may not adequately support these needs. 
A baseline survey identified strong interest in interactive and collaborative 
learning formats, highlighting the need for innovation.

Objective(s) To pilot and evaluate a low-fidelity, simulation-based education 
program for pharmacists focused on critical care knowledge, clinical 
communication and decision-making skills; an approach not previously 
described in Australian hospital pharmacy literature.

Method An anonymous baseline survey was distributed to an ED and ICU 
hospital pharmacy team to identify key education needs and preferred 
formats. Survey findings informed the design of simulation sessions 
incorporating a compact, low -fidelity simulation kit, infusion pumps and 
prescribing software. Sessions were co-facilitated with a nurse to promote 
interprofessional collaboration. Education impact was assessed using pre 
and post initiative surveys and a structured simulation assessment scale 
(adapted from validated tools). Data was analysed using the Mann-Whitney 
U test, thematic analysis, and descriptive statistics.

Evaluation Fourteen pharmacists with critical care experience, (3 months to 
3 years) completed pre-initiative surveys. Ten were included in post initiative 
analyses. Limitations included unmatched survey data, small sample size 
and loss to follow up due to anonymity protocols. Statistically significant 
improvements were reported in confidence communicating on ward rounds 
(p = 0.026), perceived usefulness of education initiatives (p = 0.002) and 
ability to self-reflect (p = 0.048)

Discussion This pilot demonstrates the feasibility and impact of 
simulation‑based learning in critical care pharmacy. Participants valued the 
practical and collaborative format. Findings support broader implementation 
of such low-cost, high value programs to increase pharmacist confidence 
and improve interprofessional engagement with the potential to enhance 
care for critically ill patients.
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95 BEYOND THE NEEDLE: CLINICAL ASSISTANTS REVOLUTIONIZING 
INTRAVITREAL INJECTION EFFICACY IN OPHTHALMOLOGY

Bindiyaben Patel1, Ljubica Bukorovic1, Bradley Jeffery1

1Princess Alexandra Hospital, Brisbane, Qld

EMAIL bindiya.patel@health.qld.gov.au

Background Intravitreal injection (IVI) is a cornerstone of modern 
ophthalmology, crucial for managing a range of sight-threatening conditions 
including age-related macular degeneration, diabetic macular Oedema, 
and retinal vein occlusions. The efficacy of IVI therapy is highly dependent 
on both the correct drug administration and adherence to precise injection 
intervals. Clinical assistant’s (CA) in the ophthalmology clinic helps to 
address the critical issue of incorrect intravitreal injection delivery, 
specifically concerning the administration of the wrong therapeutic agent 
or deviation from the prescribed injection cycle and supporting its profound 
impact on patient care.

Objective To evaluate ongoing impact of Clinical assistant in increasing 
efficacy, minimizing errors in a busy tertiary hospital outpatient 
Ophthalmology Department

Action A retrospective audit of clinic data from January to June 2025 was 
conducted to access booking accuracy and identify errors affecting patient 
management. The errors included incorrect drug, eye, treatment interval 
and type of appointment ie. Injection instead of planned clinic reviews.

Evaluation A total of 2575 chart reviews consistently was completed by the 
ophthalmology CA. Weekly chart reviews consistently recorded between 
120 to 140 bookings, with errors impacting 12 to 40 patients per week. 
The CA identified (n= 165) patients with incorrect drug, (n= 108) had incorrect 
eye booked, (n= 152) patients had interval too early, (n= 253) patients had 
booking interval that was too late, over 6 months of audit.

Discussion These findings underscore a consistent level of booking 
inaccuracies and emphasize the significant role of the expanded CA scope 
in enhancing patient safety. The audit process, coordinated by the CA, 
proved to be a vital strategy for continuous quality assurance and guided 
informed decisions regarding resource allocation and funding.

96 BEST POSSIBLE MEDICATION HISTORY TRAINING AND CREDENTIALING 
FOR PHARMACY TECHNICIANS: A MIXED METHODS STUDY

Brett Anderson1,2, A/Prof Simone Taylor2,3, Tara Clayson-Fisher4,  
Tricia Holmes5, Dr Lisa Pont2

1Royal Melbourne Hospital, Parkville, Vic, 2University of Technology Sydney, 
Ultimo, NSW, 3Austin Health, Heidelberg, Vic, 4Statewide Hospital Pharmacy, 
Tas, 5SA Pharmacy, Adelaide, SA

EMAIL brett.anderson4@mh.org.au

Background Pharmacy technicians obtain ‘Best Possible Medication 
Histories’ (BPMH) in only 6% of Australian health services. A common barrier 
to adopting this model is the lack of standardised training and credentialing 
frameworks. Information about the on-the-job training and credentialing 
methods developed by these early adopters could guide national standards.

Aim/objectives To describe on-the-job training and credentialing of 
pharmacy technicians to perform BPMH in Australian health services, 
including the time required to design and undertake these processes.

Methods Following ethics approval, an anonymous electronic questionnaire 
was disseminated by the AdPha Technician and Assistant Leadership group 
through their professional networks, utilising purposive and snowball 
sampling. Eligible respondents worked in health services employing 
pharmacy technicians to perform BPMH. The questionnaire focused on 
the health service’s training program, credentialing methods, and pharmacist 
involvement in finalising the BPMH. The Leadership group reviewed the 
questionnaire for face and content validity.

Results Eleven responses, representing approximately 4% of Australian 
health services, were analysed. Training programs comprised of shadowing 
(10/11), reading materials (9/11) and didactic lectures (6/11), mostly designed 
‘in-house’. Time to develop training materials ranged from 0.5–200 hours, 
whilst technicians required 2.5–193 hours to undertake the training, 
supported by trainers dedicating 1–193 hours.

Credentialing processes involved Entrustable Professional Activities (9/11) 
and checklists (7/11), and took technicians 3–675 hours to complete.

Most respondents did not require pharmacists to independently review 
medication information sources (9/11) or ‘sense check’ the BPMH (6/11), 
though pharmacist co-signatures were often required (6/11).

Discussion There was some consistency in the training and credentialing 
approaches developed by early adopters of BPMH technicians, but wide 
variation in the time commitment. Standardised frameworks could support 
broader adoption of these roles in Australia, by reducing the resource 
burden on individual health services to develop their own frameworks 
and facilitate recognition of training completed at other health services.
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97 OBJECTIVE STRUCTURED CLINICAL EXAM (OSCE) FOR CLINICAL 
PHARMACY TECHNICIAN EVALUATION

Caitlan O’Keefe1,2, Tara Clayson-Fisher2

1Royal Hobart Hospital, Statewide Hospital Pharmacy, Hobart, Tas, 
2Statewide Hospital Pharmacy, Tas

EMAIL caitlan.okeefe@ths.tas.gov.au

Background As pharmacy technician roles in clinical environments become 
more widespread, additional training methodologies are required to 
ensure patient safety and support technician development. Identifying 
and implementing training processes which evaluate accuracy, and build 
trust in the pharmacy technicians’ work activities, is essential. Clinical 
pharmacy technicians were employed across four hospitals to participate 
in clinical activities, including Best Possible Medication Histories (BPMHs). 
They were trained using Entrustable Professional Activities (EPAs) with a 
goal of independent completion (Level 4 entrustment) for BPMH activities.

Objective To establish a process that evaluates pharmacy technicians’ 
ability to independently complete BPMHs.

Action (Method) The clinical pharmacy technician activities were identified 
as novel, extended practice requiring micro-credentialling. Organisational 
policies for micro-credentialling were reviewed and mandatory training 
and observed simulated practice was necessary to meet credentialing 
requirements. The Objective Structured Clinical Exam (OSCE) was 
established practice for other activities, including Partnered Pharmacist 
Medication Charting (PPMC) and selected as an appropriate process. 
A three‑person OSCE panel was established from local and statewide roles. 
The pharmacy technician was required to complete two BPMH cases and 
assist with one discharge activity. The technician was assessed on the patient 
interview, information gathering, documentation and handover for each 
activity and had a maximum of 3.5 hours to complete all work. A mock‑OSCE 
(MOSCE) was completed prior to the OSCE to increase familiarisation with 
the process.

Evaluation All technicians who have undertaken the OSCE process now 
independently complete BPMHs.

Discussion The OSCE process was a new assessment process for 
all pharmacy technicians in this program. Expectation setting through 
introduction to the format was required. Establishing appropriate 
OSCE cases and the simulated clinical environment was challenging due 
to the hybrid paper-electronic medication system in use. The three-person 
panel provided independence and valuable feedback enabling trust in 
the technicians’ practice and overall program.

98 ENHANCING PHARMACY EDUCATION: THE INTRODUCTION  
OF A DEDICATED EDUCATION PHARMACY TECHNICIAN ROLE

Ginny Dhillion1, Emma Hatherley1, Alexandra Camilleri1, Jeff Khoshaba1, 
Samantha Botta1, Jier Nguyen1

1The Northern Hospital, Epping, Vic

EMAIL ginny.dhillion@nh.org.au

Background The pharmacy education team at a metropolitan hospital 
consists of a lead pharmacist and two education pharmacists. They are 
responsible for managing the education and ongoing development of 
pharmacy staff, including 120 pharmacists and 35 pharmacy technicians. 
The team’s workload has grown significantly due to the expanding 
department and the widening scope of pharmacy practice. This prompted 
the successful submission of a business case to hire a full-time education 
pharmacy technician to support increased demands.

Objective(s) To evaluate the effectiveness of a dedicated pharmacy 
education technician in delivering structured orientation programs that 
covers operational aspects within the department as well as specific 
training for pharmacy technicians.

Action (Method) The education team reviewed the existing orientation 
program to address gaps and inconsistencies. A needs assessment and 
gap analysis led to the development of area-specific operational checklists 
to standardise training for pharmacists and technicians. The checklists 
include sign-offs for both trainers and learners to confirm competency 
and understanding. Existing technicians who required support also received 
refresher training. The training was delivered by a dedicated education 
pharmacy technician.

Evaluation Targeted questions were added to staff feedback surveys 
focusing on supervision quality, professional growth support, and training 
effectiveness. Responses were consistently positive, emphasising the 
structured and supportive training environment. The feedback indicates 
the role successfully delivered a structured orientation program and ongoing 
support, leading to clear improvements in the quality and consistency of 
technician and pharmacist onboarding and development within operations.

Discussion Introducing a dedicated education pharmacy technician improved 
technician training consistency and quality by addressing competency gaps 
with standardised checklists and refresher training. Staff reported better 
support, structure, and professional growth. The role eased operational 
pharmacists’ workload and enhanced workflow. This sustainable model 
supports ongoing education, with plans to expand training and development 
for pharmacy technicians as their scope of practice increases.
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99 DITCHING THE LOGBOOK: DIGITALLY TRACKED AND STAFF-BACKED

Ginny Dhillion1, Emma Hatherley1, Alexandra Camilleri1, Uyen Hua1,  
Jeff Khoshaba1, David Harris1, Samantha Botta1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL ginny.dhillion@nh.org.au

Background To support safe and accurate recording of Schedule 8 and 
Schedule 4D medications, a metropolitan hospital pharmacy department 
transitioned from paper-based logbooks to an electronic medication registry. 
Recognising that digital transitions have significant impact on staff, the 
department prioritised education as a key enabler of change. An education 
pharmacy technician was appointed to lead the training strategy and deliver 
tailored, hands-on sessions and ongoing support. This structured approach 
was critical to ensuring staff confidence, optimal use of the new system, 
and maintaining compliance with legal requirements.

Objective(s) To evaluate the effectiveness of a pharmacy technician-led 
education program in building staff confidence, productivity and promoting 
optimal use of the new electronic medication registry.

Action (Method) The pharmacy team collaborated with program 
developers to design a structured training program, led by the education 
pharmacy technician. One-on-one and multimodal group sessions were 
delivered to demonstrate the platform’s functionality, address individual 
questions, and build user confidence. A proficiency checklist was utilised to 
guide training, assess competency, and ensure consistent learning outcomes 
for all staff. Throughout the implementation, the education pharmacy 
technician provided ongoing support, reinforced learning and identified 
workflow optimisations.

Evaluation The electronic controlled medication registry was successfully 
implemented, with minimal disruption to operations and improved time 
taken for administrative documentation requirements. Post-training surveys 
demonstrated improved understanding and increased staff confidence 
in using the new system. Staff feedback emphasised that the one-on-one, 
personalised nature of the education was key to ensuring comprehension 
and reducing anxiety associated with adopting the new technology.

Discussion The successful implementation highlights the critical role 
of tailored education and dedicated support in the adoption of new 
healthcare technologies, as well as the value of an education pharmacy 
technician. Personalised training improved staff competence and promoted 
accuracy, ultimately contributing to a safer and more compliant medication 
management environment.

100 PREPARING TO SHIFT THE CHECKPOINT: THE INPATIENT 
ACCURACY CHECKING TECHNICIAN (IACT) WORKFORCE REDESIGN

Laura Zanin1, Anita Abarno1

1SA Pharmacy, Adelaide, SA

EMAIL laura.zanin@sa.gov.au

Background While automation and digital advances have improved safety 
and workflows, hospital pharmacists still spend significant time performing 
final technical accuracy-checks for individual patient supply of medicines. 
Nationally and internationally, accredited Pharmacy Accuracy Checking 
Technicians perform this step safely, enabling pharmacists to spend more 
time on value-adding clinical activities. Determining staff readiness for the 
introduction of an Inpatient Accuracy-Checking Technician (iACT) model – 
a hospital-tailored version of “Tech-Check-Tech” – is an important driver 
of effective change.

Objective To determine staff readiness, perceived enablers and barriers, 
and “must-have” design elements for an iACT model across state-wide public 
hospital sites.

Method A mixed-methods survey (two role streams) was distributed 
to all staff in June 2025. The tool combined Likert scales on workflow 
efficiency, delegation comfort and training needs with open-text questions; 
an infographic of the proposed workflow ensured common understanding. 
Ethics approval was secured. Ninety responses (50 pharmacists, 
40 technicians) were analysed using descriptive statistics and inductive 
thematic coding.

Results Quantitative: 44% of respondents said iACT would benefit their site 
and 38% were “maybe-convince me”, giving a 5:1 ratio of potential advocates 
to detractors. 67% of pharmacists supported delegating the final check; 
84% of technicians indicated wanting accreditation. Top requirements 
were: accredited training (89%), crystal-clear standards of practice (88%) 
and explicit liability cover (79%). Key hurdles included legal accountability, 
staffing experience and equitable remuneration.

Qualitative: ~320 comments were clustered into three themes – 
training driven confidence, career propulsion, and patient-safety optics.

Discussion The workforce is primed for motion but will not leap without a 
safety net of education, governance and recognition. A model incorporating 
accredited training, regular competency audit, clear liability policy, and 
technician opportunity pathway could turn the 38% “undecided” bloc 
into champions, increasing pharmacist capacity for clinical checks, 
and showcasing how agile scope-of-practice reform drives both efficiency 
and professional growth.
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101 TEN YEARS OF A SATELLITE PHARMACY IMPREST MODEL: 
REFLECTIONS, BENEFITS AND LESSONS LEARNED

Melinda Downie1, Sally-Anne Newman1, Dr Diana Bortoletto1

1Barwon Health, Geelong, Vic

EMAIL melinda.downie@barwonhealth.org.au

Background In 2015, a regional Victorian hospital redesigned its inpatient 
medication supply system following the introduction of credentialed ward 
technicians. The new system replaced dispensing of non-imprest medications 
with a satellite pharmacy imprest designed to reduce time and resources 
required for medication supply. Recently, the hospital identified an 
opportunity to reallocate costs associated with dispensed inpatient 
medicines, which led to a formal evaluation of the process.

Objective This evaluation aimed to reflect on the satellite pharmacy 
medication imprest and describes the benefits and lessons learned over 
the past ten years.

Action (Method) The satellite imprest enables technicians to supply 
non‑imprest medications directly from the satellite pharmacy to wards 
without the need for dispensing or pharmacist checking, except for high-risk 
medications and inpatient medicines intended to be taken home. Medications 
remain in their original packaging and are returned to the satellite pharmacy 
for recycling to other patients. Costs are charged once to a ward, after which 
medicines become free stock. Ongoing evaluation and changes to the original 
system has shown benefits, including recent redistribution of medicine costs.

Evaluation The redesign has led to an approximate annual saving of 
$139,000 through reduced waste of medicines, boxes, containers, and labels, 
which also lessens environmental impact. It improved the timeliness of 
morning dose availability, creating a more efficient workflow for technicians 
and pharmacists, increasing job satisfaction. Lessons learned included the 
need to modify the high-risk medication list and address inappropriate cost 
allocations for inpatient dispensed medicines intended to be taken home. 
Following process changes, inappropriate cost allocations decreased from 
79.2% to 42% over a two-month implementation period.

Discussion Overall, the satellite pharmacy imprest redesign has delivered 
significant benefits over ten years. The recent cost reallocation highlights 
the importance of ongoing reflection and review to identify opportunities 
for continual improvement in inpatient medication supply.

102 EXTENDING CLINICAL ASSISTANTS’ ROLES IN REGIONAL AND 
CORRECTIONAL HEALTHCARE TO SUSTAIN MEDICATION SAFETY

Nicola Farrell1, Kimberley Sugg1, Gena Lee1, Taryn Scaggiante1

1Pharmacy Department, Caboolture, Kilcoy Hospitals and Woodford 
Correctional Centre, Queensland Health, Qld

EMAIL nicola.farrell@health.qld.gov.au

Background The high illicit value of Schedule 8 (S8) and Designated 
Schedule 4 (DS4) medicines poses a significant risk of medication divergence. 
Routine surveillance is critical to minimise safety risks; however, workforce 
shortages particularly in regional areas, with limited digital infrastructure 
threaten ongoing monitoring efforts. Expanding the clinical assistant 
workforce may support medication safety initiatives.

Objectives To assess compliance with legislative and local regulatory 
requirements relating to the documentation of administration of DS4 
and S8 medicines, currently not captured in existing monitoring systems 
and measure the experience of the clinical assistant workforce with 
medication safety surveillance initiatives.

Action An audit was conducted from September to October 2024 across 
regional sites, including a correctional facility, reviewing 110 patient 
records. Random entries in controlled drug registers were cross-checked 
against medication charts. Compliance was assessed across three domains: 
documentation of two authorised persons in the register, documentation 
of two persons in the administration record and dose consistency. 
A digital survey captured clinical assistants’ experience.

Evaluation Two-person documentation was present in 99% (109/110) 
of register entries and 85% (93/110) of administration records. 
Dose consistency was 98% (108/110). Lower administration compliance 
occurred at a correctional centre, where single-person documentation is 
permitted for DS4 oral medicines to support point of care administration. 
All S8 entries (100%, 53/53) met full documentation standards. Staff surveys 
showed 100% (5/5) of clinical assistants reported increased job satisfaction 
and felt their contributions were valued. 80% (4/5) learned new skills and 
expressed interest in continuing quality assurance activities. The initiative 
was successfully expanded to medical wards, achieving sustained 
high compliance across the three measures: 99% (94/95), 98% (93/95), 
and 97% (92/95).

Discussion Clinical assistants can effectively support medicine regulation 
compliance and reduce divergence risks. Broadening their role enhances 
quality assurance, improves job satisfaction, and strengthens workforce 
sustainability across diverse healthcare settings.
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103 LESS PACKING, MORE PATIENT CARE – A NEW PATH  
FOR MEDICATION RESUPPLY

Rhiannon Dyer1, Michael Quach1

1Shellharbour Hospital, Shellharbour, NSW

EMAIL rhiannon.dyer@health.nsw.gov.au

Background Managing medications for wards located offsite to hospitals 
can present challenges for resupply. Relying on taxi services can be time 
consuming and costly. Transporting directly with Pharmacists can take 
time away from more clinical tasks. A direct to ward ordering system was 
implemented with a pharmaceutical wholesaler to allow medications to be 
ordered directly from the offsite ward by the Pharmacist and delivered by 
the wholesaler to the ward.

Objective(s) To create a streamlined method for imprest medication resupply 
for offsite wards where medications can be ordered on the ward and 
transported directly by the wholesaler.

Action (Method) Imprest medication for an offsite ward was counted 
offsite by staff who then travelled back to the hospital to package imprest 
medication and back again to the offsite ward to deliver and unpack. 
To help improve this process, a wholesaler already being utilised by 
pharmacy was contacted to arrange medication delivery directly to the 
offsite ward. Medications were still counted on the ward by a pharmacist 
but was then entered into an ordering system and processed by the supplier 
for delivery the following day.

Evaluation This process demonstrated at least 1 hour per week of 
Pharmacist time saved in travel time alone from travelling back and 
forth from the offsite ward, not including time spent packing/unpacking 
of medications and delays in travel which further increase time saved. 
Cost savings was on average $57.85 per week for taxis to and from the 
offsite ward.

Discussion This method of direct to ward ordering was successful at 
saving time for Pharmacists and reducing costs with medication transport. 
In future, this service could be expanded to other wards, eliminating 
the need for packing and unpacking stock from a central place like 
pharmacy. This process could be useful in more regional areas with 
limited Pharmacist coverage.

104 NOVEL TRACKING SYSTEM FOR ACCURATE 
REPORTING OF DISCHARGE COUNSELLING

Sarah Holster1, Josh Carter1

1Port Macquarie Base Hospital Pharmacy, Port Macquarie, NSW

EMAIL sarah.holster@epicpharmacy.com.au

Background Effective communication and comprehensive data capture are 
essential for patient safety and healthcare quality. However, manual data 
recording in busy hospital departments can reduce recordings and take time 
away from clinical tasks. The pharmacy department aimed to address a 
documentation gap for discharge-related Key Performance Indicators (KPIs) 
required for accreditation. To achieve this, a preexisting electronic discharge 
tracking system was adapted for real-time recording of counselling services.

Objective To implement a system for real-time documentation and 
systematic reporting of medication counselling at discharge, replacing 
manual data collection to enhance data visibility and reporting, thereby 
improving hospital planning and quality initiatives.

Action The discharge tracking system was redesigned with dedicated 
fields for quick and easy input by technicians and pharmacists to 
capture counselling data in real time. It includes various types of 
counselling data such as: Consumer Medicine Information (CMI) 
leaflets; distribution of QR code-accessible patient education materials; 
communication with external pharmacies; and in-person counselling. 
This novel approach enables comprehensive reporting and KPI monitoring 
of counselling activities.

Evaluation Ongoing data monitoring and reporting have shown an increased 
capture of pharmacy services for discharge counselling, benefiting all 
patients, not just those classified as high risk. Since deployment (April 2025), 
664 discharge patient encounters have been recorded, with each data entry 
taking an average of just 12 seconds. In contrast, an audit of the previous 
method showed a total of 60 patient encounters and took several minutes 
to complete.

Discuss This enhanced framework supports real-time data collection, 
improves accountability and visibility of counselling practices, and offers 
a scalable platform for future KPI development. The reduction in time taken 
to complete allows team members to remain focussed on patient care while 
also collecting vital KPI data.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 104

105 TRAINING IN MOTION: SECURING TOMORROW’S TECHNICIAN 
WORKFORCE WITH VET TODAY

Tracey Meares1

1John Hunter Hospital Pharmacy Department, New Lambton Heights, NSW

EMAIL tracey_meares@me.com

Background Recruitment and retention of experienced pharmacy 
technicians/assistants has become increasingly challenging and often 
unsuccessful. This unsustainable cycle prompted a strategic shift:  
grow our own workforce through traineeships.

Objective To establish a robust recruitment strategy to “breed” our own 
workforce, targeting school-leavers and industry-naïve individuals to 
create a sustainable pipeline of skilled pharmacy assistants via Vocational 
Education and Training (VET) programs and improving workforce stability 
and performance.

Actions Funded formal training options were explored. Internal grants 
were limited and less helpful. We reached out to schools to engage potential 
candidates with limited success. Recruitment advertising was reformed 
to target trainee seekers and promote traineeships. Leveraged on a state 
government trainees program to build stakeholder relationships and 
facilitate recruitment. Four trainees were onboarded and enrolled in VET. 
Existing technicians were upskilled to support trainees.

Evaluation The new recruitment advertisements attracted more applicants 
than previously. The first recruitment yielded four trainees, including a 
school-leaver and a school-based trainee, both 16yo. These young staff 
positively impacted team dynamics. Training was fully-funded and wage 
subsidy incentives were received, addressing historical limitations. Weekly 
in-house education sessions were implemented. Multiple trainees allowed 
economies of effort, reducing training burden. The program provided 
supervisor training and consequent increased job satisfaction for existing 
staff. A key stakeholder network in the training sector was established. 
These candidates who were new to the industry are a success story. 
This will become an annual program.

Discussion Workforce horizon scanning indicates expanding roles for 
technicians. Upskilling senior technicians requires a pipeline of trained 
replacements. This program demonstrates that those replacements 
need not come already trained. Embedding a recruitment strategy that 
builds a sustainable workforce and fosters a culture of learning yields 
competent, enthusiastic staff with high job satisfaction—benefits that 
are self‑perpetuating. The future is in motion.

106 MEDICINE INFORMATION NEEDS OF  
PALLIATIVE CARE PATIENTS AND CARERS

Alison Hay1, Michaela del Campo1

1Queen Elizabeth Hospital, SA Health, Adelaide, SA

EMAIL alison.hay@sa.gov.au

Background Medicines are essential in palliative care, but little is 
known about the nature of information that best supports consumers 
to feel confident and capable in managing them. Understanding this is 
key to improving end-of-life care.

Aims The primary aim of this study was to investigate medicine information 
needs of palliative care consumers. The secondary aim was to understand 
the perspectives of palliative care consumers regarding format, content and 
accessibility of medicine information.

Methods Investigators developed a survey which was reviewed by palliative 
care specialists, a medicines information pharmacist, and consumers to 
optimise relevance and usability. Patients and carers who had used local 
palliative care services in the preceding year were invited to complete the 
survey online or in hard copy. Descriptive, inductive, and reflexive thematic 
data analyses were undertaken.

Results The key themes identified were:

•	 Change in medicine information needs throughout the palliative care 
journey (progression of illness affected confidence and level of support 
required, proactive provision of information and involvement of 
specialist palliative care supports was beneficial).

•	 Challenging and enabling factors in seeking support (subtheme: 
trust in healthcare professionals and related confidence in medicine 
management) (specialist palliative care providers were a reliable 
and accessible source of information, frequent contact with healthcare 
professionals was invaluable).

•	 Impact of existing knowledge and level of health literacy (medical training 
or high level of health literacy improved confidence).

•	 Importance of tailoring information to the individual recipient 
(consumers’ mental capacity to intake information, method of 
information delivery preferences, concurrent delivery of information 
to both carers and patients).

Discussion There is considerable variation in medicine information needs 
amongst palliative care consumers. Tailoring information to the individual, 
including delivery format and content, is key to optimising confidence 
in medicine management. The results from this study will guide future 
development of specialised resources.
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107 ENTRUSTABLE PROFESSIONAL ACTIVITIES FOR PHARMACISTS 
INVOLVED IN MEDICATION MANAGEMENT REVIEWS

Carmen Abeyaratne1, Prof Kirstie Galbraith1

1Monash University, Melbourne, Vic

EMAIL carmen.abeyaratne@monash.edu

Background In 2023, the Australian Department of Health and Aged Care 
requested the Australian Pharmacy Council (APC) develop accreditation 
standards and a new accreditation system for education programs that 
credential pharmacists to work as Aged Care On-site Pharmacists and 
conduct Medication Management Reviews (MMR). Additional consultation 
resulted in development of a set of accompanying Performance Outcomes 
from the APC.

Objective To evaluate the suitability of EPAs pre-validated for a provisionally 
registered pharmacist training program for MMR pharmacists and further 
align with the APC Performance Outcomes for MMRs.

Methods This was a two-phase study involving Subject Matter Experts (SMEs). 
Phase 1 aimed at assessing the relevance of 14 Entrustable Professional 
Activities (EPAs) previously validated for use in a provisionally registered 
pharmacist training program, to the role of MMR pharmacists utilising 
a five‑point Likert scale. A 70% threshold for ‘agree’ and ‘strongly agree’ 
was used to qualify an EPA for Phase 2. During Phase 2, EPAs were mapped 
for their ability to demonstrate APC Performance Outcomes for MMRs 
and results were descriptively reported.

Results Seven SMEs completed both phases of the survey. 
Three surveys were incomplete in phase 2. Twelve out of the 14 EPAs 
qualified for Phase 2 and were mapped against 24 APC Performance 
Outcomes for MMRs. Five EPAs were matched with 100% agreement  
to six of the Performance Outcomes.

Discussion Five EPAs previously validated for use in a provisionally 
registered pharmacy training program were deemed by SMEs to be suitable 
for demonstrating six MMR Performance Outcomes. To our knowledge, 
this is the first study of its kind to map EPAs to the APCs Performance 
Outcomes for MMR Pharmacists.

108 COMPOUNDING WITH CONFIDENCE –  
TRANSFORMING ASEPTIC COMPOUNDING TRAINING

Connie Yin1, Samanta Wood1,2, Christine Pho1, Tom Chynoweth1,  
Graham Rivers1, Jenny Chen1, Sachith Prasad1

1Pharmacy Department, Monash Health, Melbourne, Vic, 2Faculty of 
Pharmacy and Pharmaceutical Science, Monash University, Parkville, 
Melbourne, Vic

EMAIL connie.yin@monashhealth.org

Background Training in aseptic compounding at a multi-site health 
service was conducted inconsistently and on an ad-hoc basis; usually 
when required for operational needs. Instruction was provided informally 
through peer‑based, on-the-job training, without a standardised approach 
to feedback or assessment beyond operator validation. Training time and 
methods were variable depending on both learner and trainer experience 
and availability for training.

Objective To design and implement structured training programs for aseptic 
compounding for technicians and pharmacists.

Action Three training programs were developed: General aseptic 
compounding, specialised (chemotherapy/hazardous medicines) aseptic 
compounding, and product check and release (for pharmacists to review 
orders for aseptically compounded products, and to check and release them 
for patient use). All programs included online training modules, one-on-one 
training with a dedicated educator in simulated and cleanroom settings, 
and assessments of entrustable professional activities (EPAs). Each program 
had a target number of days for completion. Learners were recruited via 
expressions of interest. Experienced technicians and pharmacists were 
credentialed as supervisors to support training.

Evaluation Since September 2023, there have been 53 learners across 
the programs. New learner completion rates: 43.8% (7/16) for general, 
100% (9/9) for specialised and 93.8% (15/16) for product check and release. 
Twelve learners were enrolled for refresher training with 100% completion 
rate. Overall, 10 learners did not finish for professional or personal reasons. 
Average training days to completion: 24.6 days for general (target=20 days), 
9.6 days for specialised (target=10 days) and 11.7 days for product check 
and release (target=10 days).

Discussion Structured training programs for aseptic compounding have 
allowed for consistent and timely training and assessment of aseptic 
compounding EPAs. This has allowed for workforce expansion in a 
specialised area, with high completion rates. Feedback from learners 
will form part of ongoing evaluation to improve training.
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109 CLINICIANS CO-PILOT ELECTRONIC MEDICINE MANAGEMENT 
SYSTEMS TRAINING FOR COLLABORATIVE PRESCRIBING

Courtney Hill1,2, Emma Gislingham3

1Princess Alexandra Hospital, Woolloongabba, Qld, 2University of Queensland, 
Woolloongabba, Qld, 3Logan Hospital, Meadowbrook, Qld

EMAIL courtney.hill@health.qld.gov.au

Background Collaborative Pharmacist Medication Prescribing (CPMP) 
involves a pharmacist prescribing medication in partnership with a doctor 
or nurse practitioner. The legislation now enables CPMP in Queensland, 
where many hospitals use electronic medicine management systems (eMMs).

Objective To develop eMM prescribing training for pharmacists 
performing CPMP.

Action (Method) A literature review and stakeholder consultation 
(including pharmacists, doctors and eMM trainers) determined the training 
needs. A scoping review identified the key elements of pharmacist 
prescribing training and of existing eMM prescriber training.

A co-design process, including CPMP-pharmacists and eMM trainers, 
was used to develop the training which was reviewed by experts in 
pharmacy education. The training included didactic and facilitator-led 
case‑based experiential learning in an eMM training environment. The content 
primarily included eMM processes but also incorporated medication safety 
considerations (e.g. optimal use of clinical decision support). A pilot session 
of the training was conducted with pharmacists, who evaluated the training, 
via survey and focus group.

Evaluation Nine pharmacists completed the pilot training session, evaluation 
survey, and participated in the focus group discussion. Using a 5-point 
Likert scale, the majority either agreed or strongly agreed that the training 
was valuable, easy to follow, practical, and met the learning objectives. 
The majority also agreed or strongly agreed that the training increased 
their understanding and confidence to prescribe using the eMM.

The key themes identified from feedback were: 1) both the training 
and format were acceptable and suited different learning styles, 
2) learnings could be applied to both CPMP and usual pharmacist workflows, 
3) reduce content involving existing knowledge (e.g. medication history), 
and 4) provide additional resources to reinforce learnings (e.g. pre-reading, 
or revision material).

Discussion A co-design process, including input from clinicians, learners 
and experienced users of an eMM, is integral in the successful development 
of pharmacist eMM prescribing training.

110 AN ACADEMIC APPROACH TO PHARMACY TRAINING 
 USING A TIERED LEARNING PYRAMID

Elira Menxhiqi1, Lauren Crawley1, Diana Sandulache1

1Alfred Health, Melbourne, Vic

EMAIL e.menxhiqi@alfred.org.au

Background High-quality teaching and training are essential within 
pharmacy practice to ensure staff are competent and confident in their roles. 
However, approaches to education vary between and within workplaces, 
highlighting the need for a structured, evidence-based framework to support 
pharmacy workforce development.

Objective(s) To implement an educational framework that actively 
engages pharmacy learners through a tiered approach, promoting 
knowledge acquisition, skill development, and competency in practice.

Action A learning and practice pyramid was developed based on established 
pedagogical models including Miller’s Pyramid, Bloom’s Taxonomy, Cognitive 
Apprenticeship, and Kolb’s Experiential Learning Cycle. The pyramid consists 
of three tiers:

•	 Activation: Learners receive clear objectives paired with 
interactive materials such as guidelines, procedures, online modules, 
or instructional videos.

•	 Exploration: Learners participate in guided observation and one-on-one 
coaching, promoting reflection and discussion.

•	 Application: Learners apply their knowledge in practical settings and 
complete competency-based assessments such as Objective Structured 
Clinical Examinations (OSCEs) and Mini-Clinical Evaluation Exercises 
(Mini-CEXs) to confirm skill mastery.

Evaluation The pyramid framework has been utilised for the development 
of five education and training programs available for internal and external 
participants. Courses include General Clinical Pharmacy Practice and 
speciality courses in Intensive Care, Emergency Medicine and Clinical 
Trials. A total of 211 participants have enrolled in the programs to date, 
with positive feedback across the courses. Survey results reflect high levels 
of satisfaction; the majority of respondents indicating the activities met 
their educational needs, were engaging, and will influence positive changes 
in practice. Educational content and materials were consistently rated as 
high quality and relevant to professional development.

Discussion This evidence-informed learning and practice pyramid offers 
a robust foundation for developing effective pharmacy education programs. 
By supporting active learning and competency development, it enhances 
workforce readiness and can be adapted for future training needs within 
pharmacy and related healthcare environments.
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111 PHARMACY PHONETICS: SOUNDING OUT A PRONUNCIATION GUIDE 
FOR MEDICATIONS

Emma Hatherley1, Alexandra Camilleri1, Jeff Khoshaba1, Angela Given1,  
Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL emma.hatherley@nh.org.au

Background Difficult to pronounce medication names, and look-alike or 
sound-alike medications can hinder effective communication of medication 
information between health professionals and patients. This challenge is 
especially significant at a metropolitan hospital, where the high prevalence 
of patients from non-English speaking backgrounds necessitates regular use 
of translation and interpreter services, adding an extra layer of complexity 
to communication. Staff members without a healthcare background or 
familiarity with medication names may struggle to find reliable resources 
for correct pronunciation.

Objective(s) To create an easy-to-use guide for non-clinical hospital staff, 
particularly those in translation and interpreter services, supporting 
accurate pronunciation of medication names and enhanced communication 
with patients.

Action A pronunciation guide was developed using a list of commonly 
encountered medications, along with those identified as difficult to 
pronounce through a survey of the pharmacy department. Each medication 
was paired with its phonetic pronunciation. To support staff working in 
specialist clinics, or other targeted areas of the hospital, medications were 
grouped by clinical therapeutic area. An alphabetical index was also included 
to allow easy searching.

Evaluation Staff were surveyed on their confidence when pronouncing 
medication names before and after reviewing the guide, and eight 
responses were received. Prior to implementation of the guide, staff rated 
their confidence on average 5.75 out of 10. Following its development, 
staff reported an increase in confidence, reporting an average 8.38 out of 10. 
All respondents reported the guide was easy to navigate and utilise.

Discussion The guide provides a streamlined resource for staff without 
a healthcare background to access medicine pronunciation information. 
It also promotes consistency in medication pronunciation from one staff 
member to another, further aiding patient communication and understanding. 
This guide has the potential to be used across other areas of the hospital, 
and can be regularly updated as new medications become available.

112 BYTE-SIZED LEARNING: STRATEGIES FOR EDUCATING  
ON A NEW ELECTRONIC MEDICAL RECORD SYSTEM

Emma Hatherley1, Alexandra Camilleri1, Jeff Khoshaba1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL emma.hatherley@nh.org.au

Background The shift from a paper-based workflow to an Electronic Medical 
Record (EMR) presents a significant learning challenge for hospital staff as 
they adapt their processes. Given the risks of medication-related incidents 
associated with EMR systems, pharmacist proficiency in these systems is 
essential to minimise patient risks.

Objective(s) The goal of the project was to implement a multimodal 
approach to EMR education for pharmacists, including a practical 
and self‑paced component, complementing existing training materials 
and adapting to different learning styles.

Action (Method) The pharmacy education team at a metropolitan hospital 
identified gaps in the provided EMR online training, which did not clearly 
translate existing workflows to the new system. A succinct method to assess 
staff confidence and competence was also required to ensure readiness of 
EMR implementation. The team worked closely with a group of EMR trainers 
to develop an understanding of electronic processes, then scripted and 
pre-recorded training videos. These videos guided pharmacists through 
each inpatient workflow step by step, covering admissions, medication chart 
reviews, and discharge processes. Videos were distributed to pharmacy staff 
following their hospital EMR training session, to be used while working with 
simulated patients within the training environment. Concurrently, a checklist 
was designed which staff completed alongside the mock training, to ensure 
an understanding of all required concepts.

Evaluation By implementing this approach prior to EMR implementation, 
staff had access to additional education tools to increase potential 
for improved staff understanding. Pharmacists were able to view videos 
at their own pace, with flexibility to pause and rewind when necessary. 
Videos remained accessible after the rollout as a useful reference for staff.

Discussion Videos enabled a multi-faceted approach to teaching EMR, 
serving as an engaging tool that facilitated a smoother transition for the 
department. They may also be adaptable for other disciplines and future 
staff orientation.
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113 CLINICAL PHARMACIST INVOLVEMENT IN WARD ROUNDS: 
AN EXPLORATORY STUDY AT A REGIONAL HOSPITAL.

Hasini Rathnasara1, Matthew Hollett1, Jessica Rhodes1, Dr Diana Bortoletto1

1Barwon Health, Geelong, Vic

EMAIL hasini.rath24@gmail.com

Background Ward rounds (WR) are an efficient way of creating 
multidisciplinary collaboration for patient assessment and treatment plan 
development. Clinical pharmacists attending WR can optimise patient 
care by impacting decisions made at time of prescribing. Currently, 
WR participation is not commonly practiced by clinical pharmacists.

Aim To investigate the frequency, enablers and barriers of ward round 
attendance by pharmacists at a regional Victorian hospital.

Methods A HREC approved survey was distributed among ward-based 
clinical pharmacists and pharmacy interns at a Victorian regional hospital. 
The survey contained multiple choice questions on WR attendance, 5-point 
Likert statements assessing barriers/enablers and limited free-text fields. 
The survey was piloted by excluded pharmacists. Participants received email 
invitations to complete the survey within 3-weeks with a midpoint reminder. 
Data was analysed using REDCap®.

Results Overall, 24 pharmacists participated in this study (response 
rate of 48%) and 50% (12/24) had 0–5 years of clinical ward experience. 
There was even distribution of experience across general medicine, 
surgical and specialist/critical care pharmacists. At least one WR was 
attended by 58.3% (14/24) of pharmacists in the 2 weeks prior to survey, 
with only 12.5% (3/24) attending all or most ward rounds in the last 
year. The highest enablers to WR attendance included strengthening 
inter‑professional relationships (95.8%; 23/24), ability to resolve medication 
related problems on ward rounds (87.5%; 21/24) and job satisfaction 
(83.4%; 20/24). The highest perceived barriers were the belief that a certain 
degree of therapeutic knowledge is required (95.8%; 23/24), inconsistently 
timed ward rounds (87.5%; 21/24) and staff shortages (83.4%; 20/24). 
Another barrier identified in comments was lack of advanced prescriber 
discharge script planning, as pharmacists often needed to prioritise 
discharges during WR.

Discussion This study highlights the need for interventions such as 
restructuring workflows and increasing awareness of the clinical 
pharmacist’s role in WR to increase pharmacists’ participation.

114 BUILDING COMPETENCY: A PRESCRIBER WORKSHOP  
FOR PARTNERED PHARMACIST MEDICATION CHARTING

Jeff Khoshaba1, Emma Hatherley1, Alexandra Camilleri1, Samantha Botta1, 
David Nguyen1, Angela Given1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL jeff.khoshaba@nh.org.au

Background Partnered Pharmacist Medication Charting (PPMC) is 
a new model of care where pharmacists have an active involvement 
in the prescribing of a patient’s medications on admission to hospital 
in collaboration with their medical counterparts. Due to the increased 
responsibilities of PPMC credentialed pharmacists, the pharmacy 
education team at a metropolitan hospital developed additional training 
and assessments to ensure these pharmacists are appropriately prepared 
for the role.

Objective(s) To evaluate the effectiveness of educational workshops 
for PPMC credentialed pharmacists.

Action (Method) The pharmacy education team developed a targeted 
prescribing training package to ensure PPMC credentialed pharmacists 
have the required knowledge and skills to prescribe confidently, 
safely and appropriately. Workshops replicated training received 
by medical staff, to provide pharmacists with hands-on practice and 
immediate feedback. Training catered to diverse learning styles through 
employing a multimodal approach including interactive workshops, 
theoretical learning opportunities, practical hands-on learning with 
simulated cases with questions and answer time. Workshops were 
followed by a medical prescriber-led Objective Structured Clinical 
Examination (OSCE), allowing participants to consolidate their learning, 
be assessed, and receive guidance from a medical physician.

Evaluation Key performance indicators include pharmacist satisfaction and 
engagement with the increased scope of practice and clinician feedback on 
the new process. Post-workshop and OSCE surveys showed increased staff 
confidence in medication reconciliation and EMR prescribing, with improved 
understanding of the pharmacist’s role in PPMC. These improvements were 
also observed by educators, medical staff, and credentialed pharmacists 
during ward-based supervision.

Discussion As the pharmacist’s responsibility increases through PPMC, 
there is need for continued education and support. This education needs 
to be tailored for the specific roles and responsibilities of each pharmacist. 
Future projects and evaluations will aim to provide more of an understanding 
of how these education sessions translate into long-term improvements in 
prescribing practices and medication safety within the hospital.
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115 TEACHING APPROACHES TO DELIVERING PHARMACY  
LAW CONTENT TO PRE-REGISTRATION PHARMACY STUDENTS:  
A GLOBAL SCOPING REVIEW

Dr Jessica Pace1, Helen Ibrahim1, Prof Bandana Saini1,2

1Sydney Pharmacy School, Faculty Of Medicine And Health, The University 
Of Sydney, Camperdown, NSW, 2Woolcock Institute of Medical Research, 
Camperdown, NSW

EMAIL jpac2421@uni.sydney.edu.au

Background An understanding of pharmacy laws underpins everyday 
practice of pharmacists and the way that this content is covered within 
pharmacy programs will shape pharmacy students’ future practice. 
While there is a growing literature on pedagogical approaches used 
in pharmacy education which pharmacy law educators can draw upon, 
dedicated resources on best practice in pharmacy law education are 
not available. Therefore, there is a need to systematically explore research 
on the various teaching approaches used to deliver pharmacy law content 
and their influence on students’ learning to help inform teaching methods 
used in pharmacy programs.

Aim This global scoping review aimed to identify various teaching 
approaches currently utilised by pre-registration pharmacy programs 
to teach pharmacy law.

Methods Using a scoping review method, a comprehensive search 
was conducted in the databases Scopus, Medline, Embase and ERIC, 
using a defined search strategy. The Preferred Reporting Items for 
Systematic reviews and Meta-analyses extension for Scoping Reviews 
(PRISMA-ScR) guidelines were adhered to.

Results Twenty-five papers were included out of 1146 screened papers. 
Teaching formats included case scenarios with legal issues in pharmacy 
practice (n=6), mock hearing simulations (n=3), answering questions 
testing pharmacy law knowledge and skills (n=3), class discussions (n=3), 
MyDispense simulations (n=3), suggesting modifications to current laws (n=2), 
watching videos (n=2), roleplaying in a community pharmacy setting (n=2), 
and creative approaches such as writing stories (n=1), drawing (n=1) and 
playing charades (n=1). Commonly reported outcomes after implementation 
of these teaching approaches include improved knowledge, improved ability 
to apply content, increased engagement and involvement and improved 
content recall.

Discussion There is variability in the approaches used to teach pharmacy 
law in pharmacy programs. This review thus highlights the need for further 
research investigating how teaching approaches affect long-term knowledge 
and practice and explore educators’ characteristics, views and experiences 
to inform educational practice here.

116 FROM PILLS TO PATHWAYS: NAVIGATING  
THE LEAP FROM UK AND NZ PHARMACY PRACTICE

Jenny Lau1, Rhiannon Froude1, Paul Toner1, Kerryn Griffett1,  
Mary Etty-Leal1, Viki Lui1

1The Royal Melbourne Hospital, Parkville, Vic

EMAIL jenny.lau3@mh.org.au

Background Pharmacists remain on Australia’s Occupation Shortage 
List. With rapidly expanding services, metropolitan hospitals continue to 
experience workforce shortages. One strategy is to recruit experienced 
pharmacists from the United Kingdom (UK) and New Zealand (NZ). There is 
limited information describing how to tailor training to support this cohort’s 
transition to independent Australian hospital pharmacy practice.

Objective To review reflections and training pearls from orientating UK 
and NZ registered pharmacists to enable training program refinement.

Methods From January 2023 to present, twelve clinical pharmacists from 
UK or NZ were recruited to roles at a Victorian metropolitan tertiary referral 
hospital. Of these pharmacists, eight commenced post implementation of a 
designated clinical educator role and six received clinical educator training 
during onboarding.

UK pharmacists required 152 hours supervised practice and an oral exam. 
NZ pharmacists received full registration without either requirement. 
We collated written and verbal feedback to adapt our training program.

Evaluation Training involved completing an orientation checklist, dispensary 
exposure and one-on-one clinical orientation on wards using tailored training 
cases and real-patient scenarios.

UK pharmacists described themes correlating to exam preparation and 
administrative experiences accompanying Australia’s Health Practitioner 
Regulation Agency registration process. Consolidating information 
about Australian pharmacy legislation, Pharmaceutical Benefit Scheme, 
Special Access Scheme and Real Time Prescription Monitoring were 
deemed beneficial.

Both UK and NZ pharmacists highlighted formulary differences and variability 
in Australia’s scope including reduced availability of independent prescribing 
pharmacists and advanced pharmacy technician roles compared to their 
country of origin which led to adjusted pharmacist workflows.

Some proposed training improvements include implementing a mentoring 
system and creating a customised law and ethics learning module.

Discussion Overseas trained pharmacists can be valuable assets 
to Australian hospitals, but their training presents unique challenges. 
It’s in our workforce’s interest to remain inclusive and address these 
needs for smoother transition to Australian practice. 
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117 SUPPORTING CLINICAL TRANSITIONS WITH VIRTUAL MENTORSHIP: 
A NATIONAL TRAINING FRAMEWORK FOR HOSPITAL PHARMACISTS

Kristen Thessman1, Nerida Jenkins1, Stacy La Hood1

1Slade Pharmacy Services

EMAIL kristen.thessman@icon.team

Background New hospital pharmacists within a national pharmacy network 
may experience challenges when transitioning into clinical roles, often due 
to limited access to experienced mentors and structured support systems. 
While previous training approaches, like paper-based plans, provided a 
foundational framework, they offered limited functionality for tracking 
progress, automating learning, and delivering consistent clinical support.

Objective To design and implement a scalable, competency-based hospital 
pharmacy training program, delivered through a digital learning platform, 
to support pharmacists with less than two years of hospital experience.

Action A structured training program was implemented, comprising 
six sequential modules that progress from dispensary fundamentals to 
advanced clinical tasks, including medicine stewardship and interprofessional 
collaboration. The program combines self-directed learning, onsite check-ins, 
and entrustable professional activities to support competency development. 
A key feature is the inclusion of recorded, peer‑led “buddy” webinars 
that introduce practice-based clinical concepts. To ensure consistent 
implementation, a comprehensive manager guide and clinical supervision 
tools were also created.

Evaluation The training plan is fully integrated into the organisation’s 
online learning platform, allowing real-time progress tracking and improved 
reporting. Twelve months post-implementation, 27 pharmacists have 
completed the program. Participant feedback has been overwhelmingly 
positive: all surveyed respondents said they would recommend the program 
to peers, highlighting its supportive structure and practical relevance. 
Participants also reported increased confidence and satisfaction in their 
clinical roles, with recorded webinars consistently identified as the most 
valuable component.

Discussion This structured program represents a significant advancement 
in onboarding and training for early career hospital pharmacists. The buddy 
webinars function as virtual mentorship, supporting clinical reasoning and 
decision-making while enabling consistent knowledge transfer, particularly 
valuable for smaller or resource-limited sites. Its digital integration, 
competency-based progression, virtual mentorship, and structured onsite 
check-ins offer a sustainable and scalable workforce development solution.

118 EVALUATING THE INTEGRATION OF HOSPITAL PHARMACIST 
EDUCATORS IN AN UNDERGRADUATE PHARMACY CURRICULUM

Lauren Crawley1, Dr Angelina Lim2,3, Sarah Yang2, Elira Menxhiqi1,  
Dr Mahbub Sarkar4, Diana Sandulache1, A/Prof Jamie Kellar5

1Alfred Health Pharmacy Department, Melbourne, Vic, 2Faculty of 
Pharmacy and Pharmaceutical Sciences, Monash University, Parkville, 
Vic, 3Murdoch Children’s Research Institute, Royal Children’s Hospital, 
Parkville, Vic, 4Monash Centre for Scholarship in Health Education, 
Faculty of Medicine, Nursing and Health Sciences, Monash University, Vic, 
5Leslie Dan Faculty of Pharmacy, University of Toronto, Toronto, Ontario

EMAIL l.crawley@alfred.org.au

Background To better prepare graduates for clinical practice, 
an undergraduate pharmacy program underwent a curriculum redesign 
beginning in 2017. A key feature of the redesign was the integration 
of hospital pharmacists into the delivery of course content. The impact 
of this integration on students, graduates, academics, and practitioners 
had not previously been evaluated.

Objective(s) This study aimed to use a realist evaluation to evaluate 
the integration of hospital practitioners over 8 years (2017–2023) into the 
pharmacy curriculum to understand what works, for whom, and under 
what circumstances.

Action (Method) Initial key themes were developed through thematic 
analysis of a survey distributed in 2023 to third-year pharmacy students. 
These theories were further refined through semi-structured interviews 
with current students, and key stakeholders (graduates, academics, hospital 
pharmacists) who participated in the integrated curriculum over the 8 years. 
Additionally, eight years of student evaluation data were analysed to identify 
trends in student satisfaction.

Evaluation Survey responses (n=303) revealed key themes such as 
the perceived value of practitioner-led workshops, students’ interest in 
hospital pharmacy careers, and the authenticity of learning experiences. 
Interview (n=45) analysis identified enablers, including practitioner insight 
into real-world practice and curriculum updates aligned with clinical 
changes. Disabling factors included confusion arising from high-level content 
and some practitioners’ lack of pedagogical training. Evaluation data showed 
slightly higher student satisfaction in units involving hospital practitioners 
compared to those without (mean scores 4.23/5 vs. 4.19/5; p = 0.0002).

Discussion Integration of hospital pharmacists into the pharmacy 
curriculum provides value through enhanced authenticity and relevance 
of teaching. However, challenges remain, including the need for pedagogical 
support for practitioners and resource limitations in hospital settings. 
These findings inform strategies for sustainable practitioner integration 
in pharmacy education.
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119 DETECTIVE WORK IN CLINICAL PRACTICE: A GAME-BASED LEARNING 
TOOL TO ENHANCE BEST POSSIBLE MEDICATION HISTORY

Mahsa Tantiongco1

1SA Pharmacy, Adelaide, SA

EMAIL mahsa.tantiongco@sa.gov.au

Background Accurate documentation of Best Possible Medication 
History (BPMH) as early as possible in an episode of care ensures patient 
safety by supporting clinical decision making, reducing risk of errors and 
enhancing overall patient outcomes. While BPMH taking is a critical skill 
for medical and pharmacy staff, it is often a less engaging topic in clinical 
education sessions.

Objective To enhance learner engagement by a case based and interactive 
approach to teaching how to take a BPMH, highlighting the significance and 
complexities of accurate medication history taking.

Action An interactive game-based approach to BPMH was designed and 
presented to a group of Trainee Medical Officers (TMOs). The main objective 
of the “Medication History Detective Game” was to complete the most 
accurate medication history and collect the highest points. Points were 
allocated based on types of questions asked and accurate medication 
history documentation. Penalty points were assigned for assumptions made 
or failing to ask key questions. A total of 20 minutes was allocated to the 
“Medication History Detective Game” with additional educational material 
included as part of the session.

Evaluation A total of 35 TMOs attended the education session. 
Feedback was received from 23 attendees, with 100% of responses 
indicating improved understanding of the history taking process and 
developing strategies for accessing medication information. The TMOs 
were surveyed on their willingness to adopt new strategies learnt as 
part of the session into their usual clinical routines, with 40% identifying 
specific areas for change in their daily practice.

Discussion Overall, this interactive session was positively received 
and regarded as highly relevant to clinical practice. Participant responses 
reflected strong engagement and a positive learning experience. Follow-up 
review of improvement to rates and quality of BPMH documentation will 
further assess the success of this intervention.

120 DEFINING THE DOMAINS AND KNOWLEDGE  
AREAS FOR PHARMACY SUPPLY CHAIN PRACTICE:  
A CONSENSUS-DRIVEN STUDY

Dr Michael Stepanovic1, Dr Stephen F. Eckel1,2, Dr Kathryn Morbitzer1,3, 
Dr Tyler A. Vest1,4

1UNC Eshelman School Of Pharmacy, Chapel Hill, NC, 2UNC Medical Center, 
Chapel Hill, NC, 3Center for Innovative Pharmacy Education and Research 
(CIPhER), Chapel Hill, NC, 4The University of Vermont Health Network, 
Burlington, VT

EMAIL michael.stepanovic@unc.edu

Background Pharmacists are increasingly expected to lead within 
health‑system supply chains, yet no standardized framework exists to 
define the knowledge required for pharmacy supply chain (PSC) practice. 
Unlike business and engineering, pharmacy has yet to respond to rising 
system complexity with formal PSC curricula. This study addresses that 
gap by developing a validated framework for PSC education.

Aim/Objective To define key domains and knowledge areas necessary for 
effective PSC practice and establish a consensus-based framework to guide 
curriculum development.

Methods This national, three-phase study used a modified Delphi approach. 
Twenty-two pharmacy leaders were recruited via purposive sampling. 
Phase 1 involved structured focus groups (n=10) to generate PSC knowledge 
areas (KAs). Phase 2 engaged a separate group (n=12) in a structured 
review of curricula from 12 U.S. supply chain programs to create an 
independent compendium. In Phase 3, a consensus survey merged both 
compendiums and validated the framework, applying an a priori threshold 
of ≥80% agreement. Participants rated KAs for perceived importance and 
frequency of use in practice.

Results A five-domain framework emerged: (1) Manufacturer 
(Supply and Procurement), (2) Distribution (Logistics, Inventory, and 
Warehousing), (3) Operations (Procurement, Management, and Automation), 
(4) Medication Use Management (Practice, Value, and Patient Care), 
and (5) Overarching Competencies. All domains exceeded the consensus 
threshold. Participants rated traditional supply chain topics such as cost 
analysis, negotiating, and supplier management as critically important, 
however, they reported infrequent use in practice. PSC activities like 
warehouse management and sustainability were more common despite 
being perceived as lower value.

Discussion This study introduces the first validated PSC framework for 
pharmacy education. Findings reveal a disconnect between pharmacists’ 
current practice and their perceived strategic value, particularly in upstream 
PSC functions. The framework offers a foundation for developing PSC 
curricula to address educational gaps and support pharmacists’ evolving 
leadership roles in PSC management.
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121 A NEW HOSPITAL PLACEMENT MODEL FOR PHARMACY STUDENTS

Nina Phan1,2, A/Prof Claire O’Reilly1, Alice Nguyen1,3,  
Dr Arwa Abu Sardaneh1,4, Dr Martina Francis1,5

1Sydney Pharmacy School, Faculty of Medicine and Health, The University 
of Sydney, NSW, 2Pharmacy Department, Royal North Shore Hospital, St 
Leonards, NSW, 3Department of Pharmacy, Liverpool Hospital, Liverpool, 
NSW, 4Department of Pharmacy, Westmead Hospital, Westmead, NSW, 
5Department of Pharmacy, Royal Prince Alfred Hospital, Camperdown, NSW

EMAIL nina.phan@sydney.edu.au

Background Traditional hospital pharmacy placements predominantly 
involve students shadowing ward pharmacists in the acute setting, 
offering basic exposure and limited practice experience or involvement in 
clinical decision-making. A revised approach integrated hands-on activities 
and stakeholder collaboration to capture the multidisciplinary nature and 
complexity of medication management in acute care. 

Objective To develop and implement innovative placement models 
that enhance pharmacy students’ understanding of the role of pharmacists 
in medication management in a hospital setting.

Action A multicentre project was conducted by four pharmacy professional 
practitioners (PPs) at tertiary public hospitals. Each PP developed innovative 
learning opportunities at their respective sites to increase student exposure 
to clinical activities. PPs collaborated with key stakeholders – including allied 
health, nursing, and medical staff – to design unique learning experiences 
beyond traditional shadowing. Initiatives included medication reconciliations, 
clinical reviews, journal appraisals, crash courses, and participation in 
audits and quality improvement (QI) projects, all targeting different aspects 
of medication management within hospitals. Student placement satisfaction 
was assessed using the university’s Placement Quality Survey (PQS), where 
students left comments in a free-text section.

Evaluation Analysis of qualitative PQS data revealed that PP sites maintained 
high satisfaction ratings compared with non-PP sites. Thematic analysis of 
student comments identified common themes, including appreciation for a 
dedicated preceptor, supportive environment, increased interest in hospital 
pharmacy, a combination of educational and practical aspects, and the 
variety of activities offered throughout the program.

Discussion This enhanced placement model facilitated by PPs transcends 
traditional shadowing by integrating practical experiences and providing 
immediate benefits. Embedding students in meaningful clinical interventions 
and QI activities enhances their learning and brings value to health 
services. With a dedicated PP facilitating positive experiences, students 
may be inspired to consider hospital pharmacy as a future career option. 
These innovative approaches have the potential to revolutionise hospital 
pharmacy education.

122 MAPPING MINDS AND MEASURING MEANING  
BEFORE THE MENTORS MOVES IN

Rebecca Judd1, Amy Le1, Heidi Wong1, Natalie Tasker1

1Qld Health, Brisbane, Qld

EMAIL rebecca.judd2@health.qld.gov.au

Background A metropolitan hospital pharmacy department recently 
secured funding to introduce a Clinical Educator (CE) role—an exciting step 
toward enhancing professional development. However, before launching 
the initiative, there was a critical gap: no formal data had been collected 
on staff attitudes, current learning opportunities, or expectations for the role. 
Understanding these perspectives was essential to ensure the CE service 
would be tailored to staff needs and aligned with the department’s 
strategic goals.

Objective To explore pharmacists’ attitudes, beliefs, and aspirations 
regarding the introduction of a Clinical Educator role within an established 
hospital pharmacy team.

Method An anonymous online survey was distributed to the department. 
The survey combined Likert-scale and multiple-choice questions to assess 
current professional development experiences and expectations for the 
CE role. It also included open-ended questions to capture personal insights 
on anticipated benefits, role expectations, and suggestions for educational 
initiatives or resources.

Results Out of 35 pharmacists, 23 responded (66% response rate). 
The responses revealed a mixed picture: while some staff felt supported, 
many cited a lack of structured feedback, limited protected time for learning, 
and inconsistent access to development opportunities.

From these challenges, staff expressed strong enthusiasm for the CE role. 
Staff highlighted several priorities:

•	 Regular clinical education sessions

•	 One-on-one mentoring

•	 Support for research and quality improvement

•	 Clearer career development pathways

Discussion The findings highlight gaps in professional development 
that occur in departments without dedicated CE support. Some staff are 
intrinsically motivated and have skillsets to seek their own professional 
development opportunities, whilst others may fall behind. Staff expressed 
a clear desire for more structured, accessible, and equitable 
educational opportunities.

The CE role is well-positioned to address these needs—enhancing clinical 
competence, supporting onboarding, and promoting evidence-based 
practice. These insights will guide the design and rollout of a responsive 
and impactful education program.
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123 CLINICAL PHARMACIST PERCEPTIONS OF AN EMR 
ONCOLOGY MODULE

Ruby Arter1, Linda Shi1, Shevon Fernando1, Jarrod Donovan1, Dr Erica Tong1

1Alfred Health, Melbourne, Vic

EMAIL r.arter@alfred.org.au

Background An oncology module was incorporated into the existing 
electronic medical record (EMR) suite in a quaternary metropolitan hospital, 
replacing all paper workflows in the Haematology/Oncology Centre (HOC).

Objective(s) To assess clinical pharmacist perceptions and experiences of 
an EMR oncology module, at five- and twelve-months post-implementation.

Action (Method) An anonymous survey was conducted of clinical 
pharmacists working in HOC (n=11 at 5-months; n=7 at 12-months). 
Questions were presented as statements, with responses rated on a 5-point 
Likert scale (Strongly Disagree to Strongly Agree). Responses were reported 
as % Strongly Agree + Agree (% at 5-months, % at 12-months).

Evaluation Pharmacists agreed that the oncology module includes all 
functions necessary to provide cancer care (73%, 100%) and works as 
expected (91%, 86%). Pharmacists agreed that the module is easy to use 
(75%, 86%) and troubleshooting encounter-related issues improved with 
time (55%, 71%).

Over time, satisfaction improved with workflow changes allowing therapy 
to be charted electronically (91%, 100%) and ordering from the aseptic suite 
in advance (45%, 100%). Pharmacists also agreed that checking and verifying 
chemotherapy is more efficient with the module (60%, 86%) and workload 
for these tasks has improved (50%, 71%).

Safety improvements due to new functionalities ranked highly; electronic 
ordering (67%, 100%) and standardised doses (50%, 100%) reduce risk of 
manufacturing errors, while barcode scanning of manufactured products 
was perceived to improve patient safety (80%, 100%). Compliance with 
protocols has also improved for both cancer therapy (55%, 100%) and 
supportive care (64%, 86%).

Discussion Pharmacists perceived impact of the EMR Oncology module 
was positive. Repeating the survey at 1-year showed improvements in 
perception of the module’s effects on workflows and safety. Due to the 
in-house management of the EMR oncology module, and ongoing support 
for end‑users, continuous feedback could be rapidly integrated, providing 
ongoing optimisation of oncology care delivery.

124 EARLY INSIGHTS INTO IMPLEMENTATION OF AN ACCREDITED 
CONTINUING PHARMACOGENOMICS EDUCATION PROGRAM FOR 
HOSPITAL PHARMACISTS

A/Prof Safeera Hussainy1,2,3, Benjamin Lee1, Sarah Glewis1,2, Vivian Shen1,  
Dr Chiao X Lim4,5, Dr Jenny Devine6, A/Prof Marliese Alexander1,2,  
Senthil Lingaratnam1

1Pharmacy Department, Peter MacCallum Cancer Centre, Melbourne, Vic, 
2Sir Peter MacCallum Department of Oncology, The University of Melbourne, 
Melbourne, Vic, 3Department of General Practice, School of Public Health 
and Preventive Medicine, Monash University, Melbourne, Vic, 4Pharmacy, 
School of Health and Biomedical Sciences, RMIT University, Melbourne, Vic, 
5Department of Medicine, School of Clinical Sciences, Monash University, 
Melbourne, Vic, 6Consumer Register, Peter MacCallum Cancer Centre, 
Melbourne, Vic

EMAIL safeera.hussainy@petermac.org

Background Despite growing interest in pharmacogenomics (PGx), 
Australian hospital pharmacists report limited confidence and training 
in applying PGx in clinical care. Informed by a needs assessment of 
health professionals and consumers, a continuing education program 
was developed, hosted and user-tested for hospital pharmacists.

Objective To describe early insights into the implementation experience 
of our continuing pharmacogenomics education program pilot as part of 
the PRECISION trial*.

Action (Method) Pharmacists working at Victorian metropolitan (n=1) 
and regional (n=5) hospitals were recruited to participate. Implementation 
supports included virtual outreach by a PGx pharmacist and regular study 
updates to reinforce trial purpose and clinical translation.

Evaluation Twenty-two pharmacists enrolled (9 metropolitan, 13 regional); 
16 participated in outreach session #1. The accredited program (40 CPD 
points) comprises eight modules, 69 multiple choice questions, 14 short 
answer questions directed to a moderated discussion board, 40 pre-post 
test questions (each out of 5) and reflective logs. Within education outreach 
and reflective logs (n=17), participants expressed hopes to gain detailed 
and deep scientific knowledge that would help them better support oncology 
teams with prescribing decisions, refine counselling practices and improve 
patient outcomes. Anticipated challenges to learning included staffing levels, 
content being outside knowledge scope and work-life-course balance. 
Learners were able to identify several factors aside from genetics that 
influence prescribing, however some were unsure what pre-emptive PGx 
testing is. For module 1, learners’ knowledge significantly increased from 
pre- (M=3.57, SD=0) to post‑test (M=5.0, SD=0.29); t(6)=7.07, p=0.0004).

Discussion Hospital pharmacists are motivated and ready to engage with 
PGx learning when supported with structured, accredited programs and 
peer-led outreach. Early reflections highlight the importance of addressing 
foundational knowledge gaps, enabling peer discussion, and supporting 
clinical integration. These findings can inform broader PGx workforce 
education strategies and implementation planning.

*funded under MRFF Preventive and Public Health Initiative 2022
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125 PERCEPTIONS OF VIRTUAL LEARNING MODALITIES  
IN CLINICAL PHARMACY: INSIGHTS FROM LEARNER EXPERIENCES

Sharon Selvanayakam1, Nicholas Sullivan1, Jeanie Misko1

1Fiona Stanley Hospital, Murdoch, WA

EMAIL sharon.selvanayakam@health.wa.gov.au

Background An introductory clinical pharmacy course comprising 
of interactive lectures presented by specialist clinical pharmacists has 
been organised by a quaternary hospital since 2016. The course intent 
is to provide training opportunities for early career pharmacists working 
in hospital settings. Due to COVID-19, the course delivery was transitioned 
from face-to-face to Microsoft Teams in 2020. The introduction of recorded 
lectures for retrospective listening on YouTube commenced in 2022.

Objective To describe learner perceptions towards virtual learning 
modalities on the effectiveness of a clinical training course.

Method The organisers circulated an anonymous online survey to course 
participants on the completion of the course in 2024. The survey comprised 
of 4 Likert scale questions rating the learner’s perception of effectiveness of 
course delivery via Microsoft Teams and YouTube on their clinical knowledge 
and skills. The survey also included a multiple-choice question regarding 
their preferred mode of listening to lectures.

Evaluation Of the 24 survey responses, 91.7% participants rated the 
effectiveness of course delivery via Microsoft Teams to increase clinical 
knowledge as either extremely effective or effective. Course delivery 
via Microsoft Teams was extremely effective (41.7%) or effective (45.8%) 
in increasing clinical skills. Perceptions toward use of YouTube were 
mixed - 37.5% rated it extremely effective, 50% rated it effective and 
4.2% as ineffective to increase clinical knowledge. For increasing clinical 
skills, 29.2% rated course delivery via YouTube extremely effective, 
45.8% as effective and 4.2% as ineffective. Approximately half (54%) 
of participants preferred listening to the lectures in real time and 46% 
of participants preferred listening back to lectures on YouTube in their 
own time.

Discussion The survey results demonstrate that learners support 
virtual learning modalities and the flexibility to listen later if preferred. 
Learners find the use of these modalities for course delivery effective 
in increasing their clinical skills and knowledge.

126 MEDICATION SAFETY IN MOTION: MEDICATION MOMENTS – 
A PHARMACY AND NURSING INTER‑PROFESSIONAL EDUCATION 
(IPE) INITIATIVE

Sok Leng Cam1, Gillian Oates1, Antoinette Bates1,  
Jane Irvine1, Jane Perriman1

1Peninsula Health, Frankston, Vic

EMAIL slcam@phcn.vic.gov.au

Background Education requests from clinical nursing educators to the 
pharmacy department increased 37% annually (2021 to 2023). A coordinated 
inter-professional education (IPE) program between pharmacy and nursing to 
enhance medication safety outcomes and facilitate learning was recognised.

Objective Develop an IPE program to deliver impactful, standardised syllabus 
across diverse clinical settings.

Action Pharmacists and nursing educators co-designed presentation topics 
guided by local medication safety incident data. Presentations included 
interactive components with case studies.

Since March 2024, the program offered in-person, pharmacist-led, 30-minute 
monthly presentations to nursing, pharmacy staff and students in 18 clinical 
areas, across five campuses concurrently. An online educational repository 
was created for staff to access outside session times.

Evaluation Anonymous online surveys, administered pre- and post- 
education, assessed satisfaction, knowledge, relevance, and attitudes 
towards IPE. Incident audit data three months before and after each topic 
evaluated patient impact.

Thirteen presentations were delivered to 1102 attendees (March 2024 to 
May 2025). Survey response rates were 87% pre- and 76% post-presentation. 
98% of attendees were nursing staff and students of less than five years’ 
experience. 70% of respondents rated the program highly, as eight or higher 
on a 10-point Likert scale. Post-presentation, a 42% increase (29 to 71%) 
in respondents rated their knowledge as ‘proficient’. 63% indicated that 
half or more of the material was new to them. 100% affirmed the contents’ 
relevance to their practice. Over 90% agreed that IPE enhances their 
inter‑professional team appreciation.

An overall 4% relative reduction in rates of medication-related incidents 
per 1000 occupied bed days post presentation was seen.

Discussion Targeted, quality pharmacist-led education sessions delivered in 
a ‘business-as-usual’ inter-professional environment increases organisational 
knowledge of high-risk medications, enhancing medication safety outcomes. 
This large, ongoing IPE program in the health service demonstrated 
sustainability through consistently high participant satisfaction and 
attitudes towards collaborative practice.
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127 EVALUATION OF A WRITTEN VENOUS THROMBOEMBOLISM 
PROPHYLAXIS PLAN FOR TOTAL HIP AND KNEE REPLACEMENT PATIENTS

William Nguyen1

1Concord Repatriation General Hospital, Concord, NSW

EMAIL william.nguyen1@health.nsw.gov.au

Background The use of anticoagulants has been effective in preventing 
venous thromboembolism (VTE) following total hip replacement (THR) and 
total knee replacement (TKR) surgery. Pharmacists play an instrumental role 
in providing verbal education to these patients; however, the provision of a 
written VTE prophylaxis plan is recommended to enhance communication 
of critical information during transition from hospital to ongoing care.

Objective(s) To implement an intervention that ensures provision of written 
VTE prevention plans for all THR and TKR patients at discharge and to 
determine the rate to which prescribers provided a written VTE prophylaxis 
plan when commencing anticoagulants for post-THR and TKR patients.

Action (Method) A pharmacist-developed written VTE prophylaxis plan 
proforma was used by orthopaedic prescribers for all post-THR and/or 
TKR patients commenced on new anticoagulants. The proforma was based 
on the Australian VTE Prevention Clinical Care Standard. Patients received 
both the VTE prophylaxis plan proforma documented within their discharge 
summaries and an anticoagulant information leaflet during pharmacist 
education prior to discharge. A pre- and post-implementation audit 
comparing the months August 2022 and September 2023 was conducted 
to assess the impact of this intervention.

Evaluation A retrospective electronic medical record audit of 70 post-THR 
and TKR patients’ discharge summaries found that the intervention led to an 
85% increase in patients receiving a written VTE prophylaxis plan. Conjointly, 
an audit of pharmacist documentation for these patients also demonstrated 
100% of patients received an anticoagulant education session post-THR 
or TKR.

Discussion The provision of a written VTE prophylaxis plan and subsequent 
pharmacist education on discharge ensured all patients understood how to 
reduce VTE risk. This may lead to improved anticoagulant adherence and 
prevent adverse events e.g. bleeding. While these findings support improved 
discharge communication, further research is needed to determine whether 
such interventions translate into better post-surgical outcomes.

128 CLINICAL PHARMACY SERVICES IN MOTION:  
MULTI-STAKEHOLDER PERCEPTIONS DRIVING SERVICE EVOLUTION

Adam Livori1,2, Renee Dimond1

1Grampians Health, Ballarat, Vic, 2Monash University, Parkville, Vic

EMAIL adam.livori1@monash.edu

Background Understanding stakeholder perceptions of clinical pharmacy 
services is essential for service improvement and resource allocation. 
Previous studies demonstrated variable perceptions across different 
healthcare professional groups, but comprehensive multi-stakeholder 
evaluation remains limited in regional hospitals.

Objective(s) To evaluate nursing, medical, pharmacy staff 
(pharmacists/‌technicians), and patient perceptions of clinical pharmacy 
services to identify strengths and improvement opportunities.

Action (Method) A mixed-methods study using REDCap surveys was 
conducted across acute and subacute wards and ambulatory/virtual 
care settings during June-July 2024. Four target groups completed 
surveys: pharmacists/technicians, nursing staff, medical staff, and patients. 
Quantitative data used Likert scales with construction of median dot plots 
for descriptive analyses. Qualitative data was collected through free-text 
responses and analysed using conventional content analysis.

Evaluation There were 123 responses received from healthcare 
professionals (51 nurses, 28 medical doctors, 32 pharmacists, 12 technicians) 
and 91 patients. Key findings from health professionals included high 
regard for pharmacist contributions to patient safety and being important 
members of the healthcare team with minimal variance in responses. Lower 
satisfaction with high variance was noted for access to pharmacists during 
weekends. Patients strongly agreed, with low levels of variance, regarding 
the kindness and respect given by pharmacists. Content analysis on the 
ways pharmacy can improve included 65% of healthcare professionals 
identifying the need for extended service hours and requests for pharmacist 
ward round participation. Patient responses were mostly positive about the 
service, with improvements in discharge medication processing times noted.

Discussion Clinical pharmacy services are well perceived across 
stakeholder groups. Critical improvement areas include extending 
service hours (particularly weekends), enhancing pharmacist accessibility, 
improving medication access processes, and expanding technician roles. 
These findings support increased investment in pharmacy services and 
workforce development. The study provides actionable insights for service 
redesign and demonstrates the importance of multi-stakeholder feedback 
in healthcare service evaluation for improvement planning.
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129 IMPACT OF THE INITIATION OF THERAPEUTIC ANTICOAGULATION 
PATHWAY ON MEDICATION SAFETY

Anjela Pham-Nguyen1,2, Angela Faint1,3, Dr Zack Austin1,4, Dr Nicholas Smoll1,5, 
Dr Zaw Thet1, Dr Karlee Johnston6, Dr Antony Attokaran1

1Rockhampton Hospital, Central Queensland Hospital and Health Service 
(CQHHS), Rockhampton, Qld, 2Royal Brisbane And Women’s Hospital, 
Metro North Hospital and Health Service, Brisbane, Qld, 3Toowoomba 
Hospital, Darling Downs Hospital and Health Service, Toowoomba, Qld, 
4Cairns Hospital, Cairns and Hinterland Hospital and Health Service, Cairns, 
Qld, 5Sunshine Coast Public Health Unit, Sunshine Coast Hospital and 
Health Service, Sunshine Coast, Qld, 6School of Medicine and Psychology, 
The Australian National University, Canberra, ACT

EMAIL anjela.nguyen@gmail.com

Background Anticoagulants are high-risk medications associated 
with significant patient harm if prescribed or administered incorrectly. 
In May 2017, a regional hospital introduced the Initiation of Therapeutic 
Anticoagulant Pathway (ITAP), a decision support tool designed to reduce 
the risks and harms associated with anticoagulant use.

Aim To evaluate the effectiveness of the ITAP in reducing anticoagulation-
related errors and complications.

Methods This single-centre retrospective clinical observation study 
compared anticoagulation-related medication errors and complications 
before (1/5/2015–30/4/2017) and after (1/8/2017–31/7/2021) ITAP 
implementation. Data was collected from anticoagulant-coded medical 
records and clinical incidents, and medication errors were categorised as 
prescribing or administration events. Primary outcomes were medication 
errors and ITAP adherence. Secondary outcomes included anticoagulation-
related complications during hospitalisation, such as recurrence of clots, 
stroke and bleeding.

Results A total of 217 patients were included (76 pre-ITAP, 141 post‑ITAP). 
Overall medication errors decreased significantly following ITAP 
implementation (64.5% (49/76) vs 44.7% (63/141), p=0.007). Prescribing errors 
declined (27.5% (21/76) vs 17% (24/141), p=0.08), particularly incorrect 
underdosing (23.7% (18/76) vs 12.8% (18/141, p=0.05) and medication chart 
placement errors (13.2% (10/76) vs 2.8% (4/141), p=0.007). Administration 
errors also decreased, including dose omissions (5.3% (4/76) vs 0.7% (1/141), 
p=0.05), inappropriate time of dose, and documentation errors (21.1% (16/76) 
vs 4.3% (6/141), p<0.001). The ITAP was utilised by 61.7% (81/141) of 
prescribers, although only 16.3% (23/141) completed it in full. No serious 
anticoagulation-related complications were reported in either group.

Discussion ITAP implementation had a meaningful impact on medication 
safety, as shown by significant reductions in anticoagulation-related 
medication errors, with improvements across both prescribing and 
administration domains. The observed improvements suggest even partial 
use of the tool had a beneficial effect in clinical practice. Further research 
with larger sample sizes is suggested, as is exploration of strategies 
such as digitalisation to increase uptake and completion of the ITAP.

130 DEPRESCRIBING IN PALLIATIVE CARE:  
MEDICATION SHIFTS ACROSS THE PATIENT JOURNEY

Bessie Wong1, Sam Maleki1, Dr Grace Walpole2,3, Dr Yok-Yin Lee2,  
Emily Schembri3, Kaitlin Boc4, Thu-Anh Luu4, Jasmine Moustafa4,  
Rachel Nakamura4, Dr Vivekbabu Nooney4

1Pharmacy Department, Eastern Health, Melbourne, Vic, 
2Department of Supportive and Palliative Care, Eastern Health, 
Melbourne, Vic, 3Eastern Health Clinical School, Monash University, 
Melbourne, Vic, 4Discipline of Pharmacy, School of Health and  
Biomedical Sciences, RMIT University, Melbourne, Vic

EMAIL bessie.wong@easternhealth.org.au

Background Palliative care prioritises symptom management over 
preventative care, requiring medication review and deprescribing. 
However, deprescribing patterns across different palliative care phases 
remain understudied.

Aim/Objective(s) To examine deprescribing trends and commonly 
deprescribed medications across five key points in the patient journey 
within a metropolitan palliative care unit (PCU).

Methods This retrospective study included adult PCU inpatients in 2023. 
Medications were reviewed at five points: day prior to admission (T1), 
admission day (T2), day 5 (T3), final phase change (T4), and discharge/‌death 
(T5). Deprescribing was evaluated by medication class using OncPal and 
Hedman et al. criteria. Regular and as-needed (PRN) medications were 
reviewed longitudinally.

Results Of 386 patients (median age: 78; range: 33 – 101, 54.2% male), 
68.1% had malignancies and 71.0% died during admission. Deprescribing was 
more frequent in patients admitted for end-of-life care (60.0%) than symptom 
management (40.0%).

Regular medications increased from T2 (admission) to T3 (day 5) (mean 
difference:+1.5, 95%CI 0.78–1.98, p<0.001), then decreased between T3–T5 
(discharge/death) (mean difference:–2.1, 95%CI –2.57 to –1.37, p<0.001). 
Syringe driver medications (mean difference: +0.3, 95%CI 0.09 – 0.50) 
and subcutaneous PRNs (mean difference: +1.1, 95%CI 0.77–1.35) increased 
between T3–T5 (p<0.01).

Between T1–T5, deprescribing was highest for antibiotics (85.9%), 
statins (79.2%), vitamins/minerals (73.9%), bisphosphonates (73.7%), 
and venous thromboembolism prophylaxis (73.3%). Lower rates occurred 
for insulin (33.3%), antidepressants (34.6%), antiepileptics (37.5%) 
corticosteroids (38.8%) and antiarrhythmics (41.2%). Abrupt cessation 
was observed with proton pump inhibitors (70.0%), beta blockers (61.5%) 
and antidepressants (58.2%).

Symptom management medications increased over time (T1–T5): 
anxiolytics (+4.9%), opioids (+9.6%), antiemetics (+16.1%), laxatives (+25.7%), 
agitation agents (+31.1%), while non-opioid analgesics: paracetamol (–20.2%), 
adjuvants (–8.8%), corticosteroids (–7.5%) declined.

Discussion Deprescribing affected preventive therapies aligning with 
shifting goals across palliative care phases. Lower deprescribing rates for 
insulin and antidepressants, and frequent abrupt cessation of oral agents, 
highlight complexities of deprescribing in palliative care.
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131 THE UNEXPECTED BENEFITS OF RESEARCH:  
A DEEPER UNDERSTANDING OF THE PATIENT EXPERIENCE 

Briohny Roberts1, Sarah Smith1, Dr Lisa Bell1, Madelyne Doolan1

1North Canberra Hospital, Canberra, ACT

EMAIL briohny.roberts@act.gov.au

Background A research project investigating temperature variations of 
antibiotic infusions delivered in home settings was undertaken, requiring 
participants to complete a simple, free-text questionnaire on daily 
activities. The intent was to cross reference activities and their impact 
on temperature data of the infusions, however the responses revealed 
something more profound.

Objective To describe unexpected data uncovered through participant 
questionnaires and highlight the importance of Hospital in the Home 
(HITH) services.

Action Seventy-five participant questionnaires were reviewed. The entries 
included expected descriptions of daily activities (school drop‑offs, shopping 
trips, time with pets, visits with loved ones etc.), yet they also revealed 
something more. Participants generously shared detailed, personal moments 
e.g. the joy of cooking a favourite meal, cheering for their footy team, 
and maintaining meaningful connections with family and community. 
These weren’t just data points – they were glimpses into lives being 
fully lived.

Evaluation The richness and depth of participant responses far exceeded 
expectations. Researchers encountered heartfelt reflections, illuminating 
the true, holistic value of home therapy. Most of the activities described 
would not have been possible in a hospital setting, and these findings add 
to the known benefits of HITH services in preserving the rhythm and richness 
of everyday life.

Discussion What began as a data-driven study on infusion storage 
evolved into a celebration of patient resilience and joy. The emotional 
depth of responses reminded researchers to reflect on the value of true, 
patient-centred care and the privilege of engaging with participants’ lived 
experiences. This connection inspired a renewed commitment to honouring 
these voices and prioritising analysis that reflects the human impact of home 
therapy. While the clinical benefits of HITH services are well established, 
these insights offer a deeper understanding of their non-clinical value and 
sharing this data affirms why HITH services should be embraced to their 
fullest potential.

132 THE ROAD TO IMPROVING RESEARCH AND QUALITY IMPROVEMENT

Camille Boland1, Lisa Robertson1, Tara Clayson-Fisher1,  
Justine Ayre2, Melinda Rose1

1Statewide Hospital Pharmacy Tasmanian Health Service, Hobart, Tas, 
2Launceston General Hospital Pharmacy Department, Tasmanian Health 
Service, Launceston, Tas

EMAIL camille.boland@ths.tas.gov.au

Background Participation in research and quality improvement (QI) activities 
was varied across the pharmacy service, with highly localised cultures and 
limited coordinated support or governance. A desire to increase outputs 
was identified by pharmacy staff and leadership. The overarching health 
service’s expectations were also rapidly evolving. Despite initial enthusiasm, 
project progress was hindered by confusing and complex approval pathways 
impacting motivation to commence or complete projects.

Objective To establish a statewide pharmacy working group (WG) 
and framework to improve uptake and completion of pharmacy research 
and QI projects, with improved engagement, project design and care delivery.

Action A multi-site pharmacy research and QI WG was created, including 
representatives across all pharmacy sites and workforce groups. The WG 
meets monthly and provides a central point of governance, oversight and 
support for projects while ensuring projects are consistent with service 
guidelines, comply with ethics processes, and facilitate collaboration. 
The WG created guidance documents and tools to guide investigators 
and maintains project progress and idea registers.

Evaluation Since late 2022 the WG has provided input and approval 
of 50 projects and 58 publications (including presentations) outside the 
organisation. Projects span across different workforce groups and include 
national and international forums. One project is awaiting publication in a 
national journal, 10 residency projects have been supported, and 80% of 
abstracts submitted to the WG were accepted for presentation at MM2024. 
Barriers to publication are resolving and the WG has provided significant 
input to the organisation’s approach to research and QI.

Discussion The establishment of a statewide WG has significantly advanced 
research culture, supported communication, and enabled multi-site projects. 
WG members have improved their knowledge and contributed to broader 
organisational understanding of pharmacy projects. The WG is now recognised 
by the broader organisation as an exemplar for research and QI processes.
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133 EVALUATING THE USE OF VENOUS THROMBOEMBOLISM (VTE) 
PROPHYLAXIS IN PALLIATIVE CARE: IMPLICATIONS FOR PRACTICE

Emily Huynh1, Bessie Wong1, Dr Aaron Wong2,3, Dr Yok-Yin Lee2

1Pharmacy Department, Eastern Health, Melbourne, Vic, 
2Department of Supportive and Palliative Care, Eastern Health, 
Melbourne, Vic, 3Eastern Health Clinical School, Monash University, 
Melbourne, Vic

EMAIL emily.huynh@easternhealth.org.au

Background Palliative care patients are at heightened risk for venous 
thromboembolism (VTE) due to immobility, and advanced conditions 
such as cancer. Although VTE prophylaxis is well-established in other 
medical settings, its use in palliative care remains inconsistent.

Aim/Objective(s) To evaluate VTE risk assessment and prescribing practices 
in palliative care inpatient, examining their impact on VTE outcomes, 
and explore the pharmacist’s role, including the influence of an updated 
Medication Management Plan (MMP) incorporating VTE risk assessment.

Methods This retrospective study reviewed adult patients admitted to a 
metropolitan palliative care unit from 2021–2024. Patients admitted in the 
terminal phase or prescribed pre-existing anticoagulant were excluded. 
Medical records were individually assessed for demographics, care goals, 
Karnofsky Performance Status scores (AKPS), primary diagnosis, VTE risk 
assessment and prophylaxis, and pharmacy MMP.

Results Of 1,936 patients identified, eight developed VTE (mean age: 
71 years, SD: 13.7, seven were female). Of these, 87.5% (n=7/8) had 
malignancy as their primary diagnosis and 75.0% (n=6/8) were admitted 
for symptom-management with AKPS scores between 40–50, indicating 
moderate functional impairment. Only 25% (n=2/8) of patients who 
developed VTE had a documented risk assessment, and both received 
enoxaparin prior to the event.

Across the full cohort, risk assessments were documented 
in 37.2% (n=370/1936) of cases. VTE prophylaxis was prescribed 
for 6.9% (n=133/1936) during admission.

Post-implementation of the updated MMP in August 2024, which required 
pharmacists to review VTE risk, documentation of risk assessments 
improved from 32.2% (n=127/394) to 66.7% (n=154/231) compared to  
Jan–Jul 2024.

Discussion Despite known risk factors for VTE among palliative care 
patients, this study found that VTE prophylaxis assessments were 
suboptimal, likely due to guideline ambiguity. Reduced investigation in 
palliative care may have led to under-detection. Future research should 
focus on identifying when VTE prophylaxis is appropriate, particularly for 
patients receiving symptom-management, based on individual care goals.

134 MEDICINES COMMUNICATION AND MANAGEMENT AT HOSPITAL 
DISCHARGE: EXPERIENCES OF OLDER PATIENTS WITH MULTIMORBIDITIES 
AND FAMILIES

Dr Fatemeh Barzegarkalmeri1, A/Prof Kevin Mc Namara1,  
Prof Elizabeth Manias1,2

1School of Medicine, Deakin University, Warrnambool Campus, 
Warrnambool, Vic, Australia, 2Monash Nursing and Midwifery, 
Monash University, Clayton, Melbourne, Vic, Australia

EMAIL s219569191@deakin.edu.au

Background Medicines management at hospital discharge is particularly 
complex for older patients with multimorbidity, with additional 
communication challenges arising from both patient and healthcare-related 
factors. Breakdowns in communication can lead to medicines-related 
problems after hospital transfer. Little is known about the experiences 
and perspectives of older patients with multimorbidity in this context.

Aim To explore the experiences of older patients with multimorbidity 
and their families regarding medicines communication and management 
around hospital discharge using either Acute, Subacute, or Hospital-at-Home 
transitional care models.

Methods A qualitative multi-method study was conducted across two public 
hospital settings (Victoria, Australia), involving older patients (≥65 years) 
with two or more chronic conditions, and family members, alongside 
observations of pharmacist-patient discharge communication. Participants 
were interviewed face-to-face at discharge from Acute and Subacute 
care, as well as during Hospital-at-Home care. Data analysis involved 
an inductive approach followed by a deductive analysis.

Results Thirty-two semi-structured interviews were conducted with 
16 patients and 5 family members, along with 325 minutes of observation 
of pharmacists’ discharge communication. Patients experienced medication 
communication and management differently across various care models, 
including Acute, Subacute, and Hospital-at-Home care. They noted greater 
comfort, privacy, focus, and time for communication in home environments 
provided by Hospital-at-Home pharmacists. In hospital settings, medication 
communication was more structured, less person-centred, and sometimes 
hasty. A strong focus on patient-centred care and tailored communication 
was reported from Hospital-at-Home care, accompanied by improved 
patients’ and families’ understanding of medication information and 
enhanced their satisfaction with managing medications.

Discussion Complex health needs make discharge medication 
communication challenging for older patients with multimorbidity, 
their families, and healthcare professionals. Multimorbidity can limit 
patients’ understanding and involvement in medication management, 
but personalised communication that addresses patient needs enhances 
engagement and safety. The Hospital-at-Home care model enables 
greater focus on patient‑centred communication and supports safer 
transitions home.
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135 FERRIC CARBOXYMALTOSE – ARE WE PUTTING PATIENTS 
AT UNNECESSARY RISK?

Hayley Griffin1, Sheridan Rodda1, Linda Chuang1, Mark Sheppard1,  
Wendy Ewing1, Divya Bassi2, Lily Anne Cook2, Lara Dayekh2, Harleen Kaur2, 
Swara Patel2

1Monash Health, Clayton, Vic, 2Monash University, Parkville, Vic

EMAIL hayley.fulton@monashhealth.org

Background Oral iron supplementation is often sufficient for treating 
iron deficiency anaemia (IDA). However, ferric carboxymaltose usage has 
increased in our health service, raising concerns about potential overuse. 
Intravenous iron carries additional risks compared to oral supplementation, 
including permanent skin staining and anaphylaxis.

Aim To evaluate the appropriateness of ferric carboxymaltose prescribing 
and the prevalence of adverse effects at a metropolitan health service.

Methods A retrospective audit of health records was conducted  
for July–‌August 2023. Records for adult and paediatric inpatients 
and outpatients administered ferric carboxymaltose were included. 
The presence of IDA (haemoglobin <130 g/L for males, <120 g/L for females, 
and ferritin <30 microg/L) determined appropriateness of iron therapy and 
specific clinical indications or intolerance/failure of oral supplementation 
indicated appropriate intravenous administration.

Results A total of 1,294 patients received ferric carboxymaltose, including 
1,251 adults and 43 paediatric patients, 25.3% were male. There were 
484 cases excluded as the indication for iron therapy (oral or intravenous) 
was unidentifiable. Within the remaining 810 cases, iron therapy was deemed 
inappropriate in 375 (46.3%) cases due to failure to meet diagnostic criteria 
for IDA. Of these, 145 (17.9%) did not have iron studies conducted. Among the 
435 patients deemed appropriate for iron therapy, only 306 (70.3%) had an 
appropriate documented indication for intravenous therapy. The intravenous 
route was most frequently deemed inappropriate or unknown due to lack 
of documentation of an oral route trial. Adverse effects were reported in 
19 (1.46%) cases, including skin staining (n=3) and allergic reactions (n=6).

Discussion Intravenous ferric carboxymaltose is frequently used without 
a clear diagnosis of IDA and when oral iron may be suitable. This study, 
though limited by incomplete data, identifies key areas for optimising ferric 
carboxymaltose use and will inform targeted education to reduce avoidable 
patient harm.

136 INVESTIGATING THE TIMELINESS OF ZOLEDRONIC ACID INITIATION 
IN ADJUVANT AND NEOADJUVANT BREAST CANCER PATIENTS.

Sally Ip1, Jasmine Lau1, Jim Siderov1

1Austin Health, Heidelberg, Vic

EMAIL sally.ip@austin.org.au

Background Zoledronic acid is beneficial in postmenopausal, primary 
breast cancer patients, regardless of hormone receptor and HER2 
status. Due to effects on bone physiology, bisphosphonates modify 
the metastases process, significantly reducing rates of recurrence and 
mortality. The American Society of Clinical Oncology guideline recommends 
initiating bisphosphonates within 3 months of definitive surgery or 2 months 
of adjuvant chemotherapy completion.

Aim To assess timeliness and explore potential factors underlying delays to 
zoledronic acid initiation in adjuvant and neoadjuvant breast cancer patients 
at a large metropolitan teaching hospital.

Methods A retrospective audit was conducted on patients receiving 
zoledronic acid between 2023–2024. Data including demographic data, 
chemotherapy and zoledronic acid treatment dates, surgery date, 
and reasons delaying zoledronic acid initiation were extracted from 
electronic medical records. The primary endpoints were median time 
from chemotherapy completion or surgery to the first zoledronic acid 
dose, and percentage of patients initiated on zoledronic acid within 
guideline‑recommended timeframes. The secondary endpoint was 
to identify reasons underlying delays to zoledronic acid initiation.

Results 175 patients (median age 58.5 years) were included. Among adjuvant 
patients, the median time to zoledronic acid initiation was 6.5 months; 
13% (11/83) commenced zoledronic acid within the recommended 2-month 
period. For neoadjuvant patients or patients undergoing surgery alone, 
the median time to zoledronic acid initiation was 5.5 months and 6 months 
respectively; 28% (5/18) and 19% (14/74) received zoledronic acid within 
the recommended 3-month period respectively. Common causes delaying 
zoledronic acid initiation included radiotherapy, initiation of hormonal 
therapy and consequential review, and dental clearance.

Discussion Delay to zoledronic acid initiation was observed across all 
treatment groups. Pharmacists can play a role in raising awareness of 
delayed zoledronic acid initiation and implement strategies to improve 
timely administration to ensure optimal patient outcomes.
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137 RETROSPECTIVE REVIEW OF PEG-ASPARAGINASE 
DOSING AND RELATED ADVERSE EVENTS IN ADULTS WITH 
ACUTE LYMPHOBLASTIC LEUKAEMIA

Martin Khuu1, Hadley Bortz1, Prof David Curtis2, Prof Shaun Fleming2,  
Dr Sush Patil2, Susan Poole1, Dr Natali Jokanovic1,3, Dr John Coutsouvelis1,3

1Pharmacy Department, Alfred Health, Melbourne, Vic, 2Haematology and 
Stem Cell Transplant Unit, Alfred Health, Melbourne, Vic, 3Centre for Medicine 
use and Safety, Monash University, Parkville, Vic

EMAIL m.khuu@alfred.org.au

Background Protocols to treat Philadelphia chromosome negative 
acute lymphoblastic leukaemia (Ph- ALL) often include pegylated E coli 
asparaginase (pegA). There is a lack of consensus on the optimal dose 
and frequency for pegA in adults. PegA-associated Grade ≥3 adverse 
effects (AEs) reported in an initial trial using six doses at 2000 IU/m2, 
reported hepatotoxicity (62.7%), thrombosis (15.7%), pancreatitis (13.7%), 
hypersensitivity (5.9%) and haemorrhage (2.0%).

Aim To determine the incidence of pegA-associated AEs in adults with Ph- 
ALL treated with local pegA-containing protocols.

Method Retrospective cohort study of patients with Ph- ALL commenced 
on pegA-containing protocols (FRALLE-93 and FRALLE-2000) between 
January 2016-June 2023 at a major metropolitan health service was 
conducted. Medical records, pathology and dispensing data were reviewed 
to confirm doses and identify AEs up to 12-months post-dose. AEs were 
graded on Common Terminology Criteria for Adverse Eventsv5.

Results Twenty-four patients were included (median age 25 years; IQR 21,37). 
Nine patients (37.5%) completed their protocol at full intensity (2500 IU/‌m2 
for 3–4 doses), and three patients (12.5%) completed their protocol 
with pegA dose adjustments for AEs or risk factors including obesity 
(mean1375 IU/‌m2 for 4 doses). Twelve (50.0%) patients did not complete the 
protocol (mean 2033 IU/m2 for 2–3 doses). Reasons for cessation included 
AEs, death, relapsed/refractory disease, and loss to follow up. Nineteen 
patients (79.0%) experienced a pegA-associated AE. Grade ≥3 AEs included 
hepatotoxicity (n=13, 54.2%), hypersensitivity (n=3, 12.5%), thrombotic 
event (n=3, 12.5%), and one (4.2%) with pancreatitis (n=1, 4.2%). No patients 
experienced a pegA-associated bleed or death.

Discussion In this single-center cohort, PegA dosed at 2500IU/m2 in the 
FRALLE protocol had an incidence of AEs that was expected based on initial 
clinical trial outcomes. In response to risk factors and AEs, pegA doses were 
modified in practice to facilitate completion of the FRALLE protocol and 
minimize further toxicities.

138 RISK-PREDICTION MODELS FOCUSING ON MEDICATION MANAGEMENT 
FOR PREDICTING HOSPITAL READMISSION/EMERGENCY DEPARTMENT 
REVISITS: A SYSTEMATIC REVIEW

Kingston Yeung1, Dr Fatemeh Emadi1, Dr Shania Liu1, Chin Hang Yiu1, 
Prof Melissa Baysari1, Charley Budgeon2, Dr Stephen Carter1, Deirdre Criddle3, 
Cristen Fleming4, Dr Martina Francis1, Charu Grover1, Andrew Hawthorne5, 
Deborah Hawthorne6, Alexander Khlentzos7, Jillian Khlentzos7, Linda Krogh4, 
Faye McMillan8, Prof Rebekah Moles1, Kim Nguyen9, Lachlan Oldfield1,  
Anna Packer4, Michelle Penm10, Lily Pham1, Katie Phillips11, Simon Poon12, 
Ganga Ratnanayagam1, Deborah Rigby13, Frank Sanfilippo2, Prof Sepehr 
Shakib14, Edwin Tan1, Bethany Van Dort1, Paul Yates15,16, Jerry Yik17, Manya 
Angley18, A/Prof Rohan Elliott19,20, A/Prof Jonathan Penm1,21
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Sydney, Sydney, NSW, 2School of Population and Global Health, University 
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and Sir Charles Gairdner Hospital Pharmacy Department, Sir Charles 
Gairdner, Nedlands, WA, 4Western NSW Local Health District, NSW, 
5Benalla Church St Surgery, Benalla, Vic, 6Deborah Hawthorne Consultancy, 
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University of Technology Sydney, Ultimo, NSW, 9Center for Health Services 
Research, Faculty of Medicine, University of Queensland, Herston, Qld, 
10Redfern Station Medical Centre, Redfern, NSW, 11Hospital Admission Risk 
Program, Royal Melbourne Hospital, Parkville, Vic, 12School of Computer 
Science, Faculty of Engineering, University of Sydney, Sydney, NSW, 
13DR Pharmacy Consulting, Brisbane, Qld, 14Faculty of Health and Medical 
Sciences, University of Adelaide, Adelaide, SA, 15Department of Geriatric 
Medicine, Austin Health, Heidelberg, Vic, 16Department of Medicine, 
University of Melbourne, Heidelberg, Vic, 17Advanced Pharmacy Australia, 
Melbourne, Vic, 18Manya Angley Research and Consulting, Adelaide, 
SA, 19Pharmacy Department, Austin Health, Heidelberg, Vic, 20Faculty of 
Pharmacy and Pharmaceutical Sciences, Monash University, Parkville, Vic, 
21Department of Pharmacy, Prince of Wales Hospital, Randwick, NSW

EMAIL kingston.yeung@sydney.edu.au

Background Hospital readmissions and emergency department (ED) 
revisits represent a significant burden for patients and the healthcare 
system. Medication-related errors are common during hospital admissions, 
making medication safety a global healthcare priority. Pharmacists are 
well‑positioned to support patients through interventions such as medication 
reconciliations, counselling, and reviews. However, these services are 
resource-intensive and may not be feasible for all patients. Identifying 
high-risk patients remains a challenging and inconsistent process among 
clinicians. Hence, risk-prediction models have been developed to identify 
patients at high risk of hospital readmission or ED revisit.

Aim/Objective(s) This systematic review aimed to evaluate risk-prediction 
models focusing on medication management developed to predict patients’ 
risk of hospital readmission or ED revisit.

Method A systematic literature search was conducted across Medline, 
Embase and Scopus, including the concepts: hospital, medication-related 
adverse reactions, and patient readmissions. Publications were included 
if published between January 1, 2013, and October 18, 2023. Medication 
management was defined as any variable related to a patient’s medication 
therapy. Key information was extracted using a data collection form.

Results 21 studies describing 20 risk-prediction models focusing on 
medication management were included. The majority of studies (n=16) 
developed new models, while only five studies externally validated existing 
models in different populations. The discrimination ability (C-statistic) was 
reported in 11 models, ranging from 0.64 to 0.798. Of these, five models 
reported calibration techniques. Three models demonstrated acceptable 
performance with a C-statistic > 0.7 and reported calibration techniques, 
including SPUR27, DREAMER, and 80+, although they have yet to be 
externally validated.

Discussion Despite medications being a contributor to readmissions, 
incorporating medication management variables did not consistently improve 
the model’s performance. Furthermore, many studies lacked reporting of 
performance assessments, including discrimination ability and calibration 
techniques. Further external validation studies are required before models 
can be recommended for routine clinical use.
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139 MOVING FORWARD IN DEPRESCRIBING:  
MULTIDISCIPLINARY PERSPECTIVES TOWARDS DEPRESCRIBING  
IN CYSTIC FIBROSIS – A RARE DISEASE

Dr Louise Lord1,2, Taian Wang3, A/Prof Jenni Ilomaki2,  
Dr Emily Reeve2, Dr Justin Turner2

1Pharmacy Department – Royal Melbourne Hospital, Melbourne, Vic, 
2Faculty of Pharmacy and Pharmaceutical Sciences, Monash University, 
Melbourne, Vic, 3Pharmacy Department – Monash Health, Melbourne, Vic

EMAIL louise.lord@mh.org.au

Background Cystic fibrosis (CF) is a complex genetic disorder necessitating 
extensive treatment regimens leading to significant medication burden. 
Deprescribing has been investigated as a tool to decrease medication 
burden, specifically in older-adult cohorts with common conditions. 
As treatments in rare diseases such as CF evolve, the necessity of 
traditional medications is being questioned. Understanding how to approach 
deprescribing in these circumstances is key to facilitating a reduction in 
treatment burden.

Aim To identify barriers and enablers to deprescribing from the perspectives 
of doctors, nurses, and pharmacists caring for people with CF (PwCF).

Methods Semi-structured interviews of Australian CF healthcare 
practitioners (HCPs) were performed. Interviews were transcribed and 
analysed using NVivo 1.3 software, guided by an existing framework focusing 
on self-efficacy, feasibility, inertia, and awareness.

Results Eleven CF HCPs participated (doctors n=3, nurses n=4, pharmacists 
n=4). Low self-efficacy was the most prominent barrier to deprescribing, 
founded on a perceived lack of evidence. Feasibility was an enabler when 
patient factors were present, particularly PwCF’s experiences of reducing 
medications independently. Likewise, the presence of pharmacists in CF 
clinics and multidisciplinary team meetings were identified as facilitators 
by all HCP. Inertia to continue entrenched prescribing habits and fear of 
adverse outcomes deterred deprescribing. Similarly, HCPs reported having 
little awareness of the need for deprescribing in daily practice, as their 
primary focus was on addressing acute problems.

Discussion Enhancing self-efficacy through evidence-based guidelines 
and increasing feasibility by fostering collaborative approaches among HCPs 
and PwCF may improve deprescribing practices in CF care. As evidence on 
the benefits and safety of deprescribing grows, it should be integrated into 
clinical guidelines to alleviate medication burden and improve quality of life 
for PwCF. Deprescribing in other rare diseases may benefit from a similar 
approach, such as utilising the pharmacist as an integral member of the 
care team.

140 SAFER TRANSITIONS OF CARE: ENHANCING OLDER ADULTS’ 
AND FAMILIES’ ENGAGEMENT WITH MEDICINES MANAGEMENT

Maneesh Prasad1, Dr Kerry Hwang1, Dr Grace Marconi1,  
Prof Elizabeth Manias1

1Monash University, Clayton, Vic

EMAIL maneesh.prasad@monash.edu

Background Enhancing older adults’ (≥ 65 years) and their families’ 
engagement with medicines management is key to improving patient safety 
across transitions of care. However, the nature and extent to which they 
are currently involved remains unclear and effective strategies to support 
engagement are still lacking.

Aim/Objective(s) To explore how older patients and their families are 
involved with medicines management across transitions of care and to 
identify possible approaches to improve engagement.

Methods We conducted semi-structured interviews with older patients, 
their families, and health professionals on medical, surgical, geriatric and 
rehabilitation wards at four different hospital sites of a major metropolitan 
health service. Recordings were transcribed verbatim and analysed 
using inductive content analysis, which involved coding, categorisation, 
and thematic mapping.

Results A total of 66 patients, 67 family members and 69 health 
professionals participated in the interviews. Three themes were 
conceptualised from the data: involvement in discussions about medicines 
management, factors influencing involvement and approaches enhancing 
engagement. Older patients’ and their families’ willingness to be more 
actively involved with managing medicines across transitions of care varied 
considerably. Although many were open to greater involvement, factors such 
as language barriers, time constraints during ward rounds and limited health 
literacy impacted on their ability to participate leading to a high level of trust 
in health professionals. Approaches suggested to enhance engagement were 
centred around improving communication and providing better educational 
support to both patients and their families.

Discussion More targeted strategies are needed within hospitals to support 
older patients and their families with managing medicines as they move 
across transitions of care. These strategies should be tailored to reflect each 
individual’s preferred level of engagement. The approaches identified in this 
study provide a foundation for future research to design interventions aimed 
at enhancing support with medicines management across transitions of care.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 122

141 INVESTIGATING INTRAVENOUS  
IRON-INDUCED HYPOPHOSPHATAEMIA

McKenna Broderick1,2, Karl Winckel1,2, Amanda Williams2,  
Alexander Theodos2, Mika Varitimos3, Kathlin Tunnah2, Dr Jane Campos2, 
Dr Daniel Burger2

1University Of Queensland, Brisbane, Qld, 2Princess Alexandra Hospital, 
Brisbane, Qld, 3The Prince Charles Hospital, Brisbane, Qld

EMAIL mcKenna.broderick@health.qld.gov.au

Background Intravenous (IV) iron replacement use has increased 
exponentially in the last decade with the development of new formulations, 
allowing for rapid replacement of iron with lower anaphylactic risk. 
Hypophosphataemia is an important and increasingly recognised adverse 
effect of these new formulations, likely attributed to increased secretion 
of Fibroblast Growth Factor (FGF23), resulting in increased renal excretion 
of phosphate, reduced calcitriol production and hypocalcaemia.

Objective To determine the incidence, severity and risk factors for 
hypophosphataemia after the administration of IV iron, as well as the 
frequency of phosphate monitoring following IV iron administration.

Action A retrospective observational audit of patients administered IV 
iron at the day surgery treatment unit of a metropolitan teaching hospital 
was conducted to determine the frequency of phosphate monitoring 2 
months post-IV iron administration, as well as the incidence and severity 
of hypophosphataemia. Pregnant patients and patients who received IV iron 
<2 months prior, except if administered within 7 days, were excluded.

Evaluation A total of 317 patients were screened for inclusion. 309 patients 
who received IV iron and met the inclusion criteria were audited. Results 
suggest that 137/299 patients with ferric carboxymaltose (FCM) and 
7/10 patients with ferric derisomaltose (FDI) had phosphate monitoring 
2 months post-infusion. Of those with phosphate monitoring, 20/144 patients 
developed moderate hypophosphataemia (≤0.5mmol/L) and 7/144 patients 
developed severe hypophosphataemia (≤0.3mmol/L). Of those who 
developed moderate or severe hypophosphataemia, 26/27 patients 
were administered ferric carboxymaltose.

Discussion Our data supports literature findings that ferric carboxymaltose 
has high rates of hypophosphataemia, the consequences of which 
remain unclear. Our findings will help to provide insight for pharmacists 
and clinicians for the identification and prevention of IV iron-induced 
hypophosphataemia. Further prospective research is currently being planned 
to examine whether ferric derisomaltose or iron polymaltose are associated 
with the same risks.

142 EVALUATING CHRONIC DISEASE STATE ACTION PLAN AVAILABILITY 
IN REGIONAL PATIENTS AT RISK OF HOSPITAL ADMISSION

Meredith Glennen1, Paul Wembridge1, Katherine Stewart1, Shanae Draffen1

1South West Healthcare, Warrnambool, Vic

EMAIL pwembridge@swh.net.au

Background The Hospital Admission Risk Program (HARP) aims to 
decrease hospital demand through provision of comprehensive assessment, 
self‑management education, care coordination and timely responsive 
specialist care for people with complex needs. Australian guidelines require 
provision of disease state action plans to all people with Chronic Obstructive 
Pulmonary Disease (COPD) and/or Heart Failure (HF).

Aim To determine the proportion of clients with COPD and/or HF with a 
disease state action plan and rescue medications at initial HARP assessment.

Methods Medical records of HARP clients who commenced between 
1st September 2023 and 31st August 2024 were retrospectively reviewed 
to determine if the client had a disease state action plan and rescue 
medications at initial assessment. If a client had more than one encounter 
during the study period, only the most recent was included. Re-presentation 
was defined as Emergency Department presentation or inpatient admission 
at the health service.

Results A total of 97 clients were included. Disease state action plan 
availability was assessed in 87, of which 19 had a plan (22%). Of clients 
with plans, 11 (58%) had rescue medications available. Forty-three (45%) 
clients re-presented within 90 days. Time to re-presentation was longer 
in clients with disease state action plans. The proportion of Males with 
action plans was lower than females (7.9% vs 67%, p=0.006). The majority 
of clients in this study had an inpatients admission in the 28 days preceding 
HARP commencement.

Discussion This study identified a significant gap in the provision of disease 
state action plans in a rural population with chronic diseases which could 
be the target of quality improvement initiatives. Potential improvements 
include provision of action plans by non-medical health professionals 
such as pharmacists or nurse practitioners, integrating action plan provision 
with the HARP on-boarding process and/or adjustments to inpatient 
management of patients with these chronic diseases.
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143 BEYOND THE TICK BOX: BOOSTING VTE RISK ASSESSMENT 
THROUGH COLLABORATION

Simon Huynh1, A/Prof Hui Yin Lim1, Adam King1, David Nguyen1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL simon.huynh@nh.org.au

Background Timely venous thromboembolism (VTE) risk assessments 
are critical for preventing hospital acquired thrombosis. Delayed or 
incomplete assessments, particularly those not completed within 24 hours 
of admission can lead to avoidable patient harm. An internal audit at a 
metropolitan hospital identified low VTE risk assessment completion rates, 
highlighting poor compliance with the need for strengthened accountability 
and improvement.

Objective To assess the impact of targeted strategies to improve 
documentation of VTE risk assessment for hospitalised patients.

Methods A multidisciplinary VTE and Anticoagulation Committee, 
compromising Pharmacy, Medical and Nursing representatives, implemented 
a coordinated and multidisciplinary approach to increase compliance. 
Strategies included development of an electronic dashboard that enabled 
real-time monitoring, unit-level benchmarking, and hospital-wide visibility. 
Additional measures included appointing VTE liaisons and champions, 
conducting regular audit-feedback cycles to governance structures, 
optimisation electronic medical record (EMR) workflows and delivering 
targeted education for clinicians and patients.

Evaluation Following implementation, VTE Risk Assessment completion rates 
across the hospital increased from 33% to 73% over 12-months (March 2024 
to April 2025). Rates for medical and surgical units increased from 33.8% to 
74.5% and 25.3% to 76.8% respectively.

During this period, the Anticoagulation Stewardship Program liaised with 
medical heads of units to develop tailored action plans and used dashboard 
data to guide improvements. Strategies included ward round prompting 
and discussions in monthly multidisciplinary meetings. Improvement in rates 
varied across clinical areas, with stronger outcomes in areas with consistent 
engagement. Escalation pathways were established for low-performing areas 
especially those with challenges like high turnover.

Discussion An approach combining real-time EMR integrated monitoring, 
governance, leadership engagement and education strategies, coordinated 
through an Anticoagulation Stewardship Program with dedicated EFT 
demonstrated improved compliance rates. Sustained progress will require 
continued focus on system usability, clinician engagement, and accountability. 
Future efforts aim to achieve and maintain over 80% compliance across 
all units.

144 EXPLORING FEASIBILITY AND DRIVING QUALITY IMPROVEMENT IN 
GERIATRIC EVALUATION AND MANAGEMENT IN THE HOME DEPRESCRIBING

Tiina Brown1, Dr Zen Lee1, Dr Kannan Natarajan1, Dr Natasha Taufatofua1,2

1Logan and Beaudesert Health Service, Brisbane, Qld,  
2School of Public Health, University of Queensland, Brisbane, Qld

EMAIL tiina.brown@health.qld.gov.au

Background Deprescribing is frequently hindered by clinician uncertainty, 
fragmented care and time constraints. In response to these challenges, 
integrated and multidisciplinary approaches have emerged as promising 
strategies to support safe and effective deprescribing in older adults. 
One such approach to facilitate deprescribing is the Geriatric Evaluation 
and Management in the Home (GEMITH) service recently implemented 
at a Queensland metropolitan hospital.

Aim/Objective(s) To explore GEMITH deprescribing practices and identify 
opportunities for quality improvement through analysis of deprescribing 
trends, post-discharge outcomes and consumer feedback.

Methods This was a single-centre ambispective cohort study for patients 
≥65 years discharged from GEMITH between November 2024 and 
March 2025. Deprescribing activity was obtained retrospectively from 
electronic hospital records. Patients with ≥1 medication deprescribed were 
recruited for a prospective follow-up telephone survey. Discharge medication 
records were compared to the patient’s medication regime at 3–4-months 
post-GEMITH discharge to determine if deprescribing was maintained. 
Inductive thematic analysis was used to evaluate consumer feedback.

Results A total of 157 medications were deprescribed by the GEMITH 
service (n=78). A reduction in drug burden index after GEMITH intervention 
was evident in 62%(24/39) of patients taking anticholinergic or sedative 
medications. Forty-two participants were recruited for a post-discharge 
telephone survey, in which 84%(109/129) of medications remained 
deprescribed (mean follow-up 109±19 days). Participants reported 
overall high satisfaction and felt well supported during the deprescribing 
process. Key barriers to maintenance of GEMITH service deprescribing 
recommendations were limited patient access to GPs post-discharge (n=3) 
and unsuccessful weaning for 3 of 10 antidepressants.

Discussion This preliminary exploration suggests that GEMITH is well‑placed 
to action deprescribing recommendations. Quality improvement initiatives 
targeting post-discharge support could focus on early identification of 
patients with known GP access barriers and follow-up of psychotropic 
deprescribing in an outpatient clinic setting. GP perceptions of 
GEMITH initiated deprescribing may provide further insights on current 
service delivery.
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145 INVESTIGATING DIRECT-ACTING ORAL ANTICOAGULANT 
WITHHOLDING IN THE PERIOPERATIVE PERIOD

Vera Nordh1,2, Karl Winckel1,2, Jane Dunsdon2, Brett Coghill2,  
Brigitte Catalano2, Dr Wenjie Pei2, Rodney Neale2

1University of Queensland, Brisbane, Qld, 2Princess Alexandra Hospital, 
Brisbane, Qld

EMAIL nordh.vera@gmail.com

Background Perioperative guidelines recommend withholding the 
Direct‑Acting Oral Anticoagulants (DOACs) apixaban and rivaroxaban 
before surgery and advise against bridging with parenteral anticoagulants 
during this period. However, some clinicians deviate from these 
recommendations and bridge DOACs with parenteral anticoagulants before 
surgery. This approach may unnecessarily increase the risk of bleeding. 
Monitoring DOAC plasma levels in patients who withheld DOAC therapy 
before surgery could provide objective confirmation of drug clearance. 
Current literature suggests that apixaban and rivaroxaban plasma levels 
<50ng/ml and <30ng/ml are acceptable for low and high bleeding risk 
procedures, respectively.

Aim/Objective(s) To describe the preoperative apixaban and rivaroxaban 
levels in a heterogeneous cohort of patients who withheld apixaban or 
rivaroxaban without bridging before surgery.

Methods We conducted a retrospective observational audit of patients at a 
tertiary level teaching hospital from 2017 to 2025 who withheld rivaroxaban 
or apixaban without bridging before surgery and had a preoperative DOAC 
plasma level measured. 

Results Of 254 patients screened, 37 patients (n=25 rivaroxaban, n=12 
apixaban) met inclusion criteria and had a DOAC level measured after 
withholding apixaban or rivaroxaban. 22/25 rivaroxaban and 5/12 apixaban 
patients had DOAC levels <30ng/mL, indicating suitability for high bleeding 
risk procedures. Additionally, 23/25 rivaroxaban and 8/12 apixaban patients 
had levels <50ng/mL, indicating suitability for low bleeding risk procedures. 
All patients (6/6) with levels >50ng/mL had clinical factors associated 
with delayed clearance such as kidney or liver disease or predictable 
pharmacokinetic drug-drug interactions.

Discussion Our findings support the appropriateness of standard DOAC 
withholding times recommended in current prescribing guidelines for most 
surgery patients. However, patients with impaired kidney or liver function 
or predictable pharmacokinetic drug-drug interactions should have greater 
withholding times in perioperative guidelines. These results can facilitate 
safer perioperative DOAC management and help reduce the unnecessary 
use of DOAC bridging with parenteral anticoagulants.

146 EMPLOYERS’ PERSPECTIVES ON RECRUITING AND RETAINING 
PHARMACISTS IN REGIONAL AND RURAL VICTORIA

Zikai He1, Prof Lisa Bourke1

1Department of Rural Health, University Of Melbourne, Shepparton, Vic

EMAIL zikai.he@unimelb.edu.au

Background Pharmacists play a vital role in primary healthcare. 
However, there are many challenges in recruiting and retaining pharmacists 
in regional and rural Australia and, consequently, rural populations are 
often under‑served. The literature available on rural pharmacy workforce 
is largely based on employees’ perspectives, with little emphasis on 
employers’ experiences.

Aim This study aims to explore employers’ perspectives of (i) recruitment 
and retention of staff pharmacists in their regional or rural practices and 
(ii) strategies to mitigate recruitment and retention challenges of regional 
or rural staff pharmacists.

Methods This was a qualitative, cross-sectional study of a randomised 
group of employers. A database of 151 unique employers was created 
using publicly-available sources, from which a randomised sample of twenty 
was selected. Semi-structured interviews were conducted individually 
with 20 selected employers. A content analysis of responses pertaining 
to recruitment and retention was undertaken.

Results A total of 473 responses were coded into 77 codes. They were 
grouped into three major topics: 1. Remuneration, Work conditions and 
Policy aspects; 2. Workplace and Role Satisfaction; and, 3. Social factors. 
The most significant findings included that pay and remuneration are highly 
inadequate, and flexibility – both in terms of working hours and scope 
of practice – are perceived to be key factors for recruiting and retaining 
employee pharmacists.

Discussion Like employee pharmacists, employers emphasised that 
contemporary pay and remuneration, as outlined in industry Award 
and Agreements, are inadequate. This study also suggests that a 
drastic improvement to employee pharmacist remuneration and work 
conditions is urgently needed. In addition, flexibility, both in terms of 
scope and working hours as well as a harmonious work environment, 
are key factors to recruiting and retaining employee pharmacists from 
an employers’ perspective.
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147 WHAT CRITERIA DO PHARMACISTS USE TO REFER PATIENTS  
TO A POST-DISCHARGE PHARMACIST REVIEW CLINIC?

Adrienne Kostellar1,2, Prof Michael Barras2,3, Prof Ian Coombes1,2,  
A/Prof Andrew Hale4, Dr Carla Scuderi1,2, A/Prof Neil Cottrell2,  
Dr Nazanin Ghahreman-Falconer2

1Pharmacy Department, Royal Brisbane and Women’s Hospital, 
Brisbane, Qld, 2School of Pharmacy and Pharmaceutical Sciences, 
The University of Queensland, Brisbane, Qld, 3Princess Alexandra Hospital, 
Queensland Health, Brisbane, Qld, 4Discipline of Pharmacy, School of 
Clinical Sciences, Queensland University of Technology (QUT), Brisbane, Qld

EMAIL adrienne.kostellar@health.qld.gov.au

Background The transition of care from hospital to primary care is a critical 
period in a patient’s healthcare journey. Health system errors occur that lead 
to medication related harm (MRH) or hospital readmission. At a quaternary 
referral hospital in Australia, pharmacists refer Internal Medicine patients to 
a pharmacist-led clinic for post-discharge medication review. While clinical 
resources and tools exist to identify at-risk patients, it remains unclear if and 
to what extent, pharmacists incorporate these criteria into their referral.

Aim To determine the criteria and reasons used by pharmacists to refer 
Internal Medicine patients to a post-discharge pharmacist clinic.

Method Semi-structured interviews were conducted with hospital 
pharmacists who had worked in Internal Medicine and previously referred 
patients. Interviews were audio recorded, transcribed and coded using 
NVivo®. Interviews were continued until no new themes emerged. Inductive 
thematic analysis was used identify themes and subthemes.

Results Eleven pharmacists were interviewed. Five themes emerged 
describing referral criteria and reasons: (1) medication criteria including 
high‑risk medications and inpatient medication adjustments; (2) patient 
criteria including health status, frailty and social aspects of healthcare 
including carer supports; (3) system pressures, including patient flow and 
time constraints; (4) post-discharge care including patient and healthcare 
liaison, assessment of medication use and medication tolerability and; 
(5) clinical judgement described as “worry” about the patient, highlighting 
use of clinical reasoning and decision making. 

Discussion Pharmacists used several established MRH criteria found across 
clinical resources as a reason to refer patients; however, they also relied 
on clinical reasoning. Criteria within the themes were interrelated indicating 
they are not considered in isolation. Preventing post-discharge MRH and 
improving communication with patients, carers and healthcare providers 
were underpinning reasons to refer. Future research should evaluate the 
appropriateness of criteria and clinical judgement to ensure high-risk 
patients are identified for transition of care services.

148 OPTIMISING OPIOID USE: STEWARDSHIP STRATEGIES  
FOR GERIATRIC AND REHABILITATION TRANSITIONS

Anna Hendy1, Dr Leah Goodwin1,2, Dr Stella Lin1, Ashlee Peacey1,  
Alison Wong1, Dr Harry Nuss1, Nicola Harper1

1Surgical Treatment and Rehabilitation Services, Brisbane, Qld,  
2Metro South Pain Rehabilitation Centre, Wooloongabba, Qld

EMAIL anna.hendy@health.qld.gov.au

Background Opioid stewardship interventions have traditionally focused 
on acute care settings. However, acute pain is frequently managed in 
subacute hospital environments. A local audit, guided by the Opioid 
Analgesic Stewardship in Acute Pain Clinical Care Standard, conducted 
in a geriatric and rehabilitation service (GRS), revealed that 75% of patients 
were discharged with opioid prescriptions for acute pain indications. 
These findings underscore the need for targeted stewardship strategies.

Objective

1.	 Ensure all opioid-naïve patients discharged from GRS wards receive 
written instructions on opioid weaning.

2.	 Reduce the number and quantity of modified-release (MR) opioid 
prescriptions at discharge.

Action A retrospective audit of the Electronic Medical Record (iEMR) 
was conducted following implementation of three key interventions:

1.	 Orientation for Junior Medical Officers on expected opioid 
prescribing practices and discharge communication.

2.	 Targeted opioid stewardship education for all medical officers 
in the GRS.

3.	 Weekly ward rounds between pharmacists and junior medical staff 
to review and plan for patients on long-acting opioid analgesics.

Evaluation

•	 20% of all GRS patients were prescribed a long-acting opioid.

•	 58.5% of opioid-naïve patients were discharged on a long-acting opioid.

•	 44% of opioid-naïve patients were successfully weaned off 
long‑acting opioids.

•	 36% of all patients were weaned off long-acting opioids.

•	 95.7% had an opioid weaning or cessation plan documented 
in their discharge summary.

Discussion This initiative nearly achieved its primary objective, with high 
rates of documented opioid weaning plans and successful deprescribing 
of long-acting opioids. The targeted interventions improved prescribing 
practices and discharge planning, limiting the potential for long-term opioid 
use and misuse. By ensuring stewardship occurs within the inpatient setting, 
the burden on community providers is reduced. If sustained, this model 
offers a practical, scalable approach to opioid stewardship in subacute care, 
supporting safer transitions and long-term patient outcomes.
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149 SLEEPING ON IT: WHAT HAPPENED AFTER MELATONIN 
LEFT THE WARD

Carolyn Woods1, Jiayi “Sabrina” Wu1, Rosemary Burke1

1Sydney Local Health District, Sydney, NSW

EMAIL carolyn.woods@health.nsw.gov.au

Background Melatonin is not listed on the NSW Medicines Formulary 
due to the lack of high-quality evidence supporting safe, efficacious, 
and cost‑effective use within the hospital setting. Consequently, 
in October 2023, Drug and Therapeutics Committees across a large 
metropolitan local health district (LHD), consisting of four hospitals, 
endorsed the pharmacist‑led request to remove melatonin from inventory 
across inpatient facilities. A key concern was that lack of access to melatonin 
would result in increased use of higher-risk pharmacological alternatives. 
A pharmacist-led review of supply and prescribing practices was undertaken.

Objectives To assess pharmacological sleep aid use across a large 
metropolitan LHD after the removal of melatonin from formulary 
and to determine if higher-risk alternatives were increasingly used.

Action For the period of May 2023 to April 2024, pharmacy supply data was 
collected via the Pharmalytix online platform. Prescribing data was collected 
via Discern Analytics in PowerChart™. Data for melatonin, temazepam, 
zolpidem and zopiclone was collected for analysis.

Evaluation Pharmacy supply of melatonin decreased from a peak of 
5532 tablets in July 2023 to a low of 49 tablets in January 2024 with 
no inpatient supply thereafter. Prescribing rates for melatonin peaked at 
430 orders in July 2023 and decreased to 132 orders in February 2024. 
Supply and prescribing rates for temazepam, zolpidem and zopiclone have 
remained consistent with no significant or sustained increase in supply 
or prescribing observed.

Discussion Pharmacist-led formulary stewardship resulted in a significant 
reduction in melatonin use without prompting increased reliance on 
higher-risk alternatives. This highlights the crucial role pharmacists 
play in promoting the quality use of medicines and reducing low-value 
prescribing. However, persistent demand for pharmacological sleep aids 
suggests more can be done. Future pharmacist-driven initiatives will focus 
on non‑pharmacological strategies such as sleep hygiene education to 
support safe and sustainable prescribing practices.

150 MANAGING BEHAVIOURS, MOVING FORWARD: A HOSPITAL AUDIT 
OF ANTIPSYCHOTIC PRESCRIBING PRACTICES IN DELIRIUM

Elizabeth Su1,2, Parnaz Aminian1,2, Dr Christopher McMaster1,3,  
A/Prof Rohan Elliott2,4, Nadia Mouchaileh2,4, Felicia Neo5,  
Dr Sabrina Kohler6, Dr David Liew1,3

1Medicines Optimisation Service, Austin Health, Vic, 2Pharmacy Department, 
Austin Health, Vic, 3Department of Clinical Pharmacology and Therapeutics, 
Austin Health, Vic, 4Faculty of Pharmacy and Pharmaceutical Sciences, 
Monash University, Vic, 5Quality Safety & Risk Department, Austin Health, 
Vic, 6Continuing Care and Aged Care Department, Austin Health, Vic

EMAIL elizabeth.su@austin.org.au

Background Psychotropic medicines, including antipsychotics, are commonly 
used in people with cognitive disability or impairment, in many cases without 
clear justification, monitoring or review. The Psychotropic Medicines in 
Cognitive Disability or Impairment Clinical Care Standard (CCS) outlines 
indicators for appropriate antipsychotic use in people with delirium. 
Our local dashboard has previously shown high antipsychotic use in delirium, 
but appropriateness of prescribing was unclear from available data.

Aim To evaluate antipsychotic prescribing practices in delirium at a major 
metropolitan hospital, benchmarked against CCS indicators.

Methods New prescribing of antipsychotic medicines in inpatients with 
delirium was audited for those transferred/discharged from four acute wards 
with high delirium prevalence, Jun–Aug 2024. Endpoints included:

•	 Proportion of patients with delirium who received new antipsychotics

•	 Whether indication, assessment of contributing factors, and trial 
of non‑medication strategies were documented

•	 Proportion of new antipsychotic orders >24-hour duration where 
verbal consent and antipsychotic review were documented

•	 Proportion of patients continuing new antipsychotics on transfer/
discharge with a review plan in their transfer/discharge summary

•	 Proportion of patients discharged with new antipsychotics where 
pharmacist education about expected duration/review timeframe 
was documented.

Results 24.6% (65/264) of patients with delirium received a new 
antipsychotic. Of these, 92.3% (60/65) had indication documented; 
100% (65/65) were assessed for delirium causes; and 92.3% (60/65) 
had non‑medication strategies documented. For patients with new 
antipsychotics >24-hour duration, 52.8% (19/36) had verbal consent 
recorded and 55.6% (20/36) had antipsychotic review documented. 
20/65 patients continued new antipsychotic(s) on transfer/discharge; 
20.0% (4/20) had a review plan in their transfer/discharge summary. 
No patients discharged with new antipsychotics had a record of pharmacist 
education about expected duration/review timeframe.

Discussion This audit highlights opportunities for improvement at our 
organisation, particularly around documenting verbal consent and review 
for antipsychotics in delirium. This data provides a baseline for planned 
quality improvement initiatives in line with national standards.
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151 INFUSING BEST PRACTICE: HOW WELL DOES  
UNFRACTIONATED HEPARIN PRESCRIBING MEASURE UP?

Emma Shallcross1, Khai Li Ang1, Lily Hatt1, Belinda Chappell1, Ben Grieve2

1Caboolture, Kilcoy and Woodford Directorate, Caboolture, Qld, 
2Queensland University of Technology, Brisbane, Qld

EMAIL emma.shallcross@health.qld.gov.au

Background Unfractionated heparin (UFH) is utilised for the treatment 
and prevention of thrombotic events. Whilst intravenous UFH infusions 
have largely been replaced by alternative anticoagulants that require 
less frequent monitoring, UFH is still preferred for certain indications 
and patient cohorts. Senior medical officers at a public hospital escalated 
the potential over-use of UFH infusions which prompted a local investigation 
of prescribing practices.

Objective(s) An audit was designed to assess the appropriateness of 
UFH infusion prescribing in alignment with statewide clinical guidelines 
and to identify areas for improved prescribing practices.

Action (Method) A retrospective audit of intravenous UFH infusions 
commenced for medical and surgical patients from January to June 2024 
was conducted. By utilising automated medication dispensing system data, 
a total of 87 patients were identified. After exclusions, including pregnancy, 
admission to intensive care, and interhospital transfers, 37 patients 
remained. The audit focused on clinical indication and context surrounding 
UFH initiation, as well as time spent within therapeutic range.

Evaluation Eighty-nine percent of UFH infusions were commenced 
appropriately with a valid indication; these included massive pulmonary 
embolism (43%), renal impairment (27%), reversibility required (16%), and 
body weight over 180kg (3%). Based on available information, alternative 
therapeutic anticoagulation could have been utilised in a small subset 
of surgical patients (11%). Documentation surrounding rationale for 
treatment was found to be lacking, limiting the interpretability of data. 
Fifty-three percent of therapeutic drug monitoring results were outside 
of therapeutic range.

Discussion The audit revealed the majority of intravenous UFH infusions 
were commenced for an appropriate indication, in accordance with 
statewide clinical guidelines. It also highlighted the complexity of 
anticoagulant prescribing in the peri-operative period, emphasising 
the importance of documentation, context, and clinical judgement. 
Further research is planned to assess therapeutic drug monitoring 
and subsequent efficacy of UFH infusions.

152 MINIMAL TRAUMA CAPTURE: A RETROSPECTIVE REVIEW 
OF OSTEOPOROSIS PHARMACOTHERAPY

Emma Walton1, Anna Hendy1

1Surgical Treatment and Rehabilitation Service [STARS] Pharmacy 
Department, Brisbane, Qld

EMAIL emma.walton@health.qld.gov.au

Background Minimal trauma fractures (MTF) are sentinel events for 
osteoporosis, yet fewer than 20% of affected patients are investigated 
and initiated on antiresorptive therapy to prevent secondary fractures.1 
Untreated patients remain at risk of recurrent fractures, contributing to 
the financial burden of osteoporosis on the healthcare system which is 
currently estimated at over $1.2 billion annually.2

Objective(s) To determine the proportion of patients admitted with MTF 
who were initiated on antiresorptive therapy during their inpatient stay, 
and to identify reasons for non-initiation prior to discharge from a subacute 
rehabilitation service.

Action A retrospective review was conducted for patients admitted 
with MTF to a subacute rehabilitation service. Admission data from the 
2023–2024 financial year were reviewed to identify patients admitted with 
pathological fractures. Patients with osteoporosis-related MTF were selected 
whilst metastatic disease-related fractures were excluded. Documentation in 
the Integrated Electronic Medical Record (iEMR) and pathology results were 
examined to assess antiresorptive planning and rationale. Dispensing records 
were reviewed to confirm inpatient initiation.

Evaluation Of 22 patients identified, 12 were not receiving antiresorptive 
therapy prior to admission. 6 of these patients were initiated on denosumab 
as inpatients. The remaining 6 patients had documented reasons for 
non‑initiation: 4 were vitamin D replete, 1 required dental clearance, 
and 1 was conservatively managed. 10 patients were already receiving 
antiresorptive therapy (9 denosumab, 1 alendronate), with 6 of these patients 
referred for specialist endocrine outpatient review for consideration of 
anabolic therapy.

Discussion All patients previously untreated were appropriately initiated 
on an antiresorptive or had an appropriate rationale for delaying treatment 
initiation or not initiating treatment. Patients with recurrent MTF were 
appropriately referred for specialist review. This optimized medication 
management reflects the scope and aims of a subacute rehabilitation service 
in providing an exceptional level of care to prevent secondary fractures 
and their associated healthcare costs. 
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153 EYEING OFF THE DETAILS: THE EVALUATION OF PATIENT’S  
ABILITY TO READ HOSPITAL GENERATED MEDICATION LIST

Grace Hart1, Erin McCaughey2, Naythen Hoang1, Dr Elizabeth McCourt1, 
Sahra Ashley1, Dr Shaun Chandler2

1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 2Metro North Kidney 
Health Service, Brisbane, Qld

EMAIL grace.hart@health.qld.gov.au

Background By 2050, one million Australians over 50 will have vision loss. 
When it comes to providing written communication to patients, healthcare 
systems must consider our ageing population and their potential inability 
to read healthcare information. At our site, hospital and pharmacy systems 
that generate medication lists lack customisability to meet individual 
patient needs.

Objectives To review the visual accessibility of outpatient and discharge 
medication records (DMRs) provided at a large Australian tertiary hospital 
and identify potential strategies to address any visual inaccessibility.

Action Our project used a prospective mixed-methods survey of inpatients 
and outpatients at our site between 10/6/2025–17/06/2025. Patients were 
invited to participate in the survey if they self-identified as having visual 
impairment and verbally consented. The two-part survey was developed 
following a literature review. Firstly, respondents were assessed on their 
ability to read information from a mock DMR. Secondly, a semi-structured 
survey was used to identify areas for improvement.

Evaluation There were 17 patients surveyed. Of these, 88% (15/17) 
had previously received a DMR. Only 35% (6/17) of participants could 
read all assessed components of the DMR. Participants shared concerns 
about the visual structure of the DMR. Foremost, respondents stated 
increasing text size would improve readability. Formatting, colour, and style 
preferences (e.g. bold, capitalisation) varied between individuals. Additional 
recommendations made by respondents included using one-sided printing 
for DMRs and changes to layout to improve visual spacing.

Discussion Patients with low vision utilise written medicines information, 
relying on the DMR to manage their medicines. Two in three visually 
impaired patients made an error reading this information, increasing the 
risk of medicine-related harm. Pharmacists are well placed to advocate 
for changes to digital systems to improve visual accessibility. The medication 
record should be modifiable to support custom print options catering to 
the individual needs of patients with visual impairment.

154 EFFECT OF CLINICAL PHARMACY ADMISSION SERVICE PROVISION ON 
MEDICATION CHARTING ACTIVITIES: A RETROSPECTIVE COHORT STUDY

Huri Balikubiri1,2, Dr Anna Kemp-Casey1, Dr Andre Andrade1,  
Prof Libby Roughead1

1University of South Australia, Adelaide, SA, 2SA Pharmacy, Adelaide, SA

EMAIL balhk002@mymail.unisa.edu.au

Background Medication omissions are the most common error found 
at hospital admission and can be harmful. Clinical pharmacy admission 
services, including medication reconciliation and review, are effective 
in reducing these errors. This study evaluated how the timing of clinical 
pharmacy admission services affected the first 24 hours of medication 
charting in the hospital, using electronic medical records data.

Methods A retrospective cohort study was conducted involving all adult 
admissions to general medical wards at three metropolitan hospitals 
between May and November 2021. Admissions were categorised based on 
the timing of pharmacy service delivery relative to initial medication charting: 
before, within 24 hours, after 24 hours, or not at all. Medication charting 
activities were coded to identify additions, stops, modifications, and rapid 
retractions within the first 24 hours of inpatient medication charting. 
Negative binomial regression was used to examine the association between 
service timing and each charting activity, with incidence rate ratios (IRRs) 
and 95% confidence intervals reported. Admissions that received pharmacy 
services before charting were the reference group.

Results A total of 4,149 admissions were included in the analysis. 
After adjusting for age and admission type, the provision of services 
before medication charting was associated with a higher number of 
initial medications (p<0.05) and fewer subsequent additions (p<0.001). 
The provision of services within 24 hours of initial medication charting 
was associated with higher rates of additions and modifications 
(Additions: IRR=1.83; p<0.001; Modifications: IRR=1.51; p=0.004). 
No significant differences in medication stops were observed between 
admissions that received pharmacy services, and no differences in 
rapid retractions were found across any of the groups.

Conclusion Clinical pharmacy services influence medication charting 
practice on admission. The nature of influence can vary according 
to the timing of services. Our results suggest that pharmacy service 
provision before medication charting may support more complete 
and stable prescribing.
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155 UNDERSTANDING POST-STROKE MEDICINES:  
A WINDOW INTO PATIENT NEEDS AND THE IMPACT  
OF PHARMACIST-LED GROUP EDUCATION

Ian Fong1, Rebecca Awadalla1

1Prince Of Wales Hospital, Randwick, NSW

EMAIL ian.fong@health.nsw.gov.au

Background Patients are often initiated medicines after an ischaemic stroke 
and receive education from the multidisciplinary team. At a metropolitan 
tertiary hospital, pharmacists were recently tasked with delivering group 
education to post-stroke patients following discharge, as part of a new 
secondary stroke prevention program. However, the potential to improve 
patient understanding and adherence through these sessions had yet to 
be explored.

Objectives To identify post-stroke patients’ learning needs related to 
medicines post-discharge, and evaluate the effectiveness of pharmacist-led 
group education within a secondary stroke prevention program.

Method Patient responses to an adapted version of the Satisfaction 
with Information about Medicines Scale, collected after discharge but 
prior to each group session, were used to tailor the education delivered. 
Post‑session feedback was gathered through 5-point Likert scale questions 
and open‑ended questions, and data on specific questions addressed 
during the session were thematically analysed.

Evaluation Feedback was obtained from 27 patients over 6 group 
sessions. 30% reported receiving inadequate information on side effects 
on discharge, and 19% received no information. 30% reported receiving 
inadequate information on duration of therapy. After the group sessions, 
93% agreed that they had a better understanding of their medicines 
(mean=4.6), that the information was relevant to them (mean=4.4) and that 
they felt confident about managing their medicines to prevent another stroke 
(mean=4.4). Thematic analysis showed frequent clarification of the role of 
statins despite normal cholesterol, risks of side effects from statins and 
antiplatelets, and what to do in response to these side effects.

Discussion These findings support the value of pharmacist-led group 
education in post-discharge services to enhance patient understanding 
and confidence in managing medicines. They also highlight the need to 
provide more comprehensive information on side effects at the point 
of discharge. Future studies could explore the benefit of similar education 
models in other high-risk populations post-discharge.

156 A RETROSPECTIVE AUDIT OF A STREAMLINED WEEKEND PHARMACY 
SERVICE TO ENHANCE PATIENT DISCHARGE

Jasmine Tulloch1,2, Courtney Hill1, Elizabeth Currey1, Prof Michael Barras1,2

1Princess Alexandra Hospital, Woolloongabba, Qld,  
2University of Queensland, St Lucia, Qld

EMAIL jasminet5@icloud.com

Background Hospital pharmacists are integral to ensuring medication 
safety during transitions of care, particularly at admission and discharge. 
Their responsibilities include medication reconciliation, preparation of 
discharge medication documentation, and patient counselling. These services 
are critical irrespective of the day of the week. Weekend transitions of 
care are consistently associated with poorer clinical outcomes, extended 
hospital stays, and increased medication-related incidents. To help address 
this, a metropolitan hospital introduced additional pharmacist staffing on 
weekends to assess the impact on care quality and service provision.

Objective(s) To evaluate the effect of increased weekend clinical 
pharmacy services on service delivery metrics and medication safety 
for inpatients, with a focus on continuity of care across the admission 
and discharge interface.

Action A pre-post comparison of data from consecutive discharges three 
months before and after implementation of the expanded weekend model. 
A retrospective audit of patient health records was conducted, focusing on 
key metrics including medication reconciliation rates, provision of discharge 
summary medication lists, discharge medication record completion, length 
of stay, twenty-eight-day readmission rates, and dispensing turnaround times 
(prescription receipt to dispensing completion).

Evaluation Patient records were audited for 295 patients pre- and 
post-implementation. The new weekend service demonstrated a 24% 
increase in the inclusion of medication lists within discharge summaries 
(p < 0.00001), a 4% rise in completed discharge medication records (p = 0.25). 
The dispensing turnaround time decreased by 25.5 minutes (p = 0.05).

Discussion The expansion of clinical pharmacy services on weekends 
improved medication safety and workflow metrics. These findings 
underscore the importance of a seven-day clinical pharmacy model to 
ensure equitable, high-quality pharmaceutical care throughout the week 
and support the broader implementation of weekend clinical pharmacy 
services within Australian hospitals.
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157 OSTEOPOROSIS MANAGEMENT: A DENOSUMAB CONTINUUM  
OF CARE INITIATIVE FOLLOWING HOSPITAL ADMINISTRATION

Jessica Dayment1, Nadia Mouchaileh1,2, A/Prof Rohan Elliott1,2,  
Sally Mitchell1, A/Prof Simone Taylor1

1Austin Health, Heidelberg, Vic, 2Centre for Medicine Use and Safety 
Monash University, Parkville, Vic

EMAIL jessica.dayment@austin.org.au

Background Denosumab is frequently administered in hospital for 
osteoporosis management, with follow-up doses planned 6-monthly 
through general practitioners (GPs). Delayed or missed doses can rapidly 
reverse bone mineral density gains and increase fracture-risk, including 
spontaneous vertebral fractures. 

Aim/Objectives This study aimed to evaluate continuity of care following 
inpatient administration of denosumab for osteoporosis.

Methods Patients receiving denosumab in hospital between March 
and September 2022, or their carers, were telephoned 6.5-months post-
administration. Data on subsequent doses (or whether a dose was scheduled 
within the next 2-weeks) were cross-referenced with GP records, My Heath 
Record (MHR), and hospital discharge documentation. ‘On-time’ dosing was 
defined as within seven months following in-hospital administration.

Results Of 76 patients included, 48 (63%) received their next dose within 
the recommended timeframe. Awareness of receiving denosumab in 
hospital was reported by 58 (76%) patients/carers, including 41/48 
(85%) patients with on‑time doses and 18/28 (64%) with delayed doses 
(p=0.065). Knowledge of denosumab’s 6-monthly schedule was more 
prevalent amongst those with on-time doses (n=36, 75%) compared to 
those with delays (n=18, 64%) (p=0.464). Medical discharge summaries 
explicitly requested GPs follow-up denosumab in 42 (55%) cases and 
correctly documented the next due date for denosumab in 38 (50%) cases. 
Pharmacist‑prepared discharge medication lists included denosumab for 
61 (80%) patients, with 46 (75%) lists specifying the next due date.

Discussion Almost 4 in 10 patients did not receive denosumab within 
the recommended 7-month timeframe, potentially increasing fracture‑risk. 
With improved patient/carer knowledge there was a trend towards improved 
dosing timeliness. Clinical handover and patient education are key to 
improving continuing care. Telephone follow-up at 6.5-months received 
positive feedback but is resource-intensive and may not be feasible to 
implement routinely. Pharmacist-prepared discharge information is now 
uploaded to MHR; the impact is yet to be evaluated. Automated text message 
reminders are proposed for future interventions.

158 BRIDGING THE GAP: EVALUATING THE IMPACT OF A PHARMACIST-LED 
TRANSITIONS OF CARE SERVICE

Jessica Domzalski1, David Nguyen1, Angela Given1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL jessica.domzalski@nh.org.au

Background Transitions of care (TOC) are critical periods associated with 
increased risk of medication-related harm. Medication-focused strategies 
including pharmacist-led post-discharge medication review services have 
been shown to be effective in decreasing the rates of medication-related 
hospital readmissions.

Objective To implement and evaluate a Pharmacist Transitions of Care 
(PTOC) post-discharge medication review service for high-risk patients 
discharged from General Medical Units.

Action A PTOC service was co-designed with a multidisciplinary team 
to identify high-risk patients at discharge, provide comprehensive 
medication reviews within seven days, and escalate where appropriate. 
Patients discharged to residential aged care or to hospital substitution 
programs were excluded. The PHarmacie-R risk tool was adapted 
to risk‑stratify patients at risk of medication-related readmission. 
Criteria included two or more of the following: ≥7 medications, 
≥2 APINCH medications, length-of-stay ≥5 days, or readmission 
in the previous six months. Patients were contacted by a pharmacist 
via telehealth to ensure medication-related priority issues identified 
in discharge summaries were reviewed. Multidisciplinary referral 
pathways were established for timely escalation of care.

Evaluation During a three-month pilot phase on a medical ward, 211 of 462 
screened patients were eligible for the PTOC service, with 85% receiving 
pharmacist reviews within seven days. Post-review, 10% of patients 
required escalation (30% to medical, 30% to allied health and 40% to 
specialist nursing). Escalation interventions included urgent medical review, 
mobility assessment and coordination of urgent pathology. Medical staff 
have reported timely escalation of care and fewer medication discrepancies 
at time of outpatient review.

Discussion A collaborative approach to a post-discharge medication review 
service designed with multidisciplinary escalation pathways has been crucial 
to ensuring patient safety. Assessment of impact of the PTOC service on the 
rates of medication-related readmission is currently in progress to support 
expansion to other units across the health service.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 131

159 STOP THE CLOT – IMPROVING VTE PREVENTION AWARENESS

Lisa Robertson1, Anita Shutt2, Melinda Rose1, Dr Tara Anderson1, Anu Daniel1, 
Yvonne Hablutzel1, Larrissa Laviolette-Rawn1, Amy Richardson1

1Statewide Hospital Pharmacy – Tasmanian Health Service, Hobart, Tas, 
2Medication Governance and Access – Department of Health Tasmania, 
Hobart, Tas

EMAIL lisa.robertson@ths.tas.gov.au

Background Venous Thromboembolism (VTE) is a leading preventable cause 
of death in Australian hospitals. Within our jurisdiction auditing demonstrated 
poor compliance with VTE risk assessment documentation and numerous 
incidents resulting in mortality and morbidity relating to VTE.

Objective To increase VTE awareness by running a month-long promotion 
to coincide with World Thrombosis Day (13 October). 

Action Over the last 3 years campaigns targeting patients and clinical 
staff were led by Quality Use of Medicines and Medication Safety teams. 
Initiatives were:

•	 Updated patient brochure, VTE-specific webpage, VTE desktop icon 
linking to VTE prevention resources, clinical staff education via quiz 
with prizes (2022)

•	 New patient brochures (emergency department, maternity) (2023)

•	 Jurisdiction Facebook postings, lighting up major monuments 
(2023, 2024)

Each year there has been regular communication, distribution of VTE 
branded materials (pens, sanitiser) and stickers on takeaway coffees. 
The medication safety newsletter and formulary webpage maintained 
a VTE prevention focus.

Evaluation In 2022, the quiz attracted 156 participants across the 
jurisdiction. Excellent medical engagement was obtained within one region 
who provided further promotion at their department meetings. Audit results 
in March 2023 indicated this region achieved superior completion of VTE 
risk assessments compared to other regions (60% vs < 2%).

Pharmacy services across the region each year continue to embrace the 
initiative. Utilising patient safety services and jurisdiction’s social media has 
further spread the word to other clinical groups and patients. The lighting 
up of major monuments e.g. buildings provided a fun way to promote VTE 
awareness beyond the hospitals.

The promotions have contributed to the establishment Anticoagulation 
Stewardship Group.

Discussion The multifaceted promotions have been successful in 
creating awareness. The now well-established promotion will continue 
in 2025 working off the leverage of a newly formed anticoagulation 
stewardship group.

160 ANTICOAGULANT STEWARDSHIP IN A TERTIARY REGIONAL 
AUSTRALIAN HOSPITAL: WHAT IS THE PHARMACIST’S ROLE?

Isabella Soermo1, Prof Beverley Glass1, Matthew Syrnyk2, Alexandra Ryan2

1College of Medicine and Dentistry, James Cook University, Townsville, Qld, 
2Pharmacy Department, Townsville Hospital and Health Service (THHS), 
Townsville, Qld

EMAIL matthew.syrnyk@health.qld.gov.au

Background Anticoagulants are high risk medications due to their potential 
to cause patient harm with dosing complicated by renal and hepatic 
impairment, body weight, drug interactions and therapeutic drug monitoring 
considerations. Anticoagulant stewardship programs aim to prevent adverse 
outcomes from over and under anticoagulation, with recent success 
reported of pharmacists involved in multidisciplinary teams in metropolitan 
settings. However, there is limited research on the pharmacist’s role in 
anticoagulation in regional Australian inpatient settings.

Aim The study aimed to explore the role of pharmacists in anticoagulation 
to inform a potential pharmacist anticoagulant stewardship role in a regional 
hospital in Australia.

Methods This multimethod study included a quantitative retrospective 
clinical audit and a survey of hospital pharmacists to gain their perspectives 
of the findings. Audit participants included surgical ward patients 
taking anticoagulants. Data collected included patient demographics, 
appropriateness of anticoagulation and pharmacist interventions were 
analysed using descriptive statistics. Following a presentation of findings to 
hospital pharmacists, they participated in the survey to determine whether 
the findings aligned with their current practice.

Results Of the 40 patients audited, only one had a documented venous 
thromboembolism (VTE) risk assessment within 24 hours of admission, 
with seven patients’ anticoagulation requiring consideration of patient 
comorbidities. The High-Risk Medication Safety Team intervened in only 
eight patients’ anticoagulation. Heparin dashboard reviews and dose 
adjustments based on patient comorbidities were the next most common 
interventions, representing 46.7% and 33.3% of the sample, respectively. 
Of the 19 hospital pharmacists surveyed, 94.7% recommended a dedicated 
pharmacist position within multidisciplinary anticoagulation teams and 
73.7% saw value in increased involvement in shared decision making 
regarding VTE prophylaxis.

Discussion Study findings on pharmacist interventions and lack of VTE 
risk assessments suggest potential for future pharmacist involvement in 
anticoagulation, with participation from hospital pharmacists highlighting 
an important role for pharmacists within multidisciplinary anticoagulant 
stewardship teams.
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161 MEDICATION DISCREPANCIES BETWEEN MEDICAL DISCHARGE 
SUMMARIES AND PHARMACY PREPARED MEDICATION LISTS

Meena Hana1, Paul Anis1, Andrew Vuong1

1Western Health, St Albans, Vic

EMAIL meena.hana1@wh.org.au

Background Discrepancies in medications between discharge summaries 
and pharmacy-prepared medication lists present considerable risk to 
patient safety at transitions of care. Precise documentation of medications 
at discharge is essential, particularly for high-risk medicines such as 
anti‑infectives, opioids, insulin, antipsychotics and anticoagulants.

Aim/Objective(s) To evaluate the prevalence and nature of medication 
discrepancies between discharge summaries and pharmacy-prepared 
medication lists and assess the impact of Pharmacist Generated Discharge 
Prescriptions (PGDP).

Methods A retrospective audit of 200 patients discharged from a tertiary 
hospital, compared the accuracy of discharge summary medication lists 
with pharmacist-prepared medication lists. Discrepancies were classified 
as duplicate medications, omitted medications, incorrect medications, 
and incorrect dose, strength, frequency, form, route, or duration. 
The documented medication change status was also analysed. The impact 
of PGDP was examined in a subset of 61 patients.

Results Of the 200 patients (average 13.4 medicines/patient), 25.5% had at 
least one medication discrepancy. The most common discrepancies were 
duplicated (11.0%), omitted (10.0%), or wrong (9.0%) medications. Additionally, 
the medication change status was not documented in 36.1% (413/ 1145) of 
changes in the discharge summary. The overall discrepancy rate was lower 
in the PGDP group compared to the non-PGDP group (19.7% vs 28.1%), with 
notable reductions in duplicated (8.2% vs 12.2%) and wrong (3.3% vs 11.5%) 
medications. Using criteria associated with relatively higher readmission risk 
(≥2 discrepancies or any APINCH medication discrepancy), 36.0% of patients 
were identified as potentially higher risk, with significantly lower prevalence 
in the PGDP cohort (24.6% vs 41.0%, p=0.0387).

Discussion Implementation of PGDP significantly reduced overall medication 
discrepancies and the proportion of patients meeting increased readmission 
risk criteria, representing a 40% relative reduction in patients meeting these 
criteria. These findings support broader implementation of pharmacist 
involvement in discharge prescription generation, with additional interventions 
needed to address medication change documentation.

162 PORTAL TO PROGRESS: ASSESSING ENGAGEMENT WITH A NEW 
ELECTRONIC ADVERSE DRUG REACTION REPORTING PORTAL

Sarah Risdale1, Erin McCaughey1

1Royal Brisbane and Women’s Hospital, Brisbane, Qld

EMAIL sarah.risdale@health.qld.gov.au

Background Adverse Drug Reactions (ADRs) are unintended, potentially 
harmful events associated with medication use. Effective ADR reporting is 
is critical for patient safety, pharmacovigilance, and quality improvement. 
Previous audits at the hospital revealed low ADR reporting rates and limited 
documentation, highlighting the need for improved reporting systems.

Objective(s) To evaluate the uptake and impact of a new hospital-wide 
electronic desktop ADR reporting application (the portal) introduced 
in June 2024 that was accessible to all healthcare professionals at our 
site. Key measures included changes in the volume and diversity of 
the ADR reports, and reporter demographics compared to data from 
a pre‑implementation audit.

Actions/Methods A retrospective analysis was performed on ADR reports 
submitted via the portal from 1 June 2024 to 30 June 2025, compared to 
the same period in 2023–2024. Data collected included the number and 
types of ADRs, reporter profession, and completeness of documentation.

Evaluation The review found that ADR reporting increased substantially, 
with 43 reports submitted between 1 January 2025 and 30 June 2025 
compared to 14 reports in the corresponding 2024 period. Since the 
portal’s launch, 64 reports have been entered (compared to 32 in the 
preceding 12 months), primarily by pharmacists, but with increased 
engagement from medical officers. The review also demonstrated 
an increase in both the diversity and detail of ADR types reported, 
with improved documentation quality.

Discussion The introduction of the portal has significantly increased 
reporting rates, broadened multidisciplinary participation, and enhanced 
documentation quality. These advancements are crucial for patient 
safety and medication risk management. The implementation of the 
portal has also successfully enhanced the hospital’s compliance with 
Standard 4 of the National Safety and Quality Health Service Standards. 
Ongoing evaluation will focus on sustaining engagement, further improving 
reporting quality, and assessing the portal’s long-term impact on safety 
culture and patient outcomes.
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163 PRESCRIBERS ON BOARD: EMBRACING PHARMACIST-LED  
DISCHARGE IN ACUTE CARE

Tess Bradshaw1, Tara Clayson-Fisher2, Caitlan O’Keefe1,  
Anna Vout1, Nilaan Blacker1

1Royal Hobart Hospital, Tasmanian Health Service, Hobart, Tas, 
2Statewide Hospital Pharmacy, Tasmanian Health Service, Hobart, Tas

EMAIL tess.bradshaw@ths.tas.gov.au

Background As pharmacist roles expand within hospital settings, 
understanding prescriber attitudes toward these changes is essential 
for implementation and ongoing success. The Collaborative Ordering of 
Medications to Expedite Transfer of Care (COMET) Pilot Project implemented 
within our clinical pharmacy service initiated a shift in discharge prescription 
duties, with pharmacists preparing discharge prescriptions for subsequent 
medical officer review and authorisation.

Objective To explore prescriber attitudes toward collaborative 
pharmacist‑led discharge prescription preparation under the COMET model, 
focusing on perceived impacts on workflow, clinical decision-making, 
and multidisciplinary collaboration.

Action (Method) Informal qualitative feedback was gathered from junior 
and senior medical staff through direct conversations and team discussions. 
Comments were collated from multiple medical units participating in 
the COMET trial, including Respiratory, Neurology, Acute Medicine, 
Rheumatology and Stroke teams.

Evaluation Medical staff reported that COMET improved workflow efficiency 
by reducing time spent on discharge scripts and there was anecdotal 
evidence of reduced medication errors. Medical staff valued the opportunity 
for collaborative clinical decision-making and felt safer prescribing during 
high-demand periods. Additionally, pharmacist involvement prompted 
more critical thinking about medications and likely improved the accuracy 
of Pharmaceutical Benefits Scheme (PBS) claims and medication information 
in discharge summaries.

Discussion Prescriber feedback highlights strong support for expanded 
pharmacist roles in discharge prescription preparation. According to this 
feedback, the COMET model not only improved efficiency and safety but also 
fostered deeper interprofessional collaboration. These findings suggest that 
pharmacist-led discharge processes are well-received by medical staff and 
may serve as a sustainable, collaborative model for broader implementation 
in acute care settings.

164 SLOW THE FLOW- CASE REPORT OF THE USE OF SEMAGLUTIDE 
TO REDUCE OSTOMY OUTPUT

Megan Lee1, Thi Huong Tra Tran1

1St Vincent Hospital Melbourne, Fitzroy, Vic

EMAIL megan.lee@svha.org.au

Objective High ostomy output in patients with short bowels carries risks of 
dehydration, malnutrition, electrolyte imbalances, increased risk of infection 
and can impact quality of life. Semaglutide may be used to reduce ostomy 
output in patients with multiple treatment failures.

Clinical features AM is a 72-yr old man with severe ulcerative colitis 
who underwent a subtotal colectomy with a formation of an ileostomy. 
Post‑operatively AM had consistent stoma outputs over 2000mL. 
Subsequently, he was prescribed psyllium husk, loperamide, codeine, 
octreotide, fludrocortisone, diphenoxylate/atropine and clonidine patches 
without significant improvements in his hyperactive stoma. Additionally, 
he was treated empirically for small intestine bacterial overgrowth with 
oral vancomycin and rifaximin. Due to concerns of malnutrition from the 
high volume output stomas, AM was started on parenteral nutrition to 
support his nutritional needs.

Literature review High output can be defined as more than 1500mL 
per day in patients with an ostomy. Liraglutide, a GLP-1 analogue, 
was studied in 2 case reports and reported reducing ostomy outputs 
by up to 500mL per day compared to placebo.

Pharmacist Interventions, Case Progress and Outcomes At the time 
of review, Liraglutide was not available. In consultation with the treating 
team, Semaglutide, another GLP-1 analogue, was approved for a period 
of 12 weeks to lower stoma output and reduce the need for parental 
nutrition. AM commenced on a dose of 0.25mg weekly and gradually 
increased to 0.75mg weekly. Once home, AMs average daily outputs 
decreased to below 2000mL, reducing the frequency of parental 
nutrition from daily to three times a week and eventually ceasing 
over a 2-month period.

Discussion Semaglutide, although used for type 2 diabetes and off-label for 
weight loss, may assist in patients with high ostomy outputs that have not yet 
responded to other lines of treatment.
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165 FROM COMPLIANCE TO CARE: THE ROLE OF A PHARMACIST  
IN A REGIONAL ORTHOPAEDIC PRE-ADMISSION CLINIC

Caroline Arden1

1South West Healthcare, Warrnambool, Vic

EMAIL carden@swh.net.au

Background There is limited knowledge on the impact of a pharmacist 
embedded within regional Australian hospital pre-admission clinics (PAC).

Objective To evaluate the implementation of a pharmacist in a regional 
elective orthopaedic PAC, through assessment of compliance with hospital 
guidelines and the NSQHS Medication Safety Standard.

Action This retrospective audit compared patients attending a 
regional hospital elective orthopaedic PAC between two periods: 
31 August–30 November 2023 (routine care) and 29 August–28 November 
2024 (PAC pharmacist-care). In 2024, patients were reviewed by a PAC 
pharmacist who completed a best possible medication history (BPMH) and 
documented a perioperative medication management plan in the electronic 
medical record. In 2023, patients received standard care without PAC 
pharmacist involvement.

Evaluation A total of 62 patients attended during the 2023 period and 
77 during 2024. Demographics and surgical procedures were comparable 
between groups. BPMH completion rate and median time to BPMH 
completion improved from 69% (median time: 1.2 days) in the routine 
care group to 99% (median time: 0.0 days) in the pharmacist group. 
VTE risk assessment, documented by a pharmacist or doctor, increased 
from 5% (routine care) to 99% (by the PAC pharmacist). Appropriate VTE 
prophylaxis prescribing during admission was observed in 56% of standard 
care patients and 51% of those reviewed by a PAC pharmacist. However, 
appropriateness remained unclear in 36% and 42% of cases, respectively. 
VTE prophylaxis was accurately documented in the pharmacy discharge 
medication list in 92% of PAC pharmacist-reviewed patients, compared to 
79% in routine care.

Discussion Embedding a pharmacist in a regional orthopaedic PAC apeared 
to improve medication safety indicators and documentation compliance. 
These findings reinforce the value of pharmacist integration into preoperative 
workflows in regional settings. Persistently unclear appropriateness of VTE 
prophylaxis prescribing, relative to hospital guidelines, highlights the need 
for multidisciplinary collaboration to achieve consistent patient care.

166 IDENTIFYING BARRIERS TO TRANSITIONING REGIONAL OPIOID 
REPLACEMENT THERAPY (ORT) PATIENTS FROM PUBLIC HEALTH 
TO COMMUNITY.

Chin Kwan (Andy) Tang1, Michael Quach1

1ISLHD, Shellharbour, NSW

EMAIL chinkwan.tang@health.nsw.gov.au

Background Transitioning ORT patients from the public health system 
to community pharmacies is essential for accessible and sustainable care. 
Community-based dosing reduces travel, improves quality of life and 
supports continuity of treatment. Pharmacists play a critical role in opioid 
management and harm reduction, contributing to safe, patient-centered 
care within community settings.

Aim To identify the key barriers preventing the transfer of public health 
ORT patients to community pharmacies in regional settings.

Methods 24 community pharmacies across regional NSW were contacted 
to participate in a 7 question survey by phone. Existing pharmacies providing 
ORT services were excluded. Eight pharmacies responded (n=8). The survey 
collected data on willingness to provide ORT, perceived barriers measured 
on a Likert scale and openness to receiving information.

Results Seventy-five percent of regional pharmacies in the study stated 
they were either “not at all” or “not likely” to consider providing ORT 
services in the future. The most significant barriers included patient behavior 
issues (60%), financial concerns (60%), stigma (55%), legal or regulatory issues 
(47.5%) and workload (40%). The least significant barriers were pharmacy 
space limitations (32.5%) and lack of support staff (30%). Only 37.5% of 
pharmacies were fully aware of available financial incentives and support, 
while 62.5% were somewhat aware or not aware. 75% of pharmacies 
expressed openness to receiving more information regarding support 
and financial incentives.

Discussion Regional pharmacies demonstrated a clear hesitation to 
engage in ORT provision. This hesitation is shaped by interrelated barriers 
involving patients, prescribers, financial viability, and operational limitations. 
These findings highlight the need for further studies into perceptions 
of patient behaviour and financial barriers for providing ORT service. 
Notably, most pharmacies expressed interest in receiving additional 
information, indicating a potential avenue for future engagement.
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167 FROM THE GROUND UP: AN EMERGING  
CLINICAL TRIALS PHARMACY SERVICE

Emilie Meier1, Teana Brewster-O’Brien1, Chantelle Thompson2,  
Fransisca Tenorio1, Clare McKay1, Jo Wallace2, Jennifer Collins2,  
Dr Alice Gilbert3, A/Prof Bhavini Patel3

1Clinical Innovation and Research – NT Health, Darwin, NT, 2Royal Darwin 
Hospital – NT Health, Darwin, NT, 3Medicines Management Team – NT Health, 
Darwin, NT

EMAIL emilie.meier@nt.gov.au

Background A regional hospital growing its clinical trial capacity and 
capability sought to develop its clinical trials pharmacy workforce and 
infrastructure. At baseline there were no dedicated clinical trials pharmacists 
and clinical trial activity was absorbed into existing clinical pharmacist 
workloads. It was determined that 70% of trials needed to be commercially 
sponsored for future sustainability of the service.

Objective To improve equity of access to clinical trials with investigational 
medicinal product (IMP) for people living in regional, rural and remote 
locations by establishing a clinical trials pharmacy service.

Action Three clinical pharmacists undertook a clinical trial pharmacist 
credentialling program provided by an interstate clinical trials pharmacy 
service, comprising of a five-day professional placement, e-learning modules, 
ClinCat and verbal assessments. Site credentialling was undertaken via 
a site visit which provided recommendations to comply with regulatory 
and sponsor requirements. Subsequently, lockable ambient and refrigerated 
storage of IMP with 24-hour continuous temperature monitoring was 
installed. New processes and systems were implemented including earlier 
engagement with pharmacy staff and a standardised assessment for IMP 
which required above standard of care service; new clinical trial sites in 
dispensing software with systematic IMP nomenclature utilising the unique 
ethics number; quality assurance processes documented in standard 
operating procedures; and a revision of the clinical trials pharmacy fee 
schedule published on-line.

Evaluation The credentialled pharmacists were allocated to clinical 
trial roles: 1.2 full-time equivalent (FTE) at the hospital and 0.4FTE at the 
on-site cancer care centre. Over a two-year period they supported the 
activation of 10 new clinical trials across both services with 7/10 (70%) 
commercially sponsored.

Discussion Pharmacist credentialling and improvements to pharmacy 
infrastructure and processes supported the growth of clinical trials 
pharmacy services, promoting equitable access to clinical trials for 
people in regional, rural and remote locations, and financial sustainability 
of the service.

168 THE PHARMACY SABBATICAL: LEADERSHIP IN MOTION

Jo Wallace1,2, Diana Sandulache2, Prof Michael Dooley2,3

1Royal Darwin Palmerston Hospitals, Darwin, NT, 2Alfred Health, Prahran, 
Vic, 3Monash University Faculty of Pharmacy and Pharmaceutical Sciences, 
Melbourne, Vic

EMAIL joanna.wallace@nt.gov.au

Background Sabbaticals are a professional development experience 
designed to foster growth and revitalise careers. Sabbaticals are well 
described in the medical profession but are rare in the pharmacy profession. 
Benefits for the institution and individual include reduced burnout and 
increased job retention.

Objective A Director of Pharmacy (DoP) from a regional tertiary 
hospital (RH) undertook a 3-month, cross-jurisdictional immersive 
leadership sabbatical in the Pharmacy Department of a metropolitan 
multi‑site quaternary health service.

Action The experience was facilitated utilising established professional 
networks. The DoP was granted unpaid leave and employed by the 
host service. A role was designed with mutual benefit for both parties, 
including experiential visits across clinical and operational areas and 
completion of a strategic project utilising the DoP’s experience and skills.

Evaluation The project focused on host department strategic and 
operational planning. Experiential visits were targeted to areas of future 
service development for the RH including expanded scope clinical 
services, education, and research. The DoP led forums with the host 
service leadership team sharing perspective and learnings from the RH, 
and provided department-wide education on remote health. Learnings 
were shared with RH senior pharmacy staff in real time, and networking 
between the two services was facilitated. Upon return to the RH, the DoP 
hosted members of the host service executive for a collaborative site tour, 
and a formal partnership was established for 6-monthly regional residency 
rotations for ongoing collaboration.

Discussion Extended immersive leadership experiences are not common 
in the pharmacy profession, but provide a valuable opportunity to 
expand professional networks, gain fresh perspective, and enhance skills. 
These experiences can reinvigorate an individual’s career, provide insight 
and drive for service developments, and offer opportunities for ongoing 
collaboration. Staff rotations have strengthened the RH’s workforce while 
providing unique experiences for metropolitan staff in rural, remote and 
indigenous health.
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169 EVALUATION OF A TRANSITIONS OF CARE STEWARDSHIP  
PHARMACIST FACILITATING POST-DISCHARGE MEDICATION REVIEWS:  
A QUALITATIVE STUDY

Kingston Yeung1, Prof Rebekah Moles1, Deirdre Criddle2,  
A/Prof Rohan Elliott3,4, Deborah Rigby5, Prof Sepehr Shakib6,7,8,  
Frank Sanfilippo9,10, Dr Stephen Carter1, Charley Budgeon9,10,  
Kim Nguyen11, Paul Yates12,13,14, Katie Phillips15, Jerry Yik16, Faye McMillan17, 
Deborah Hawthorne18, Cristen Fleming19, Anna Packer19, Linda Krogh19,  
Simon Poon20, Brett Chambers19, Dr Shania Liu1, Dr Fatemeh Emadi1,  
Jenny Chen1, Klaudia Englezos1, Ganga Ratnanayagam1, Michelle Penm21,  
Andrew Hawthorne22, Alexander Khlentzos23, Jillian Khlentzos23,  
Manya Angley24, A/Prof Jonathan Penm1,25

1School of Pharmacy, Faculty of Medicine and Health, University of Sydney, 
Sydney, NSW, 2Complex Needs Coordination Team and Sir Charles 
Gairdner Hospital Pharmacy Department, Sir Charles Gairdner Hospital, 
Nedlands, WA, 3Pharmacy Department, Austin Health, Heidelberg, Vic, 
4Faculty of Pharmacy and Pharmaceutical Sciences, Monash University, 
Clayton, Vic, 5DR Pharmacy Consulting, Brisbane, Qld, 6Discipline of 
Pharmacology, University of Adelaide, Adelaide, SA, 7Department of 
Clinical Pharmacology, Royal Adelaide Hospital, Adelaide, SA, 8Faculty 
of Health and Medical Sciences, University of Adelaide, Adelaide, SA, 
9School of Population Health and Global Health, University of Western 
Australia, Perth, WA, 10Cardiovascular Epidemiology Research Centre, 
University of Western Australia, Perth, WA, 11Centre for Health Services 
Research, Faculty of Medicine, University of Melbourne, Melbourne, 
Vic, 12Faculty of Medicine, Dentistry and Health Sciences, University 
of Melbourne, Melbourne, Vic, 13Department of Geriatric Medicine, 
Austin Health, Heidelberg, Vic, 14University of Melbourne, Department of 
Medicine, Austin Health, Heidelberg, Vic, 15Hospital Admission Risk Program, 
Royal Melbourne Hospital, Melbourne, Vic, 16Advanced Pharmacy Australia, 
Collingwood, Vic, 17School of Public Health, University of Technology Sydney, 
Broadway, NSW, 18Deborah Hawthorne Consultancy, Melbourne, Vic, 
19Western NSW Local Health District, NSW, 20School of Computer Science, 
Faculty of Engineering, University of Sydney, Sydney, NSW, 21Redfern Station 
Medical Centre, Redfern, NSW, 22Benalla Church St Surgery, Benalla, Vic, 
23Dubbo Family Doctors, Dubbo, NSW, 24Manya Angley Research and 
Consulting, Adelaide, SA, 25Department of Pharmacy, Prince of Wales 
Hospital, Randwick, NSW

EMAIL kingston.yeung@sydney.edu.au

Background Transitions of care from hospitals are at high risk of medication 
errors and adverse events, with up to 50% of adults discharged with at least 
one medication-related problem. Timely, pharmacist-led post-discharge 
medication reviews can reduce medication errors and unplanned hospital 
readmissions; however, they remain underutilised. A Transition of Care 
Stewardship (TOCS) pharmacist has been proposed to streamline the 
discharge process, coordinate care, and ensure timely follow-up through 
a post-discharge Home Medicines Review (HMR).

Aim/Objective(s) To explore credentialed pharmacists’ perspectives on the 
role of post-discharge HMRs, assess the acceptability of a TOCS Pharmacist 
in coordinating these reviews and identify potential facilitators and barriers 
to their implementation.

Methods Credentialed pharmacists who have completed a post-discharge 
HMR initiated through the TOCS pharmacist were invited to participate 
in semi-structured interviews. Interview guides were developed using the 
Consolidated Framework for Implementation Research. Interviews were 
digitally recorded, transcribed verbatim and analysed using the Framework 
Approach to identify emerging themes.

Results Three key themes emerged from the preliminary analysis of 
the interviews: 1) Importance of post-discharge HMRs, 2) the need for 
coordination and TOCS, and 3) Patient-centred care; considerations for 
pharmacists. Pharmacists highlighted the importance of promptly reviewing 
a patient’s medication post-discharge as an effective strategy to address 
medication-related errors during transitions of care. These reviews provided 
an important opportunity to offer patients additional education and support. 
However, they acknowledge the complexity of readmissions, recognising that 
a single medication review may not prevent them entirely.

Discussion Credentialed pharmacists highlighted the importance of 
post‑discharge HMRs and supported the integration of a TOCS pharmacist 
to improve their uptake. Credentialed pharmacists felt confident in delivering 
the service and felt well-supported; however, they highlighted the need 
for further funding to ensure the long-term sustainability and scalability 
of the model.
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170 FORMATIVE EVALUATION OF IMPLEMENTING 
A MEDICATION‑CENTRED DISCHARGE SERVICE IN  
RURAL AUSTRALIA: CLINICIAN AND PATIENT INSIGHTS

Linda Krogh1, Siniti Herath2, Bushra Haque2, Katelyn Jauregui2,  
Brett Chambers1, Dr Fatemeh Emadi2, Dr Stephen Carter2,  
Prof Rebekah Moles2, A/Prof Jonathan Penm2

1Western NSW LHD, Orange, NSW, 2University of Sydney, Sydney, NSW

EMAIL linda.krogh@health.nsw.gov.au

Background The transition of care from the hospital to the home is 
at high risk for medication-related errors. Rural and regional patients 
are at higher risk, facing unique challenges such as geographical isolation 
and limited access to supplies and healthcare.

Aim To explore the formative perspectives of key stakeholders towards 
the implementation of a medication-centred discharge service from hospital 
to home.

Methods Semi-structured interviews with key stakeholders’ were conducted 
in person or online between August and September 2024. An interview 
guide was developed using the Consolidated Framework for Implementation 
Research. Interviews continued until data saturation occurred, and were 
audio-recorded and transcribed verbatim. Data analysis was conducted 
using the Framework Approach to identify themes.

Results In total, 37 interviews were conducted with clinicians and 
patients in rural and regional New South Wales. Three main themes 
were identified: (1) factors affecting service acceptability (access to primary 
care, older patient demographic, health literacy, cultural acceptability 
of First Nations Peoples); (2) utilising existing components of healthcare 
(virtual pharmacists in rural areas, rural Home Medicine Review pharmacists, 
improving utilisation of allied health assistants, strategies to improve 
awareness); and (3) workflow of a Transitions of Care Stewardship 
pharmacist (coordination of Home Medicine Review referral, importance 
of continuity)

Discussion Overall, a medication-centred discharge service in the form 
of a virtual Transitions of Care Stewardship pharmacist and their facilitation 
in post-discharge Home Medicine Review was found to be an acceptable 
intervention for a patient’s transition from hospital to home in rural and 
regional areas.

171 INTEGRATION OF CANCER PHARMACIST TO SUPPORT 
REGIONAL CHEMOTHERAPY SERVICES AND STATEWIDE ELECTRONIC 
CHEMOTHERAPY PRESCRIBING SYSTEM.

Malwina Pliszczak1

1SA Pharmacy, Adelaide, SA

EMAIL malwinapliszczak@gmail.com

Background The Enterprise Chemotherapy Prescribing System (ECPS) 
is South Australia’s statewide digital platform that facilitates the safe, 
effective, and efficient delivery of systemic cancer therapies. Governance 
and clinical operations are overseen by the Cancer Medication Management 
(CMM) team.

To enhance regional chemotherapy services and ensure equitable access 
to specialist pharmacy support, a senior cancer pharmacist position was 
established across the Regional Cancer Pharmacy and CMM teams. Based 
in a metropolitan setting, this hybrid role provides both remote and on-site 
support to six Regional Local Health Networks (RLHNs). Key responsibilities 
include chemotherapy verification, clinical review, telehealth consultations, 
professional support, and site-based service provision.

This model integrates specialist cancer pharmacy expertise with digital 
health infrastructure to promote safe use of high-risk therapies, enhance 
communication between metropolitan and regional sites, and align practices 
with statewide policies—ultimately aiming to improve outcomes for 
regional patients.

Objective To evaluate the workload and impact of a dedicated senior cancer 
pharmacist in supporting regional chemotherapy services.

Method A retrospective review of activity from January to May 2025 was 
undertaken. Data collected included ECPS protocol builds, training sessions 
delivered, and the volume and nature of clinical queries received.

Evaluation During the five-month period, 125 staff completed ECPS 
training—92 from metropolitan and 33 regional sites. RLHNs accounted for 
18.5% (99 of 539) of all clinical queries received by the CMM team. Of these, 
40% came from nurses, followed by administrative staff (25%), pharmacists 
(20%), and medical officers (15%). Single Patient Use protocol requests from 
RLHNs represented 5.5% (5 of 90) of total builds. Four regional site visits 
were conducted, encompassing medication reconciliation, therapeutic 
reviews, and ECPS troubleshooting.

Discussion The next phase involves distributing a targeted questionnaire 
to RLHN clinicians to obtain qualitative feedback, strengthen engagement, 
and identify opportunities to further enhance communication, 
service delivery, and integration of pharmacist-led digital support.
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172 POTENTIAL COST AND FLUID SAVINGS FROM  
SYRINGE PUMP DELIVERY OF INTRAVENOUS MEDICATIONS

Melanie Welsh1, Renee Dimond1, Larissa Ram1, Adam Livori1,  
David Brownridge1

1Grampians Health, Ballarat, Vic

EMAIL renee.dimond@gh.org.au

Background The intravenous (IV) fluid shortage in 2024 prompted health 
services across Australia to develop strategies to conserve IV fluids, 
especially 100 mL sodium chloride 0.9% bags. One regional health service 
responded to this shortage by increasing their use of syringe pumps with 
smart pump technology to deliver intermittent IV medications.

Objective(s) To determine which administration method of IV piperacillin/
tazobactam could reduce the most expenditure and fluid consumption 
out of three Methods syringe pump delivery in a volume of 50 mL, or dilution 
in 100 mL via IV bag with secondary line, or burette (each with a 1 litre flush 
bag, as per local practice).

Action (Method) A pharmacist-led multidisciplinary team calculated the fluid 
usage, and cost of medications and consumables, to administer piperacillin/
tazobactam via the three different methods.

Evaluation Pharmacy data showed the hospital administered approximately 
7,378 doses of piperacillin/tazobactam per year, with a median course length 
of 4.25 days. The cost of one course of piperacillin/tazobactam was $105.91 
via syringe pump, $116.69 via burette and $142.62 via IV bag with secondary 
line. If all doses of piperacillin/tazobactam were via syringe pump instead of 
a 100 mL IV bag, it could save up to $14,220 and avoid around 1,600 litres 
of fluid wastage annually. For simplicity, the analysis assumed no other 
medications or fluids were given concurrently.

Discussion Syringe pumps are being embedded into local practice where 
practicable due to the potential cost and fluid savings and reduction in 
wastage. Determining the most economical method of IV administration 
is complex when considering individual patient needs such as other 
prescribed IV medications, fluids, blood products and their associated 
consumables. Ongoing monitoring is planned to assess the long-term 
uptake of this change, with consideration of future research to include 
more complex IV administration modelling.

173 CO-DESIGNING A HOSPITAL DISPENSARY LAYOUT TO IMPROVE 
SAFETY AND EFFICIENCY

Morgan Honner1, Claire Hadolt, Kelly Beswick, Chris Macintyre, Luke Corbett

1Tasmanian Health Service, Cooee, Tas

EMAIL morgan.honner@ths.tas.gov.au

Background Pharmacy dispensary design significantly impacts staff 
safety, workflow efficiency, and stock management. Our dispensary 
was facing ergonomic challenges, inefficient stock storage, and workflow 
disruptions that reduced staff productivity and impacted service delivery. 
Staff feedback highlighted key concerns, including inappropriate desk 
heights, limited flexibility for standing/sitting work, poor customer‑facing 
orientation, and inefficient stock placement requiring excessive 
staff movement.

Objective To increase staff safety, improve dispensary workflow efficiency, 
and optimise stock management through a targeted dispensary refurbishment 
guided by staff feedback and Lean Thinking principles.

Action A structured approach was undertaken that initially involved 
all staff (assistants, technicians and pharmacists) to discuss ergonomics 
needs, workflow issues and stock concerns. Waste mapping then 
identified inefficiencies in stock locations, workspace ergonomics and 
workflow issues. Multiple layouts were developed and refined using both 
group and 1:1 feedback. A final design was chosen that implemented 
ergonomic sit-stand desks for staff well-being, a dispensary layout that 
prioritised medication processing, and stock re-organisation that reduced 
unnecessary staff movement throughout the department.

Evaluation Post-implementation, 1:1 feedback and workflow observations 
showed a reduction in unnecessary staff movement for stock retrieval, 
and an enhanced dispensary workflow that increased overall efficiency 
in the department. Staff foot traffic was able to be reduced by an average 
of 4km each week, significantly reducing dead time.

Discussion This refurbishment showcases the value of staff-led design 
improvements in a hospital dispensary setting. By integrating staff insights 
with Lean Thinking, we created a safer, more efficient space that enhances 
both staff experience and service delivery. Our model can inform future 
pharmacy refurbishments in similar dispensary environments.
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174 ANTIPSYCHOTIC USE IN DELIRIUM: AUDIT OF  
GUIDELINE CONCORDANCE IN A REGIONAL HOSPITAL

Tania Telford1, Johnathan Dao1

1Goulburn Valley Health, Shepparton, Vic

EMAIL tania.telford@gvhealth.org.au

Background Delirium is a frequent and serious condition among hospitalised 
elderly patients, associated with increased morbidity and mortality. 
Management should prioritise identifying underlying causes and using 
non‑pharmacological interventions. Antipsychotics may be used short-term. 
A 9-month retrospective audit in 2023 of 464 patients showed 45% (n= 213) 
of patients with delirium were prescribed antipsychotics.

Aim This study aimed to assess whether antipsychotic prescribing 
practices for delirium at a regional hospital are in concordance with 
Therapeutic Guidelines (TG), local guidelines and the Delirium Clinical 
Care Standard (DCCS).

Methods A retrospective audit was conducted on patients diagnosed 
or admitted with delirium between January and February 2024 
(total population = 88). Sixteen patients who were prescribed 
antipsychotics were analysed. Patients were excluded if they were 
prescribed antipsychotics for pre-existing psychiatric conditions.

Results 50% (n=8) of patients had documented evidence of 
non‑pharmacological interventions (n=1) or documented risk of harm to 
self or others (n=7). Quetiapine was prescribed in 56% of patients (n=9), 
olanzapine in 56% of patients (n=9) and 37% (n=6) of patients a combination 
of two or more antipsychotics, prescribed as ‘as needed’ or ‘stat’ orders. 
Four patients (25%) were charted regular antipsychotics, while the 
remaining twelve (75%) were prescribed single and/or ‘as needed’ doses. 
At discharge, three patients (18%) continued on regular antipsychotics; 
only one having a documented plan in their discharge summary.

Discussion Findings highlight poor adherence to guidelines, particularly 
in documentation, antipsychotic selection, and discharge planning. 
The underuse of non-pharmacological strategies and inconsistent risk 
documentation are areas for improvement. This audit identifies key gaps 
in guideline-concordant care for delirium, with direct implications for 
pharmacy practice. Pharmacists can play a pivotal role in promoting 
non-pharmacological strategies, reviewing antipsychotic use, and 
ensuring appropriate documentation and deprescribing at discharge. 
Ongoing education and broader audits are planned to improve adherence 
to best‑practice delirium management.

175 EMPLOYERS’ PERSPECTIVE ON PHARMACIST RECRUITMENT AND 
RETENTION IN RURAL AND REGIONAL AUSTRALIA FROM 2022 ONWARDS

Zikai He1, Prof Lisa Bourke1

1Department of Rural Health, University Of Melbourne, Shepparton, Vic

EMAIL zikai.he@unimelb.edu.au

Background The recruitment and retention of pharmacists in rural 
and regional areas of Australia is challenging and multi-factorial. 
Most of the efforts in research into these topics focus on the issues 
from an employee’s perspective.

Objectives To ascertain the barriers and enablers to recruitment and 
retention of pharmacists in rural areas from the literature available, 
with attention on an employers’ perspective and strategies deployed 
to mitigate identified issues.

Method A search and review of existing literature from 2002 onwards 
was undertaken using non-MeSH (Medical Subject Headings) terms, 
and identified with principles from PRISMA-ScR (Preferred Reporting Items 
for Systematic Review and Meta-Analysis for Scoping Reviews), including 
the terms, or combinations of: ‘rural’, ‘remote’, ‘pharmacy’, ‘pharmacist’, 
‘employer’, ‘manager’, ‘workforce’ and ‘practice’. The results were analysed 
using thematic analysis without pre-determined codes, and reported 
based on elements of PRISMA-ScR.

Evaluation A total of twelve peer-reviewed, original research papers 
were identified and included in this literature review. From these, 
21 themes were identified, of which the most frequent were: 1. Rural origin 
or background/‌initial training; 2. Professional relationship with other health 
professionals; and, 3. Lifestyle/lifestyle enabled by cost of housing and 
living. The most common themes for both employees and employers alike 
included: a. Financial incentive/salary and conditions/business opportunities; 
b. Staffing issues/workforce shortage; and c. Logistics/distance.

Discussion Despite the evidence available, there is a clear gap in the 
body of knowledge from an employers’ point of view for the recruitment 
and retention of pharmacists in rural and regional areas. Further research 
is needed to explore the perspective of employers and to share the 
success and ongoing challenges of employers’ efforts to recruit and 
retain pharmacists in their rural organisations.
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176 FORMS AND FLOW: A TECHNOLOGICAL WORKFLOW 
IMPROVEMENT OF SMARTPUMP SAFETY UPDATES

Aiden Stalker1, Lisa Robertson1

1Statewide Hospital Pharmacy, Tasmanian Health Service, Hobart, Tas

EMAIL aiden.stalker@ths.tas.gov.au

Background In health services utilising smartpump technology, practice 
changes requiring critical updates to the drug library create high-risk periods 
for medication errors due to conflicting information or staff confusion. 
This may undermine intended safety benefits. Smartpumps may be difficult 
to find due to their mobility around the health service. Systematically 
searching a site to locate, identify and update each smartpump is necessary 
to reduce the period during which smartpumps with outdated programming 
may be inappropriately used. Robust manual tracking methods are inefficient.

Objective To improve workflow of smartpump update procedure, gain 
visibility of progress during update period and enable targeted follow-up 
of outstanding devices.

Action A mobile compatible digital data entry form was added to existing 
procedures enabling the team to capture relevant identifiers and location 
data for each device at the health service site. Data could then be analysed 
after the update to focus follow-up activities as necessary.

Evaluation The form enabled real-time visibility of critical update 
progress, identification of devices requiring removal from clinical areas 
and, a snapshot of the location of the smartpump fleet. Form use lead to 
a 38% reduction in smartpumps still in clinical areas without the updated 
drug library 1 week after implementation. While form use increased the 
time required per smartpump, staff feedback did not consider the extra 
time detrimental overall.

Discussion Data collection provided significant benefits during and after 
the critical update. When combined with the proprietary device analytics 
software, form data was effectively used to follow-up specific devices 
that may pose a patient safety risk. Although requiring extra time, a larger 
portion of the smartpump fleet were updated, leading to a lower risk of 
inappropriate smartpump use. Form modifications may be made to further 
simplify and expedite data collection to optimise critical update workflow 
in future.

177 DEVELOPING A DASHBOARD TO IMPROVE REPORTING  
OF PHARMACY DATA: A DESIGN THINKING APPROACH

Andrew Chin1, Dr Greg Weeks1, Dr Michael Liem2

1Barwon Health, Geelong, Vic, 2La Trobe University, Bundoora, Vic

EMAIL andrew.chin@barwonhealth.org.au

Background Siloed information and inadequate data visualisation 
hinder pharmacists’ ability to effectively coordinate stock, analyse trends, 
and make evidence-based decisions. Innovative solutions like dashboards 
can streamline reporting processes and enhance work efficiency. 
Employing a user-centered approach during development is crucial 
for improving usability and promoting adoption.

Objective To develop a dashboard that improves the timeliness and quality 
of reporting on pharmaceutical usage and expenditure, using design thinking 
principles to align with user needs and address existing workflow challenges.

Action (Method) A structured dashboard design and implementation plan 
was developed following the five stages of design thinking. The empathise 
phase involved conducting semi-structured interviews with experienced 
pharmacists from various specialties to uncover challenges in current 
reporting practices. The define phase synthesised findings to articulate 
key user pain points. During ideation, subject matter experts collaborated 
to generate and refine concepts. Dashboard prototypes were developed 
using Microsoft Power BI. Currently, the pharmacy executive team is testing 
the dashboard, providing feedback for iterative improvement. A user 
reference guide was also created, supporting self-service data exploration 
to gain actionable insights.

Evaluation Initial feedback indicates improved accessibility and extraction 
of pharmacy data via the interactive dashboard. Enhanced visualisation 
supports clearer reporting of financial metrics such as drug usage 
by location and price changes over time. It also facilitates inventory 
management particularly during stock shortages. Collaboration with 
the Business Intelligence Unit has been valuable, especially where in-house 
technical capacity is limited. Early prototyping has allowed identification 
and resolution of issues ahead of broader implementation.

Discussion The design thinking methodology has guided the creation of a 
feasible, desirable, and viable solution. Built on existing data infrastructure, 
the dashboard content is tailored to end-user needs and shows promise 
in enabling cost-saving initiatives. Future enhancements could include 
integration with the antimicrobial stewardship program and monitoring 
of pharmacy performance indicators.
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178 LESSONS LEARNED FROM IMPLEMENTATION  
OF 50 AUTOMATED DISPENSING CABINETS

Chris Ballard1, Michelle Nalder1, Rebecca Lewin2, Paul Toner1

1Pharmacy Department, Royal Melbourne Hospital, Parkville, Vic, 
2EMR Program, Royal Melbourne Hospital, Parkville, Vic

EMAIL chris.ballard@mh.org.au

Background Automated Dispensing Cabinets (ADCs) have been shown 
to have benefits over traditional medication storage systems, particularly 
in terms of nursing workflow efficiencies. Our quaternary-referral hospital 
embarked on a project to expand from 14 pre-existing ADCs to approximately 
90 ADCs, fully integrated with the EMR, in all ward areas across two sites.

Objective To describe the implementation process and strategy at the 
mid‑way point of the project.

Action A dedicated ADC project team was established within the pharmacy 
department. Deployment of new ADCs was at a rate of approximately 
one area per month, with planning for complex areas commencing up to 
12 months prior, to facilitate capital works, minimise operational impacts 
and plan for unique medication workflows.

For each new area a standard preparation process was undertaken, ensuring 
regular liaison with key stakeholders, particularly local nursing leadership. 
Ward specific medication workflows were reviewed to ensure that specific 
needs were addressed. Training was provided to end users either directly 
or with a train-the-trainer model. Dedicated go-live support was provided 
in addition to regular staffing, particularly at peak medication administration 
times. Regular check ins were scheduled post implementation to identify 
and address any concerns.

Evaluation Feedback was sought from nursing staff at all stages 
of implementation. This comprised informal opportunities such as 
during training, as well as formal satisfaction surveys and check-in 
meetings. Continuous feedback allowed for the implementation to be 
tailored in each area to suit local needs and catalyse improvements 
for subsequent implementations.

Discussion Engagement with local nursing staff around placement and 
configuration of ADCs and a structured preparation process has been crucial 
o the success of this project. In many instances the ADC implementation 
has been the catalyst for a review of physical spaces and improvements 
to medication workflows such as medication and patient barcode-scanning.

179 UTILISATION OF AUTOMATED DISPENSING CABINETS 
ACROSS MEDICAL, SURGICAL AND CRITICAL CARE SETTINGS

Chris Ballard1, Michelle Nalder1

1Pharmacy Department, Royal Melbourne Hospital, Parkville, Vic

EMAIL chris.ballard@mh.org.au

Background Automated Dispensing Cabinets (ADCs) have been shown 
to have benefits over traditional medication storage, particularly in terms 
of nursing workflow efficiencies. To realise these benefits, consideration 
needs to be given to the optimal number and location of ADCs.

Aims To examine the pattern of usage of ADCs across Medical, 
Surgical and Critical Care (ICU) inpatient settings. ADC transactions 
were compared by time of day and between each cabinet.

Methods ADCs examined were of comparable sizes, medications 
stocked in each ADC within their respective area were broadly similar. 
Deidentified medication removal transactions were extracted for each ADC 
over a three‑month period. Data was grouped into 10-minute intervals by 
transaction timestamp and examined as individual cabinets and combined 
in each care setting.

Results A total of 32,704, 26,179 and 18,252 transactions were reviewed 
in Medical, Surgical and Critical Care settings respectively. In medical 
and surgical settings, a peak removal time was evident at 0800, followed 
by a secondary peak at 20:00. Medication removals were 21% higher at 
non-peak times in surgical settings compared to medical settings. In the 
Critical Care setting, the morning peak was less pronounced, with a higher 
rate of overnight medication removals. In each setting one ADC was used 
preferentially, this was most pronounced in the Critical Care setting and 
at peak medication removal times.

Discussion The data showed that peak ADC usage corresponds with 
commonly scheduled medication administration times across all settings. 
In surgical settings there is higher usage at other times for ‘as required’ 
medications. Usage in critical care varied throughout the 24-hour period. 
Preferential use of the studied ADCs correlates with physical location 
(closer to the door or medication preparation areas). At peak periods, 
all ADCs are heavily used highlighting that sufficient ADCs need to be 
provided to support medication administration during peak times.
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180 IMPLEMENTATION OF A CENTRALISED DIGITAL DRUG 
INFORMATION RECORDING SYSTEM IN A REGIONAL HOSPITAL

Dina Khedr1

1GV Public Hospital, Shepparton, Vic

EMAIL drdinakhedr2009@gmail.com

Background Pharmacists are regularly consulted for drug-related queries 
requiring prompt, evidence-based responses. However, Drug Information 
Requests (DIRs) are often managed individually, with no standard method 
for recording or retrieving previous responses. This leads to duplicated effort 
and missed opportunities for knowledge sharing and quality improvement. 
In a regional hospital setting, a more accessible and systematic process 
was needed.

Objectives To design and implement a secure, user-friendly digital system 
for recording, storing, and retrieving pharmacist-led responses to DIRs, 
aiming to reduce duplication, support clinical decision-making, and create 
a sustainable reference bank.

Methods The project commenced with a feasibility trial using a 
secured Google Form. Following positive feedback, a dedicated DIRs 
application was developed and deployed on the hospital’s intranet. 
Pharmacists enter each “question” and “answer” using descriptive 
keywords (e.g., “PPI equivalent doses”). Relevant clinical references 
are uploaded in PDF or Word format. Each entry is time-stamped 
and attributed to the submitting pharmacist.

A two-week pilot phase was conducted to evaluate usability, functionality, 
and workflow integration. The system was updated based on feedback 
using Plan-Do-Study-Act (PDSA) methodology.

A key system enhancement was the automatic mirroring of all DIR entries 
to a hospital shared drive (“DIRs Response Bank”), ensuring uninterrupted 
access during intranet outages. All records are de-identified to maintain 
patient confidentiality.

Evaluation Over two years, 63 DIRs were documented. Early feedback 
highlighted improved accessibility, reduced duplication, and better 
documentation practices. The system is now routinely used in clinical 
pharmacy services.

Discussion This DIRs platform has enhanced medication information 
delivery by supporting evidence-based responses, increasing workflow 
efficiency, and strengthening quality assurance. Future improvements 
include categorising DIRs by clinical relevance (e.g., therapeutics, pregnancy, 
renal dosing) to further improve searchability and data reporting.

181 ELECTRONIC MEDICATION MANAGEMENT (EMM) SOLUTION 
TO REDUCE ADMINISTRATION OF INTRAVENOUS PAIN PROTOCOL 
IN NON‑SPECIALISED AREAS

Ellen Pedler1, Olimpia Nigro1, Francisco Gubatina1, James Nguyen1,  
Mrs Win Greenshields2

1Sunrise EMR, Department of Health and Wellbeing, SA Health, Adelaide, SA, 
2Office of the Chief Medical Information Officer, Digital Health SA, SA Health, 
Adelaide, SA

EMAIL ellen.pedler@sa.gov.au

Background Due to the high-risk nature of intravenous (IV) opioids, 
the administration of IV Pain Protocol is restricted to specialised areas 
with trained staff, appropriate facilities, and monitoring.

Upon completion of the IV Pain Protocol, and prior to patient transfer, 
the prescriber should discontinue the order. However, if this does not occur, 
the order remains ‘active’ and available for administration. There have been 
incidents of patients inappropriately receiving doses of IV opioids after 
transfer to non-specialised areas (e.g. general wards).

Objective(s) Reduce risk of inadvertent IV opioid administration in 
non‑specialised areas by reducing the number of ‘active’ IV Pain Protocol 
orders available after completion.

Action (Method) eMM Pharmacists scoped and presented potential 
system‑wide options to clinicians who were engaged throughout the design 
and implementation of the solution. A previously unused system function was 
applied to IV Pain Protocol orders to automatically ‘suspend’ them on patient 
transfer to non-specialised areas, as specified by each site. Additional 
functionality to facilitate nursing staff to ‘end’ the order at the completion 
of the IV Pain Protocol was also implemented. eMM Pharmacists built and 
tested the solution prior to deployment and provided updated training 
materials for end-users.

Evaluation In the one-month post-implementation, 2273 IV Pain Protocol 
orders that could have remained ‘active’ post-transfer were managed 
by the new functionality. Of these, 1491 orders (66%) were automatically 
‘suspended’ by the system upon patient transfer to non-specialised areas, 
and nursing staff ‘ended’ the IV Pain Protocol order when it was no longer 
required in 782 cases (34%).

Discussion The implementation of this functionality highlights how eMM 
solutions can be utilised to reduce risk of medication misadventure and 
potential for patient harm. The functionality could be applied to other 
high‑risk medicines where use is restricted to specialised areas, or where 
nursing staff document the completion of medication administration. 
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182 PHYSICIANS’ PERSPECTIVES ON THE EFFICIENCY  
AND EFFECTIVENESS OF ELECTRONIC PRESCRIBING SYSTEMS

Fahad Aldhafeeri1, Prof. Andrew Wilson1, Prof. Shaun Larkin1

1University Of Sydney, Sydney, NSW

EMAIL fahad.aldhafeeri@sydney.edu.au

Background Electronic prescribing (e-prescribing) systems are being 
more widely adopted in Saudi hospitals as part of the national digital health 
transformation. The success of e-prescribing heavily depends on user 
satisfaction and engagement, with positive perceptions associated with 
improved efficiency. There is limited evidence regarding hospital-based 
physicians’ experiences with the various e-prescribing platforms used 
in Saudi hospitals.

Objective This study aimed to assess physicians’ perspectives on the 
effectiveness and efficiency of e-prescribing systems across multiple 
hospitals and identify key benefits and challenges associated with their use.

Methods A cross-sectional survey was conducted in March 2025 
among physicians from various specialty levels working in government 
hospitals. The survey, adapted from validated tools and reviewed by 
experts, included demographic questions, 5-point Likert scale items on 
efficiency and effectiveness, and open-ended questions on advantages 
and challenges. Data were analyzed using descriptive statistics, correlation, 
and thematic analysis.

Results A total of 167 physicians participated (82.6% male, 46.1% general 
practitioners, 43.7% specialists), representing medicine, emergency, and 
surgical departments. Most respondents reported high satisfaction with 
e-prescribing, citing improvements in workflow efficiency (79.0%), patient 
safety (91.0%), error reduction (91.0%), and guideline adherence (86.8%). 
Efficiency-related aspects had a mean score of 4.30 (SD = 0.82), and 
effectiveness 4.59 (SD = 0.71). Significant associations were found between 
efficiency and gender and specialization (p<0.05). Key advantages included 
reduced administrative burden, faster error correction, and improved 
coordination with pharmacists. Major challenges were unreliable 
internet connections, system downtime, incomplete medication lists, 
and insufficient training.

Conclusion Physicians in Saudi hospitals perceive e-prescribing 
as an effective and efficient tool that enhances patient safety and 
streamlines workflows. However, technical issues, training gaps, 
and workflow disruptions remain significant barriers to optimal adoption. 
Addressing these challenges through targeted training, infrastructure 
upgrades, and enhanced communication is essential for maximizing 
the benefits of prescribing and aligning with international best practices.

183 A BESPOKE APPLICATION ‘PHARMTOOL’ THAT SAVES TIME 
FOR ONCOLOGY PHARMACISTS

Jeffery Li1, Whiter Tang1

1Chris O’Brien Lifehouse Hospital, Sydney, NSW

EMAIL jeli8676@outlook.com

Background With the increasing workload and increased complexity of a day 
oncology pharmacist’s workload, there is a need to use technology to assist 
in daily work to free up more time for clinical care.

Objective(s) PharmTool was developed tailored to assist day therapy 
pharmacists to automate repetitive, time-consuming tasks.

Method PharmTool currently has 3 features: 

•	 Carboplatin dosage calculator which also compares the calculated 
dose with the charted dose and an email can be automatically 
generated to send to prescriber if a dose change may be required.

•	 Day Therapy workload analysis which summarises the following week’s 
statistics including number of patients, cycle 1, haematology and clinical 
trial bookings.

•	 Excel converter for identifying missing day therapy appointments 
or orders including automation of emails to prescribers to request 
missing orders.

The PharmTool was developed by a pharmacist using Python v3.12 
(programming language), DearPyGui (user interface design), Pandas and 
NumPy (spreadsheet tool), pywin32 (Outlook integration) and PyInstaller 
compiled via GitHub Action module (packaging).

The tool is run entirely locally and does not require internet connection 
(apart from accessing external links). This ensures no patient data is retained 
or uploaded after processing.

Evaluation We administer on average 196 carboplatin doses per month 
and assuming 3 minutes per carboplatin prescription, 9.8 hours per month 
is saved. The workload analysis saves almost 1 hour of the managers time 
per month. And the missing order automation of emails saves approximately 
8.6 hours a month.

Even with just the 3 features of PharmTool, this can save almost 20 hours 
of work in a month.

Discussion PharmTool was developed bespoke for our hospital and could 
still be further developed. Other hospitals can use similar approaches 
to design an application specific to their work processes. This utilises 
technology that is accessible to anyone and greatly improves efficiency 
for pharmacists.
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184 IMPROVING EFFICIENCY OF A DIGITAL PATIENT PRIORITISATION LIST 
FOR PHARMACISTS WITH FEEDBACK-DRIVEN CUSTOMISATION

Jenny Lee-Peters1, Teya Birkett1, Henri Pham1

1eHealth Queensland, Brisbane, Qld

EMAIL jenny.lee-peters@health.qld.gov.au

Background Pharmacy Care Organiser (PCO) was introduced to improve 
real time patient list management for pharmacists. However, due to the 
limitations of data accessible through PCO, pharmacists were required 
to access each individual patient’s electronic medical record to further 
prioritise their workload.

Objective Improve PCO with consideration of clinical workflows, 
to consolidate relevant information in one view allowing efficient 
prioritisation of pharmacist workload and minimising time spent 
navigating through various components of the electronic medical record.

Action Several customised columns were added to the standard PCO 
worklist in response to user feedback. Enhancements were prioritised 
based on clinical value and technical feasibility, then developed, 
implemented, and tested accordingly. The highest priority was the addition 
of the Pharmacist Clinical Review column, which streamlined processes 
by removing the necessity of navigating to a separate patient list to action 
the task. Other key changes include updating the visual only Consult column 
to an actionable column, and the addition of the Treating Clinician column. 
Due to no standard columns currently allowing for cross encounter results 
to populate, custom columns were developed for Results and Drug Levels, 
allowing the pharmacist to quickly review patients’ relevant laboratory 
results within the single view.

Evaluation As is standard practice for any digital change within the 
organisation, end-user feedback is received and evaluated for ongoing 
optimisation. The working group of pharmacists involved in the original 
implementation of PCO were engaged throughout entire process. 
A continuous feedback loop ensures the updates meet user needs 
and supports efficient, informed, and patient-centred care.

Discussion The updates to PCO enhances clinical pharmacists’ 
workflows, leading to greater efficiency by saving time and effort. 
Additionally, the ability to provide direct feedback that informs digital 
improvements increases clinician satisfaction and fosters continued 
engagement with future enhancement opportunities, ultimately 
contributing to sustained improvements in clinical practice.

185 MEDICATION SAFETY WALKROUNDS FROM STORAGE TO SMARTER 
MEDICATION USE

Jessica Bailey1, Rowena Treseder1, Linda Graudins1

1Alfred Health, Melbourne, Vic

EMAIL jessica.bailey@alfred.org.au

Background Medication Safety WalkRounds (MSWR) are organised 
evaluations of medication storage and administrations areas. MSWR facilitate 
the identification and resolution of medication safety issues and provide 
a forum for quality improvement initiatives. Medication issues vary widely, 
look-alike risks and Schedule 8 disposal, cold-chain management and 
broader infrastructure challenges. Since 2011, annual MSWRs have been 
conducted across the health service.

Objective In response to advancements in electronic medication 
management and the implementation of Automated Dispensing Machines 
(ADMs), the MSWR required comprehensive review. The revised checklist, 
introduced in 2024, ensures MSWR remain current.

Action (Method) Medication safety pharmacists lead MSWRs alongside 
nurse managers, clinical pharmacists and pharmacy distribution staff. 
Actions arising from the MSWR were assigned to attendees or delegates, 
including Digital Health and Engineering Departments. MSWR frequency was 
increased to twice a year, focusing on areas with changed medication storage.

Evaluation In 2024, 158 MSWRs were conducted in 97 areas, with 84% of 
inpatient wards visited twice. On average, five actions were recommended 
per MSWR (total of 705 actions). Common ADM themes were identified; 
stock-on-hand discrepancies (n=39), expired medications (n=24) and 
over-stocking (n=25). Rapid resolutions included intravenous fluid shelf 
labelling (n=44) and waste management solutions (n=18). Processes relating 
to safe alarms (n=22) and S8 storage (n=38) pose ongoing challenges. 
Recommendations resulted in both smaller, local improvements and larger 
infrastructure and process developments. MSWR activity was presented to 
the Medication Safety Committee for governance across the organisation. 

Discussion ADMs enhance medication safety, and MSWR are an important 
function to monitor management. MSWR continue to adapt to evolving 
medication use. Future direction of MSWR will incorporate other aspects 
of Standard 4, including partnering with consumers.
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186 EXPLORING PBS UPDATE PROCESSES AROUND  
AUSTRALIA TO IDENTIFY AUTOMATION OPPORTUNITIES  
AND OPTIMISE LOCAL PROCESSES

Jillian Campbell1

1Ehealth NSW, Chatswood, NSW

EMAIL jillian.campbell@health.nsw.gov.au

Background The Pharmaceutical Benefits Scheme (PBS) monthly update 
process is essential for keeping prescribing and dispensing software up to 
date, yet it is often time consuming and labour intensive for many Australian 
health services. While some electronic medical record (eMR) and dispensing 
systems manage PBS updates with minimal complexity, others require manual 
intervention to keep codes and product mapping up to date. Understanding 
and sharing how other sites approach PBS updates for one system can help 
optimise practices for others.

Method A qualitative, multi-site study was conducted to examine and 
compare PBS update processes for an electronic medical record system 
across seven Australian health organisations. Structured interviews, 
system demonstrations, and follow-up surveys were completed with 
stakeholders involved in PBS updates. Workflow mapping was undertaken 
to compare update processes, use of automation, resource investment, 
and system capabilities.

Results The study revealed considerable variation in PBS update workflows 
and tools used across the sites. Some organisations have implemented 
custom automation strategies, including the use of Python, Java, PowerBI 
and Excel macros, which have significantly improved update efficiency. 
Sites with automation and early access to embargoed PBS files reported 
reduced update times and lower resource burdens. Following this research, 
it was identified that the automation techniques explored could also 
be applied to a pharmacy dispensing system, which faces similar time 
and labour challenges.

Conclusion This research highlights that PBS update processes can be 
significantly streamlined through the adoption of automation and shared 
workflows used successfully in other jurisdictions. Importantly, these 
findings may also be applied to improve the efficiency of updating the PBS 
in pharmacy dispensing systems with similarly complex update requirements. 
Broader application of these solutions has the potential to enhance 
sustainability and reduce workload pressures for clinical and digital teams.

187 THE PAIN OF GOING DIGITAL: NAVIGATING OBSTACLES 
AND CELEBRATING TRIUMPHS

Joyce Anthony1, Uyen Hua1, David Nguyen1, Jier Nguyen1

1Northern Hospital, Melbourne, Vic

EMAIL joyce.anthony@nh.org.au

Background The integration of Electronic Medication Management (EMM) 
systems has significantly transformed healthcare workflows, enhancing 
efficiency and data accessibility. Incorporating analgesic management into 
EMM has streamlined processes; however, it also presents challenges, 
particularly in customising the system to ensure optimal pain management 
practices while maintaining patient safety.

Objective(s) To enhance analgesic safety and efficacy through targeted 
optimisation of EMM.

Method In collaboration with the Analgesic Stewardship (AGS) Committee, 
the EMM system was optimised through continuous risk management 
reporting, systematic logging of job tickets based on system functionality 
assessments, and active clinician input. Key actions included aligning 
medication builds with hospital protocols, introducing medication 
alerts to increase clinician awareness, rationalising opioid alerts to 
reduce alert fatigue, managing opioid shortages, and eliminating unsafe 
analgesia configurations.

Evaluation Over 70 optimisation tickets for analgesia were successfully 
addressed within the EMM system since its launch, focusing on three 
key domains: prescribing, administration, and clinical decision support. 
Riskman trend analyses were a major driver for EMR improvements, 
leading to the development of improved patch workflows, end-of-life care 
management, and orderset builds. These optimisations have enhanced 
clinician practice by streamlining workflows for prescribing, administration 
and medication verification. A notable optimisation was the implementation 
of Parecoxib alerts, leading to a significant reduction in the administration 
of NSAIDs within 18 hours of Parecoxib administration—from 70% to 16.7% 
of patients. Despite these advancements, several limitations within the EMM 
software have been identified that prevent the desired builds, including time 
constraints, the need for external vendor approvals, and the acceptance of 
certain risks that cannot be modified.

Discussion While the EMM system has improved medication safety and 
analgesic management, it requires continuous refinement to ensure optimal 
patient outcomes. Ongoing optimisation efforts are essential to maintaining 
high standards of care, enhancing medication safety, and improving 
EMM utilisation.
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188 #TAGGED & TRENDING: INCIDENT ‘THEME-TAGGING’ ADDS A NEW, 
FLEXIBLE DIMENSION TO MEDICATION SAFETY ANALYTICS

Kate Callaghan1

1St George Hospital, South Eastern Sydney Local Health District, 
Sydney, NSW

EMAIL kate.callaghan@health.nsw.gov.au

Background Incident management systems (IMS) traditionally catalogue 
medication incidents using fixed category trees and contributing factor lists 
that are outside the control of the end user. Such systems support basic 
analysis by incident type but lack a mechanism to analyse by lateral themes 
that can better inform targeted medication safety initiatives.

Objective(s) Implement and evaluate a process of systematic theme-tagging 
of medication incidents within a major metropolitan hospital.

Action (Method) A master list of theme tags and trigger criteria was 
developed by consensus within the Medication Safety Committee. 
Following approval from the Clinical Governance Unit, the Medication 
Safety Pharmacist commenced adding tags to the IMS free-text ‘reviewer 
comments’ field during their weekly medication incident reviews. The IMS 
database was queried periodically using wildcard searches of theme tags 
and results were examined to inform medication safety recommendations, 
quality improvement activities and workflow changes.

Evaluation After three years, 64 unique medication incident theme 
tags are in use with 4201 tags assigned across 2189 incident 
records. Commonly queried tags include #HRM (high-risk medicines, 
plus associated tags for specific classes), #SPC (second person 
checks), various #eMM tags (electronic medication management), 
and #POM tags (patient’s own medicines). More specific tags include 
#LASA (look-alike/‌sound‑alike incidents), #weight (weight-based dosing 
and documentation), #AMDU (automated medication dispensing units) 
and #cost (significant cost implications). Actions taken after examination 
of tagged incident data included changes to eMM training and alerts, 
a new patient’s own medicines procedure, a risk assessment of changes 
to mixed-case lettering and development of themed education materials 
called ‘Medication Safety Minutes’. Tag-based queries have also supported 
monitoring relating to quality improvement interventions, device or 
equipment concerns and compliance audits.

Discussion Theme-tagging is a flexible and time-efficient investment 
in medication incident analytics that can be embedded within existing 
processes, yielding actionable insights and substantial long-term value 
for medication safety.

189 IMPLEMENTATION OF AN ANTICOAGULATION 
STEWARDSHIP SERVICE IN QUEENSLAND USING AN ELECTRONIC 
RISK STRATIFICATION DASHBOARD

Kate Ross1,2,3, Vivienne Klyza1,2,4, Dr Robert Bird1,2,3, Dr Joel Iedema2,5, 
Dr Christopher Morris2,3, Sara Sullivan6

1Anticoagulant Stewardship Service, Metro South Health, 
Greater Brisbane, Qld, 2Metro South Health Medicines Management 
Committee, Greater Brisbane, Qld, 3Princess Alexandra Hospital, 
Brisbane, Qld, 4Logan Beaudesert Health Service, Logan, Qld, 
5Bayside Health Service, Redlands, Qld, 6Metro South Medicines 
Management Unit, Greater Brisbane, Qld

EMAIL kate.ross@health.qld.gov.au

Background Anticoagulants are high-risk medicines with a well-documented 
potential for harm if not appropriately managed. Their narrow therapeutic 
index, frequent need for dose individualisation, and sensitivity to 
patient‑specific factors compound the risk. In Queensland, variability 
in prescribing practices, inconsistent therapeutic monitoring and variable 
application of clinical guidelines across hospital sites have underscored 
the need for a coordinated, system-wide approach to anticoagulation. 
Anticoagulant stewardship programs offer a model to address these risks 
through targeted interventions, multidisciplinary oversight and proactive 
patient reviews.

Objective(s) To establish a multi-site anticoagulant stewardship program 
that identifies high-risk inpatients early and improves the safety and quality 
of anticoagulant therapy.

Action A multi-site anticoagulant stewardship service was established, 
leveraging best practices from interstate programs. A customised electronic 
dashboard was developed to proactively identify patients prescribed 
anticoagulants meeting high-risk criteria, including supratherapeutic 
laboratory parameters (INR >4, aPTT >100), use of ≥2 anticoagulants, 
intravenous heparin infusions, thrombocytopenia (platelet count <50 ×109/L), 
renal impairment (eGFR <30 mL/min), and extreme body weights. Virtual 
multidisciplinary rounds, led by advanced pharmacists and senior 
haematologists, occur three times weekly.

Key stakeholder engagement facilitated the establishment of a steering 
committee and a dedicated venous thromboembolism and anticoagulation 
subcommittee with multidisciplinary representation across a health service. 
Additional initiatives included the development of localised clinical guidelines 
and targeted staff education programs.

Evaluation The program is supported by regular reporting of key 
performance indicators to the steering committee and hospital executives. 
Early outcomes demonstrate improved identification and review of high-risk 
patients, increased interdisciplinary communication, and timely optimisation 
of anticoagulant therapy.

Discussion This service represents Queensland’s first anticoagulation 
stewardship program. By embedding proactive risk identification and utilising 
multidisciplinary expertise, the service improves patient safety and aims 
to deliver evidence-based anticoagulant use. Future goals include formal 
outcome evaluation and service expansion to include outpatients.
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190 PIONEERING ELECTRONIC CONTROLLED DRUG REGISTER 
IMPLEMENTATION IN NSW HEALTH: ENHANCING SAFETY AND EFFICIENCY

Katherine Laverick1, Andrew Shakespeare1, Andrew Allchin2, Melissa Pirie1

1Central Coast Local Health District, Gosford and Wyong, NSW, 
2Digital Health Services, Northern Sydney Local Health District & Central 
Coast Local Health District, NSW

EMAIL katie.bamborough@outlook.com

Background Effective management of Schedule 8 (S8) controlled drugs is 
essential in hospital settings, where paper-based registers have long been 
the standard. These manual systems are prone to transcription errors, 
discrepancies, and time inefficiencies. To address these issues and improve 
safety, a NSW Health hospital became the first in the state to implement an 
electronic Controlled Drug Register (eCDR), setting a precedent for digital 
transformation in medication governance.

Objective The objective was to implement an eCDR to reduce S8 drug errors, 
discrepancies, and theft risk, while also decreasing the time required for staff 
to dispense and document S8 medications.

Method The implementation occurred in two phases. Phase One began 
with market research to identify a system suitable for clinical, operational, 
and compliance needs. Significant software adaptations were undertaken 
with the vendor to ensure the system was fit for purpose. Chief Executive 
approval and organisational support were obtained to drive the project. 
Key tasks included obtaining cybersecurity clearance, integrating the eCDR 
with existing iPharmacy systems, and developing new standard operating 
procedures (SOPs) and workflows. Staff training and change management 
processes supported successful adoption. Phase Two, currently in progress, 
focuses on implementing the system across inpatient wards, with adaptation 
to individual clinical workflows and continued staff engagement.

Results Phase One was successfully completed, with the eCDR now 
operational in pharmacy departments across multiple hospitals within 
the district. Early anecdotal evidence indicates reductions in errors and S8 
discrepancies, as well as notable time savings for staff. A formal evaluation, 
including time-in-motion studies and error rate analysis, is underway. The site 
is also supporting other NSW Health hospitals in implementing the system.

Evaluation Preliminary findings suggest the eCDR improves safety, 
compliance, and efficiency. As the first implementation in NSW, this project 
provides a scalable model for broader statewide adoption.

191 AI-DRIVEN CHEMOTHERAPY ORDERING:  
ENHANCING SAFETY, ACCURACY, AND EFFICIENCY

Kirsty Mullin1, Russell Hill1

1Slade Pharmacy, Mount Kuring-Gai, NSW

EMAIL kirsty.mullin@sladepharmacy.com.au

Background AI provides opportunity to reduce the administrative burden 
associated with pharmacy services. Generative AI and robotic process 
automation (RPA) provide opportunities to automate manual tasks improving 
efficiency to either achieve savings or redeploy labour to clinically 
focused activities.

Objective A centralised oncology dispensing facility provides services to 
70 locations utilising an order fulfilment process that is manual, with minimal 
automation and inconsistent order formats. An AI driven automation process 
seeks to reduce administrative burden, transcription errors, and delays 
thereby improving efficiency whilst managing clinical risk.

Action A detailed process mapping exercise was undertaken. A proof 
of concept and prototyping phase validation was conducted leading to 
the proposed solution.

1.	 Order entry automation: AI powered document intelligence to 
transcribe incoming orders directly into the oncology information 
management system. AI models were trained to interpret unstructured 
handwritten oncology medication charts.

2.	 Order management platform: Captures AI-driven changes, allowing 
human validation and approval.

3.	 Dispensing automation: Direct integration with dispensing software 
to streamline dispensing through RPA.

An 18-week build was supported by structured change management, 
training, ongoing stakeholder engagement, and on-site hypercare.

Evaluation Efficiency gains were identified equivalent to a net reduction 
of 10 FTEs. The reduction required the introduction of new roles to support 
the oversight associated with the AI. There was a reduction in transcription 
errors and rework, improved data accuracy and system efficiency. 
Pharmacists gained more time for direct patient care.

Discussion AI-enabled chemotherapy ordering delivered safer, faster, 
and more accurate workflows. The success of this project reflects strong 
design, early-stage PoC validation, and proactive change management. 
The introduction of AI had complexity associated with the number of AI rules 
that had to be established and validated. The conversion of unstructured 
data to structured data using AI provides opportunity for further evaluation 
and efficiency gains associated with pharmacy practice.
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192 INNOVATING MEDICATION MANAGEMENT: A MULTI-DISCIPLINARY 
TEAM IMPLEMENTS AN ELECTRONIC CONTROLLED DRUG REGISTER

Margaret Carroll1, Stewart Downs2, Kate LoPresti3, Francine Tanner1, 
Christine Ting3, Alex Aitken4

1Pharmacy, Austin Health, Heidelberg, Vic, 2Nursing, Austin Health, 
Heidelberg, Vic, 3Clinical Informatics, Austin Health, Heidelberg, Vic, 
4Information Technology, Austin Health, Heidelberg, Vic

EMAIL margaret.carroll@austin.org.au

Background Schedule 8 and Schedule 4D medicines (controlled drugs) 
have been historically managed using paper-based controlled drug registers. 
These are time consuming to complete, susceptible to error and pose 
an organisational risk of drug misappropriation and non-compliance 
with legislation. Electronic controlled drug registers (eCDR) offer a solution 
to these issues.

Objective To implement an eCDR in the pharmacy and inpatient areas 
of a multi-campus tertiary public health service in a complex improvement 
project led by a pharmacist project officer and chief nursing informatics 
officer in collaboration with a multi-disciplinary team.

Action The Modeus HS8 eCDR was selected. In Phase one, integration with 
the PharmHos Merlin dispensing system was tested before deployment to 
11 pharmacy locations. Phase two involved the creation of a team of nursing, 
pharmacy and informatic staff that reported the progress of eCDR testing 
to a steering committee of key stakeholders. After defect identification and 
fixing, policy changes, reference guide development and education of over 
2400 nursing staff, the eCDR was introduced into 36 ward locations in a 
staged go-live.

Evaluation Feedback on the implementation of the eCDR was 
obtained via a nursing evaluation survey sent to nurse unit managers; 
76% (25/33) of respondents reported that the eCDR was easy to use 
and 88% (29/33) that time was saved compared with paper registers. 
Eighty two percent (27/33) of nursing respondents felt supported during 
go live and 73% (24/33) that the eCDR education in-services were valuable.

Discussion The eCDR is now an integral part of the receiving, dispensing, 
transacting and administering controlled drugs across all pharmacy 
and 36 inpatient areas of three hospitals. The pharmacist project officer 
continues to oversee administration of the eCDR and reports to the 
Standard 4, Medication Safety Committee. Staff describe the eCDR 
as easy and efficient to use and felt supported during implementation.

193 ORDER AMONG CHAOS: UTILISING MEDICATION-RELATED 
INCIDENT THEMES TO PRIORITISE MEDICATION SAFETY INITIATIVES

Marissa Iannuzzi1, Adriana Chubaty1

1Pharmacy Department, Royal North Shore Hospital, St Leonards, NSW

EMAIL adriana.chubaty@health.nsw.gov.au

Background Incident management systems (IMS) allow clinicians to record 
medication-related incidents, offering a large electronic database of 
information. Extracting significant incident themes to prioritise medication 
safety initiatives is challenging for Medication Safety pharmacists due to 
preset IMS categories unrelated to incident root causes.

Objective To identify root cause medication incident themes to prioritise and 
monitor medication safety initiatives, which are not limited by the constraints 
of pre-existing IMS categories.

Action A retrospective audit of medication-related incidents in a tertiary 
hospital IMS was conducted from June – May 2024 by a Medication Safety 
pharmacist. Incidents were classified according to root causes. Initiatives of 
the hospital’s Medication Safety Committee were prioritised based on these 
themes. Incidents were re-reviewed post implementation of initiatives from 
November 2024 – May 2025 and analysed to identify ongoing priorities for 
the committee.

Evaluation In June – May 2024, 80% of prescribing incidents (n=180) 
were related to the root cause themes of ‘Lacking medication chart review’, 
‘Inadequate admission medication reconciliation’, ‘Lacking awareness of 
policy’ and ‘Inadequate discharge medication reconciliation’. Comparatively, 
in November 2024 – May 2025, 80% of prescribing incidents (n=130) 
related to the themes of ‘Inadequate admission medication reconciliation’, 
‘Lacking medication chart review’ and ‘Lacking awareness of policy’. 
Incidents related to inadequate discharge medication reconciliation 
were almost eliminated after this was prioritised with a discharge 
accuracy initiative.

Discussion Effective categorisation is critical to uncovering incident themes 
that require prioritisation to optimise patient safety. This project highlights 
the value of Medication Safety pharmacists in recognising these themes 
and highlights the need to embed a sustainable theming process into 
practice. Prioritising medication safety initiatives around these themes 
demonstrated a decrease in discharge reconciliation incidents. Next steps 
will include addressing and prioritising other prominent themes. A challenge 
lies in ensuring identification of emerging themes, in addition to monitoring 
known themes.
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194 EVALUATION OF PHARMACIST TIME, MOTION, INTERRUPTIONS 
AND INTERVENTIONS ACROSS FOUR HOSPITALS

Martin Canning1,2, Andrew Munns3, Jaryth Twine3, Dr Elizabeth McCourt4, 
Russol Hussain5, Timothy Dunn6, Elizabeth Hayward5, Erin Dunn3

1Metro North Health, Herston, Qld, 2The University of Queensland, 
Woolloongabba, Qld,3The Prince Charles Hospital, Chermside, Qld, 
4Royal Brisbane & Women’s Hospital, Herston, Qld, 5Redcliffe Hospital, 
Redcliffe, Qld, 6Caboolture Hospital, Caboolture, Qld

EMAIL martin.canning@health.qld.gov.au

Background Patient centred clinical pharmacy activities have demonstrated 
improvements in patient outcomes. There is limited published data on 
workflow practices of pharmacists to assist with clinical pharmacy service 
delivery improvement. There is limited large studies which compares paper 
and digital workflow practices of pharmacists.

Aim To determine the amount of time clinical pharmacists spend each day 
performing their work tasks, interventions and interruptions. To determine 
the proportion of time performing clinical tasks and tasks face-to-face 
with patients.

Method Trained pharmacy students observed clinical pharmacists and 
recorded clinical activities using the timer app Clockify™ on a smart device 
(phone or tablet) at four hospitals (one digital and three paper-based) 
over a 9-day period. Pharmacy students recorded the number and types 
of patients seen, interventions and interruption patterns.

Results A total of 678.3 hours of pharmacist activity were recorded. 
The mean time spent per day per patient type was 25.9 minutes 
(discharge patient), 23.5 minutes (new patient) and 10.3 minutes 
(review patient). Pharmacists spent the largest proportion of time (21.9%) 
on discharge patients followed by review patients (21.6%). A different 
pattern of pharmacist time allocation was observed dependent upon 
patient specialty. Over 80% of pharmacist time was spent performing 
clinical activities, of which 11.7% was spent face-to-face with patients. 
The proportion of time spent face-to-face with patients was lower at 
the digital site (8.0%) compared with non-digital sites (10.7%, 12.0% and 
14.0%). Pharmacists were interrupted 34 times per day and performed 
67 interventions per 100 patients.

Discussion Pharmacists spent the largest proportion of their time with 
discharge patients followed by review patients. They spend over 80% of 
their work time performing clinical activities for patients, of which almost 
12% is spent face-to-face with patients. Further exploration of the impact 
of digital transformation on pharmacist face-to-face time with patients 
is required.

195 BRIDGING THE GAP: A NEW STEWARDSHIP FRAMEWORK 
FOR MEDICATION MANAGEMENT AT TRANSITIONS OF CARE

Natalie Kahwajy1, Rodney Ecclestone1, Dr Racha Dabliz1, Dr Paul Miles1

1The Australian Commission on Safety and Quality in Health Care, 
Sydney, NSW

EMAIL natalie.kahwajy@safetyandquality.gov.au

Background Despite continuing efforts to improve discharge information, 
transitions of care (TOC) remain a period of high-risk for medication errors 
and miscommunication that can lead to patient harm.

Objective To develop a national medication management at TOC stewardship 
framework that describes a systematic approach for implementing 
coordinated interventions to optimise safety and quality at care transitions.

Action A stewardship framework for medication management at TOC was 
developed based on an international literature review and environmental 
scan of strategies for improvement. The framework aims to optimise 
governance of medication management at TOC and improve communication 
between acute and primary care to enable timely post-discharge medication 
review. A public consultation, via an online survey, sought clinicians’ 
perspectives of the framework’s proposed elements and enablers and 
barriers to implementation.

Evaluation 88% of respondents (44% were pharmacists) supported 
the framework’s elements and labelled it a priority initiative. Thematic 
analysis of survey responses (n=280) highlighted ‘optimal communication’ 
and ‘digital health and interoperability’ as enabling themes that support 
framework implementation. Findings demonstrated that the adoption 
of digital tools is increasingly recognised amongst clinicians as a 
requirement for safe medication management at care transitions by 
overcoming communication breakdowns and delays to follow-up care. 
Responses expressed a need for mature digital systems that strengthen 
real-time communication of medicines information between pharmacists 
across settings.

Discussion Consultation insights were considered with expert stakeholders 
and reinforced the framework’s elements: a governing committee to 
assume stewardship responsibility, a multidisciplinary stewardship 
team, medication management activities, and monitoring, evaluation 
and reporting. The framework highlights digital health as a lever to achieve 
seamless medicines information exchange and enhance communication 
across settings. Given their expertise and expanding scope of practice, 
pharmacists are uniquely positioned to lead the adoption of this novel 
framework in hospitals to optimise medication management at TOC 
and reduce medication-related harm and readmissions.
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196 ASSESS THE IMPACT OF AN ELECTRONIC ONCOLOGY 
MANAGEMENT SYSTEM ON CLINICAL PHARMACIST ACTIVITIES

Nicholas Sullivan1, Samuel Fiolo1

1Fiona Stanley Hospital, Murdoch, WA

EMAIL nicholas.sullivan@health.wa.gov.au

Background An electronic oncology management system (OMS) was 
implemented at a quaternary hospital to improve patient safety. A potential 
additional benefit was to streamline the process for pharmacists verifying 
anticancer therapy prescriptions and minimise the need to annotate charts 
and contact prescribers.

Objective(s) Assess the impact of the OMS on clinical pharmacy services 
in the outpatient cancer centre (highest users) by surveying staff activities 
pre and post implementation; chart annotation (or digital equivalent) and 
the need to contact prescribers.

Action (Method) 2 staff surveys were conducted over 5 days pre and post 
OMS implementation; a chart annotation survey and a prescriber contact 
survey. Clinical pharmacists logged activity during chart verification (need to 
annotate charts or contact prescribers for clarification). The chart annotation 
survey was adapted post implementation to equivalent digital functions. 
Results were collated and analysed as to the impact of the OMS on clinical 
pharmacy workload.

Evaluation 247 charts were included pre implementation and 218 post. 
There was a 95% reduction in the need to annotate cycle numbers, 
84% reduction in annotating patient allergies and a 97.5% and 94% 
reduction respectively in annotating patient’s height and weight. There 
was a 100% reduction in the need to annotate chart numbers (e.g. 1 of 2), 
baseline eGFR or the date treatment is due as these functions are in-built 
in the OMS. The OMS also applies dose rounding and alerts users when bag 
volumes need adjusting to meet concentration limits, mitigating the need 
for intervention.

There was a 44% reduction in queries to prescribers regarding 
pre‑medications and a 36% reduction regarding treatment plans.

Discussion OMS implementation has significantly reduced the need 
for clinical pharmacist chart annotation and has not increased prescriber 
queries. Decreasing time spent on administrative functions should allow 
more time for clinical review and patient interaction.

197 AUTOMATE TO INNOVATE: STREAMLINING PHARMACY WORKFLOWS

Uyen Hua1, David Harris1, Elise Simionato1, Rowan Shield1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL uyen.hua@nh.org.au

Background Healthcare providers are increasingly turning to automation 
to improve efficiency, accuracy, and safety in medication management. 
Process automation in communication, data management, and reporting 
was explored at our Pharmacy Department. A key opportunity was identified 
to improve the visibility of day-to-day dispensary prescription dispensing 
progress and its subsequent effect on timely discharge medication delivery.

Objective To optimise resource utilisation in dispensaries by increasing 
transparency of current pharmacy discharges for both operational and 
clinical pharmacy staff, while providing integrated real-time tracking data 
accessible to management staff.

Methods This project involved application development leveraging low 
code tools and barcode scanning technology for automation and data 
visualisation. A dispensary dashboard was implemented with live metrics 
tailored for operational and clinical pharmacy staff and a management 
Key Performance Indicator (KPI) dashboard to monitor daily metrics, 
such as average time taken for prescription completion. This solution 
also provided automation for management of operational reports for 
streamlined record keeping.

Evaluation Incorporation of digital tools allowed for efficiency in 
administrative dispensary processes and improved accuracy as well as 
accessibility of data. There was a relative increase of prescription tracking 
by 81% at one month following implementation. The dashboards improved 
transparency through live data to support proactive decision‑making 
and facilitated communication between clinical and dispensary staff. 
Since implementation, staff have reported increased satisfaction 
due to reduced cognitive load and improved workflow visibility.

Discussion These initiatives demonstrate the potential of low-code tools to 
streamline workflows, strengthen data integrity, and allow pharmacy teams 
to dedicate focus on clinical and patient-centred tasks. Currently, two key 
optimisations are being progressed; further integration with the health 
service’s Patient Administration System (PAS) and paging system to alert 
clinical pharmacists on completion of a discharge dispensing. Further 
expansion of these tools can support a broader, interoperable digital 
transformation across pharmacy services.
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198 DIGITAL HEALTH ENABLES MULTIDISCIPLINARY COLLABORATION 
TO IMPROVE ACCURACY OF MEDICATION CHANGES IN MEDICAL 
DISCHARGE SUMMARIES

Prasanna Baleswaran1, Michelle Chen, Susan Nguyen, Tim Tran,  
Christine Ting

1Austin Health, Melbourne, Vic

EMAIL prasanna.baleswaran2@austin.org.au

Background The electronic medical discharge summary (MDS) is a 
communication tool between hospital physicians and primary care providers. 
Medication management during transitions of care is a known high-risk 
period and miscommunication can lead to patient harm as noted by the 
Australian Commission on Safety and Quality in Health. [1]

Aim To evaluate the accuracy of electronic medical record’s (EMR) 
Comprehensive Patient View (CPV) shared text component in MDSs, 
“Changes to Home Medicines and Reasons” following its inclusion 
into the pharmacy workflow.

Methods A retrospective audit of 100 patients pre and post the 
implementation of the pharmacy CPV was conducted. Only patients 
who were discharged with a pharmacy medication list were included. 
The primary endpoint was the proportion of MDS’s that accurately 
communicated medication changes.

Secondary endpoints included:

•	 Proportion of patients with medication changes documented in CPV;

•	 Proportion of medication changes accurately communicated on the MDS;

•	 Proportion of MDS’s that accurately communicated reasons 
for medication changes.

Results After implementing pharmacy CPV into pharmacy workflow, accurate 
communication of medication changes in MDS’s increased from 25/100 (25%) 
to 59/100 (59%) (difference in proportion = 34%, p<0.05). The number of 
medications accurately communicated in the MDS increased from 297/562 
(52.8%) to 431/581 (74.2%) (difference in proportion = 21.4%, p<0.05). There 
was no change to the proportion of MDS’s that accurately communicated 
the reasons for the medication changes (30.8% pre-intervention cf. 34.6% 
post‑intervention p =0.57).

Discussion Incorporating pharmacy CPV to pharmacist workflows has 
improved medication change accuracy in MDSs. These developments 
highlight the benefits of digital health in improving the communication 
of medication information. Further studies are needed to assess the impact 
and identify additional opportunities to enhance documentation accuracy.

References

[1] �Medication Management at Transitions of Care Stewardship Framework. 
Australian Commission on Safety and Quality in Health Care. 2024. 
Available from: https://www.safetyandquality.gov.au/sites/default/
files/2024-09/draft-medication-management-at-transitions-of-care-
stewardship-framework.pdf

199 RAPID: RAPID ACCESS FOR PRIORITY INPATIENT DRUGS

Sam Ashmoore1, Liam Elliot1, Margaret Harlow1, Mahsa Tantiongco1

1SA Pharmacy – SALHN, Adelaide, SA

EMAIL sam.ashmoore@sa.gov.au

Background Within an inpatient hospital setting, certain situations require 
urgent medication dispensing from the pharmacy to prevent a delay in 
crucial medication administration. The process of Nurses and Patient 
Services Assistants (PSA) hand delivering medicine orders was reviewed 
and found to contribute to medication dispensing errors due to time pressure 
and workflow interruptions. Hand delivered medication orders also diverted 
priority focus of PSA and nursing staff, leading to non-productive time spent 
waiting for medications dispensing, delaying direct patient care.

Objectives This study evaluates the introduction of a streamlined approach 
to prioritising urgent medication orders utilising an Electronic Medical 
Records (EMR) priority ordering process and targeted education in a large 
tertiary hospital.

Method A pre-intervention audit was conducted between December 2024 
to January 2025 to assess frequency and nature of hand delivered urgent 
medicine orders received from each ward. Thirteen wards were included 
for intervention which involved an urgent EMR function for medication 
orders, linked to a designated urgent order printer within the dispensary. 
Targeted workflow education to nurses was conducted pre-intervention, 
discussing time critical medications and order appropriateness, to minimise 
the system being inundated with inappropriate orders. A one-month review 
of post intervention orders received were collected and reviewed to assess 
uptake of the new process and appropriateness of urgency.

Evaluation A total of 352 orders were received in the pre-intervention phase. 
Areas for intervention accounted for 73% of orders received. The rate of time 
critical medicines ordered pre-intervention was 56%. This rate was found to 
statistically improve to 69% in the post-intervention audit. (p-value 0.03).

Discussion The results show a positive change to the appropriateness 
of urgent orders received with additional benefits including PSA and 
nursing time saved and reduction in workflow interruptions in the 
dispensary. These findings will inform the hospital wide implementation 
of this intervention.
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200 DEVELOPING ELECTRONIC MEDICATION MANAGEMENT SOFTWARE 
IN A REGIONAL HOSPITAL

Shady Abdelmaksoud1, Muhammad Omair Abdullah1, Shams Zaidi1,  
Jeremy Fowler1

1Goulburn Valley Health, Shepparton, Vic

EMAIL shady.abdelmaksoud@gvhealth.org.au

Background Our regional health service operates a hybrid patient 
records system. Prescriptions and Medication Management Plans (MMP) 
are paper‑based, while discharge summaries are electronic.

Objective To develop, introduce, and evaluate an in-house electronic 
medication management software (eMMP) to improve medication handover 
accuracy and quality.

Action We formed a multidisciplinary team of IT personnel, pharmacists, 
and doctors. The project was planned in three stages: 1- internal 
development and testing of the eMMP software 2- pilot implementation 
in a single respiratory ward for evaluation 3- expansion to other wards 
and processes if successful (e.g. electronic patient-friendly medication lists). 
The Medication Safety Committee had oversight of the project.

Evaluation Stages 1 and 2 were completed between 2022–2024. 
Key achievements included the successful development of a functional 
eMMP, generation of electronic prescriptions, piloting the software in a 
ward setting. The discharge summary medication-list accuracy improved 
from 40% at baseline to 67.7% after the implementation.

However, the project was closed in April 2025 due to insufficient IT support, 
time and budget constraints, non-compliance with national requirements, 
and inability to integrate with some required systems and data sources.

Discussion Local development of an electronic solution is feasible but 
requires substantial resources and leadership commitment. At project 
inception, no suitable commercial alternatives were available locally.

In 2025 our hospital partnered with four other hospitals to contract 
an Australian IT company for software development. We secured a grant 
from a state program for this project.

Our experience highlights the challenges and opportunities of developing 
electronic solutions, and the importance of external collaboration and 
funding for sustainable solutions.

201 DON’T “SCIP” THE SCAN! IMPROVING BARCODE COMPLIANCE 
DURING OMNICELL RESTOCKING

Stewart Cockram1

1St Vincent’s Hospital Melbourne, Fitzroy, Vic

EMAIL stewart.cockram@svha.org.au

Background Barcode scanning is a critical safety step in medication 
management and is well embedded into pharmacy dispensing 
workflows. This principle should ideally extend to imprest restocking. 
Omnicell’s Safety Stock feature mandates barcode scanning for all stock 
going into the machine, including restocking and returns, and has no 
native override.

In practice, there are scenarios where product scanning isn’t feasible: 
part-packs, returned ampoules, overseas or unregistered brands lacking 
barcodes, or brands not yet added to Omnicenter. To manage these, 
each bin was assigned an “override” barcode matching its item code, 
allowing scanning to proceed when needed. While intended mainly 
for nursing returns, pharmacy staff may also use the override barcode 
in appropriate situations. However, in most cases, use of an override 
indicates a system issue that requires resolution.

Objective To evaluate pharmacy staff compliance with barcode scanning 
during Omnicell restocking and identify causes for override barcode use.

Method A pre-made custom Omnicell report (“SCIP”) was altered to 
capture the actual barcode scanned during restocking. A senior pharmacist 
developed Power BI visualisations and analysed the data by user, product, 
and location to highlight potential issues.

Evaluation In May 2025, 204 of 457 restocks (45%) used override barcodes. 
Initial analysis identified multiple causative factors:

•	 Lack of process awareness among staff:

•	 Use of unregistered or unconfigured brands.

•	 Items incorrectly set to bypass barcode scanning.

•	 Minimal restock prompts (e.g. only 2 units each time), making scanning 
impractical and restocking inefficient.

Findings prompted targeted staff feedback and targeted interventions. 
In June, 95 of 372 restocks (25%) used overrides; an improvement, but with 
further room to improve.

Discussion Despite scanning being compulsory, a surprisingly large amount 
of restocks were “SCIP-ping” real barcode scanning. Ongoing refinement 
of processes and expansion of Safety Stock settings will help ensure safe, 
consistent barcode use across all areas.
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202 MOVING TOWARDS MEDICATION AUTOMATION IN OPERATING 
THEATRES – THE STORY SO FAR

Stewart Cockram1, Dr Craig Ironfield1

1St Vincent’s Hospital Melbourne, Fitzroy, Vic

EMAIL stewart.cockram@svha.org.au

Background Automated dispensing cabinets (ADCs) can improve medication 
safety, traceability, and stock management. However, implementing ADCs 
in operating theatres presents unique challenges, including the need for 
rapid access, complex workflows, and concerns about propofol security. 
Few Australian hospitals have implemented ADCs beyond Schedule 8 storage, 
and to our knowledge, none have replaced anaesthetic trolleys entirely.

Objective To trial ADCs in an operating theatre setting and evaluate usability, 
performance, and suitability for broader implementation.

Method Government funding to support COVID-related surgical backlogs 
enabled the establishment of a satellite surgical service (“Rapid Access Hub”) 
in early 2023. Four half-height Omnicell XT cabinets were installed in four 
theatres to replace anaesthetic trolleys. Anaesthetists raised concerns about 
access delays, resulting in sub-optimal workarounds such as pre-dispensing 
medications and storing them outside the units. A temporary solution 
involving an “Emergency Propofol” item to rapidly access the top drawer 
was implemented, but concerns remained.

XT cabinets were deemed unsuitable as full replacements, and the 
organisation proceeded to purchase the first Anaesthesia Workstation (AWS) 
Omnicell unit in Australia, designed specifically for anaesthesia workflows.

Evaluation The AWS improved speed, persistent log-in, integrated label 
printing, and space efficiency. An emergency lever opens all drawers 
simultaneously, addressing rapid access concerns. However, limitations 
include lack of guiding lights, reduced capacity, and less space-efficient 
Schedule 8 drawers. Anaesthetists prefer the AWS, though some still leave 
emergency medications accessible. Stock management and safety outcomes 
remain under evaluation. Standardising layout across AWS units is a 
current focus.

Discussion Medication automation in theatres requires models aligned with 
anaesthesia workflows. The AWS offers advantages in access and usability 
but has design trade-offs. A co-designed approach with anaesthetists, nurses, 
and pharmacy staff will be essential to ensure safe, scalable implementation.

203 NOTED! IMPROVING COMMUNICATION THROUGH A STANDARDISED 
DISCHARGE NOTE

Vivien Banks1, Erika Marsh1, Stuart Pilot1, Elsa Truong1, Natalie Tasker1

1Queen Elizabeth II Jubilee Hospital, Brisbane, Qld

EMAIL vivien.banks@health.qld.gov.au

Background Discharge communication is essential between pharmacists 
and other members of the multi-disciplinary team. Use of a standardised 
electronic discharge note ensures efficient documentation of pharmacist 
activities on discharge, reducing the risk of medication errors at transitions 
of care.

An internal review of medication incident reports and existing discharge 
communication processes identified the need for implementation of a 
standardised pharmacist discharge note.

Objective To develop a pharmacy discharge note template to be used in 
the electronic medical record to enable effective handover at a high-risk 
point in the patient journey.

Action Pharmacy focus groups were created to gather feedback on note 
contents and workflow integration. Feedback highlighted the need to ensure 
implementation did not increase the administrative demands on pharmacists.

Using the feedback, a discharge note was developed covering medication 
counselling, supply, provision of written information, community pharmacy 
handover, supply and management of patients’ own medications. 
The template design utilised advanced digital functionalities and included 
drop‑down menus and pre-filled sections to improve efficiency and reduce 
note completion time.

The note was locally endorsed and rolled-out site-wide.

Evaluation Prior to the implementation of a standardised template, 
an average of 14 patients per week had a documented pharmacist 
discharge note. Post implementation, an average of 115 patients per week 
had a documented discharge note. Pre-implementation surveys showed 
that discharge notes were rarely used by staff with a major barrier being 
time taken to complete.

Discussion A standardised discharge note has enabled a dramatic increase 
in the uptake of documentation for patients on discharge. This enhances 
compliance with the Medication Safety Standard and Communicating for 
Safety Standard and should decrease medication incidents during transitions 
of care. Engaging and responding to staff feedback during the design phase 
was critical to ensuring acceptance of the note template with overall staff 
acceptance and satisfaction.
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204 SAFER PRESCRIBING OF HEPARIN IN AN ELECTRONIC  
MEDICAL RECORD

Win Greenshields1,2, Dr James Black1,3

1Office Of Chief Medical Information Officer, SA Health, Adelaide, SA, 
2SA Pharmacy, SALHN, Bedford Park, SA, 3Southern Adelaide Local 
Health Network (SALHN), Bedford Park, SA

EMAIL win.greenshields@sa.gov.au

Background The current order in the electronic medical record (EMR) 
for heparin has intravenous (IV) multidose route as an option. Prescribing 
incidents have been reported where the IV route had been selected for 
regular dosing rather than the intended subcutaneous route.

Objective Support patient safety by improving the prescribing options 
for heparin within the EMR.

Action A user request, to either remove all frequency options other than 
‘once only’ if IV route selected or alert users if IV route and a regular 
frequency was selected underwent clinical review. This determined: 

•	 Regular IV prescriptions may be appropriate for some users / scenarios.

•	 Customised programming use was a concern.

•	 Solution suggested by the submitter was thought to 
‘Discourage potentially inappropriate prescriptions’ 
instead of ‘Facilitating appropriate prescribing.’

Review of data determined that 9.3% of heparin IV orders were prescribed 
with regular frequencies and 12% of these were deemed appropriate. 
Thus only 1.2% of all heparin orders matched the reported incident type. 
The review additionally noted 1% of all orders were likely for the wrong dose. 
Eighty-two percent of orders matched heparin 5000 units, subcutaneously 
two or three times a day.

The clinical recommendation was to add quick pick orders for heparin 
5000 units subcutaneously two and three times per day.

Evaluation Post deployment review of the quick picks demonstrated 
an increase in appropriate orders and a reduction in both wrong route 
and wrong dose orders.

Discussion Alerts in EMR systems need to be used judiciously due to the 
risk of alert fatigue. Using EMR ordering data informed the solution design 
and supported the alternative approach. The quick pick solution improves 
user experience by saving time when placing orders. The solution was 
rapidly deployed within 18 days of the request’s triage and has not added 
to maintenance costs.

205 BRIDGING THE GAP – BUPRENORPHINE/NALOXONE (SUBOXONE®) 
TO METHADONE CONVERSION FOR PAIN IN PALLIATIVE CARE

Anu Sujeev1, Ms Bessie Wong1, Dr Yok-Yin Lee2

1Pharmacy Department, Eastern Health, Melbourne, Vic, 2Department 
of Supportive and Palliative care, Eastern Health, Melbourne, Vic

EMAIL anu.sujeev@easternhealth.org.au

Objective To describe a successful conversion of a palliative care inpatient 
from buprenorphine/naloxone for opioid use disorder (OUD) to methadone 
for complex cancer-related pain.

Clinical Features A 49-year-old woman with metastatic rectal cancer 
maintained on buprenorphine/naloxone 24 mg/6 mg for OUD was admitted 
for uncontrolled pain, functional decline, and severe psychological distress. 
Due to escalating pain, buprenorphine/naloxone was discontinued and 
methadone was initiated. 

Literature Review No standardised method exists for converting 
buprenorphine/naloxone to methadone, due to buprenorphine’s 
partial mu‑agonism, kappa/delta antagonism and methadone’s long, 
variable half‑life.

Pharmacist Interventions, Case Progress and Outcomes Using the 
Safer Care Victoria buprenorphine/naloxone to morphine conversion 
table, the patient’s initial oral morphine equivalent daily dose (OMED) 
was 1,080 mg. The Morley-Makin method for methadone conversion 
involves ceasing previous opioids and initiating methadone at 10% of 
the OMED 3-hourly as needed (up to 30 mg/dose). On day six, the total 
daily dose is converted to a twice-daily dose, with 10–15% available 
3-hourly for breakthrough. A modified Morley-Makin approach was 
used for additional safety, initiating methadone 10 mg orally 2-hourly 
as needed (up to 80 mg/‌day), allowing a 24-hour washout while maintaining 
breakthrough analgesia.

The pharmacist identified high-risk methadone interactions with quetiapine, 
amitriptyline and benzodiazepines (QT prolongation, respiratory/CNS 
depression), recommended monitoring vital signs (respiratory and heart rate, 
oxygen saturation) and daily methadone review.

By day 11, pain was managed with methadone 40 mg/day via continuous 
subcutaneous infusion (CSCI) plus 10–30 mg/day subcutaneously as needed. 
Anxiety was well controlled, thus anxiolytics were ceased. By day 42, 
methadone was titrated to 60 mg/day via CSCI, ensuring comfort throughout 
end-of-life care.

Discussion This case highlights a successful, individualised conversion 
from buprenorphine/naloxone to methadone for cancer pain management, 
without direct conversion guidelines. A pharmacist-led titrated approach 
enabled effective analgesia with minimal toxicity, facilitating safe and 
compassionate end-of-life care.
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206 LONG-ACTING OPIOID USE IN OPIOID-NAÏVE SURGICAL PATIENTS 
WITH ACUTE PAIN

Dr Timothy Choi1, Dr Po Che Yip1, Prof Jan-Willem Alffenaar2,3, Jessica Tang2, 
Dr Arwa Abu Sardaneh2,3

1Department of Anaesthesia and Perioperative Medicine, Westmead 
Hospital, Westmead, NSW, 2Department of Pharmacy, Westmead Hospital, 
Westmead, NSW, 3Sydney Pharmacy School, Faculty of Medicine and Health, 
University of Sydney, Camperdown, NSW

EMAIL arwa.abusardaneh@sydney.edu.au

Background Opioid stewardship guidelines recommend avoiding long-acting 
opioid use in acute pain due to higher risk of patient harm compared to 
immediate-release opioids.

Aim To assess the appropriateness of long-acting opioid use in adult 
surgical patients.

Methods A single-centre retrospective observational study was conducted 
at a tertiary hospital in Australia. Adult surgical patients who were prescribed 
long-acting opioids between 1 January 2024 and 31 December 2024 were 
reviewed. Opioid-naïve patients were included in the study analysis and were 
defined as patients without opioid use within 24 months prior to admission 
or palliative care involvement. The primary outcome was the proportion 
of opioid-naïve surgical patients prescribed long-acting opioids for acute 
pain during hospital admission. Secondary outcomes included the type 
and duration of long-acting opioids prescribed during admission, concurrent 
use of paracetamol or non-steroidal anti‑inflammatory drugs (NSAIDs) 
during admission, proportion of patients prescribed long-acting opioids on 
discharge, and documentation of opioid weaning plans or naloxone education 
at discharge.

Results A total of 82 opioid-naïve surgical patients were prescribed 
long-acting opioids during admission (24%, n=82/337). The most common 
long-acting opioid prescribed was oxycodone/naloxone (85%, n=70/82), 
followed by tapentadol (15%, n=12/82). The median duration of long-acting 
opioid use during admission was 3 days (IQR 2 – 5). Paracetamol or NSAIDs 
were concurrently prescribed in 88% (n=72/82) and 32% of cases (n=26/82), 
respectively. A total of 39 patients were prescribed long-acting opioids 
on discharge (48%, n=39/82). Of those, 62% (n=24/39) had a documented 
opioid weaning plan on discharge. None received naloxone education 
on discharge (n=0/39).

Discussion Long-acting opioids were inappropriately prescribed 
in opioid‑naïve adult surgical patients with acute pain. This finding is 
non‑concordant with opioid stewardship guidelines and may lead to 
increased patient harm. A targeted opioid stewardship program is required 
to reduce avoidable harm in opioid-naïve adult surgical patients.

207 SIMPLE FIXES FOR A COMPLEX PAIN: WHAT’S MISSING AT DISCHARGE?

Catherine Benny1, Belinda Chappell1

1Caboolture Hospital, Caboolture, Qld

EMAIL belinda.chappell@health.qld.gov.au

Background Opioids are commonly prescribed for acute pain 
following surgeries. An increase in opioid prescribing for surgical patients 
was reported in a 2018 US study. The Clinical Care Standard (CCS) 
‘Opioid Analgesic Stewardship in Acute Pain’ indicates that simple analgesia 
and laxatives should be optimised to improve pain management, reduce 
need for opioids, and reduce opioid-induced constipation (OIC).

Objectives An audit was designed to determine whether opioid prescribing 
on discharge for acute pain in surgical patients was in accordance with the 
following indicators from the CCS: 

•	 5a: Were patients who discharged with new opioids co-prescribed 
simple analgesia?

•	 6b: Were patients who discharged with new opioids co-prescribed 
laxatives?

Methods An Enterprise-wide Liaison Medication System (eLMS) discharge 
report over a 3-month period from July to September 2024 was run to 
retrospectively identify patients discharged with new opioids from the 
surgical ward. Opioid naïve patients were identified using Qscript® and 
admission medication histories from eLMS. An audit tool was created to 
determine whether the prescribing trends of opioids met the above indicators.

Evaluation A total of 131 patients were audited with 50 patients meeting 
the inclusion criteria. Of these, 14% (7 participants) were not co‑prescribed 
paracetamol and 22% (11 participants) were not co-prescribed a non-steroidal 
anti-inflammatory drug, despite having no documented contraindications. 
Fifty-four percent (27 participants) were not co‑prescribed laxatives.

Discussion Audit results demonstrated significant gaps in discharge 
prescribing practices. Despite the established risk of OIC, over half of 
patients were not co-prescribed laxatives. Limitations that may influence 
the generalisability of findings included a short study duration and small 
sample size. Following the audit, education was provided to doctors 
and pharmacists detailing the importance of simple analgesia and 
laxative prescribing across the inpatient and discharge review process. 
Future auditing plans are in place to monitor progress and impacts 
of these interventions.
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208 SAFE OPIOID USE AFTER BIRTH: AN AUDIT  
OF COMPLIANCE WITH STEWARDSHIP STANDARDS

Elizabeth Syme1, Monica Ingram, Stephanie Teoh, Nabeelah Mukadam

1King Edward Memorial Hospital, Subiaco, WA

EMAIL he227948@health.wa.gov.au

Background Opioids are integral to acute pain management, including 
postpartum analgesia, yet carry significant risks of harm and misuse. 
To mitigate these risks, the Australian Commission on Safety and Quality 
in Health Care has developed national Opioid Analgesic Stewardship 
standards, which outline best practice for safe prescribing and continuity 
of care.

Aim/Objective(s) This study aimed to evaluate the prescribing and discharge 
practices in a specialist women’s hospital and assess compliance with the 
with relevant national stewardship standards.

Methods A retrospective audit was conducted on 24 randomly selected 
inpatients discharged on either tramadol immediate-release 50 mg or 
buprenorphine 200 micrograms. An audit tool incorporating indicators from 
quality statements 8 and 9 of the Opioid Analgesic Stewardship standards 
was used. Key metrics included whether the discharge prescription exceeded 
7 days of supply, if the discharge dose was higher than the total dose 
administered in the preceding 24 hours, and the documentation of opioid 
therapy in discharge summaries.

Results Of the patients reviewed, 45.8% (n=11) were discharged on 
an opioid dose exceeding their 24-hour pre-discharge consumption, 
potentially increasing the risk of overuse. However, only 8.3% (n=2) 
received prescriptions exceeding a seven-day supply, aligning with 
stewardship recommendations to limit unnecessary opioid exposure. 
Notably, 70.8% (n=17) of discharge summaries did not document the opioid 
prescribed at discharge, representing a significant gap in communication 
to primary care providers.

Discussion The audit highlighted partial adherence to national opioid 
stewardship standards with strengths in limiting days of supply. 
Opportunities are available to improve dose tapering at discharge 
and enhance communication through discharge documentation. 
Addressing these gaps is critical to supporting safe opioid use, reducing 
the potential for misuse, and ensuring continuity of care. Targeted education 
and system-level interventions may assist in closing these stewardship 
compliance gaps.

209 EVALUATION OF THE ACCEPTANCE RATE OF ANALGESIC 
STEWARDSHIP PROGRAM RECOMMENDATIONS AT A METROPOLITAN 
HOSPITAL NETWORK

Hatsumi Kobayashi1, Jeremy Szmerling1, Mahisha Lim1, Sam Maleki1

1Pharmacy Department, Eastern Health, Melbourne, Vic

EMAIL hatsumi.kobayashi@easternhealth.org.au

Background Analgesic Stewardship (AGS) programs aim to optimise 
the use of opioids and other analgesia through medication reviews and 
providing evidence-based recommendations. However, the benefits of these 
recommendations are reduced if they are not implemented or acknowledged, 
reducing opportunities to challenge entrenched prescribing practices.

Objective To determine the rate and extent of acceptance of AGS 
recommendations amongst adult inpatients in three hospitals in a 
metropolitan hospital network.

Action (Method) This was a 12-month retrospective study of adult inpatients 
admitted to General Medicine or Surgical units in 2023. Patients prescribed 
opioid(s) with at least one AGS recommendation in their medical records 
were included. AGS progress notes in medical records were analysed 
to quantify recommendations, determine whether they were actioned, 
and compare acceptance rates across sites, medical units, and patient 
demographics. Reasons for non-acceptance were analysed thematically.

Evaluation A total of 2,047 AGS recommendations were documented 
for 901 patients (median age: 78 years; range: 18–105; 61% female), 
averaging 2.3 recommendations per patient (SD: 1.05). For 620 patients 
(69%), all recommendations were implemented, while for 157 patients 
(17%), ‘some’ or ‘most’ were accepted. The most common reason for 
non‑acceptance was recommendations being ‘missed’ or ‘not seen’ 
by the treating team. Recommendation acceptance was significantly 
higher at the largest site (OR: 1.93, 95%CI [1.37, 2.73]), in surgical units 
(OR: 2.02, 95%CI [1.35, 3.01]), and among patients with Acute Pain Service 
involvement (OR: 1.91, 95%CI [1.07, 3.43]). Patients <65 years or opioid‑naive 
prior to admission were also more likely to have recommendations 
fully or mostly actioned (OR: 1.65, 95%CI [1.07, 2.55], OR: 1.58, 95%CI 
[1.10, 2.23]), respectively.

Discussion AGS recommendation acceptance was high, but non-acceptance 
was often due to lack of visibility. Addressing this gap and examining 
longitudinal trends in acceptance may help optimise the impact of AGS 
programs on opioid and analgesic use.
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210 PAIN MANAGEMENT AT THE CROSSROADS: HOW STEWARDSHIP 
ACTIVITIES AFFECT DISCHARGE PRESCRIBING AND COMMUNICATION

Jeremy Szmerling1, Sam Maleki1, Dr Gordon Mar2, Galahad Gu1,  
Anne Goulopoulos1, Adj. Clin. Prof Paul Buntine3,4, A/Prof Patrick Owen3,4

1Eastern Health Pharmacy Department, Melbourne, Box Hill, Vic, 
2Eastern Health Acute Pain Service, Melbourne, Box Hill, Vic, 3Eastern Health 
Emergency Medicine Program, Melbourne, Box Hill, Vic, 4Eastern Health 
Clinical School, Monash University, Melbourne, Vic

EMAIL jeremy.szmerling@easternhealth.org.au

Background Inappropriate analgesic prescribing and poor discharge 
communication contribute to suboptimal pain management and 
opioid‑related harms.

Objective(s) Examine the effectiveness of a multi-site, multidisciplinary 
analgesic stewardship program comprising of both organisation- and 
patient-level interventions (intervention) compared to organisation-level 
interventions alone (control).

Action (Method) This retrospective cohort study included adult inpatients 
exposed to the intervention (n=832) or control (n=732) from July 2022 to 
August 2023 across four hospitals within the same healthcare network. 
Primary outcomes were the patient receiving an analgesia management 
plan, the general practitioners receiving an analgesia management plan, 
patient having a SafeScript check during their admission, instances of 
discharge opioid quantities in excess of local guideline recommendations 
and multimodal analgesia (prescribed opioids with paracetamol and/‌or 
non‑steroidal anti-inflammatory). Secondary outcomes were 2-week 
and 6-month readmission among a sample subset (intervention: n=339, 
control: n=319).

Evaluation Patients (n=1,564, female: 58%) had a mean (SD) age of 
67.0 (21.4) years and hospital length of stay of 9.1 (13.2) days. When 
compared to control, the intervention was associated with greater odds 
of receiving an analgesia management plan (OR [95%CI]: 4.43 [3.58, 5.48], 
P<0.001), general practitioners receiving an analgesia management plan 
(2.12 [1.72, 2.60], P<0.001), multimodal analgesia prescribed on discharge 
(2.47 [1.87, 3.28], P<0.001), and SafeScript check (38.41 [26.42, 55.86], 
P<0.001), as well as lesser odds of receiving an inappropriate opioid 
quantity (0.79 [0.63, 0.99], P=0.037). For the secondary outcome 
sample subset (n=658), patients exposed to the intervention also 
had lesser odds of 2-week (0.56 [0.33, 0.94], P=0.028) and 6-month 
(0.39 [0.22, 0.70], P=0.002) readmission.

Discussion Employing a multi-site, multidisciplinary analgesic stewardship 
program comprising both organisation- and patient-level interventions 
may facilitate better opioid prescribing and communication at discharge, 
as well as potentially impact readmission rates, when compared to 
organisation‑level interventions alone.

211 EFFECTIVENESS OF STRATEGIES TO REDUCE PERSISTENT  
OPIOID USE POST-SURGERY: A SYSTEMATIC REVIEW

Katelyn Jauregui1,2, Ryanne Coe1, Judy Chen1, Prof Asad Patanwala1,3,  
A/Prof Jennifer Stevens4,5, Prof Justine Naylor6,7, Dr Shania Liu1,  
A/Prof Jonathan Penm1,8

1The University Of Sydney, Camperdown, NSW, 2Campbelltown Hospital, 
Department of Pharmacy, Campbelltown Hospital, Campbelltown, NSW, 
3Department of Pharmacy, Royal Prince Alfred Hospital, Camperdown, NSW, 
4School of Clinical Medicine, St Vincent’s Clinical Campus, University of 
New South Wales, Sydney, NSW, 5University of Notre Dame, Sydney, NSW, 
6Whitlam Orthopaedic Research Centre, Ingham Institute, Liverpool, NSW, 
7South Western Sydney Clinical School, University of New South Wales, 
Sydney, NSW, 8Department of Pharmacy, Prince of Wales Hospital, 
Randwick, NSW

EMAIL katelyn.jauregui@sydney.edu.au

Background Up to 15% of opioid-naïve patients and 40% of prior opioid users 
develop persistent opioid use after surgery, increasing risks of harms such as 
tolerance, dependence, and opioid-related adverse effects. Pharmacists have 
a key role in opioid stewardship, ensuring patients receive appropriate pain 
management while minimizing unnecessary opioid exposure.

Aim To examine the effectiveness of strategies to reduce persistent opioid 
use post-surgery.

Methods A systematic search of three electronic databases identified 
original research articles reporting quantitative outcomes on organisational 
strategies for reducing persistent opioid use after surgery. Two independent 
reviewers conducted study selection and quality assessment.

Results Of the 40 full texts assessed, 11 were included. Six studies 
implemented patient-targeted strategies to reduce persistent opioid use, 
two targeted prescribers, and three were multifaceted. Two patient‑targeted 
approaches were effective: a digital behavioural medicine program (median 
opioid use 6 weeks post-surgery: MME 330 vs 98, p<0.001) and a preoperative 
educational video with postoperative text messaging (86% increased 
odds of opioid cessation at 12 weeks, p<0.001). Both prescriber‑targeted 
strategies reduced persistent opioid use, with procedure-specific opioid 
prescribing guidelines lowering incidence (adjusted incidence: –0.78, p<0.001). 
A transitional pain service significantly lowered the proportion of patients 
using opioids at 90 days post-surgery (0.07% vs 9.9%, p=0.04).

Discussion Digital patient-targeted strategies and prescriber-targeted 
strategies seem to effectively reduced persistent opioid use and may offer 
resource-efficient alternatives to more complex interventions. However, 
few effective strategies have been identified, and further research is 
needed to explore a broader range of interventions. Pharmacists can play 
a pivotal role in implementing and supporting these strategies through 
patient education, prescribing oversight, and coordination of perioperative 
care. As key members of the multidisciplinary team, pharmacists are 
well‑positioned to address the ongoing challenge of persistent opioid use 
by ensuring opioids are used safely and appropriately.
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212 EVALUATION OF PARTNERED-PHARMACIST DISCHARGE 
PRESCRIBING FOR MULTIMODAL ANALGESIA AND APPROPRIATE 
OPIOID PRESCRIBING FOLLOWING NON-COMPLEX SURGERY

Maddison Konstantatos1, Thuy Bui1, Dr Alex Konstantatos1, Hashini Herath1, 
Dr Natali Jokanovic1, Susan Poole1

1Alfred Health, Melbourne, Vic

EMAIL m.konstantatos@alfred.org.au

Background Opioid analgesia is frequently used in postoperative 
pain management. Inappropriate opioid prescribing can cause adverse 
effects and dependence. Pharmacists are well-placed to guide safer 
opioid prescribing.

Aim/objective(s) To evaluate the impact of pharmacist involvement 
in discharge prescribing for non-complex surgical patients on 
appropriateness of opioid quantity and use of multimodal analgesia.

Methods A retrospective observational study of surgical inpatients 
at a Victorian metropolitan hospital between May-2022 and April-2023 
was performed. A random sample of 1000 surgical encounters were initially 
screened against inclusion criteria: age ≥18 years, opioid naive on admission, 
postoperative length of stay 24–96 hours. Secondary screening (n=615) was 
performed to include encounters with a discharge prescription. The primary 
outcome compared appropriateness of opioid prescribing at discharge 
between pharmacist and doctor-generated prescriptions. Appropriateness 
was defined as opioid under-prescription: <3x the oral morphine 
equivalent [OME] or over-prescription: >7x OME administered 24 hours 
prior to discharge. Secondary outcomes included paracetamol and NSAID 
prescribing at discharge and the impact of prescription generation timing 
(<12 vs >12 hours from discharge) on opioid appropriateness.

Results Prescriptions were generated for 350 encounters. Most discharge 
prescriptions were pharmacist-generated over doctor-generated 
(n=274 [78.3%] vs n=76 [21.7%]). There was comparable opioid use in 
the 24 hours preceding discharge (median OME 15mg vs 15mg, p=0.53) 
and appropriateness, with similar rates of over- (3.6% vs 2.6%, p=0.67) 
or under-prescribing (56.9% vs. 51.3%, p=0.38) between pharmacists 
and doctors. Pharmacists were significantly more likely to prescribe NSAIDs 
(88.7% vs. 78.9%, p=0.028) and recommend paracetamol (98.5% vs. 93.2%, 
p=0.0006) at discharge. Timing of script generation did not significantly affect 
appropriateness of opioids prescribed.

Discussion Pharmacists completed over three quarters of discharge 
prescriptions following non-complex surgery, with comparable opioid 
prescribing. This study highlights the pharmacists’ role in optimising opioid 
sparing-strategies and creates opportunities for redirection of medical 
resources to more complex care.

213 SUSTAINING THE GAINS: IMPROVEMENTS IN POST-SURGICAL 
OPIOID PRESCRIBING AT DISCHARGE

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

1Eastern Health, Box Hill, Vic, 2Hamilton Centre, Richmond, Vic

EMAIL pwembridge@swh.net.au

Background A review of opioid prescribing trends for surgical patients 
discharged from three metropolitan public hospitals between 2012 and 2020 
revealed reductions in opioid prescribing over time.

Objectives To determine whether previously observed improvements in 
opioid prescribing at surgical discharge—specifically reductions in quantities 
and use of modified-release opioids—have been sustained through to 2024 
across the same three metropolitan public hospitals.

Action (Method) We replicated the original study methodology, with all 
patients prescribed any medication in the electronic medical record system 
and discharged from any surgical unit in 2024 included and data collected 
focusing on opioid formulation, quantity and oral morphine equivalent (OME) 
dose. Statistical process control techniques were applied to analyse changes 
over time and assess variation.

Evaluation Between 2012 and 2020 there were 117,989 surgical 
patients, with an average of 13,109 patients per year—this increased 
to 15,260 patients in 2024. The proportion of patients discharged 
with opioids continued to decline—from 68% in 2020 to 58% in 2024. 
Use of modified‑release opioids, which peaked at 20.6% in 2017, fell to 
5.4% in 2020 and dropped again to 3.3% in 2024. The average oral morphine 
equivalent (OME) on discharge decreased from 130.7 mg in 2012 to 
66.8 mg in 2020 and remained stable at 65.3 mg in 2024 despite increased 
prescribing of higher-OME opioids such as tapentadol and buprenorphine. 
Prescribing of full oxycodone 20-tablet packs declined from 79% in 2012 
to 32% in 2020 and 11.7% in 2024. However, 58% of patients in 2024 were 
discharged with exactly 10 tablets, suggesting the emergence of new default 
prescribing patterns.

Discussion Previously observed improvements in opioid prescribing were 
largely sustained or further enhanced in 2024. However, emerging habits 
and a shift toward higher-OME opioids reinforce the need to sustain 
education and prioritise patient-centred care.
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214 POST-CAESAREAN PAIN MANAGEMENT AND OPIOID USE: 
A PROSPECTIVE OBSERVATIONAL COHORT STUDY

Rita Wardan1, Charis Lau1, Shahad Saleh1, Dr Vivekbabu Nooney2,  
Tanita Botha1, Gihara Gallage2, Jane Huang2, Manpreet Singh Bhangu2

1Western Health, St Albans, Vic, 2RMIT, Bundoora, Vic

EMAIL rita.wardan@wh.org.au

Background Effective pain management following caesarean section (CS) 
is essential for post-operative recovery. At our tertiary obstetric hospital, 
all post-CS patients are discharged with a fixed supply of 10 opioid analgesic 
unit doses regardless of clinical factors. Standardised discharge prescribing 
may not meet individual needs.

Aim/Objective(s) To determine the proportion of post-CS patients 
requiring further supply of opioid analgesics after discharge and identify 
factors associated with higher opioid analgesic requirements after CS.

Method A prospective observational cohort study was undertaken over 
10 weeks, with 119 patients who underwent CS recruited during hospital 
admission. Prospective data were collected via two patient surveys, at 
discharge, and by phone, seven to ten days later, assessing post-operative 
analgesic use and satisfaction regarding pain management. Medical records 
were reviewed to collect inpatient analgesic use and patient demographic, 
obstetric, and neonatal variables. Statistical analysis was performed to 
identify characteristics associated with higher opioid analgesic requirements 
after discharge.

Results Following discharge, 27.7% (33/119) of participants obtained 
additional opioid analgesic supply or reported that the quantity provided 
was insufficient for their recovery. When compared to those who reported 
the standard supply was sufficient, these patients were more likely to have 
a body mass index (BMI) ≥35 kg/m2 (45.5% vs 15.1%, p=0.0011) or had higher 
inpatient usage of opioid analgesics, expressed as oral morphine equivalent 
daily doses (oMEDD) (36.2 mg/day vs 21.4 mg/day, p<0.0001).

Discussion Over one-quarter of participants reported that their discharge 
opioid supply was inadequate for post-CS pain, highlighting limitations 
in the current one-size-fits-all prescribing approach. Elevated BMI and 
higher inpatient oMEDD use may identify patients who would benefit from 
personalised pain management. These findings support the need for tailored 
discharge planning. Larger studies are needed to refine pain management 
strategies and optimise patient outcomes.

215 COST-EFFECTIVE ANALGESIA: THE ROLE OF INHALED 
METHOXYFLURANE (PENTHROX®) IN PATIENT-CONTROLLED ANALGESIA

Sema Akan1, Joyce Anthony1, Mani Suleiman1, Jeff Khoshaba1,  
David Nguyen1, Vinod Chellaram1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL sema.akan@nh.org.au

Background In late 2022, inhaled methoxyflurane (Penthrox®) was approved 
for use by the Pain Service team in a metropolitan hospital, expanding its 
use for burns management and dressing changes. Penthrox® has since 
been adopted as an alternative analgesic in ward settings, reducing the 
need for additional interventions such as transferring patients to operating 
theatres (OT) and administering opioids, thereby reducing associated costs 
and addressing safety concerns.

Aim/Objective(s) To evaluate the impact on OT transfer rates, medication 
safety, opioid usage and cost associated with dressing changes for burns 
and wound care in the pre and post Penthrox® group.

Methods A retrospective audit on surgical patients aged 18 years and 
over was conducted across two periods: 2021 (pre-Penthrox®) and 2023 
(post‑Penthrox®). Indications included dressing changes, burns management 
and wound debridement. Data were sourced from patient records and 
electronic medical systems, capturing OT transfers, emergency calls, 
and morphine equivalent doses (OMED) used before and after procedures.

Results A total of 81 dressing changes met the inclusion criteria (40 pre 
and 41 post-Penthrox®). No adverse events were reported in either group, 
supporting medication safety. Post-Penthrox®, total OMED usage decreased 
by 3.75 mg (within 2 hours) and 9.5 mg (within 24 hours) post-procedure. 
OT transfers were significantly reduced from 21 (cost: $52,500) to 5 
(cost: $17,420), indicating notable cost savings.

Discussion Findings suggest that Penthrox® provides effective analgesia 
while significantly reducing opioid use associated with dressing changes. 
Its use has enabled ward-based management, reducing theatre reliance 
and associated hospital costs. No safety concerns were identified, reinforcing 
the medication’s suitability for ward-based procedures. Based on these 
outcomes, hospital guidelines now support expanded use of Penthrox® 
in the Emergency Department, with improved access on imprest and ongoing 
clinician education to support timely, safe patient care.
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216 ELECTRONIC INTERVENTIONS TO IMPROVE OPIOID USE  
IN HOSPITALS: A SYSTEMATIC REVIEW

Sophie Young1, Katelyn Jauregui1, Flora Zhao1, Renee Quirk1,  
Bethany Van Dort1, Adeola Bamgboje-Ayodele1, Danielle Deidun1,  
Lily Pham1, Prof Melissa Baysari, A/Prof Jonathan Penm1

1University of Sydney, Camperdown, NSW

EMAIL syou9121@uni.sydney.edu.au

Background Opioids are frequently prescribed in hospitals for acute 
and chronic pain, but inappropriate prescribing contributes to adverse 
patient outcomes and the potential for long-term use. Pharmacists can 
play a critical role in optimising opioid use by ensuring patients receive 
appropriate pain management. With Electronic Health Records (EHRs) 
being used in most hospitals, electronic interventions may allow pharmacists 
to lead and support improvements in opioid stewardship.

Aim/Objective(s) To investigate electronic interventions to improve opioid 
use in hospitals and examine their implications for pharmacy practice.

Methods A systematic search was conducted across three databases 
by two independent reviewers. Peer-reviewed studies were included 
if they examined electronic interventions within EHRs for inpatients 
prescribed opioids for non-cancer pain. Risk of bias assessments were 
completed independently. The review protocol was registered on PROSPERO 
(ID: CRD42024521194).

Results Of 1481 full-texts assessed for eligibility, 36 were included. 
Most studies (18 studies) evaluated multifaceted interventions combining 
EHR changes with education or guideline dissemination. Decreasing default 
opioid quantities (8 studies) consistently reduced prescribing volumes and 
Morphine Milligram Equivalents (MME). Order set optimisation (8 studies) 
was effective when coupled with implementation support and audit-feedback 
mechanisms. Alerts and best practice advisories (4 studies) had mixed 
effectiveness, with interruptive alerts sometimes yielding minimal impact. 
Across studies, electronic interventions reduced discharge opioid prescribing 
by 17%-75% and inpatient use by up to 54%

Discussion Electronic interventions integrated within EHRs are effective 
strategies to reduce inappropriate opioid prescribing in hospitals. 
Multifaceted approaches and default prescription modifications 
demonstrated the most consistent impact, while standalone alerts were 
less reliable. These findings highlight key opportunities for pharmacists 
to lead and support EHR-based interventions through patient education 
and prescribing oversight to improve patient safety and promote 
responsible use of opioids.

217 DEPRESCRIBING FOR BETTER OUTCOMES:  
A PHARMACIST’S ROLE IN MANAGING PHANTOM LIMB PAIN  
POST-BILATERAL BELOW‑KNEE AMPUTATION

William Nguyen1

1Concord Repatriation General Hospital, Concord, NSW

EMAIL william.nguyen1@health.nsw.gov.au

Objective To illustrate the impact of pharmacist-led opioid stewardship 
in optimising analgesia for a patient with chronic pain from calcinosis cutis 
and connective tissue disease following bilateral below-knee amputation.

Clinical Features A 43-year-old female was admitted to a New South Wales 
hospital for bilateral below-knee amputation due to recurrent leg ulcers 
secondary to calcinosis cutis and colonisation with vancomycin-resistant 
Enterococcus. Her rheumatologic history—including mixed connective 
tissue disease and systemic lupus erythematosus—contributed to chronic, 
refractory pain associated with non-healing wounds. Postoperatively, 
issues included phantom limb pain and left upper limb paraesthesias. 
The patient’s analgesic regimen included regular paracetamol, ibuprofen, 
pregabalin, amitriptyline, and tapentadol.

Literature Review Calcinosis cutis, a complication of autoimmune connective 
tissue diseases, involves insoluble calcium phosphate deposition in the skin 
and subcutaneous tissues. Limb amputation may be required in severe cases, 
with phantom limb pain being a common postoperative issue. Pharmacologic 
management includes amitriptyline, duloxetine, and pregabalin, though 
evidence supporting pregabalin for phantom limb pain is limited, highlighting 
the need for targeted research and individualised therapy.

Pharmacist Intervention, Case Progress and Outcomes The pharmacist 
addressed the patient’s primary concerns of daytime drowsiness and 
poor sleep quality, which were attributed to pregabalin. Despite reports 
of adequate pain control, the patient continued to receive tapentadol 
immediate-release (IR) and ibuprofen regularly, prompting the pharmacist 
to identify opportunities to optimise therapy by deprescribing these 
ineffective agents for phantom limb pain. Additionally, the pharmacist 
recommended reducing the nighttime dose of pregabalin from 75 mg to 
50 mg and up-titrating amitriptyline from 10 mg to 25 mg at night to better 
manage phantom limb pain and improve sleep quality. The patient later 
reported improved general health, sleep, and appetite.

Discussion This case exemplifies the importance of pharmacist-led 
opioid stewardship in identifying and deprescribing ineffective analgesics, 
particularly in complex pain presentations such as phantom limb pain.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 161

218 EVALUATION OF OPIOID USE IN GERIATRIC PATIENTS  
AT A SUB-ACUTE PRIVATE REHABILITATION HOSPITAL

Yuki Yamaguchi-Heming1

1Lady Davidson Private Hospital, North Turramurra, NSW

EMAIL yukiyamaguchi@gmail.com

Background The risk of opioid use in the elderly is high. The ‘Opioid Analgesic 
Stewardship in Acute Pain Clinical Care Standard’ (OCCS) was released in 
April 2022.

Aim/Objective(s) To re-evaluate opioid use in a sub-acute private 
rehabilitation hospital (RH) against the OCCS.

Methods Clinical pharmacists (CPs) retrospectively collected data 
for March 2025, during medication reconciliation prior to RH discharge, 
using acute hospital (AH) discharge summaries (DCS) and My Health Record. 
Data included: patient demographics, opioid naïvity on AH admission 
(>30 days from last dose), medication changes from RH admission to 
discharge, and presence of pain management plan (PMP) documented in 
RH-DCS. Comparison was made with OCCS and the initial audit completed 
in February 2023.

Results 85 patients discharged from RH. 67% were female, average age 82, 
81% were opioid naïve prior to AH admission. 49 patients were prescribed 
at least one opioid and more than half of those (59%, n=29/49) were 
on multiple opioids on AH discharge. On RH discharge, 82% (n=40/49) 
remained on opioid(s) although 71% (n=35/49) successfully ceased/reduced 
dose during admission. All RH-DCS except one documented the PMP 
(compared to 60% in February 2023), although 38% (n=15/40) remained 
ambiguous in post‑discharge plan. All medication lists provided by CPs 
documented the need for review and opioid supplies were evaluated. 
This repeated audit showed that OCCS was followed in general with 
improvement in discharge documentation and supplies.

Discussion Despite most patients being opioid naïve, 58% (n=49/85) 
were admitted to the RH on opioid(s) and 4 out of 5 of those remained 
on opioid(s) on RH discharge. These results were similar compared to 
February 2023. Education targeting DCS was provided by CPs with repeat 
audit in March 2025, which showed significant improvement in practice. 
This pharmacist-led quality project/education in explicit documentation 
will be continued for ongoing patient care and safety.

219 IATROGENIC MINERAL DISTURBANCES IN ORTHOGERIATRIC 
PATIENTS: A NOVEL INTERACTION BETWEEN INTRAVENOUS IRON 
AND ZOLEDRONIC ACID.

Chloe Langfield1, Dr Wichat Srikusalanukul2, A/Prof Alexander Fisher2,3,4

1Department of Pharmacy, Canberra Hospital, Canberra, ACT, 
2Department of Geriatric Medicine, Canberra Hospital, Canberra, ACT, 
3Department of Orthopaedic Surgery, Canberra Hospital, Canberra, ACT, 
4Australian National University School of Medicine, Canberra, ACT

EMAIL chloe.langfield@act.gov.au

Background Limited reports describe effects of co-administered intravenous 
iron and denosumab on mineral homeostasis, however no data exists on 
combined effects of intravenous iron and zoledronic acid, two common 
therapies in hip fracture care.

Aim To assess incidence and risk factors for hypophosphataemia 
and hypocalcaemia following intravenous iron and zoledronic acid 
co‑administration in hip fracture patients.

Methods This retrospective cohort study included 140 consecutive patients 
(mean age ± SD 80.7±9.33, 66.4% female) admitted with hip fractures 
between January and August 2024. Patients were analysed in 4 groups: 
Group 1 received intravenous iron (n=76), Group 2 received zoledronic 
acid (n=8), Group 3 received both treatments (n=27), and Control (n=29). 
Primary outcomes were hypophosphataemia (serum phosphate <0.75 mmol/L) 
and hypocalcaemia (corrected calcium <2.10 mmol/L). Pearson’s correlation 
and multivariate logistic regression analyses were applied

Results Baseline biochemical values were similar across groups. 
Post‑treatment, Group 3 had a 43.8% decrease in serum phosphate 
(0.96±0.20 mmol/L to 0.57±0.25 mmol/L, p<0.001) and 8% decrease in 
corrected calcium (2.29±0.11 mmol/L to 2.17±0.21 mmol/L, p=0.022). 
69.2% of Group 3 developed hypophosphataemia and 46.2% developed 
hypocalcaemia, despite normal baseline values. Pooled results from 
Group 1 and 2 showed 11.2% decrease in phosphate (0.98±0.33 mmol/L 
to 0.82±0.34 mmol/L, p<0.0085). Changes in calcium were not significant.

Group 3 had significantly increased odds of hypophosphataemia 
(odds ratio [OR] 10.2, 95% confidence interval [CI] 1.9 to 55.6, p=0.007) 
and hypocalcaemia (OR 32.1, 95% CI 2.5 to 417.7, p=0.008) versus control.

Hypophosphataemia correlated with low estimated glomerular filtration 
rate (r=-0.387, p=0.002), elevated parathyroid hormone (r=0.268, p=0.034), 
and concurrent hypocalcaemia (r=0.293, p=0.020). Low baseline phosphate 
was a significant predictor (r=0.408, p=0.0009).

Discussion Intravenous iron and zoledronic acid co-administration 
increases risk of hypophosphataemia and hypocalcaemia, suggesting 
a novel and clinically significant drug interaction. Vigilant biochemical 
monitoring is essential to prevent iatrogenic mineral disturbances in 
orthogeriatric patients.
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220 IMPACT OF INTRA-HOSPITAL TRANSFER TIME  
ON MEDICATION-RELATED TRANSCRIPTION ERRORS –  
A RETROSPECTIVE AUDIT

Lara Kusmanoff1, Saly Rashed1, Dr Jonathan Beavers2

1Pharmacy Department, Eastern Health, Melbourne, Vic, 
2Complex and Continuing Care, Eastern Health, Melbourne, Vic

EMAIL lara.kusmanoff@easternhealth.org.au

Background Intra-hospital transfers, such as from acute to subacute care, 
carry a high risk for medication errors, including dose omissions. Up to 62% 
of patients experience unintended medication discrepancies during transfers 
of care, with one-third potentially causing harm. Transfers outside pharmacy 
hours may further increase this risk, but their impact remains underexplored.

Aim To evaluate the impact of transfer timing on dose omissions in 
patients transferred from acute to subacute facilities within a metropolitan 
health network. The secondary aim was to assess time to new medication 
chart completion.

Methods This retrospective audit included patients transferred between 
1 November 2022 and 31 December 2022 from an acute hospital to a 
standalone subacute campus within the same network. Medications 
charted prior to transfer were presumed ongoing unless changes were 
documented in admission notes. Transfers were classified based on timing: 
within pharmacy hours (08:30–17:00), weekday overnight (17:01–08:29 the 
following day), or weekends/public holidays. The primary outcome was 
the rate of omitted doses, including time-critical medications.

Results Of 150 patients included (median age: 81; 46% female), the median 
number of medications was 13.0 (IQR: 6.0). In total, 84.7% (n=127) had at least 
one regular or ‘as-needed’ (PRN) medication omitted. Omission rates were 
11.4% for regular and 37.3% for PRNs. There were 10 time-critical omissions 
identified (4 regular, 6 PRN). Seventy-two percent of transfers occurred 
during pharmacy hours. Omission rates were not significantly affected by 
transfer timing. Median time to new charting was 77 minutes, which was 
shorter for after-hours transfers.

Discussion Medication omissions during transfer of care were common, 
especially for PRNs. Transfer timing was not associated with higher omission 
rates, though fewer transfers occurred after hours. Findings highlight 
documentation gaps in communicating medication changes. Shorter charting 
times after hours may reflect differences in workflow or workload, though 
this was not measured.

221 IMPACT OF AN AGED CARE ONSITE PHARMACIST 
DURING TRANSITIONS OF CARE, PATIENT JD.

Penny Lee1

1Choice Aged Care, Lismore, NSW

EMAIL penny@choiceagedcare.com.au

Objective Describe a real-life example of the role and impact of an aged care 
onsite pharmacist in transitions of care.

Clinical Features 73yo male (JD) transitioned into residential care from a 
private hospital. Mr JD presented with recurrent falls, dementia progression 
with hallucinations, orthostatic hypotension with supine hypertension, 
syncope and Parkinsons disease. Regular medications on admission were 
amantadine, coloxyl and senna, fludrocortisone, levodopa and benserazide, 
midodrine, opicapone, quetiapine, ramipril & rasagiline.

Literature review Evidence on the impact of an onsite pharmacist is still 
emerging within Australia as this expanded scope of practice evolves.

Pharmacist Interventions, Case Progress and Outcomes The onsite 
pharmacist completed a medication reconciliation and a full comprehensive 
residential medication review within the first two weeks of admission. 
Four of four interventions suggested were implemented by the GP. Mr JD 
went from frequent documented falls to greater than 7 days between. 
11 regular medicines were prescribed on admission, down to 8 currently 
with further deprescribing planned.

Discussion Mr JD’s complex medication regimen and diagnosis had many 
specialists involved in his care. This may have led to polypharmacy as 
each specialist only managed their area of expertise. Transcribing errors 
during hospital admission, duplicate therapy without optimisation of one 
medication and issues with documentation of anaphylactic reactions were 
also issues identified.

The aged care onsite pharmacist was able to collate and review all 
information from specialists, consult up to date information resources 
regarding treatments and suggest medication amendments to optimise 
patient centered care. This becomes particularly important for residents 
who receive a new general practitioner on admission into a nursing home 
due to location and availabilities of placements. In this specific case 
deprescribing and updating documentation were specific examples which 
resulted in reduced polypharmacy and increased patient centered care 
due to interprofessional collaboration between nursing staff, pharmacist, 
and general practitioner.
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222 EXPLORING PHARMACIST COMMUNICATION WITH CULTURALLY 
AND LINGUISTICALLY DIVERSE OLDER ADULTS AT DISCHARGE

Rebekah-Yeaun Lee1, Garry Soo1

1Sydney Local Health District, Sydney, NSW

EMAIL rebekahyeaun.lee@health.nsw.gov.au

Background Australia’s ageing and culturally diverse population presents 
increasing challenges for equitable and effective medication management. 
Older adults from culturally and linguistically diverse (CALD) backgrounds 
are particularly at risk of medication-related harm due to language 
barriers and cultural differences. These risks are further compounded 
by age-related physiological changes, comorbidities, and polypharmacy. 
Transitions of care—especially hospital discharge—are known high-risk 
periods for medication errors, during which pharmacists play a vital role. 
However, the extent to which discharge interventions are tailored to the 
needs of older CALD patients remains unclear.

Objective(s) To identify barriers and enablers to effective communication 
between pharmacists and older CALD patients at discharge.

Action (Method) A two-week retrospective audit was conducted for 
discharged patients aged ≥65 years and whose primary language was 
not English at a 650-bed metropolitan hospital in Sydney. Pharmacist 
intervention data was collated and reviewed using Discern Analytics 
reports and iPharmacy dispensing data.

Evaluation Of the 94 eligible patients, 55% (n=52) received discharge 
medications, of whom 37% received pharmacist-led medication counselling. 
Patients who did not receive counselling were typically prescribed fewer 
than five discharge medications, mainly short course antibiotics or 
analgesics. Facilitators of effective communication included accessible 
interpreters—such as English-speaking family members, multilingual staff, 
phone interpreters—and availability of multilingual medication resources. 
Barriers included limited access to face-to-face interpreters, urgency of 
discharges, and competing clinical demands, which hindered pharmacists’ 
ability to provide medication information at discharge.

Discussion Pharmacists use a range of communication strategies to deliver 
medication information. However, their ability to communicate effectively is 
influenced by the availability of pharmacists, written multilingual resources, 
and access to individuals who can assist with interpretation—likely shaped 
by the time-sensitive nature of discharge processes. These findings provide 
a baseline to guide future improvements to enhance safe, culturally 
appropriate medication use in older CALD populations.

223 HIGH-RISK PSYCHOTROPIC MEDICATION USE AND POSTOPERATIVE 
DELIRIUM FOLLOWING ELECTIVE SURGERY

Sona Shaji1,2,3, Sally Marotti1,2,3, Alanna Maguire1,2,  
Angela Lovas-Tiong2, Dr Gizat M. Kassie3, Anita Taylor2,  
Dr Peter J. Smitham2,4, Prof Lisa Kalisch Ellett3

1SA Health, Adelaide, SA, 2SA Pharmacy, Adelaide, SA, 3Clinical and Health 
Sciences, University of South Australia, Adelaide, SA, 4University of Adelaide, 
Adelaide, SA

EMAIL sona.shaji@sa.gov.au

Background Delirium is a serious hospital-acquired complication, 
particularly in older adults, with up to 40% of cases being preventable. 
Certain psychotropic medications such as benzodiazepines, antidepressants, 
opioid analgesics, and gabapentinoids are associated with an increased 
risk of postoperative delirium and are potentially modifiable preoperative 
risk factors. Despite this, delirium prevention strategies rarely focus 
on deprescribing or adjusting these medicines prior to surgery and the 
prevalence of these medications in patients prior to elective surgery 
remains unclear. 

Objective This study aimed to determine the prevalence of high-risk 
psychotropic medicine use among older adults undergoing elective surgery, 
assess the rate of delirium screening before and after surgery, and examine 
the incidence of postoperative delirium in this population.

Methods A retrospective review of electronic medical records (EMRs) 
was conducted for patients aged 65 years or older who underwent 
elective surgery within a 2-week period across four acute- care hospitals. 
Data regarding medication use, 4AT delirium screening scores, and surgical 
characteristics were extracted and analysed descriptively.

Results Among 158 participants (median age 75), 43% were using at least 
one high-risk psychotropic medicine at admission. Delirium screening 
using the 4AT was completed preoperatively in 80% and postoperatively 
in 61% of patients. Preoperative 4AT scores indicated cognitive impairment 
in 16% of patients, and postoperative delirium was recorded in fewer than 
5 participants, suggesting potential under-detection.

Discussion A substantial proportion of older surgical patients are exposed 
to medications associated with postoperative delirium. Delirium was 
infrequently detected, potentially due to documentation limitations or 
under‑screening postoperatively. These findings highlight the need for 
targeted strategies, particularly deprescribing interventions, to reduce 
preoperative use of high-risk medicines and improve adherence to delirium 
screening standards. This study provides foundational data to support 
future research and the development of delirium prevention strategies.
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224 INTRODUCING PPAM: A NOVEL PATIENT-CENTRED 
DEPRESCRIBING TOOL THAT ENHANCES DEPRESCRIBING 
COMMUNICATION IN OLDER ADULTS

Stephanie Rossouw1, Calise Martin1

1The Prince Charles Hospital Pharmacy Department, Chermside, Qld

EMAIL stephanie.rossouw@health.qld.gov.au

Background Polypharmacy is prevalent amongst older adults and 
increases the risk of hospitalisation. Deprescribing is a strategy that 
may reduce inappropriate polypharmacy, although many barriers exist, 
including insufficient patient involvement and suboptimal communication 
with the primary care provider. Hospital pharmacists are ideally positioned 
to promote deprescribing, however no structured clinical handover tool 
exists to facilitate and document these discussions.

Objective To develop and evaluate a deprescribing action plan for hospital 
pharmacists to use that is succinct, includes both patient and pharmacist 
input, and is accessible for medical team review, with recommendations 
easily integrated into electronic discharge summaries.

Action The Patient-Pharmacist Assessment of Medicines (PPAM) form was 
developed to guide deprescribing conversations and facilitate documentation 
of recommendations. PPAM was trialled for all patients admitted to an older 
adult medical ward over a 6-month period. Deprescribing recommendations 
were discussed with the treating team. Outcomes of deprescribing decisions 
were incorporated into the discharge summary.

Evaluation A retrospective chart audit was conducted including 80 patients 
pre-PPAM and 82 patients post-PPAM implementation. In the intervention 
group, 89% of patients had PPAM completed. Documented patient goal‑setting 
discussions were evident in 89% of the intervention group (all PPAM-patients) 
compared with 0% pre-PPAM. Inpatient deprescribing recommendations were 
found in 76% of the intervention group, compared with 16.3% pre-PPAM. 
Pharmacist documentation of deprescribing information was found in 80.5% 
of discharge summaries in the intervention group, compared with 17.5% 
pre-PPAM. Interestingly, doctor inclusion of deprescribing handover improved 
from 13.8% to 26.8% of discharge summaries.

Discussion Reducing inappropriate polypharmacy is essential for 
harm reduction. Having a deprescribing action plan improved written 
deprescribing communication. The inclusion of the patient promotes 
shared decision making and strengthens patient communication. It is 
anticipated that providing specific deprescribing information to the primary 
care provider in the discharge summary encourages medication review 
and deprescribing in the community.

225 PHARMACOLOGICAL MANAGEMENT OF OSTEOPOROSIS FOLLOWING 
ACUTE ADMISSION FOR MINIMAL TRAUMA FRACTURE

Verity Boustead1, Vincent Ng1, Dr Shoshana Sztal-Mazer1, Dr King Wong1, 
Nicholas Jensen1

1Alfred Health, Melbourne, Vic

EMAIL v.boustead@alfred.org.au

Background Individuals with an osteoporotic fracture are predisposed to 
a twofold increased risk of subsequent fractures, morbidity and premature 
mortality. Initiation of osteoporosis management for minimal trauma fracture 
(MTF) prevention in the acute setting is variable.

Aim/Objective To determine the proportion of admissions appropriately 
prescribed osteoporosis pharmacotherapy, according to a local hospital 
MTF management guideline.

Methods A retrospective study of patients aged >50 years, admitted for 
>48 hours, with a primary diagnosis of MTF between Jul-2023 and Jun‑2024 
was performed. A 25% random sample of admissions with diagnosed 
fracture was screened for inclusion. Exclusion criteria comprised patients 
transferred from another health service, fracture not MTF, or death 
during admission. Prescribing was evaluated against a guideline requiring 
consideration of factors including age, previous antiresorptive use, pathology 
(calcium, vitamin D, thyroid/liver/renal function) and dental assessment.

Results Of 3105 admissions in the study period, 813 were screened with 
278 included, comprising 274 patients (median age: 83 years [IQR 75–90]; 
female: 189 [68%]; previous osteoporosis diagnosis: 82 [31%]; previous 
antiresorptive therapy: 70 [26%]). Diagnosis of osteoporosis was documented 
in 62 (22%) discharge summaries. Osteoporosis pharmacotherapy was 
prescribed in 96 (35%) admissions (treatment naive: 35; continued: 61) 
with denosumab most commonly prescribed (n=72/96, 75%). There was an 
additional plan to commence in 45 (16%) encounters and no plan documented 
in 137 (49%). Hip and pelvic fractures were most common (n=103, 38%; 
48 receiving osteoporosis pharmacotherapy). Guideline recommended 
pathology tests and dental review to meet eligibility for pharmacotherapy 
were met in 134 (48%) and 140 (50%) admissions, respectively.

Discussion Optimising osteoporosis management for MTF prevention 
is not prioritised in the acute setting. Considerations during the acute 
admission including patient education, electronic medical record-integrated 
screening and follow-up documentation are required to improve continuity 
of care on discharge.
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226 EVALUATION OF SOLID ORAL DOSAGE FORM ADMINISTRATION 
IN PATIENTS WITH DYSPHAGIA: A PROPORTION-BASED STUDY

Vorandi Kahandage1, Sok Leng Cam1, Grace Palmer1, Gillian Oates1

1Peninsula Health, Frankston, Vic

EMAIL vorandi.kahandage@gmail.com

Background Patients with dysphagia are more likely to experience 
medication administration errors with solid oral dosage forms (SODFs) 
requiring modification (46.1% vs 34.8%). Inappropriate modification or 
omission are known to lead to poorer patient outcomes. Although timely 
pharmacist guidance on SODF alterations improve outcomes, it is provided 
on an ad-hoc basis. Evaluation of current practices is essential to identify 
gaps and enhance service delivery.

Aim To evaluate the timely and appropriate administration of medication 
to patients with swallowing difficulties.

Methods Retrospective audit (Jan 2022–Dec 2023) of adult inpatients 
(>18 years), admitted for more than 24 hours, assessed by Speech Pathology 
(SP) as having altered swallowing status and prescribed at least one SODF 
medication requiring modification. Intensive care and Hospital in the Home 
admissions excluded. Primary outcome was the proportion of patients 
appropriately administered SODFs that required modification. Secondary 
outcomes included categorisation of error types when modified SODF were 
required, and proportion of patients with pharmacy review and its impact 
analysed using chi-squared test. Retrospective nature was a major limitation 
given heavy reliance of existing medical records for data.

Results 837 eligible patients were screened with 300 requiring SODF 
alterations. 2,170 SODF medications were prescribed (averaging seven 
medications per patient), with 5,532 doses due within 48 hours post 
SP review. Of the 300 patients, 17% (n=51) received all SODF doses 
appropriately and 52 received pharmacist review post SP assessment. 
Pharmacist involvement improved appropriate administration of modified 
SODF compared to no review (54.7% vs. 49.0%, p< 0.0002). Of 5,532 doses, 
there were 986 administration and 252 prescribing errors identified.

Discussion Medication management in patients experiencing dysphagia 
remains challenging, particularly without pharmacist intervention, 
emphasising the increased need for pharmacists’ proactive involvement. 
A standardised referral and documentation process can enhance 
interdisciplinary communication and enable prompt medication review, 
improving medication safety and patient outcomes.

227 THE ROLE OF THE PREADMISSION CLINIC PHARMACIST IN REDUCING 
THEATRE CANCELLATIONS DUE TO MEDICATION MISMANAGEMENT

Abdirahman Mohamed1, Madison Darling1, Yan Ghee Peng1, Cindy Tan1

1Fiona Stanley Hospital, Perth, WA

EMAIL madison.darling@health.wa.gov.au

Background Procedures in Western Australian public hospitals are 
scheduled and funded by the Department of Health to optimise theatre 
utilisation. Unplanned cancellations not only compromise patient care 
but also waste critical hospital resources causing significant financial and 
operational impacts. Procedures can be cancelled for numerous reasons, 
one of which being medication mismanagement. Pharmacists working in the 
preadmission clinic (PAC) play a vital role in reviewing patients’ medications 
prior to surgery to ensure appropriate preparation and procedure suitability. 
Enhancing pharmacist involvement in this space could reduce costs 
associated with theatre cancellations.

Objectives To quantify the number of procedures cancelled due to 
medication mismanagement and evaluate the impact of PAC pharmacist 
involvement.

Method A retrospective audit was conducted using the Theatre Management 
System to identify procedure cancellations between January 1st 2024 
and May 9th 2025 in both main theatres and endoscopy suites in a tertiary 
hospital. Patient’s digital medical records were reviewed to determine 
whether cancellations were medication related. PAC pharmacist involvement 
and contributing medications were also analysed.

Evaluation Of 1,789 procedures cancelled over 72 weeks, 105 (5.9%) were 
due to medication mismanagement. Endoscopy suites had higher rates of 
medication-related cancellations (9.9%) compared to main theatres (2.9%). 
Pharmacist perioperative review occurred in 73.3% of main theatre patients 
but only 38.2% of endoscopy patients. Key medications contributing to 
cancellations included anticoagulants, antiplatelets, antidiabetic medications 
and pre-operative medications such as bowel preparations.

Discussion Higher cancellation rates in endoscopy patients may be 
associated with fewer PAC pharmacist involvement in their pre-procedural 
care. Currently Endoscopy only refers patients on antidiabetic medications 
to PAC pharmacists. Mismanagement of antiplatelets and anticoagulants 
also emerged as the primary contributors to main theatre cancellations, 
as demonstrated in the audit. Future plans include expanding endoscopy 
referrals to cover patients on high-risk medications to help reduce 
cancellation rates.
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228 AN 18-MONTH RETROSPECTIVE AUDIT OF DAY OF SURGERY 
CANCELLATIONS DUE TO PREOPERATIVE MEDICATION MISMANAGEMENT

Alice Yang1, Alison Tse

1Western Health, Melbourne, Vic

EMAIL alice.yang@wh.org.au

Background Day of surgery (DOS) cancellations are an ongoing challenge 
for health services, leading to poor patient outcomes, surgical inefficiencies, 
and resource wastage. In a large Victorian metropolitan health service, 
anecdotal concerns were raised over preventable cancellations due 
to preoperative medication mismanagement. These events are poorly 
documented and categorised within current systems, making it difficult 
to assess and manage the risks. Concurrently, a credentialled pharmacy 
service was implemented in certain preadmission clinics (PAC) to provide 
guideline-support preoperative medication advice.

Aim/Objective(s) To evaluate the incidence and causes of DOS cancellations 
related to medication mismanagement and identify areas for improvement 
in perioperative pharmacy practice.

Methods A retrospective audit was undertaken to review elective 
DOS cancellations recorded as “patient unfit” or “patient unprepared” 
between 1 July 2023 and 31 December 2024 within the hospital’s patient 
administration system. Electronic medical records were reviewed to identify 
medication-related cancellations. Data collection included medication 
class involved, surgical unit, PAC review status and cancellation reason. 
Descriptive statistics were applied.

Results In the 18-month period, 2139 elective DOS cancellations were 
recorded, and 725/2139 (33.9%) were categorised as “patient unfit” 
or “patient unprepared”. Of these, 45/2139(2.1%) were attributed to 
medication mismanagement, primarily related to the failure to discontinue 
anticoagulants or antiplatelets (64.4%) and antihyperglycaemics (28.9%). 
Urology cancellations were most common (18/45, 40%), followed by 
Orthopaedics (5/45, 11.1%). Non-adherence to medication advice from 
PAC nursing or medical staff contributed to 22/45(48.9%) cancellations, 
while 17/45(37.8%) were not triaged appropriately for PAC review. 
No cancellations were linked to non-adherence to medication advice 
provided by the PAC pharmacist.

Discussion This audit confirms the prevalence of DOS cancellations due to 
preoperative medication mismanagement at a large Victorian metropolitan 
health service. The findings indicate that further integration of the 
credentialled pharmacy service in PAC and optimising the triage process 
could help to reduce preventable surgery cancellations.

229 ADVANCING SAFETY IN MOTION: PHARMACIST DISCHARGE 
PRESCRIPTION PLANNING REDUCES MEDICATION ERRORS IN 
ORTHOPAEDIC PATIENTS

Amritvir Vilkhu1, Marianne Jovanovic1, Ngan Nguyen1

1Monash Health, Melbourne, Vic

EMAIL amritvir.vilkhu@monashhealth.org

Background Pharmacist Discharge Prescription Planning (PDPP) involves 
the pharmacist reconciling patient’s medications and planning the discharge 
prescription. It can facilitate safe patient transition from hospital by reducing 
medication errors. Orthopaedic patients face a high risk of errors on 
discharge due to factors such as polypharmacy and increased prescribing of 
high-risk medications. Previous PDPP studies have not focused on orthopaedic 
patients exclusively.

Aim/Objective To assess the impact of PDPP on medication errors 
on the discharge prescriptions of orthopaedic patients from a tertiary 
metropolitan hospital.

Methods This was a prospective parallel group control study performed 
between July 2024 and October 2024, with patients being assigned into two 
groups. The intervention group involved a pharmacist completing the PDPP 
process. The control group was conducted with standard care by a separate 
pharmacist. Data was collected on patient demographics, number of items 
on prescriptions, medication errors and types of medication errors then 
analysed on JASP (Version 0.19.3).

Results The intervention group consisted of 31 patients, while the control 
group included 23 patients. Results showed a reduction in medication 
errors, with 3 in the intervention group compared to 23 for the control. 
Incorrect quantity (26%), omissions (22%) and contraindications (13%) were 
most common. Prescriptions with at least one medication error were lower 
for pharmacist planned prescriptions (9.7% vs 56.5%, p<0.001). The rate 
of error per medication reduced from 29.1% to 1.3% (p<0.001). The relative 
risk reduction was 95.4% (95% CI: 85.1%-98.6%) The median number of 
prescription items planned by pharmacists was 6 as compared to 3 in 
the control group (p<0.001).

Discussion Despite more prescription items, PDPP significantly reduced 
medication errors for orthopaedic patients at discharge compared to 
standard care. The study results affirm the effectiveness of PDPP established 
in literature for other patient cohorts. Future studies are encouraged to 
investigate the impact on patient flow.
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230 IMPACT OF A PHARMACIST-LED ELECTIVE CAESAREAN SECTION 
PRE‑ADMISSION CLINIC: A PRE- AND POST-INTERVENTION STUDY

Charis Lau1, Rita Wardan1

1Western Health, St Albans, Vic

EMAIL charis.lau@wh.org.au

Background Rapid patient throughput on maternity wards results in 
pharmacist resources being directed primarily towards discharge processes, 
with workflows strongly focused on patients who have undergone caesarean 
section (CS) due to their post-surgical medication requirements. This occurs 
at the expense of admission processes, including best possible medication 
history (BPMH) documentation.

Aim/Objective(s) To evaluate the impact of a pharmacist-led elective 
caesarean section (ELCS) pre-admission clinic (PAC) on BPMH completion, 
efficiency of pharmacist workflows, and patient preparedness for 
post‑operative analgesic supply. 

Methods The ELCS PAC service was introduced through reallocation of 
existing clinical pharmacist resources. Patients scheduled for ELCS were 
contacted by telephone within a 1 week period before surgery. The PAC 
pharmacist obtained and documented a BPMH and, where appropriate, 
encouraged patients to purchase simple analgesics pre-operatively. 
Data was collected for 1 month pre-implementation and 2 months 
post‑implementation, including: CS classification (elective or emergency); 
whether PAC was completed; total number of BPMH documented per day; 
timing of BPMH completion after CS; pharmacist staffing levels; and whether 
paracetamol and ibuprofen were dispensed on discharge.

Results Post-implementation, BPMH completion during admission increased 
for all patients who underwent CS (83.7% vs 93.3%, p<0.001) and showed 
improvement for all maternity ward inpatients (48.8% vs 53.3%, p=0.074). 
Workflow efficiency increased, with 19.9% more BPMH documented 
per pharmacist per day (3.87 vs 4.64, p=0.012). Timeliness of BPMH 
documentation improved for ELCS patients, with higher BPMH completion 
on the day of surgery (19.8% vs 34.5%, p=0.019). Compared to patients 
who did not receive a pre-admission consultation, patients reviewed in 
ELCS PAC were less likely to require discharge supply of paracetamol 
(52% vs 37.1%, p=0.031) and ibuprofen (80% vs 56.3%, p<0.001).

Discussion The ELCS PAC service improved BPMH completion and workflow 
efficiency by redirecting resources to earlier in the peri-operative journey. 
Patient preparedness for post-operative supply of analgesics improved.

231 THE ROLE OF PHARMACISTS IN OPTIMISING PREOPERATIVE 
MEDICATIONS TO PREVENT ELECTIVE SURGERY CANCELLATIONS

Cheryl Yee Khuan Teoh1, Mariana De Sousa1

1Fremantle Hospital Pharmacy Department, Fremantle, WA

EMAIL cheryl.teoh@health.wa.gov.au

Background Cancelling planned elective surgeries or procedures on 
the scheduled day places a heavy burden on healthcare professionals 
and has negative financial, psychological, and social ramifications for 
patients and carers. Preoperative medication management is pivotal 
in ensuring appropriate preparation of patients to avoid same-day 
surgery cancellations.

Objectives This retrospective study assesses the current referral process 
to the preadmission clinic pharmacist, examining the effectiveness and 
appropriateness of preoperative medication management advice in reducing 
same-day elective surgery cancellations. Specific aims include evaluating 
cancellation rates for non-cardiac and non-obstetric elective procedures, 
categorising reasons for surgery cancellations, identifying medication‑related 
cancellations and investigating medication misadventures related to 
preoperative medication mismanagement.

Method A retrospective audit of elective surgeries scheduled over a 
12-month period (01/01/2024 to 31/12/2024) was conducted. Medical 
records were retrieved from hospital digital databases, examining cases 
where surgeries were cancelled due to suboptimal preoperative medication 
management. A total of 12,817 same-day cancellations were audited, 
with inclusion criteria focusing on medication-related cancellations, 
while exclusions included theatre unavailability, patient refusal, illness, 
and other non-medication-related cases.

Evaluation Findings revealed an overall cancellation rate of 12.42% 
for elective procedures, with 8.79% of cancellations attributed to 
medication‑related issues. The primary reasons for medication 
misadventures included patient non-adherence (79.29%) with rates 
of 72.86% for bowel preparations and 6.43% for other medications, 
failure to refer to a pharmacist (15.7%), inappropriate medication plans 
(4.29%), and communication failures (0.71%).

Discussion Findings highlight the importance of optimising preoperative 
medication management to minimise surgical cancellations. Key strategies 
include expanding pharmacist roles in preadmission clinics, standardising 
preoperative medication guidelines, strengthening patient education and 
adherence protocols, and improving interdisciplinary communication among 
healthcare teams. Enhancing preoperative medication interventions can 
significantly reduce cancellations, improve patient safety, and optimise 
hospital efficiency.
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232 INTRAVENOUS CYCLIZINE AND THE OVERLOOKED RISK 
OF DEPENDENCE: FINDINGS FROM A HOSPITAL AUDIT

Jane Rofa1, Donna Scott1, Chau Tan1

1Fiona Stanley Hospital, Murdoch, WA

EMAIL jane.rofa@yahoo.com.au

Background There is growing concern that use of intravenous (IV) cyclizine 
can lead to euphoria and dependence, especially in patients receiving 
parenteral nutrition (PN). IV cyclizine should be reserved for acute 
circumstances where other treatments are proven ineffective. The Australian 
electronic Therapeutic Guidelines for postoperative nausea and vomiting 
does not include IV cyclizine. In hospital formularies, it is generally reserved 
as a last-line option under specialist supervision. Despite restrictions, 
IV cyclizine remains frequently used in inpatient settings, highlighting the 
need for stricter prescribing practices.

Aim Evaluate the inpatient use of IV cyclizine to analyse prescribing 
practices and determine its potential for misuse or dependence.

Method Data from automated imprest medication cabinets and inpatient 
dispensing software were used to identify all hospitalised patients who 
received IV cyclizine during March 2024. A retrospective review of their 
clinical notes and medication charts was then conducted.

Results An audit of all inpatients prescribed cyclizine (n=88) in March 2024 
showed the following: 74% of patients had IV cyclizine prescribed as 
regular, first or second-line when required antiemetic treatment when 
other antiemetics could have been used; 9% showed potential signs of drug 
seeking behaviour towards cyclizine; and 1 in 4 PN patients taking cyclizine 
showed signs of dependence.

Discussion Results showed that IV cyclizine was often continued despite 
signs of dependency, indicating a lack of awareness among healthcare 
professionals. The audit findings were presented to the hospital’s Drug and 
Therapeutics Committee, which responded by issuing an advisory note to all 
medical and nursing staff. The advisory recommended reserving IV cyclizine 
as a last-line treatment for select patient groups and emphasised the need 
to monitor patients for mood or behavioural changes. Further research 
with larger patient cohorts is needed to better understand cyclizine’s misuse 
potential, particularly among those receiving parenteral nutrition.

233 EVALUATION OF GUIDELINE ADHERENCE IN PERIOPERATIVE WARFARIN 
MANAGEMENT AMONG ACUTELY ADMITTED SURGICAL PATIENTS

Danielle Ironside1, Jiseon Jang2

1Royal Brisbane and Women’s Hospital, Brisbane, Qld, 2Queensland 
University of Technology, Brisbane Qld

EMAIL jenillajang@gmail.com

Background Warfarin, a high-risk anticoagulant, requires careful 
management, with pharmacist involvement playing a key role in its safe 
use. While elective surgical patients often follow structured perioperative 
warfarin protocols, acutely admitted inpatients may not, posing safety risks.

Objectives To determine whether perioperative warfarin management in 
acutely admitted surgical patients aligned with statewide anticoagulation 
guidelines. Post-operative re-initiation of warfarin therapy, and pharmacist 
involvement in warfarin management was reviewed.

Action (Method) A retrospective review was conducted at a tertiary hospital 
on acute surgical patients admitted on warfarin during a 12-month period. 
Patients were excluded if not on warfarin at discharge or inter-hospital 
transfer. Relevant data was extracted from patient notes and were analysed 
using descriptive statistics.

Evaluation Among 197 patients screened, 14 were included. Pre-operatively, 
two patients continued warfarin, while twelve had it withheld. Three had 
warfarin reversed pre-operatively. Re-initiation was assessed against 
anticoagulation guidelines, which recommend restarting on the evening 
of surgery at the patients’ usual dose if haemodynamically stable.

The timing of warfarin restarting was adherent in 41% (5/12), non-adherent 
in 26% (3/12), while 33% (4/12) lacked documentation, including two with 
delayed re-initiation due to upcoming surgeries. The median time to restart 
warfarin post-surgery was 5 days.

Dosing was appropriately restarted in 58% (7/12), while 42% (5/12) were 
restarted on altered doses without documented justification, including two 
who received phytomenadione pre-operatively. Of these, 60% (3/5) had 
pharmacist notes regarding dose changes.

Pharmacist review occurred in 93% (13/14) of patients both pre- and 
post‑operatively. All patients received a discharge medication summary; 
however, documentation of warfarin education was only found for 23% (3/13).

Discussion The findings highlight inconsistencies in warfarin management 
for acute surgical patients. While pharmacists appeared frequently involved, 
incomplete documentation limited the assessment. Education on guideline 
adherence, standardised documentation, and enhanced pharmacist 
engagement would improve patient safety and clinical outcomes.
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234 A RETROSPECTIVE AUDIT OF POST-OPERATIVE VENOUS 
THROMBOEMBOLISM PROPHYLAXIS COMMUNICATION.

Joshua Rolfe1, Patricia Gleeson1, Christopher Accornero1, Amelia Anderson1, 
Colette Barnbrook1, Dr Elizabeth McCourt1

1Royal Brisbane And Women’s Hospital, Brisbane, Qld

EMAIL joshua.rolfe@health.qld.gov.au

Background Orthopaedic surgical patients are at an increased risk 
of Venous Thromboembolism (VTE) due to procedure-related factors 
and prolonged immobility. Australian Clinical Care Standards recommend 
that surgical teams plan for postoperative VTE prophylaxis (VTEp). 
Lack of communication during transitions of care may compromise 
these plans, leading to suboptimal patient outcomes.

Aim To evaluate the communication and implementation of post-operative 
VTEp plans in patients undergoing elective orthopaedic surgery.

Methods This retrospective audit included patients aged over 18 who 
underwent elective orthopaedic surgery at a quaternary hospital in 
February 2025. Patients who received a subsequent or emergency 
surgery were excluded. An in-depth chart review was conducted to collect 
demographics, pre-admission anticoagulation use, post-operative VTEp plan 
details, plan enactment, and any deviations from the plan. Data was analysed 
using descriptive statistics.

Results Of 240 patients screened, 59 met inclusion criteria. 46% (n=27) 
of patients had an adequate VTEp plan written in post-operative notes. 
Of these patients, 81% (n=22) received appropriate prophylaxis in accordance 
with the plan.

In the 5 patients where plans were not followed, 3 were prescribed 
mechanical prophylaxis but not signed off on the National Inpatient 
Medication Chart, 1 patient recommenced on a pre-admission oral 
anticoagulant, and 1 patient had no prescribed VTEp.

Discussion Explicit and clearly documented instructions for VTEp 
post‑surgery appears to be below the standards set by the National 
Guidelines. Inadequate communication regarding VTEp eligibility 
increases the risk of harm by potentially leaving eligible patients 
untreated. This communication gap can negatively affect patient 
outcomes, especially during transitions of care between different clinical 
teams. Therefore, clear documentation and effective communication 
of patient‑specific VTEp plans are essential to promote safe, 
patient‑centred care.

235 USE OF CLINDAMYCIN FOR SURGICAL PROPHYLAXIS  
AND THE INFLUENCE OF PENICILLIN ALLERGIES

Kate Lloyd-Jones1, Christina Vytilingam1, Brennan Fitzpatrick1,  
Dr Kasha Singh1, Catherine Fitzpatrick1

1Royal Melbourne Hospital, Parkville, Vic

EMAIL kate.lloydjones@mh.org.au

Background In national and local guidelines, use of clindamycin for surgical 
antibiotic prophylaxis (SAP) is reserved for patients with severe penicillin 
allergies in limited procedures. At our principal referral hospital, an increase 
in clindamycin usage in theatres was identified. Clindamycin has been shown 
to have a greater risk of post-operative surgical site infections, as compared 
to cefazolin and vancomycin.

Aim To assess appropriateness of intravenous (IV) clindamycin prescribing 
for SAP.

Method An Electronic Medical Record report was utilised to identify 
patients who received IV clindamycin for SAP in August to November 
2023, and relevant information relating to patients’ surgery and antibiotic 
allergies. The prescriptions were assessed for compliance with local 
and national guidelines. Patients were excluded if prescribed clindamycin 
for the treatment of active infection.

Results Over the 4 months, 126 clindamycin prescriptions in 113 patients 
were included; 81% (102/126) were assessed as non-compliant with 
guidelines, mostly due to incorrect antibiotic choice (84/102). Guidelines 
recommended vancomycin in 52% (44/84) and cefazolin in 43% (36/84) 
of these cases, instead of clindamycin. For all prescriptions where cefazolin 
was recommended but clindamycin prescribed, cefazolin was avoided 
due to the presence of non-severe penicillin or cephalosporin allergies.

Penicillin allergies were recorded in 68% (77/113) of patients, 45% (35/77) 
were severe; 50% (56/113) of patients had cephalosporin allergies, 32% 
(18/56) were severe. There was an overlap of 14/113 patients with both 
penicillin and cephalosporin allergies.

Discussion A high proportion of IV clindamycin use for SAP was 
non‑compliant with guidelines. Despite its limited role in SAP, clindamycin 
prescribing may highlight clinician unfamiliarity with prescribing antibiotics 
in patients with penicillin and cephalosporin allergies. Where guidelines 
recommended vancomycin, clindamycin may have been used instead 
due to easier administration. Education around SAP guidelines, in particular 
prescribing in the setting of penicillin allergies, may be beneficial.
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236 STILL STUCK ON METOCLOPRAMIDE? A REVIEW OF POSTOPERATIVE 
NAUSEA AND VOMITING PRACTICE GAPS POST-GUIDELINE UPDATE

Kate Ziser1, Jessica King1, Brett Coghill1, Dr Keshia De Guzman1

1Princess Alexandra Hospital, Brisbane, Qld

EMAIL kateziser@gmail.com

Background Postoperative nausea and vomiting (PONV) are common 
complications following surgery, contributing to patient discomfort and 
delayed recovery. The fourth consensus guidelines for the management of 
PONV, published in 2019, removed metoclopramide from the recommended 
regimen due to insufficient efficacy post-droperidol. These guidelines 
recommend ondansetron as the first-line agent, followed by droperidol 
and cyclizine. Despite these updates, our teaching hospital and state-based 
prescribing plan had not been revised accordingly.

Aim This study aimed to review PONV medication usage in our hospital 
and assess adherence to the updated guidelines, with a specific focus on 
the suspected continued use of metoclopramide.

Methods A retrospective review was conducted of patients who underwent 
high-risk surgeries for PONV between January 2021 and July 2022 and 
received PONV medications. Medication use was analyzed to assess 
compliance with the fourth consensus guidelines. Descriptive statistics were 
used to determine the proportion of patients receiving each line of therapy. 
The study was exempt from ethics review (Ref: CM1909202203).

Results Ondansetron was prescribed for nearly all patients (99%) 
but administered in only 34% of cases. Metoclopramide was prescribed 
in 59% of cases and administered in 47%. Droperidol prescribing rates 
were higher when the standardized PONV PowerPlan was utilized, 
compared to individual medication prescribing.

Discussion Despite current recommendations, metoclopramide remains 
frequently used over droperidol, suggesting a lag in guideline adoption. 
The inconsistency between prescribing and administration highlights a 
need for updated protocols and improved education on current guidelines. 
Revision of the hospital PONV guideline and the PowerPlan is recommended 
to align with best practices.

237 PUTTING PHARMACISTS IN MOTION: IMPROVING DAY SURGERY 
PATIENT OUTCOMES THROUGH PERIOPERATIVE CARE

Kaustav Bhagat1, Lakmal Wanniarachchi1, Dmytri Nikolayev1

1Peninsula Health, Frankston, Vic

EMAIL kaustavbhagat@gmail.com

Background Preoperative pharmacist reviews are known to improve 
patient outcomes and care quality, as pharmacists are skilled in obtaining 
Best Possible Medication Histories (BPMH) and identifying Adverse Drug 
Reactions (ADRs). At a metropolitan hospital’s pre-admission clinic (PAC), 
pharmacists are well-positioned to identify and communicate management 
plans for high-risk medicines. This service is routinely provided for patients 
undergoing planned overnight surgeries, but only ad-hoc for day procedures. 
As a result, day surgery patients may face increased risks from sub-optimal 
perioperative medication management.

Aim To assess the proportion of day surgery patients taking high-risk 
medications who could benefit from a pharmacist-led BPMH and medication 
management plan in PAC.

Method Retrospective cohort study of adults (aged >18 years) scheduled 
for day surgery at a metropolitan hospital between June 1st to 15th 2024. 
Patients undergoing angiography or endoscopy were excluded. Data was 
extracted from the Electronic Health Record and analysed using descriptive 
statistics in Microsoft Excel. The primary outcome was the number of 
patients taking high-risk medications. Secondary outcomes included the 
proportion of patients who appropriately withheld these medications before 
surgery and accuracy of ADR documentation.

Results Out of 111 patients screened, 56 were included in the study. Of these, 
30 patients were taking one or more high-risk medications. Among them, 83% 
(25/30) correctly withheld their medications preoperatively, with 44% having 
been reviewed by a PAC pharmacist. ADR documentation was complete in all 
cases, with 100% accuracy in pharmacist-reviewed patients and 96% in those 
not reviewed.

Discussion The findings suggest that current PAC practices are effective in 
identifying high-risk medications and management. However, with the growing 
use of high-risk medications, the introduction of generic alternatives, and an 
anticipated rise in day surgeries, there is potential for PAC pharmacists to 
play a broader role in managing these medications and advising on their safe 
re-initiation post-surgery.
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238 CLOSING THE PERIOPERATIVE GAP WITH PHARMACIST 
PHONE REVIEWS

Louise Macauley1, Caitlin Hindle1, Joyce Anthony1,  
Angela Given1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL louise.macauley2@nh.org.au

Background Effective perioperative medication management is essential 
to optimise elective surgery patient care, minimise complications, and 
prevent delays. While Pre-Admission Clinic pharmacists typically review 
high anaesthetic risk patients, low-risk patients on high-risk medications 
were previously assessed solely by Surgical Liaison Nurses (SLNs), without 
pharmacist input. This cohort represents a significant number of complex 
cases that would benefit from pharmacist involvement.

Aim/Objective(s) To explore the effectiveness of pharmacists in a 
Perioperative Clinic (POC), their impact on medication optimisation 
pre‑surgery and patient understanding of medication plans developed 
by SLNs.

Methods The new workflow involved a pharmacist contacting eligible POC 
patients a week prior to surgery. The pharmacist conducted a Best Possible 
Medication History, assessed patient understanding of the SLN medication 
plan, and reviewed the plan to assess accuracy and consistency with 
perioperative medication management guidelines. Pharmacist-identified 
perioperative risks were flagged with SLNs for follow-up.

Results Over a 3-month period, 32 patients were reviewed. Patients 
generally had a good understanding of medication plans; however, plans 
were found to be incomplete for 25% (8) patients. Pharmacists determined 
that 25% (8) patients had intended to continue inappropriate medications 
and 12.5% (4) had intended to withhold all regular medications on the 
morning of surgery (MOS). Regarding guideline deviation, two patients were 
directed to withhold their SGLT2-inhibitors on MOS only, rather than the 
recommended two days prior to surgery.

Discussion Perioperative risks identified by pharmacists related to 
inaccurate and incomplete medication history and/or medication directions 
before surgery. Prior to the new workflow these directions may have resulted 
in failure to withhold high-risk medications and therefore avoidable surgery 
cancellations. Additionally, pharmacists intervened in patients planning to 
incorrectly withhold all regular medications, encouraging compliance and 
minimising risk. Overall, pharmacist identification of risks highlights the 
importance of pharmacists in POC and the importance of service growth 
in improving patient care.

239 SETTING THE PACE: ENHANCING SURGICAL WORKFLOW WITH A DAY 
OF SURGERY ADMISSIONS PHARMACIST

Mark Witcombe1, Alison Tse1, Jo Siew Yee MUK1

1Western Health, Melbourne, Vic

EMAIL mark.wit7@gmail.com

Background Surgical patients are traditionally admitted by ward pharmacists 
postoperatively. Challenges in pharmacy admission processes are common 
due to factors such as postoperative sedation or pain contributing to 
patients being unfit for interviews, high patient turnover, and competing 
discharge priorities. These challenges lead to delays in pharmacy admissions 
and medication reconciliation, which compromise medication safety and 
patient experience.

Objective(s) To address the challenges and improve workflow, a day 
of surgery admissions (DOSA) pharmacist was implemented. The primary 
responsibility of the DOSA pharmacist is to admit surgical patients 
preoperatively in theatre. Secondary responsibilities include following up 
the admitted patients postoperatively and assisting with surgical ward duties.

Action(Method) Following stakeholder consultation, the DOSA pharmacist 
pilot was introduced in January 2025, utilising 1.0 full-time equivalent (FTE) 
of the existing surgical ward pharmacist resource. After two months, the pilot 
results were presented to the Pharmacy Governance Committee, and the 
role was endorsed for ongoing implementation.

Evaluation The number, proportion and timeliness of pharmacy admission 
notes completed for surgical ward patients per month from September 2024 
to May 2025 were extracted from Electronic Medical Record and analysed 
to evaluate the impact of the DOSA pharmacist role. Post-implementation, 
the percentage of admission notes completed increased from 54.7% to 72.4% 
(P<0.001), and the completion rate within 24 hours of admission improved 
from 35.1% to 54.4% (P<0.001). Average number of admission notes 
completed daily per FTE increased from 2.82 to 4.18 (P<0.001).

Discussion Without additional resources, the service model change involving 
the introduction of a DOSA Pharmacist improved overall completion and 
timeliness of pharmacy admissions, demonstrating greater workflow 
efficiency and FTE utilisation. The anticipated safety benefits include 
improved accuracy and timely charting of regular medications, and earlier 
detection of medication errors. Future directions will explore incorporating 
Partnered Pharmacist Medication Charting to further enhance medication 
safety and perioperative workflow.
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240 TIME TO INITIATING PHARMACOLOGICAL  
VENOUS THROMBOEMBOLISM PROPHYLAXIS  
AFTER A TOTAL KNEE REPLACEMENT/REVISION

Ruiqi Zhou1, Mohammad Asghari-Jafarabadi1, Dr Melita Kenealy1,  
Dr James Ho1, Robert Wojnar1

1Cabrini Malvern, Melbourne, Vic

EMAIL rickizhou@gmail.com

Background Venous thromboembolism (VTE) remains a significant cause 
of morbidity following orthopaedic surgery. While pharmacological VTE 
prophylaxis is standard care, the optimal timing of initiation remains 
uncertain. Real-world practice varies, and the clinical impact of delayed 
initiation is not well defined.

Aim To evaluate whether delaying pharmacological VTE prophylaxis beyond 
12 hours postoperatively increases VTE incidence in patients undergoing 
total knee replacement or revision (TKR).

Methods A retrospective review was conducted at a metropolitan hospital 
from January 2022 to December 2024. Electronic medical records were 
reviewed to identify VTE events within 14 days post-TKR, along with 
timing of the first postoperative dose of pharmacological VTE prophylaxis 
and administration of tranexamic acid (TXA). Additional risk factors were 
assessed via physical history review for patients who developed a VTE.

Results Among 1,697 patients, 905 (53.3%) received prophylaxis within 
12 hours (early group) and 792 (46.7%) at ≥12 hours (delayed group). 
VTE occurred in 1.2% (11/905) of the early and 2.0% (16/792) of the 
delayed group. For rivaroxaban, VTE occurred in 3.3% (1/30) of early 
and 2.6% (13/492) of delayed cases. For enoxaparin, rates were 
1.1% (10/871) vs 1.2% (3/286), respectively. No VTEs occurred in patients 
receiving aspirin (n=16) or heparin (n=2). TXA administration within 
24 hours postoperatively was more frequent in the delayed vs early group 
(235/792 vs 124/905). Among those who developed a VTE, no significant 
differences in known risk factors were observed between groups.

Conclusion Delayed initiation (≥12 hours) of pharmacological VTE 
prophylaxis post-TKR may be associated with increased VTE risk, 
particularly in patients receiving rivaroxaban or postoperative TXA. 
Further studies are needed to determine the independent impact of delayed 
administration of pharmacological VTE prophylaxis not impacted by other 
risk factors such as bleeding complications or postoperative administration 
of TXA.

241 MORE THAN ONE WAY TO KPI: PHARMACY DISCHARGE SERVICE 
FOR SHORT-STAY SURGICAL PATIENTS

Sharon Millhouse1, Benita Suckling1, Amy Le1, Nicola Harper1, Angela Kwon2

1Surgical Treatment And Rehabilitation Service, Brisbane, Qld,  
2University of Queensland, Brisbane, Qld

EMAIL nicola.harper@health.qld.gov.au

Background ‘Action 4.12: Provision of medicines list’ within the Medicines 
Safety Standard of the National Safety and Quality Health Service (NSQHS) 
Standards is a Key Performance Indicator (KPI) for pharmacy discharge.

When considering health service-wide data, our facility performed below 
average on this KPI for admitted patients (29% vs. 48%). This is likely due to 
electronic List of Medicines (eLMS) being used as the data source, which is 
not reflective of local pharmacy surgical discharge workflow.

Objective(s) The aim was to compare alternative data sources as a measure 
of pharmacy discharge service with existing KPI data.

Action Data were extracted from eLMS and integrated electronic 
Medicines Record (ieMR) for the comparison. The population was admitted 
surgical patients discharged within a 6-month period.

Patients were categorised as;

•	 Discharged with no eLMS or ieMR documentation

•	 Discharged with only ieMR documentation

•	 Discharged with eLMS and ieMR documentation

A random sample of each category was used for further analysis.

Evaluation Within the 6-month period, 3008 patients were discharged.

•	 854 (28.4%) discharged with no eLMS or ieMR documentation

•	 1648 (54.8%) discharged with only ieMR documentation

•	 467 (15.5%) discharged with eLMS and ieMR documentation

The provision of written medicines information was evidenced for 70% of 
patients when using both ieMR and eLMS compared to 13% using just eLMS.

Of the sample with only ieMR documentation, 90% received an 
individualised pain or eye drop brochure. Of the sample discharged with 
no eLMS or ieMR documentation, 88% did not require discharge medicines. 
Finally, most patients discharged with eLMS and ieMR documentation 
were on high-risk medicines (e.g. anticoagulants).

Discussion It is important KPI data sources accurately reflect activity rather 
than directing improvements to meet them. This project demonstrated the 
necessity to consider alternative sources and thereby showcased the high 
performance of our pharmacy surgical discharge service.
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242 “SCOPING” THE BENEFITS OF A PHARMACIST ROLE IN ENDOSCOPY 
PREADMISSION CLINIC

Vu Nguyen1, Joanne Summers, Kristine Clay, Emelle Peque,  
Dr Nicholas Tutticci, Dr Terrence Tan

1Queensland Health – QEII Hospital, Coopers Plains, Qld

EMAIL vu.nguyen@health.qld.gov.au

Background Diabetic patients undergoing endoscopic procedures are at 
increased risk of complications such as Hyperosmolar Hyperglycaemic State 
(HHS) which may lead to procedure cancellations due to diabetes medication 
mismanagement. A pharmacist-led clinic was introduced in June 2023 
to provide individualised medication plans to patients pre-procedurally. 
Patients are identified in nursing clinics and referred to pharmacy for 
consultation if they are on diabetes medicines. The pharmacy department 
allocated 0.4 full-time equivalent (FTE) to this clinic.

Objective To evaluate the impact of pharmacist-led preadmission clinics 
on reducing the incidence of HHS and endoscopy delays/cancellations.

Action (Method) A retrospective cohort analysis approach compared 
outcomes of HHS incidences and diabetes medication-related 
delays/‌cancellations between cohorts pre- and post- implementation 
of pharmacist-led preadmission clinics.

Evaluation From January to June 2023 (pre-intervention), 179 of ~2600 
patients (6.88%) had delays or cancellations due to diabetes medication-
related issues, including 3 cases of HHS requiring insulin infusion and 
overnight admission. In the post-implementation period (June 2023 to 
Jan 2025), 1615 out of ~8,233 patients were reviewed by pharmacists 
and overall, delayed/cancelled procedures because of diabetes medication-
related issues were reduced to 54 (0.66%). Among the 54 delays, 67% were 
due to patients forgetting their medication plans, 22% due to pharmacists 
being unable to attend to the referral, and 9% with unknown causes 
identified. Notably, there were no episodes of HHS identified since the 
implementation of the pharmacist-led clinic.

Discussion Pharmacist-led preadmission clinics reduced diabetes 
medication-related delays/cancellations in endoscopy by over 90%. 
The study team were also encouraged that there have been no cases 
of HHS reported in the 20 months post implementation. These results 
demonstrate the impact of a pharmacist-led clinic in improving perioperative 
safety and procedure efficiency for diabetic patients, while also generating 
hospital revenue due to Tier 2 clinic funding.

243 IMPROVING POSTOPERATIVE OPIOID PRESCRIBING THROUGH 
AN IMPROVEMENT SCIENCE APPROACH

Wassi Hossain1, Geoffrey Wills1, Nadine Kbar1, Helen Kalou1

1St George Hospital, Sydney, NSW

EMAIL wassi.hossain@health.nsw.gov.au

Background Modified-release (MR) opioids are generally not recommended 
for acute postoperative pain due to their delayed onset, limited titratability, 
and increased risk of adverse outcomes, including dependence and 
respiratory depression. The Opioid Analgesic Stewardship in Acute Pain 
Clinical Care Standard advises hospitals to reduce routine MR opioid 
prescribing at discharge and ensure documented weaning plans for patients. 
A review of 2000 patient records revealed a 9% prescribing incidence of MR 
opioids in postoperative patients indicating a need for targeted intervention.

Objective To reduce the discharge supply of MR opioids for acute 
post‑surgical pain and ensure that any continuations are accompanied  
by a clear, appropriate, and documented weaning plan.

Action A four-month retrospective audit (March–June 2025) reviewed MR 
opioid discharge prescribing for 1,646 patients pre and post‑intervention 
across cardiothoracic, orthopaedic, upper gastrointestinal, and 
colorectal surgical units. Improvement science principles were applied 
to identify prescribing drivers and opportunities for improved weaning 
documentation. Interventions included ongoing education by the Acute Pain 
Service and Surgical Services Pharmacist to junior doctors and ward 
pharmacists, reinforcing guideline adherence. Monthly audit-feedback 
cycles and engagement from Heads of Departments supported continuous 
improvement. An electronic alert system was planned for integration into 
the eMeds platform to prompt review of MR opioid appropriateness.

Evaluation Pre-intervention, 11 of 476 patients (2.3%) were discharged 
with MR opioids. Post-intervention, this decreased to 8 of 1,170 patients 
(0.7%, p < 0.01). Documented weaning plans increased from 0% to 
87.5%. Supply durations ≥7 days dropped from 55% to 25%, and laxative 
co‑prescribing increased from 45% to 100%. No significant difference in 
oral morphine equivalent daily dose (OMEDD) was observed.

Discussion A multifaceted approach combining education, audit-feedback, 
and interdisciplinary collaboration effectively improved postoperative opioid 
prescribing. Sustained pharmacist prescriber engagement drove change 
without a formal stewardship program, demonstrating the value of targeted 
education and continuous quality improvement.
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244 CARIPRAZINE IN PREGNANCY AND BREASTFEEDING:  
A CASE REPORT ON SAFETY CONSIDERATIONS AND CLINICAL  
DECISION-MAKING

Joanne Wickens1, Stephanie Hoy1

1Royal Brisbane and Women’s Hospital, Brisbane, Qld

EMAIL joanne.wickens@health.qld.gov.au

Objective To describe a complex case involving perinatal psychotropic 
use, with a focus on cariprazine, where limited evidence required highly 
individualised clinical decision-making.

Clinical Features A 29-year-old Aboriginal woman (G6M3P3) with a history 
of schizophrenia, schizoaffective disorder, generalised anxiety disorder, 
Capgras syndrome, psychosis, and ADHD remained psychiatrically stable 
throughout pregnancy on a regimen including cariprazine 4.5 mg daily, 
lamotrigine, olanzapine, dexamfetamine, and diazepam. The neonate 
was delivered at 38+5 weeks by vacuum extraction and was exclusively 
breastfed. On day three, the neonate exhibited sedation, poor feeding 
and >8% weight loss, requiring admission to special care nursery (SCN).

Literature Review Cariprazine is a second-generation atypical antipsychotic 
with extrapolated pharmacokinetic data indicating potential for neonate 
exposure in utero and through breast milk, though the actual transfer is 
unknown with no published studies. Increased concentrations in breast milk 
are attributed to a long half-life (up to 2-weeks), high oral bioavailability, 
and ionisation. This presents a clinical dilemma in managing pregnant 
and breastfeeding women who are stable on cariprazine.

Pharmacist Interventions, Case Progress and Outcomes The clinic 
pharmacist counselled the patient antenatally on the risks and benefits 
of her regimen. Upon admission, the ward pharmacist prioritised care 
due to high-risk psychotropics, they addressed the mother’s concerns 
about sedation and feeding, coordinated neonatal review, lactation 
education, and psychiatrist input. The neonate recovered after 48-hours 
in SCN and was discharged with no ongoing concerns. Nil changes were 
made to the mother’s regime. Breastfeeding continued for 12 months, 
with the child meeting all developmental milestones and the mother 
remaining psychiatrically stable.

Discussion This case illustrates the uncertainty of prescribing newer 
antipsychotics in pregnancy and breastfeeding. In cases where cariprazine 
is the only effective treatment, shared decision-making supported by 
pharmacological principles, and neonate monitoring can support safe 
outcomes. Further clinical reporting and pharmacovigilance are needed 
to guide practice.

245 LONGITUDINAL TRENDS IN VALPROATE USE AMONG 
REPRODUCTIVE AGE WOMEN AND CONCURRENT USE OF 
PRESCRIPTION CONTRACEPTIVES

Dr Mumtaz Begum1,2, A/Prof Lynne Giles1,3, A/Prof Jenni Ilomaki4,  
Prof Alice Rumbold1,5, Prof Michael Davies1,6, Dr Luke Grzeskowiak1,4,5,6,7,8,  
Prof Vivienne Moore1,3

1Robinson Research Institute, Faculty of Health and Medical Sciences, 
The Uniersity of Adelaide, Adelaide, SA, 2Adelaide Medical School, 
Faculty of Health and Medical Sciences, The University of Adelaide, 
Adelaide, SA, 3School of Public Health, Faculty of Health and Medical 
Sciences, The University of Adelaide, Adelaide, SA, 4Faculty of Pharmacy 
and Pharmaceutical Sciences, Monash University, Melbourne, Vic, 
5Women and Kids Theme, South Australian Health and Medical Research 
Institute, Adelaide, SA, 6Discipline of Obstetrics and Gynaecology, 
Faculty of Health and Medical Sciences, The University of Adelaide, 
Adelaide, SA,7College of Medicine and Public Health, Flinders University, 
Bedford Park, SA,8SA Pharmacy, Flinders Medical Centre, SA Health, 
Bedford Park, SA

EMAIL luke.grzeskowiak@flinders.edu.au

Background Awareness of the risks of prescribing valproate to girls 
and women of childbearing potential has increased over the past decade, 
with some countries strongly restricting prescribing and requiring pregnancy 
prevention plans. Such steps have not been taken in Australia.

Aim We aimed to explore changes in dispensing patterns of valproate, and to 
determine the proportion of women covered by prescription contraceptives, 
especially long-acting forms.

Methods Population-based cohort study (2013–2021) using a 10% random 
sample from the Australian Pharmaceutical Benefits Scheme (PBS) 
dispensing data for women of reproductive age (15–49 years old). The main 
outcomes were: (1) rate of initiation of valproate and alternative anti-seizure 
medications; (2) proportion of women covered by long-acting or other 
PBS‑listed hormonal contraceptive at treatment commencement.

Results Between 2013 and 2021, overall valproate initiation declined 
substantially (2.06 to 0.75 per 1000 women per annum), compensated by 
a rise in the initiation of alternative anti-seizure medications. This reflected 
a decline in valproate initiated as a first-line treatment (from 1.8 to 0.6 
per 1000 women per annum), with valproate initiated as a second-line 
treatment remaining stable (around 0.2/1000 women). A significant decline 
was evident in first-line valproate initiated by neurologists (8.4% to 2.6%), 
but not psychiatrists (21.0% to 20.7%; p=<0.001). For women initiating 
valproate, contraceptive coverage by an intrauterine device or implant 
increased from 16.0% in 2013 to 22.1% in 2021. In 2021, no coverage by 
PBS-listed hormonal contraceptives occurred in 68.7% of women initiating 
valproate and 67.9% of women initiating alternative anti-seizure medications.

Discussion A decline in valproate prescribing has occurred in Australia. 
At the time treatment commenced the great majority of women dispensed 
valproate were not covered by any form of PBS prescription contraceptive, 
which is of concern.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 175

246 INCIDENCE OF GLP-1 RECEPTOR AGONIST USE AMONG 
REPRODUCTIVE AGE WOMEN ATTENDING AUSTRALIAN 
GENERAL PRACTICE, 2011–2022

Dr Kailash Thapaliya1, Dr Arianne Sweeting2,3, Prof Kirsten Black4,  
Dr Amanda Poprzeczny5,6, Prof Danielle Mazza7,8, Dr Luke Grzeskowiak1,8,9,10

1Women and Kids Theme, South Australian Health and Medical Research 
Institute, Adelaide, SA, 2Department of Endocrinology, Royal Prince 
Alfred Hospital, Sydney, NSW, 3Faculty of Medicine and Health, University 
of Sydney, Sydney, NSW, 4Discipline of Obstetrics, Gynaecology and 
Neonatology, Central Clinical School, University of Sydney, Sydney, NSW, 
5The University of Adelaide, The Robinson Research Institute, and Discipline 
of Obstetrics and Gynaecology, Adelaide, SA, 6Department of Perinatal 
Medicine, The Women’s and Children’s Hospital, Women’s and Babies 
Division, Adelaide, SA, 7Department of General Practice, Monash University, 
Melbourne, Vic, 8SPHERE, NHMRC Centre of Research Excellence, School of 
Public Health and Preventive Medicine, Monash University, Melbourne, Vic, 
9Flinders Health and Medical Research Institute, College of Medicine and 
Public Health, Flinders University, Adelaide, SA, 10SA Pharmacy, SA Health, 
Adelaide, SA

EMAIL luke.grzeskowiak@flinders.edu.au

Background GLP-1 receptor agonists (GLP-1RAs) are increasing 
in popularity for the management of type 2 diabetes and weight loss, 
with recommendations for concurrent contraception use owing to 
safety concerns largely from animal studies.

Aims To examine longitudinal trends in incidence of glucagon-like peptide 
receptor agonist (GLP-1RA) prescribing to reproductive age women, 
the likelihood of concurrent contraception use at the time of treatment 
initiation, and documented pregnancies occurring within 6 months of 
commencing treatment.

Methods Open cohort study utilising Australian general practice data 
from MedicineInsight. Participants included women aged 18–49 years 
who attended one of the participating general practice three or more times 
between 1 January 2011 and 31 July 2022. Main outcomes were number 
and proportion prescribed GLP-1RA, stratified by year and type 2 diabetes 
status, with concurrent contraception use at the time of GLP-1RA initiation, 
and pregnancies conceived within 6-months of commencing GLP-1RA.

Results A total of 18,010 of 1,635,684 (1.1 %) reproductive age women 
were initiated on GLP-1RAs between 2011 and 2022, of which 3739 (20.8%) 
had concurrent type 2 diabetes. Age standardized rates of prescriptions 
among those with type 2 diabetes increased from 13.0 in 2011 to 
88.5 per 1000 in 2022, and 0 in 2011 to 14.9 per 1000 in 2022 among 
those without type 2 diabetes. In 2022, 6293 of 6954 (90%) women initiated 
on GLP-1RAs did not have type 2 diabetes. Among 18,010 GLP-1RA initiators, 
3825 (21.2%) had documented contraceptive overlap at treatment initiation. 
Among 10,781 women with 6 months follow-up data, 232 (2.2%) had a 
documented pregnancy conceived within six months of starting GLP-1RA.

Discussion Increasing incidence of GLP-1RA use, low rates of contraceptive 
overlap and frequent documented pregnancies soon after commencing 
treatment raises concerns about safe and effective use of GLP-1RA in 
reproductive age women.

247 OUTCOMES FOLLOWING ANTENATAL CORTICOSTEROID 
ADMINISTRATION BEFORE LATE PRETERM OR EARLY TERM PLANNED 
CAESAREAN BIRTH

Dr Gizat M. Kassie, Dr Emily Frier, Dr Amanda Poprzeczny,  
Prof Michael Stark, Dr Luke Grzeskowiak1,2,3

1SAHMRI Women and Kids Theme, South Australian Health and Medical 
Research Institute, Adelaide, SA, 2College of Medicine and Public Health, 
Flinders University, Adelaide, SA, 3SA Pharmacy, SA Health, Adelaide, SA

EMAIL luke.grzeskowiak@flinders.edu.au

Introduction Uncertainty exists regarding the balance of benefits and harms 
of antenatal corticosteroids (ACS) when given prior to late preterm or early 
term planned caesarean birth.

Aims To investigate the benefits and harms associated with ACS prior to 
planned caesarean birth at late preterm or early term (36 to 38 completed 
weeks’ gestation).

Methods Retrospective cohort study of women with singleton pregnancies 
undergoing planned caesarean birth between 36 and 38 completed weeks’ 
gestation at a tertiary maternity centre between 2005–2018. We utilised 
routinely collected electronic maternity and neonatal data. Risk differences 
(aRD) with 95% Confidence Intervals (CI) were calculated for neonatal and 
maternal outcomes, adjusted for potential confounders. Neonatal outcomes 
included respiratory distress requiring oxygen, hypoglycaemia requiring 
glucose, neonatal unit (NNU) admission, and prolonged NNU admission 
(≥48 hours). Maternal outcomes included breastfeeding initiation, 
breastfeeding at infant discharge, and wound infection.

Results Among the cohort of 4049 women, the proportion receiving 
ACS was 54.8%, 48.4% and 5.6% at 36, 37 and 38 completed weeks’ 
gestation, respectively. ACS administration before planned caesarean 
birth was associated with a significant reduction in neonatal respiratory 
distress across all gestations, with the greatest reduction seen at 
36 weeks’ gestation (aRD –12.5%; 95%CI –21.4%, –3.6%). At 38 weeks’ 
gestation, ACS administration was associated with an increased risk of 
neonatal hypoglycaemia (aRD 5.7%; 95%CI 1.1%, 10.2%), NNU admission 
(aRD 5.4%; 95%CI 0.1%, 10.7%) and prolonged NNU admission 
(aRD 4.6%; 95%CI 0.2%, 8.9%).

Discussion ACS administration prior to late preterm and early term planned 
caesarean birth was associated with reduced risk of neonatal respiratory 
distress. The net benefit of ACS administration before planned caesarean 
birth remains unclear, however, and there was evidence of potential neonatal 
harm after 37 weeks’ gestation.
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248 ACHIEVING SMOKE-FREE BY MAKING NRT FREE

Nabeelah Mukadam1, Marcus Femia1, Tamara Lebedevs1,  
Stephanie Teoh1, Karen Donn1

1King Edward Memorial Hospital, Perth, WA

EMAIL nabeelah.mukadam@health.wa.gov.au

Background Smoking and vaping during pregnancy and breastfeeding pose 
significant risks, including preterm birth, low birth weight, and developmental 
complications. Second and third-hand smoke exposure further compromises 
the health of mothers and infants. The Hospital identified a critical need to 
address these risks through a system-wide approach, particularly targeting 
vulnerable populations, including Aboriginal women and families, while also 
supporting staff, volunteers, and students involved in patient care.

Objectives The Hospital’s Smoke-Free Organisation Project aimed to 
achieve 100% compliance with smoke-free policies, reduce smoking-related 
incidents, and promote equitable access to cessation support. A key 
objective was to increase the uptake of subsidised Nicotine Replacement 
Therapy (NRT), with a focus on accessibility for pregnant and breastfeeding 
women, and support for staff through a confidential NRT program.

Action (Method) The project implemented system-wide strategies 
including the provision of free NRT for patients pre-admission, staff 
NRT support, culturally appropriate services in partnership with DYHS, 
mandatory Quit Brief Advice Training, and broad stakeholder engagement. 
Clinical documentation was revised to prompt smoking/vaping status 
assessment, and educational sessions were delivered across disciplines.

Evaluation The project was monitored through mandatory Department 
of Health reporting. Key outcomes included a 30% increase in NRT uptake 
among women, increased Quitline referrals, a rise in staff NRT participation, 
and reductions in smoking-related incidents. The training was embedded 
into staff requirements, and feedback indicated improved awareness 
and confidence in addressing smoking cessation.

Discussion Making NRT free removed a critical barrier to access 
and empowered healthcare providers to act proactively. The initiative 
demonstrated that embedding smoke-free strategies into routine care 
and governance structures not only improves patient outcomes but drives 
long‑term cultural and systems change across maternity services.

249 ENHANCING POST-PARTUM CARE: AN AUDIT OF VTE RISK 
ASSESSMENT AND PRESCRIBING PRACTICES

Rimsha Kalia1, Emma Hatherley1, Jeff Khoshaba1, Mani Suleiman1,  
Dorothy Tu1, Vinod Chellaram1, Mr Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL rimsha.kalia@nh.org.au

Background Venous thromboembolism (VTE) is the leading cause of direct 
maternal deaths in Australia, with the risk being highest during the first six 
weeks postpartum. A VTE risk assessment should be conducted for all 
post‑partum patients to guide appropriate VTE prophylaxis, as determined 
by patient risk factors and local guidelines.

Aim/Objective(s) To determine the level of compliance with 
local VTE prophylaxis guidelines among post-partum patients 
at a metropolitan hospital.

Methods A retrospective audit was conducted on postpartum patients 
discharged from maternity services in February 2024 at a metropolitan 
hospital. Patients were identified by birth records and reviewed in the 
hospital’s electronic medical record. Data collected included: patient 
weight and body mass index (BMI), VTE risk assessment completion, 
VTE prophylaxis prescribing (dosage and duration), whether clinical 
pharmacy review occurred on discharge and any interventions performed.

Results There were 229 postpartum patients included in the study. 
Pre‑natal weight and BMI was recorded for 97% (222) and 96% (220) 
of patients respectively. VTE risk assessment screen was completed for 
86% (197) of patients. Compliance with local VTE prophylaxis guidelines 
was observed in 71% (162) of the cohort. Enoxaparin was prescribed for 
94 patients, of which 41% (39) and 67% (63) of prescriptions were compliant 
in terms of duration and dose respectively. Clinical pharmacy review 
was performed for 68 prescriptions, increasing overall compliance from 
31% (29) to 56% (53).

Discussion A large proportion of enoxaparin prescriptions were 
non‑compliant with local prescribing guidelines. Contributing factors 
may include prescriptions being written prior to confirmed discharge date, 
and lack of clear enoxaparin dose recommendations for postpartum patients 
in local guidelines. Pharmacist screening and intervention contributed to 
increased compliance, highlighting the value of clinical pharmacy review. 
There is a need for further education and protocol reviews to improve 
VTE prophylaxis prescribing practices in post-partum patients. 

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 177

250 IMPLEMENTATION AND EVALUATION OF PHARMACIST MEDICATION 
CHARTING AND PHARMACIST-GENERATED DISCHARGE PRESCRIPTIONS 
IN NEONATAL PATIENTS

Tien Thuy Ngo1, Xin Nee (Sherine) Tan1, Charis Lau1

1Western Health, Melbourne, Vic

EMAIL tien.ngo2@wh.org.au

Background Neonatal pharmacists at our tertiary hospital record 
approximately 200 interventions monthly, with many involving 5 routine 
medications: colecalciferol, ferrous sulfate, nystatin, probiotics, and 
sucrose. To reduce prescribing errors and alleviate medical workload, 
a Pharmacist Medication Charting (PMC) and Pharmacist-Generated Discharge 
Prescriptions (PGDP) model was implemented. Credentialed pharmacists 
chart these 5 medications in accordance with local protocols and plan 
discharge prescriptions in consultation with the medical team.

Aim To evaluate the number and accuracy of pharmacist-prepared 
medication orders, assess the impact on pharmacist interventions, 
and determine staff satisfaction with the model.

Methods A retrospective audit was conducted, with data collected 
from electronic medical records for 2 months pre-implementation  
(February–March 2025) and post-implementation (April-May 2025). 
A random sample of 80 pharmacist-prepared inpatient and discharge 
orders was independently reviewed for clinical accuracy. The frequency 
of pharmacist interventions for the 5 medications was compared between 
periods. An anonymous survey assessed staff satisfaction.

Results Pre-implementation, 50.6% (209/413) of all interventions were 
related to the 5 medications, representing 48.8% (209/428) of all inpatient 
orders for those medications. Post-implementation, the total number 
of interventions decreased significantly, with only 2.7% (3/113) of all 
interventions related to the 5 medications, representing 0.66% (3/453) 
of all inpatient orders for those medications. Post-implementation, 
pharmacists prepared 221 inpatient orders and 35 discharge prescriptions. 
Pharmacist‑prepared orders demonstrated 98.8% (79/80) accuracy. 
Staff satisfaction was high, with all 9 medical respondents concurring 
that the model improved their workload.

Conclusion The PMC and PGDP model significantly reduced pharmacist 
interventions related to routine neonatal medications, demonstrating 
improved prescribing accuracy and workflow efficiency. The high accuracy 
rate and strong staff satisfaction support the safety and reliability of this 
collaborative prescribing model. Expanding this model could further improve 
medication safety in the neonatal population.

251 UPTAKE OF EARLY PREGNANCY OMEGA-3 SCREENING FOR REDUCING 
RISK OF PRETERM BIRTH: A CLINICAL AUDIT

Tringa Lokaj1, Karen Best2, Lisa Walker3, Elizabeth Beare3,  
Dr Luke Grzeskowiak1,2,4

1SA Pharmacy SALHN, Bedford Park, SA, 2Women and Kids Theme, SAHMRI, 
Adelaide, SA, 3Women’s & Children’s division, SALHN, Bedford Park, SA, 
4College of Medicine and Public Health, Flinders University, Bedford Park, SA

EMAIL tringa.lokaj@sa.gov.au

Background Evidence shows that supplementing pregnant women 
low in omega-3 can significantly reduce the risk of early preterm birth. 
Consequently, clinical guidelines recommend screening for omega-3 status 
before 20 weeks’ gestation to enable timely identification and intervention 
in those at risk for preterm birth. In South Australia, omega-3 testing can 
occur alongside routine antenatal care bloods, with no additional patient 
cost. However, the extent to which omega-3 screening has been adopted 
in routine maternity care has not been previously investigated.

Aim To evaluate the uptake of omega-3 screening in early pregnancy among 
women attending antenatal booking visits at a tertiary maternity hospital.

Methods A retrospective quality improvement audit was undertaken at a 
tertiary maternity hospital. Data were collected for women attending their 
first antenatal appointment over a 6-month period, from 1st December 2024 
and 31st May 2025. Omega-3 screening status and results were extracted 
from statewide electronic pathology records and women categorised as 
having low (<3.7%), moderate (3.7–4.3%), or sufficient (>4.3%) status.

Results Among 1,340 women attending their antenatal booking visit, only 
471 (35.2%) were screened for omega-3 status. Of those tested, 63 (13.4%) 
had low, 123 (26.1%) had moderate, and 285 (60.5%) had sufficient omega-3 
status. The proportion of women screened for omega-3 status has increased 
slightly over time, (from 32.7% in December 2024 to 37.0% in May 2025).

Discussion Despite implementation of omega-3 testing as part of a statewide 
preterm birth prevention initiative, only one-third of women attending 
antenatal booking visits are being screened in early pregnancy. Ongoing 
clinical audits are necessary to explore factors associated with omega-3 
screening, as well as adherence to supplementation recommendations 
among those identified as having low status. Assessing omega-3 status 
and supplement use forms an essential component of pharmacy practice 
for those working in the antenatal care setting.
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252 PROPHYLACTIC INDOMETACIN AND SEVERE INTRAVENTRICULAR 
HAEMORRHAGE IN EXTREMELY PRETERM NEONATES

Xin Nee (Sherine) Tan1, Tien Thuy Ngo1, Dr Mohan Bagur Krishnamurthy1, 
Dr Arun Sett1

1Western Health, St Albans, Vic

EMAIL xnsherinetan@gmail.com

Background Intraventricular haemorrhage (IVH) remains a significant concern 
for extremely preterm neonates. Severe IVH (Papille staging Grade 3 and 4) 
affects 7.1% of neonates, leading to poor long-term neurological outcomes. 
Historically, prophylactic indometacin has been shown to reduce the rate 
of severe IVH. However, its current impact is less clear given advancements 
in neonatal care. The exact mechanism, possibly linked to early patent 
ductus arteriosus closure, remains uncertain. Local guidelines in a tertiary 
neonatal center recommend prophylactic indometacin intravenously (IV) 
for high‑risk neonates.

Aim/Objective(s) To determine the association between exposure to 
prophylactic IV indometacin in preventing the development of severe IVH 
in extremely preterm neonates.

Methods This retrospective audit reviewed Electronic Medical Record data 
of neonatal patients born < 28 weeks’ gestation between 2022 to 2024. 
Data collected included neonatal and maternal characteristics as well as 
postnatal management of the neonate. Associations between indometacin 
exposure, other variables (eg. gestational age, birth weight) and severe 
IVH were analysed using R statistical programming software and presented 
using descriptive statistics (mean [sd] or median [iqr], depending on 
data distribution).

Results Fifty infants born <28 weeks’ gestation were included. Overall, IVH 
(all grades) occurred in 34% (17/50) of neonates, with 18% (9/50) developing 
severe IVH. Of the neonates who received prophylactic indometacin, 
22.2% (2/9) developed severe IVH and 33.3% (3/9) experienced adverse 
events. Among neonates who did not receive prophylactic indometacin, 
17% (7/41) developed severe IVH.

Discussion This audit did not demonstrate a statistically significant difference 
in severe IVH development between indometacin-exposed and unexposed 
groups (p-value 0.71, Odds ratio 1.39, 95% CI: 0.23 to 8.14). This finding may 
be attributed to the small sample size. Given the significant morbidity and 
mortality associated with severe IVH, more robust investigation is warranted 
to clarify the efficacy and safety of indometacin in this vulnerable population.

253 IMPACT OF PHARMACIST-GENERATED DISCHARGE PRESCRIPTIONS 
ON PATIENT FLOW AND MEDICATION SAFETY IN MATERNITY PATIENTS

Yiyang (Lisa) Li, Tien Thuy Ngo, Charis Lau, Vanessa Ly

1Western Health, Melbourne, Vic

Background Due to high inpatient bed demand in a large Victorian 
metropolitan health service, the target discharge time for uncomplicated 
caesarean births is within 48 hours after giving birth. An audit identified that 
20% of prescriptions contained at least 1 medication-related problem (MRP), 
delaying medication supply. To streamline processes, Pharmacist‑Generated 
Discharge Prescriptions (PGDP) was piloted, enabling credentialed 
pharmacists to prepare discharge prescriptions for medical officer 
review and finalisation.

Aim/Objective(s) To evaluate the impact of PGDP on discharge efficiency, 
workflows, and medication safety in maternity patients.

Methods A prospective pre-post implementation study was conducted. 
Baseline data were collected over 6 weeks in February to March 2025 and 
post-implementation data over 8 weeks in March to May 2025. Data included 
the number of MRPs on discharge prescriptions, time from birth to discharge, 
time taken to resolve MRPs, and barriers to discharge. For this investigation, 
pharmacy was considered a potential discharge barrier if patients were 
discharged within 1 hour post pharmacy clearance.

Results Eighty prescriptions were reviewed pre-implementation and 62 
post-implementation. The proportion of patients discharged within 48 hours 
increased from 15% (12/80) to 38.7% (24/62). Among patients discharged 
after 48 hours, pharmacy was a potential discharge barrier in 22% (15/68) 
pre-implementation and 7.9% (3/38) post-implementation. Other barriers 
included medical reasons, baby-related concerns, and lactation support. 
MRPs reduced from 7.7% (37 MRPs/481 prescription items) to 0.37% 
(2 MRPs/543 prescription items). Median MRP resolution time decreased 
from 40.5 minutes to 0 minutes.

Discussion The PGDP model improved prescription accuracy, MRP resolution 
times, and discharge efficiency. Post-implementation MRPs were low risk 
and were unrelated to pharmacists. These findings highlight improved 
patient safety and hospital flow, but are limited by small sample size, 
single‑site design, and possible confounders such as staffing levels or 
patient complexity. Further studies are needed to assess broader impact.
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254 AUDIT OF CANNABIDIOL USE IN REFRACTORY  
PAEDIATRIC EPILEPSY VIA AN INDIVIDUAL ACCESS PATHWAY

Catherine Booth1

1SA Pharmacy, Adelaide, SA

EMAIL catherine.booth@sa.gov.au

Background Cannabidiol (CBD) is PBS-listed for Dravet and Lennox-Gastaut 
syndromes, however access remains limited for children with other forms 
of medically refractory epilepsy. At our hospital CBD has been historically 
accessed via individual patient use (IPU) approval. Prescribers were required 
to submit outcome reports using a standardised pro-forma to support 
continued use.

Objective To evaluate clinical outcomes in paediatric patients with medically 
refractory epilepsy treated with CBD through IPU approval, to inform 
governance and future formulary consideration.

Method A retrospective audit of patients approved for CBD between 
September 2017 and November 2024 was conducted. Outcome data were 
extracted from prescriber-submitted pro-formas. Key measures included 
seizure frequency and severity, functional changes, and reported adverse 
effects. Descriptive analysis was performed.

Results Twenty-three patients were included in the review. 69% showed 
>50% reduction in seizure frequency and/or severity, which was sustained 
in 78%. Additional benefits reported included improved cognition, alertness, 
and engagement in daily activities. No serious adverse events were 
attributed to CBD. The level of benefit reported by caregivers was higher 
than that reported in the literature. This may be due to unintentional over 
reporting and the desire to continue therapy. Variability in the completeness 
of prescriber reports limited the depth of outcome assessment. Additionally, 
the pro-forma lacked a “no adverse effects” option, potentially contributing 
to underreporting.

Conclusion Despite limitations, audit findings support clinical benefit of 
CBD in a broader cohort of children with refractory epilepsy. An updated 
pro-forma promoting structured, consistent reporting may strengthen future 
assessments and inform equitable expansion and formulary consideration 
for this difficult to treat population.

255 OPTIMISING MEDICATION SAFETY IN DRAVET SYNDROME:  
A STEPWISE PRESCRIBING GUIDELINE

Darcy Davey1

1The Royal Children’s Hospital, Melbourne, Vic

Background Dravet syndrome (DS) is a rare developmental epileptic 
encephalopathy, affecting approximately 1:12,200. Typically presenting in 
the first year of life, DS is characterised by prolonged febrile hemiclonic or 
generalised tonic-clonic seizures, often triggered by illness or vaccinations. 
From the second year of life, patients usually develop refractory afebrile 
seizures of multiple types. Early diagnosis is critical to guide anti-seizure 
medication (ASM) selection, optimise seizure control, and prevent worsening 
of seizures and neurodevelopment. DS seizures are drug‑resistant, 
often requiring polypharmacy, increasing the risk of adverse effects 
due to interactions between ASMs and long-acting benzodiazepines. 
Such interactions can lead to oversedation and prolonged hospitalisations. 
Following a case of significant adverse effects from polypharmacy in a 
DS patient, a multidisciplinary team developed a medication guideline 
for DS management.

Objective This medication safety initiative aims to review ASM use in 
DS and provide prescribers a structured, evidence-based approach to 
medication management, emphasising risk mitigation of adverse effects 
associated with polypharmacy.

Actions Through consultation with paediatric neurologists, the guideline 
outlines a stepwise approach to ASM management, including dosing 
recommendations, monitoring protocols, and strategies to minimise side 
effects and drug interactions. A detailed comparison of ASM interactions, 
with a focus on benzodiazepine use and conversions, was incorporated 
to highlight risks associated with polypharmacy.

Evaluation The DS medication guideline equips prescribers with tools 
to make informed, safe, and effective treatment decisions. This includes 
guidance for prescribing fenfluramine, a newly approved DS medication, 
recently listed on the Australian Pharmaceutical Benefits Scheme, 
to support prescribers unfamiliar with its use.

Discussion This initiative improves clinical decision-making and enhances 
the safety of DS treatment management, potentially reducing adverse 
effects in patients. It also equips clinical pharmacists with a tool to deliver 
evidence‑based recommendations on managing DS patients, ultimately 
improving patient outcomes.
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256 NRT GUIDANCE FOR NICOTINE WITHDRAWAL FROM VAPING 
IN ADOLESCENTS

Louise McDermott1

1Health NZ, Christchurch, NZ

EMAIL louisem@cdhb.health.nz

Background Vaping rates among adolescents presents a growing health 
concern. Despite this trend, there remains a lack of clear pharmaceutical 
guidance to support individuals – particularly adolescents – who wish 
to quit vaping. This issue is particularly pronounced among hospital 
inpatients with limited mobility, who are unable to leave the premises to 
vape. These patients often experience heightened anxiety and agitation, 
underscoring the need for effective, evidence-based interventions. 
Pharmacists are often the first point of contact for information about 
available therapies.

Objective The primary aim of this initiative was to explore existing 
literature and clinical guidelines to inform the development of a structured 
pharmaceutical approach for the use of Nicotine Replacement Therapy (NRT) 
within our hospital setting.

Method A review of international literature and guidelines was conducted 
by a clinical pharmacist to identify best practices in managing nicotine 
dependence in relation to vaping. Based on this review, a tailored clinical 
pathway was developed to support inpatients unable to vape during their 
hospital stay. This adolescent-specific pathway was subsequently integrated 
into the hospital’s and community’s broader smoking cessation guidelines, 
making it accessible to all pharmacists and prescribers. Case studies 
were also collected to document the application and outcomes of the 
new guidance.

Evaluation Evaluation of the initiative is ongoing, with data being collected 
to assess the effectiveness and impact of the new guidelines.

Discussion The initiative represents a meaningful quality improvement for 
both our hospital and the wider community. The prevalence of adolescent 
vaping is a pressing issue that demands a proactive, research-informed 
response. By prioritising evidence over funding constraints, we have 
established a foundation for more consistent and compassionate care. 
The guidelines have now been in place for six months and are contributing 
to a more structured approach to managing nicotine withdrawal in 
adolescent inpatients.

257 CLINICAL PRACTICES CONCERNING PSYCHOTROPIC MEDICATION USE 
IN CHILDREN WITH COGNITIVE IMPAIRMENT IN A HOSPITAL SETTING.

Madeline Andretzke1, Dr Alka Garg1, Dr Mohammed Usman1

1Women’s And Children’s Hospital, North Adelaide, SA

EMAIL madeline.andretzke@sa.gov.au

Background In Australia, psychotropic medicines are prescribed to 
37–91% of adults with intellectual disability—far exceeding rates in the 
general population. Antipsychotic use is also increasing among children 
and adolescents with intellectual disability, often for behavioural and 
off-label reasons. In May 2024, the Australian Commission on Safety 
and Quality in Healthcare (ACSQHC) released a Clinical Care Standard 
for “Psychotropic Medicines in Cognitive Disability or Impairment”, 
emphasising the need to protect the rights and safety of these young 
people when prescribing such medications.

Aim This study aimed to assess the prevalence and patterns of antipsychotic 
use among paediatric patients with cognitive disabilities at a tertiary hospital 
and to evaluate adherence to ACSQHC quality indicators.

Method A retrospective audit was conducted on paediatric inpatients 
aged 2–18 years with a diagnosis of intellectual disability or impairment, 
admitted between January and June 2024. Only patients prescribed 
antipsychotics during admission were included. Prescribing practices 
were assessed against clinical indicators: informed consent, documented 
indication, and metabolic monitoring.

Results Records from 40 patients (aged 3–17 years) were 
reviewed, encompassing 66 antipsychotic medications prescribed. 
Regular antipsychotics were prescribed to 80% (32/40), with 16% (5/32) 
newly initiated. Polypharmacy occurred in 47% (15/32). Risperidone was 
the most common regular antipsychotic, 38% (12/32), while olanzapine was 
the most frequently used ‘as needed’, 83% (20/24). Informed consent was 
documented for all newly prescribed cases; however, body measurements 
and metabolic monitoring were incomplete in 60% and 80% of these 
patients, respectively.

Conclusion This audit highlights significant gaps in adherence to 
recommended quality indicators for antipsychotic prescribing in paediatric 
patients with intellectual disability or impairment. Implementing an electronic 
antipsychotic prescribing tool may facilitate more consistent review and 
monitoring practices, thereby enhancing compliance with ACSQHC Clinical 
Care Standards and ultimately improving patient safety and quality of care.
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258 STANDARDISING MEDICAL MANAGEMENT IN BILIARY ATRESIA: 
DEVELOPMENT OF A POST-KASAI DOSING GUIDELINE

Nathan Le1

1The Royal Children’s Hospital, Melbourne, Vic

EMAIL le.minh.nato@gmail.com

Background Biliary atresia (BA) is a rare but serious liver disease affecting 
newborns, in which the extrahepatic bile ducts become progressively scarred 
and blocked. This impairs bile flow, leading to cholestasis and progressive 
liver damage. Affecting approximately 1 in 15,000 to 18,000 live births, its 
cause remains unknown. Early diagnosis is essential, as the main surgical 
treatment (Kasai portoenterostomy) is most effective when performed before 
60 days of age. While a timely Kasai can restore bile flow and slow liver 
damage, many infants continue to experience cholestasis and eventually 
require liver transplantation. BA remains the leading indication for paediatric 
liver transplantation worldwide.

Persistent cholestasis post-Kasai contributes to fat malabsorption, 
fat-soluble vitamin (FSV) deficiencies, and poor growth. Postoperative 
management is led by the gastroenterology team and commonly 
involves ursodeoxycholic acid (UDCA), antibiotic prophylaxis, and FSV 
supplementation. Prescribing practices vary despite this due to limited 
evidence and lack of consensus on optimal dosing.

Objective To develop a local guideline supporting safe, standardised, 
and evidence-based prescribing of medications used post-Kasai, 
including guidance on FSV stoss dosing.

Action A pharmacist-led initiative was undertaken to develop a guideline 
with weight-based dosing recommendations for medications commonly 
prescribed post-Kasai. This included reviewing published literature, relevant 
clinical resources, and input from the paediatric gastroenterology team.

Evaluation The guideline aims to address observed inconsistencies in 
prescribing and provide practical, evidence-based support for clinicians 
and pharmacists. Ongoing evaluation will be supported by Electronic Medical 
Record (EMR) audit data on compliance to guideline dosing recommendations 
and feedback from clinical staff.

Discussion Pharmacists play a key role in promoting medication safety 
in this high-risk population. However, the rarity of BA, its neonatal-specific 
presentation, and frequent staff rotation contribute to practice variation 
and potential harm. This guideline provides a structured approach to 
optimise therapy, support consistency, and reduce prescribing-related risks.

259 THE INFLUENCE OF LONG-ACTING INJECTABLE ANTIPSYCHOTICS 
ON RE-ADMISSION TO AN ADOLESCENT MENTAL HEALTH WARD.

Zara Lukeis1, Stewart Bant1, Christine Plover1

1The Royal Children’s Hospital, Parkville, Vic

EMAIL zara.lukeis@rch.org.au

Background The use of long-acting injectable (LAI) antipsychotics in an adult 
population has been found to reduce mental health related re-admissions to 
hospital. However, use in an adolescent setting is an area with pertinent gaps 
in the literature.

Aim/Objective(s) To examine the relationship between the initiation 
of LAI antipsychotics in adolescents and the number of re-admissions  
to an inpatient mental health ward.

Methods A retrospective audit was conducted using data from the study 
hospital’s electronic medical records. Included data was for patients 
aged 13 to 18 years who initiated treatment of an LAI antipsychotic whilst 
admitted as an inpatient under mental health between 2022 and 2024. 
Patients initiated on an LAI antipsychotic at external hospitals were excluded 
due to lack of access to accurate data. Included antipsychotics were 
paliperidone, aripiprazole, olanzapine, zuclopenthixol, and risperidone. 
The primary outcome was the proportion of patients re-admitted within 
12 months of initiation, with secondary outcomes of frequency and type 
of LAI antipsychotics prescribed.

Results Of the 31 eligible patients, 58% (n=18) were not re-admitted to 
hospital within 12 months of initiation on an LAI antipsychotic. Paliperidone 
was prescribed to 42% (n=13) of the eligible patient population. It was found 
that 67% of patients who were prescribed aripiprazole were re-admitted to 
hospital within the 12 month period.

Discussion Fewer patients were re-admitted to the study hospital than not 
after initiation of an LAI antipsychotic. These preliminary findings suggest 
that LAI antipsychotics may reduce hospital re-admission rates in this patient 
population. Further studies could be beneficial to compare the use of 
enteral and LAI antipsychotics to conclude overall benefits in an adolescent 
population. Paliperidone was the most frequently prescribed antipsychotic, 
and aripiprazole had the largest proportion of patients who were re‑admitted; 
further research could investigate the relationship between drug choice and 
the effect on hospital re-admission.
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260 ZILUCOPLAN AS A TREATMENT FOR REFRACTORY MYASTHENIC CRISIS

Emily Ristovski1, Samantha Botta1, Alborz Shahsavand1, Simon Huynh1, 
Angela Given1, Jier Nguyen1, Dr Matthew Ligtermoet1

1Northern Health, Epping, Vic

EMAIL emily.ristovski@nh.org.au

Objective To explore the use of zilucoplan, a complement C5 inhibitor, 
in a case of myasthenic crisis refractory to standard therapies.

Clinical features A 34-year-old female presented with a 12-month history 
of fluctuating limb weakness, shortness of breath and bulbar symptoms. 
She developed myasthenic crisis requiring ICU admission and intubation. 
Initial therapies included corticosteroids, pyridostigmine and intravenous 
Immunoglobulin (IVIG). Given acute decompensation and clinical disposition, 
plasma exchange therapy (PLEX) was commenced. Multiple attempts to 
wean PLEX led to worsening respiratory failure and bulbar dysfunction. 
The patient’s MG-ADL score was 18/24.

Literature review Limited evidence exists to guide management of 
myasthenic crisis refractory to initial therapies. While TGA approved, 
trials of zilucoplan in severe generalised myasthenia gravis excluded 
patients with recent IVIG or PLEX, and included only those stable on 
immunosuppressive therapy. This case study extends its potential use 
into this unstudied but clinically critical population.

Pharmacy intervention, case progress and outcomes The pharmacist 
collaborated with the medical team to facilitate compassionate supply 
of zilucoplan, coordinated meningococcal prophylaxis (vaccination and 
antibiotics) given risk of invasive infection, and provided patient education 
for subcutaneous self-administration post-discharge. Clinical improvement 
was observed after 2 weeks of therapy, leading to subsequent discharge 
from hospital. Following 2 months of zilucoplan therapy the patient showed 
sustained improvement (MG-ADL Score: 1). Patient remains on zilucoplan, 
azathioprine, prednisolone, pyridostigmine and 4-weekly PLEX.

Discussion Refractory myasthenic crisis is rarely encountered in clinical 
practice. This case study highlights the potential benefit of zilucoplan 
therapy in refractory myasthenic crisis, outside existing trial parameters. 
It also highlights the collaborative role of the pharmacist in the provision 
of therapy and patient’s centred care.

261 PHARMACIST-LED MANAGEMENT OF IATROGENIC BOTULISM: 
ANTITOXIN ACCESS AND CLINICAL SUPPORT

Jai Harry Timothy Wardale1

1Peninsula Health, Frankston, Vic

EMAIL jwardale@phcn.vic.gov.au

Objective This case report outlines the management of a patient with 
iatrogenic botulism following cosmetic botulinum toxin administration, 
one of few cases reported in Australia. It highlights the pharmacist’s role in 
facilitating access to a time critical antidote, collaborating with public health 
authorities and supporting safe and effective patient care.

Clinical Features A 55-year-old woman with no significant past medical 
history presented with progressive descending paralysis, ptosis, diplopia and 
dysphagia following injection of botulinum toxin from an unregulated overseas 
product. Clinical assessment alongside a recent history of cosmetic botulinum 
toxin injection, led to a diagnosis of iatrogenic botulism.

Literature Review Botulism is a rare but life-threatening neuroparalytic 
illness caused by botulinum neurotoxins. Iatrogenic cases, though 
uncommon, can result from cosmetic or therapeutic toxin exposure. 
Early administration of botulinum antitoxin, particularly the equine-derived 
heptavalent formulation (HBAT) neutralises unbound circulating toxin and 
recovery can take week to months. In Australia, HBAT is held within the 
national medical stockpile and distributed under the direction of public 
health authorities.

Pharmacist Interventions, Case Progress and Outcomes Following 
confirmation of the diagnosis, the pharmacist obtained a comprehensive 
medication history and liaised with the Department of Health to urgently 
procure HBAT. This involved communication with the Principal Public Health 
Medical Officer (Communicable Disease) and the Director, CBRN Procurement 
& Operations. The pharmacist also provided practical education to nursing 
staff in administration of the intravenous infusion, on storage, reconstitution, 
and administration. The patient received the antitoxin promptly and made a 
full recovery. HBAT cost the taxpayer around $75,000.

Discussion This case underscores the critical role of pharmacists in the 
management of rare toxicological emergencies. It highlights the importance 
of pharmacist leadership in navigating restricted medicine pathways, 
ensuring timely treatment, and delivering frontline education to support 
safe clinical practice.
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262 ANTIPLATELET THERAPY MANAGEMENT IN ISCHAEMIC STROKES

Jessica Coutts1, Lauren Hinkley1, Diana Bortoletto1, Tenay Davis1

1Barwon Health, Geelong, Vic

EMAIL jess_coutts@hotmail.com

Background Recent changes to the National Clinical Guidelines for 
Stroke Management recommend 21-day dual antiplatelet therapy (DAPT) 
for patients with minor strokes and long term single antiplatelet therapy 
(SAPT) for major strokes. International evidence suggests trends towards 
inappropriate antiplatelet prescribing for all strokes.

Aim/Objective(s) To review adherence to antiplatelet therapy 
recommendations according to guidelines and evaluate written 
communication of therapy duration to patients and general practitioners 
on transitions of care at a regional tertiary hospital.

Methods This was a HREC approved, retrospective cohort audit  
of patients admitted with acute ischaemic stroke, conducted between  
July–December 2024. Patients were identified via the hospital’s Stroke 
Clinical Registry and digital medical records and dispensing software 
were accessed for data collection. Minor strokes were classified as 
National Institutes of Health Stroke Scale (NIHSS) score of 3 or less 
and moderate/‌major strokes as a score of greater than 3.

Results Overall,76 patients were included in the study. The median age 
was 73 [66; 79] years, 60.5% were male, and 64.5% (49/76) had been 
identified with minor strokes. All patients were prescribed antiplatelet 
therapy on discharge. For minor stroke patients, 87.8% (43/49) had been 
appropriately prescribed DAPT therapy on discharge. Further, 85.7% 
(42/49) and 81.6% (40/49) of patients with minor stroke had appropriate 
DAPT duration documented in discharge summary and patients’ medicines 
lists respectively. For moderate to major stroke patients, only 37% (10/27) 
had appropriately been prescribed SAPT on discharge and 7.4% (2/27) had 
the appropriate length of therapy communicated in discharge summaries.

Discussion In this Victorian regional hospital, guideline adherence for 
minor stroke management was high, with clear communication of short-term 
therapy at transition of care. In contrast, management of major strokes was 
suboptimal. Further discussion and dissemination of findings with the stroke 
team are planned to help minimise the risk of patient harm.

263 FROM LITERATURE TO BEDSIDE: PHARMACIST-LED TIMING STRATEGY 
FOR RITUXIMAB AND IVIG

Madeleine Vatiliotis1

1Nsw Health, Sydney, NSW

EMAIL maddyvatis@gmail.com

Objective To describe the pharmacist’s role in multidisciplinary decision 
making for the management of autoimmune encephalopathy and navigating 
state medicine formulary requirements.

Clinical Features A 24-year-old female presented with a two-week 
history of headache and confusion. She was started on treatment for 
viral encephalopathy. Despite antiviral therapy, psychotic symptoms 
worsened. NMDA receptor antibodies were confirmed in cerebrospinal fluid. 
She was started on high-dose IV methylprednisolone and IVIG; however, 
she clinically deteriorated, and the decision was made to start Rituximab. 
The pharmacist received an enquiry from the medical team regarding the 
timing and administration of Rituximab and IVIG, given both were considered 
time sensitive.

Literature Review Treatment algorithms in UpToDate for NMDAR 
encephalopathy recommend Rituximab as second-line therapy if no 
clinical improvement is seen 14 days after IV methylprednisolone and 
IVIG. There is limited published information on coadministration of IVIG 
and Rituximab, and whether the efficacy of either agent is impacted by 
concurrent use. One study suggests that coadministration may result in 
Rituximab being more vulnerable to degradation, decreasing its half-life 
via saturation of FcRn.

Pharmacist Interventions, Case Progress and Outcomes The pharmacist 
conducted a literature review and, in consultation with senior pharmacists, 
recommended administering Rituximab 24 hours prior to IVIG to limit 
alteration to Rituximab’s pharmacokinetics. The pharmacist liaised with and 
educated nursing staff to ensure correct administration. As per local policy, 
Rituximab was approved via the streamlined Individual Patient Use (IPU) Form 
process, which grants Drug and Therapeutics Committee approval in certain 
conditions. The pharmacist facilitated the supply and IPU process to ensure 
timely medication availability.

Discussion This case illustrates the role of pharmacists in gathering 
and interpreting evidence to guide clinical decision making. It also describes 
the IPU process used within our health district and how pharmacists support 
navigation of the NSW Medicines Formulary.
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264 STREAMLINING SPECIALIST APPOINTMENTS –  
THE ROLE OF THE PHARMACIST IN VIRTUAL SPECIALTY CLINICS

Emma Hatherley1, Jeff Khoshaba1, Angela Given1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL emma.hatherley@nh.org.au

Background Due to limited accessibility and long waitlists, many 
patients may wait extended periods of time to see a medical specialist. 
Appointments are time-limited, with extensive discussions required between 
the physician and patient for complex medical conditions and medication 
regimens. A tertiary metropolitan hospital has set up virtual specialty clinics 
to help bridge this gap for patients, with a clinical pharmacist embedded into 
the virtual diabetes clinic.

Objective(s) To evaluate the implementation of a pharmacist reviewing 
patient medications prior to a virtual diabetes clinic appointment.

Action A pilot trial was undertaken over four weeks. Once a week, the day 
prior to the virtual diabetes clinic, a pharmacist contacted all patients with 
an appointment via a phone-call. They established a Best Possible Medication 
History (BPMH) and the patient’s current diabetes management, as well 
as identified any potential interventions for the endocrinologist to review. 
They also followed-up with patients a week later as required, to answer 
any medication questions, re-enforce counselling and check for any new 
adverse reactions.

Evaluation Over four weeks, the pharmacist completed 17 BPMHs (out of 
a possible 21 booked patients). The average number of medications taken 
per patient was ten regular medications and three as-required medications. 
Follow-up calls were successfully made to three patients of a potential nine. 
21 interventions were identified by the pharmacist, and education 
was provided 11 times.

Discussion Through the availability of the BPMH, the endocrinologist 
expressed confidence that they had an up-to-date medication history 
for the patient, and also reported a significant time saving impact during 
the consultation. This workflow also identifies medication issues prior to 
the appointment, allowing for timely medical review, and ensures a continuity 
of care to the patient by following up their progress with the intended 
changes to treatment one week later.

265 DOSE ESCALATING INFLIXIMAB WHILE MAINTAINING RAPID INFUSION 
RATES IS SAFE IN INFLAMMATORY BOWEL DISEASE

Jessalyn Tan1, Geoffrey Haar1,2, Dr Abhinav Vasudevan2,3

1Eastern Health Pharmacy Department, Box Hill, Vic, 2Eastern Health 
Department of Gastroenterology, Box Hill, Vic, 3Monash University, 
Parkville, Vic

EMAIL jessyytan@gmail.com

Background High-dose infliximab (10mg/kg) may be prescribed for 
individuals with Inflammatory Bowel Disease (IBD) who respond suboptimally 
to standard dosing (5mg/kg). Off-label rapid infusion protocols, that run for 
at least 30 minutes, reduce needle-to-departure time. They are associated 
with reduced costs, greater patient satisfaction and minimal safety 
risks, compared to standard infusions, which last more than two hours. 
However, evidence supporting escalating to high-dose infliximab while 
maintaining rapid infusion rates remains limited.

Aim To assess the safety and cost implications of escalating from standard 
to high-dose infliximab while continuing rapid infusion rates.

Methods This retrospective study included adult patients (≥18 years) under 
the outpatient IBD clinic of a tertiary hospital network for the management 
of IBD. Patients were eligible if they were escalated to high-dose infliximab 
between 2015 and 2024, previously receiving standard doses administered 
at the rapid protocol. The rapid infusion protocol began at 120mL/hour for 
five minutes, increasing to 575mL/hour until completion. Data was collected 
on patient demographic, concurrent medications, infliximab doses, and 
reactions between the first dose of high-dose infliximab and sixth dose.

Results A total of 136 infusions were administered to 26 patients over 
the study period. Of these, 35% were female, the median age was 
42 years (range: 25–71 years), 92% had Crohn’s Disease and 69% were 
on immunomodulators. The mean infliximab dose was 10.6mg/kg (SD: 0.64) 
and mean infliximab concentration was 2.6mg/mL (SD: 0.54). There were no 
documented infusion reactions to high-dose infliximab administered with 
the rapid protocol. Inflation-adjusted analysis estimated a $73.47 (54%) 
per‑infusion saving in attendant and consumable costs when maintaining 
rapid infusions post-dose escalation.

Discussion The rapid protocol had no documented reactions 
post‑dose escalation, irrespective of infliximab dose or concentration. 
These results suggest that patients can safely receive rapid infusions 
during dose‑escalation, providing the same cost-saving benefits and 
patient satisfaction.
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266 PROLONGED CONTINUOUS TERLIPRESSIN INFUSION IN 
DECOMPENSATED CIRRHOSIS AND HEPATORENAL SYNDROME –  
A NOVEL WEANING APPROACH

Julia Kang1

1Peninsula Health, Frankston, Vic

Objectives To describe the use of a six-month continuous terlipressin 
infusion (CTI) in a non-transplant candidate with decompensated cirrhosis 
and hepatorenal syndrome (HRS), and to outline the novel weaning approach 
across inpatient and outpatient settings.

Literature Review CTI is established in the management of portal 
hypertension complications, especially in hepatorenal syndrome-acute 
kidney injury (HRS-AKI) due to improved safety and efficacy over bolus 
dosing. However, there is a lack of literature on weaning approaches.

Clinical Features A 61-year-old male presented with jaundice, pruritus, 
and hyperbilirubinemia (peaked at 818 µmol/L), later diagnosed with 
alcohol-induced decompensated Child Pugh C cirrhosis and HRS-AKI. 
He was ineligible for liver transplant without six-month abstinence. 
CTI was commenced for the management of HRS-AKI resulting in significant 
improvement in serum creatinine. However, renal function declined after 
CTI cessation, leading to its six-month continuation as an outpatient.

Pharmacist Interventions, Case Progress and Outcomes Pharmacist 
played a key role in supporting both the initiation and weaning of CTI, 
particularly in the outpatient setting, organising supply in elastomeric 
infusion devices and coordinating with the Hospital in the Home (HITH) 
team. After six months of CTI, it was clinically evident that the patient’s 
liver was slowly recompensating. Then, the pharmacist led a novel weaning 
strategy using extended-duration infusion (over 48 hours) based on analysis 
of manufacturer’s stability data. The patient was weaned from 3.4 mg/day 
to 0.85 mg/day then eventually ceased. At three months post-cessation, 
bilirubin had further decreased to 48 µmol/L, with serum creatinine 
continuing to remain below 80 µmol/L.

Discussion This case demonstrates that prolonged continuous terlipressin 
infusion can be safely managed and weaned in a non-transplant candidate 
with decompensated cirrhosis and HRS-AKI in an outpatient setting 
without major complications. Pharmacist-led strategies supported therapy 
optimisation and novel weaning approach, highlighting the importance of 
interdisciplinary collaboration in complex cirrhosis management.

267 USE OF LANREOTIDE IN A PATIENT WITH GASTROINTESTINAL 
AMYLOID-INDUCED DIARRHOEA: A CASE REPORT

Laura Rodriguez1, Sam Maleki1, Dr Brendan Wisniowski2,3

1Pharmacy Department, Eastern Health, Melbourne, Vic, 2Eastern Health 
Cancer Services, Melbourne, Vic, 3Precision Haematology, Melbourne, Vic

EMAIL laura.rodriguez@easternhealth.org.au

Objective To describe a case of a patient with AL amyloidosis treated with 
somatostatin analogues for gastrointestinal amyloid-related diarrhoea.

Clinical features An 80-year-old female with AL amyloidosis with cardiac, 
gastrointestinal and autonomic nerve involvement was admitted with 
ongoing profuse diarrhoea and nausea. Diarrhoea was suspected to be 
related to amyloid protein involvement of the gut, as well as autonomic 
neuropathy. After standard treatments, including loperamide, diphenoxylate, 
codeine and cholestyramine, were unsuccessful, a trial of octreotide was 
recommended in consultation with the gastroenterology team.

Literature review Somatostatin analogues like octreotide have been 
reported in refractory diarrhoea from protein-losing enteropathy 
and hereditary transthyretin amyloidosis, though not specifically in 
AL amyloidosis. Nonetheless, AL amyloidosis guidelines recommend 
short‑acting somatostatin analogues like octreotide for severe or refractory 
diarrhoea despite use is off-label and evidence for long-acting formulations 
remains limited.

Pharmacist intervention, case progress and outcomes The haematology 
pharmacist participated in the haematology and gastroenterology ward 
rounds, provided literature review and facilitated inpatient access to 
octreotide following hospital formulary processes. The patient was trialed 
on low-dose octreotide (50 micrograms subcutaneous three-times-daily) 
to assess tolerability. Within two days bowel motion improved from 
8–10 to 1–4 per day, and the dose was continued for seven days. The only 
reported side effect was increased nausea. Before discharge, the pharmacist 
advised on outpatient options, recommending a transition to monthly 
long‑acting lanreotide (60mg subcutaneously). At one-month outpatient 
follow-up, the patient reported sustained symptom relief and improved 
quality of life. Lanreotide was continued for six doses before a trial of 
cessation was initiated to monitor for relapse.

Discussion Refractory diarrhoea can be very debilitating for patients 
and significantly impacts quality of life. This case highlights the potential 
of octreotide and lanreotide as a safe and effective treatment option for 
refractory diarrhoea in patients with gastrointestinal amyloid to improve 
symptoms and reduce distress.
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268 FROM HOURS TO MINUTES: THE SAFETY AND SAVINGS  
OF FASTER INFLIXIMAB INFUSIONS

Michele Arcidiacono1,2, Annabelle Bechara2, Dr Simon Ghaly2

1Department of Gastroenterology, Inflammatory Bowel Disease Service, 
St Vincent’s Hospital Sydney, Darlinghurst, NSW, 2Department of Pharmacy, 
St Vincent’s Hospital Sydney, Darlinghurst, NSW

EMAIL michele.arcidiacono@svha.org.au

Background Inflammatory bowel disease (IBD) is increasingly prevalent 
in Australia, with projections estimating that nearly 2% of Australians will 
be affected by 2030. Intravenous (IV) biologic therapies, such as infliximab, 
are highly effective treatments but place considerable demand on hospital 
ambulatory care infusion clinics. Current product information recommends 
that maintenance doses of IV infliximab be administered over a minimum of 
one hour. However, doses exceeding 6 mg/kg must be infused over at least 
two hours. This represents over half of the patients at our service, impacting 
clinic capacity and patient throughput.

Objective To improve patient access and cost efficiency in ambulatory care 
infusion clinics by implementing faster infliximab infusion protocols without 
compromising patient safety.

Action A new infliximab guideline was introduced, incorporating a structured 
administration protocol based on publications from national and international 
IBD centres. Patients who tolerated three standard two-hour infliximab 
infusions were transitioned to an accelerated infusion over one hour for 
the next four infusions, followed by ongoing rapid infusions over 30 minutes.

Evaluation A retrospective analysis was conducted on 86 IBD patients 
receiving IV infliximab between September 2023 and July 2024. 359 faster 
infusions were delivered—9% over one hour and 91% over 30 minutes—
saving a total of 362 chair hours. The increased efficiency allows the 
infusion clinic to potentially generate an additional $426,436 through 
enhanced activity-based funding. Four patients experienced infusion-related 
reactions during 30-minute infusions; three were mild and one moderate. 
Two patients were successfully re-challenged and continued with rapid 
infusions. No patients discontinued therapy due to adverse reactions.

Discussion Implementing faster infliximab infusion protocols substantially 
increased chair availability and clinic cost efficiency while maintaining safety. 
Enhanced access supports scalability of biologic treatments, optimises 
resource allocation, and is particularly beneficial in high-volume centres 
or settings with limited infusion resources.

269 FROM COUGH MEDICINE TO PARKINSON RELIEF:  
AMBROXOL’S NEW ROLE IN GAUCHER DISEASE

Poppy Savage1, Emily Harding1, Prof Jeff Szer1, Paul Toner1

1The Royal Melbourne Hospital, Melbourne, Vic

EMAIL poppy.savage@mh.org.au

Objective To evaluate ambroxol for Parkinson symptoms on the background 
of Gaucher disease.

Clinical Features A 52-year-old female with Gaucher disease type 1 (GD1) – 
an inherited metabolic disorder affecting the recycling of cellular glycolipids, 
developed Parkinson disease in 2022. Despite dopaminergic agonists 
improving symptoms, she experienced impaired typing, impaired movement, 
and fatigue. Ambroxol, a low-cost mucolytic medication commonly found 
in cough and cold remedies outside of Australia, was prescribed due to 
its synergistic effect with the enzyme replacement therapy velaglucerase 
alpha. Ambroxol acts as a pharmacological chaperone, crossing the blood 
brain barrier and binding to misfolded protein glucocerebrosidase in the 
endoplasmic reticulum. This results in correct protein folding and improved 
function of the enzyme, alleviating the neurological symptoms associated 
with GD1.

Literature Review Limited to case reports, an investigator-initiated registry 
found 25 of 41 patients treated with ambroxol reported improved or stable 
neurological disease, reduced fatigue, and increased physical activity.

Pharmacist Interventions, Case Progress, and Outcomes Ambroxol required 
an Individual Patient Use (IPU) application as it was non formulary. The IPU 
pharmacist reviewed the application, conducted a literature review, and 
researched historical use. They also checked for TGA-registered medications 
with similar effects. The pharmacist sourced ambroxol via the Special Access 
Scheme pathway, reviewed the clinical request and ensured the requested 
150mg-300mg BD dose suitability (average dose from Investigator‑initiated 
registry was 435mg/day). Interaction checks and precaution reviews were 
also performed. After approval, the pharmacist provided counselling 
resources for dispensing. At 6 weeks, the patient showed marked 
improvement in movement and reduced fatigue. At 18 months, she had no 
visible Parkinsonian signs and reported increased muscle prominence.

Discussion Medicine repurposing is a sustainable and financially viable tool 
for unmet therapeutic needs. The literature review highlighted ambroxol’s 
broader synergistic effects, suggesting potential future off-label use requests 
for other indications.
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270 THE PHARMACIST’S ROLE IN MANAGING PROTON  
PUMP INHIBITOR INDUCED VITAMIN B12 DEFICIENCY

Sylvia Behary1

1The Sutherland Hospital, Caringbah, Sydney, NSW

EMAIL sylviaboules@hotmail.com

Objective To highlight the pharmacist’s role in identifying vitamin B12 
deficiency associated with long-term proton pump inhibitor (PPI) use, 
through a case involving medication-related nutrient malabsorption.

Clinical Features A 68-year-old male presented with fatigue, low mood, 
and distal paraesthesia. He had been taking esomeprazole 40 mg daily for 
five years without reassessment. Laboratory investigations revealed anaemia, 
with haemoglobin of 95 g/L (normal : 120–160 g/L) and elevated mean 
corpuscular volume (MCV) of 108 fL (80–100 fL), consistent with macrocytic 
anaemia. Serum vitamin B12 was low at 140 pg/mL (200–900 pg/mL). 
Iron studies, including ferritin at 120 ng/mL (30–300 ng/mL) and transferrin 
saturation, were normal.

Literature Review Long-term PPI use suppresses gastric acid secretion, 
impairing vitamin B12 absorption and disrupting myelin and DNA synthesis, 
resulting in haematological and neurological dysfunctions like anaemia and 
paraesthesia. Despite this, prolonged and unmonitored use remains common. 
In contrast, H2 receptor antagonists provide moderate, intermittent acid 
suppression and may be safer for short-term use.

Pharmacist Intervention Vitamin B12 deficiency was identified, and 
intramuscular B12 treatment was initiated. During medication reconciliation, 
the pharmacist identified unreviewed PPI use as a potential contributor 
to the deficiency and symptoms. Collaborating with the medical team, 
the pharmacist recommended deprescribing esomeprazole, replacing it 
with a short course of an H2 receptor antagonist alongside lifestyle 
measures. Within days, serum B12 increased to 280 pg/mL and MCV 
decreased to 102 fL. The patient was advised to follow up with their GP, 
as neurological symptoms like paraesthesia can take months to resolve.

Discussion This case highlights the vital role of pharmacists as medication 
stewards, demonstrating that their involvement improves medication safety 
and therapeutic outcomes for patients. Through expert medication reviews 
and pharmacotherapy-based reasoning, pharmacists serve as integral 
members of the multidisciplinary team, identifying drug-related issues, 
such as unreviewed PPI use, that might otherwise be overlooked.

271 FIRST REPORT OF INTRAVENOUS ANAKINRA FOR HEMOPHAGOCYTIC 
LYMPHOHISTIOCYTOSIS FOLLOWING UPADACITINIB CESSATION 
IN ECZEMA HERPETICUM

Thao Trang1

1Monash Health, Melbourne, Vic

EMAIL thaontrang@gmail.com

Objective Hemophagocytic lymphohistiocytosis (HLH) is a rare and 
life‑threatening hyperinflammatory syndrome. The significant adverse 
effects of mainstay chemotherapies for HLH outweigh their efficacy. 
This case report evaluated the efficacy and safety of intravenous (IV) 
anakinra for the treatment of HLH secondary to eczema herpeticum (EH), 
following upadacitinib cessation.

Clinical Features A 29-year-old male with a history of extensive eczema 
presented with EH secondary to upadacitinib, a Janus kinase (JAK) inhibitor. 
Upadacitinib was abruptly ceased. Subsequently, he developed confusion, 
persistent fever, and elevated ferritin, soluble CD25 and liver enzymes, 
consistent with HLH.

Literature review Reported cases of EH or adult-onset HLH are rare. 
International case series suggest IV anakinra is effective and well-tolerated 
in treating HLH secondary to herpesvirus infections. Only one international 
guideline recommends a maximum 100 mg IV dose administered over 
60 seconds.

Pharmacist Interventions, Case Progress and Outcomes The patient was 
prescribed IV acyclovir for EH. Given significant skin oedema and potential 
for impaired absorption from conventional subcutaneous administration, 
the pharmacist recommended IV administration of anakinra for greater 
systemic and neurological penetration. The patient was prescribed loading 
doses of IV anakinra 2mg/kg (160mg) 24-hourly, continued subcutaneously 
thereafter as monotherapy. A slow IV bolus over 1–3 minutes was 
recommended by the pharmacist, marking the first documented safe 
administration of anakinra exceeding 100 mg for this rare presentation. 
Clinical and biochemical improvement were observed over three days. 
He was discharged in complete remission without any adverse effects.

Discussion This case highlights the emerging role of IV anakinra as a safe 
and effective monotherapy for secondary HLH in an adult patient when 
conventional routes may be compromised. This is the first reported use of 
IV anakinra to successfully treat HLH associated with EH post-JAK inhibitor 
cessation. Pharmacist-led interventions were crucial to optimize the efficacy 
and safety of novel therapies.
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272 RAPID THIOPURINE-INDUCED HAIR LOSS AND LEUKOPENIA: 
PHARMACIST-LED DETECTION AND MANAGEMENT 
OF NUDT15 DEFICIENCY

Vanessa Inserra1, Dr Saiumaeswar Yogakanthi1, Dr Mustafa Mohamedrashed1, 
Mrs Samantha Botta1, Angela Given1, A/Prof Mayur Garg1,2, Jier Nguyen1

1The Northern Hospital, Epping, Vic, 2University of Melbourne, Parkville, Vic

EMAIL vanessa.inserra2@nh.org.au

Objective To demonstrate the critical role of the inflammatory bowel disease 
(IBD) pharmacist in identifying Nudix Hydrolase 15 (NUDT15) deficiency 
and preventing severe thiopurine-related toxicity through pharmacist-led 
pharmacogenomic testing and proactive monitoring.

Clinical Features A 29-year-old South Asian male presented with chronic 
intermittent hematochezia and was diagnosed with moderate-to-severe 
ulcerative colitis. Initial management included intravenous corticosteroids, 
oral and rectal mesalazine, and low-dose azathioprine (50 mg daily) 
while awaiting thiopurine S-methyltransferase (TPMT) and NUDT15 
genotype results.

Literature Review While TPMT testing is standard before thiopurine use in 
IBD, NUDT15 testing remains inconsistently applied despite growing evidence 
of its predictive value for thiopurine-induced leukopenia, particularly in 
Asian populations. NUDT15 deficiency is strongly linked to early-onset, 
dose‑independent toxicity. Unlike TPMT, no universally accepted thiopurine 
dosing guidelines exist for NUDT15-deficient patients, posing safety risks.

Pharmacist Interventions, Case Progress and Outcomes In November 2024, 
NUDT15 testing was added to the pharmacist-led therapeutic drug 
monitoring (TDM) protocol for IBD patients starting thiopurines. 
During week 2 of treatment, pharmacogenomic testing showed TPMT *1/*1 
(normal metaboliser) and NUDT15 *3/*3 (poor metaboliser). Azathioprine was 
continued at 50 mg daily after discussion with the IBD medical team. By week 
3, the pharmacist detected leukopenia and promptly ceased azathioprine. 
The pharmacist escalated patient concerns of >80% scalp hair loss and 
patchy beard alopecia. Dermatology confirmed thiopurine-induced anagen 
effluvium from NUDT15 deficiency. Following a nadir neutrophil count of 
1.7 × 109/L, hematologic recovery occurred, and hair loss stabilised by 
week 8. The patient transitioned to biologic therapy, excluding thiopurines 
from future plans.

Discussion This case highlights the severe risks of NUDT15 deficiency 
and underscores the essential role of IBD pharmacists in preventing harm. 
Pharmacists are uniquely positioned to embed NUDT15 testing into clinical 
workflows, enhance early detection, prompt timely intervention, and support 
safer, personalised IBD care.

273 PHARMACIST-FACILITATED ACCESS TO OFF-PROTOCOL THERAPY 
IN RELAPSED HIGH-RISK MULTIPLE MYELOMA WITH DIALYSIS-DEPENDENT 
RENAL FAILURE

Anna Mejia1, Josephine Foo1,2, Sam Maleki1, Prof Stephen Ting2,3

1Eastern Health Pharmacy Department, Box Hill, Vic, 2Eastern Health 
Department of Haematology, Box Hill, Vic, 3Eastern Health Clinical School, 
Monash University, Melbourne, Vic

EMAIL anna.mejia@easternhealth.org.au

Objective To describe a case of off-protocol salvage chemotherapy for a 
patient with relapsed high-risk multiple myeloma and dialysis-dependent 
renal failure. 

Clinical Features A 79-year-old male was diagnosed with immunoglobulin 
G lambda (IgG λ) multiple myeloma. Initial findings included IgG λ 42g/L, 
free lambda light chains ( λ FLC) 670mg/L, and 80–90% marrow plasma cell 
infiltration. High-risk cytogenetics features included 1p and 17p deletions. 
Comorbidities included chronic kidney disease, atrial fibrillation, 
hypertension, and vascular disease. First-line therapy with bortezomib, 
lenalidomide, and dexamethasone achieved an adequate response, 
IgG λ reduced to 4g/L. Eight months later, after seven cycles, an aggressive 
relapse occurred ( λ FLC > 18,000mg/L), leading to dialysis. Patient was 
admitted to the haematology ward for urgent management.

Literature Review Daratumumab has demonstrated efficacy and safety 
amongst dialysis-dependent relapse patients, thalidomide is the preferred 
agent amongst immunomodulatory agents due to hepatic metabolism, 
while carfilzomib use in patients with severe renal impairment is not well 
established. Evidence for combination regimens in this setting is limited. 

Pharmacist Interventions, Case Progress and Outcomes Salvage 
chemotherapy with daratumumab, carfilzomib and dexamethasone 
was initiated. This off-protocol combination was considered more 
effective for controlling aggressive, high-risk relapse associated with 
dialysis dependency, where rapid reduction of λ FLC was clinically urgent. 
The pharmacist guided carfilzomib dose timing for dialysis in accordance 
with the product information, recommended cardiac monitoring, and 
coordinated daratumumab compassionate access. The pharmacist reviewed 
the off‑protocol regimen and obtained necessary head of unit approval. 
Despite ongoing dialysis dependence, the patient achieved a good response 
(λ FLC reduced to 39mg/L) and later transitioned to a less immunosuppressive 
regimen of carfilzomib, thalidomide, and dexamethasone. 

Discussion This case highlights the potential role of daratumumab, 
carfilzomib, and dexamethasone for aggressive relapse in dialysis-dependent 
multiple myeloma, especially when rapid disease control is critical. 
Pharmacist involvement is essential in individualising treatment, particularly 
when navigating off-protocol regimens in complex cases.
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274 KEEPING PRACTICE IN MOTION: NAVIGATING ANTICOAGULATION IN 
PREVENTING MALIGNANCY-ASSOCIATED VENOUS THROMBOEMBOLISM 
(VTE) IN RENAL FAILURE

Areej Jaffery1, Natalie Glen1

1Gosford Hospital, Central Coast Local Health District, Gosford, NSW

EMAIL areej.jaffery@health.nsw.gov.au

Objective To highlight the anticoagulation challenges in a patient with 
long-standing malignancy-associated VTE with renal failure, necessitating 
deviation from local prescribing guidelines.

Clinical features A 74-year-old male presented to emergency with 
dyspnoea on a background of chronic kidney disease and congestive 
cardiac failure. His past relevant medical history included metastatic 
right-lung cancer (2014), pulmonary embolism and concurrent deep vein 
thrombosis incidentally noted on cancer diagnosis, diabetic nephropathy, 
ischaemic heart disease, ischaemic stroke (2003 & 2023). He had been 
on long-term enoxaparin for malignancy-associated VTE prophylaxis. 
On admission, acute renal deterioration was identified (CrCl 10 mL/min), 
rendering enoxaparin contraindicated. Heparin infusion was initiated, 
but long-term use was unfeasible for discharge, prompting consideration 
of alternative anticoagulation.

Literature review Australian guidelines currently contraindicate apixaban 
use in patients with a CrCl< 25 mL/min due to limited data unless initiated 
on specialist advice. Whilst Australian guidelines are quite conservative, 
emerging international evidence and clinical practice guide the safe use 
of apixaban in patients with renal failure despite this being considered an 
“off‑label” use. Apixaban is preferred over rivaroxaban in these patients 
due to its lower risk of bleeding.

Pharmacist Interventions, Case Progress and Outcomes Haematology 
was consulted regarding ongoing VTE prophylaxis. Multiple options were 
considered including warfarin and heparin, both of which were precluded 
due to administration and monitoring considerations. Apixaban 2.5mg twice 
daily was initiated with careful monitoring. Pharmacy reviewed the patient’s 
risk of bleeding and guided monitoring during his admission. The patient 
was safely discharged on apixaban ongoing.

Discussion This case illustrates the dynamic nature of clinical pharmacy 
practice, where pharmacists play a critical role in balancing evidence, 
guidelines, and patient-specific factors. It reflects how clinical 
decision‑making remains in motion, especially in areas of therapeutic 
uncertainty, where navigating the shifting currents of new evidence 
and best clinical practice is essential for patient-centred care.

275 TYROSINE KINASE INHIBITORS IN THE TREATMENT OF BCR-ABL1 
ACUTE MYELOID LEUKAEMIA

Deena Tumber1, Josephine Foo, Dr Zille Khattak

1Eastern Health, Box Hill, Vic

EMAIL deenatumber@gmail.com

Objective To describe a case of de novo BCR-ABL1 acute myeloid 
leukaemia (AML) treated with a tyrosine kinase inhibitor (TKI) and 
intensive chemotherapy.

Clinical features A 71-year-old male with nil significant medical history, 
presented with fevers, rhinorrhoea, cough, fatigue, reduced appetite and 
night sweats. Initial pathology showed 15% circulating blasts on peripheral 
blood film, and bone marrow aspiration and trephine biopsy (BMAT) 
showed 29% blasts. Further analysis with fluorescence in-situ hybridisation 
reported a diagnosis of AML with BCR-ABL1 fusion gene. The haematology 
unit commenced imatinib with “7+3” cytarabine and idarubicin induction 
chemotherapy followed by intermediate-dose cytarabine (IDAC) 
consolidation chemotherapy.

Literature review Although commonly associated with chronic myeloid 
leukemia and acute lymphoblastic leukemia, the BCR-ABL1 fusion gene 
(chromosomal translocation t(9;22)(q34;q11)) in AML is rare and classified in 
the adverse-risk group. Evidence for TKI use in this population is lacking and 
only supported by small single-centre studies or case reports. These reports 
describe TKIs as an essential component of BCR-ABL1 AML treatment in 
combination with intensive chemotherapy.

Pharmacist intervention, case progress and outcomes The haematology 
pharmacist facilitated access to imatinib via hospital formulary processes, 
recommended renal dose adjustments, and managed drug interactions 
with posaconazole (antifungal prophylaxis). The patient commenced imatinib 
400mg oral daily, increasing to 600mg daily as renal function improved. 
After two cycles of IDAC, imatinib was switched to dasatinib 140mg daily 
given thrombocytopenia. Following cycle three, BMAT showed complete 
remission and no minimum residual disease (MRD). BCR-ABL1 levels remained 
low at 0.007% with undetectable peripheral blood levels. Patient was 
deemed inappropriate for allogenic stem cell transplant and continued 
dasatinib monotherapy.

Discussion Given the rarity and poor prognosis of BCR-ABL1 AML, 
novel treatment regimens are necessary to improve patient outcomes. 
Pharmacists play a vital role in facilitating access to these treatments, 
in setting of financial implications and managing the side-effect profile.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 190

276 MORE THAN A NOTE: CAPTURING CLINICAL IMPACT OF CANCER 
PHARMACISTS IN OUTPATIENT CARE

Grace Redmayne1

1Prince Of Wales Hospital Pharmacy, Randwick, NSW

EMAIL grace.redmayne@health.nsw.gov.au

Background At a metropolitan tertiary hospital, outpatient cancer treatments 
are managed in MOSAIQ. Unlike other electronic systems, MOSAIQ lacks 
embedded functions to record and extract pharmacist clinical interventions 
efficiently. Capturing this data is essential for identifying safety trends 
and pharmacist impact on patient care whilst contributing to activity-based 
funding metrics in an increasingly complex outpatient cancer environment.

Objectives To develop a simple and efficient tool for recording cancer 
pharmacists’ interventions in MOSAIQ, and to analyse intervention trends 
to improve medication safety for oncology outpatients.

Action An existing Pharmaceutical Society of Australia intervention template 
was adapted for purpose, assigning unique codes to specific intervention 
types. Relevant codes and self-assessed clinical significance for each 
encounter were recorded by pharmacists in MOSAIQ’s scheduling system. 
Monthly reports were generated to capture activity data by category.

Evaluation The coding tool was incorporated into routine workflow 
without significant barriers and allowed for effective categorisation of 
interventions. 2533 interventions were analysed across 1152 patients 
between March 2023 to May 2025.

The highest medication-related problems identified were drug selection 
issues (46.3%) and education/information requests (19.8%). Drug interactions 
(22.7%) and those involving complementary medicines (19%) were the most 
common sub-categories recorded.

Primary recommendations included providing information (61.7%) and 
medication histories (19.8%). Notably, personalised dosing charts for 
complex regimens encompassed 21.6% of all recommendations provided.

Reduction in intervention activity and/or recording of tasks undertaken 
was identified during periods of short staffing, reflecting potential 
workflow limitations.

Discussion The adapted coding tool offers a practical solution for MOSAIQ 
intervention data-collection, highlighting the value of pharmacists’ 
interventions whilst contributing to activity-based funding. Trend analysis 
has guided future workflow to enhance clinical safety, with drug selection and 
patient medication information activities prioritised in training and handover. 
This approach could be feasibly adapted for other systems/‌services seeking 
to quantify pharmacist impact in outpatient cancer settings.

277 TARLATAMAB-ASSOCIATED CYTOKINE RELEASE SYNDROME: 
LESSONS FROM THE USE OF A BISPECIFIC ANTIBODY FOR SOLID TUMOUR

Jack Dickin1, Alli Cooper1

1Royal Hobart Hospital, Hobart, Tas

EMAIL jackdickin96@gmail.com

Objective To describe our centre’s experience managing a patient treated 
with Tarlatamab (IMDELLTRA), a bispecific antibody (BsAb) accessed via 
the Special Access Scheme for extensive-stage small cell lung cancer 
(ES‑SCLC). BsAbs carry a risk of cytokine release syndrome (CRS) and immune 
effector cell-associated neurotoxicity syndrome (ICANS), both of which are 
life‑threatening oncological emergencies. Tarlatamab was the first BsAb used 
for a solid tumour at our centre.

Clinical Features A 63-year-old female with previously treated ES-SCLC 
received Tarlatamab. Following C1D1, she developed grade 2 CRS (fever, 
hypotension) managed with intravenous fluids and high-dose dexamethasone 
QID, as per ICANS management guidelines. This led to prolonged admission 
due to steroid-related fluid overload and hyperglycaemia, requiring 
treatment with frusemide and insulin.

Literature Review eviQ guidelines provide CRS management advice 
for TGA-approved BsAbs and CAR T-cell therapies. For Tarlatamab, 
the product information and clinical trial protocol recommend a single dose 
of dexamethasone, with escalation to tocilizumab (8 mg/kg, max 800 mg) if 
symptoms persist. There is limited local guidance for BsAbs in solid tumours.

Pharmacist Interventions, Case Progress, and Outcomes Pharmacists 
recommended tocilizumab following CRS onset on C1D1. Prior to C1D8, 
a multidisciplinary team discussed improvements to CRS management 
strategies. For C1D8, grade 2 CRS was managed with dexamethasone and 
tocilizumab, resulting in faster symptom resolution and shorter admission. 
A BsAb alert card and take-home dexamethasone with emergency 
instructions were supplied to the patient.

Discussion This case highlights the pharmacist’s role in managing emerging 
biologic therapies. Pharmacists contributed to medication access, guideline 
interpretation, and education. As BsAbs for solid tumours become more 
common, proactive pharmacist involvement will be vital for ensuring safe 
and effective care.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 191

278 OFF-LABEL USE OF PEGYLATED LIPOSOMAL FORMULATIONS 
AS CHEMOTHERAPY IN A HAEMATOLOGICAL SETTING

Josh Yong1, Josephine Foo1, Tamara Marconi2

1Pharmacy Department, Eastern Health, Box Hill, Vic, 2Cancer Services, 
Eastern Health, Box Hill, Vic

EMAIL josh.yong@easternhealth.org.au

Objective To describe a case where pegylated liposomal doxorubicin (PLD) 
replaced standard doxorubicin in R-mini-CHOP regimen (rituximab with 
reduced-dose cyclophosphamide, doxorubicin, vincristine and prednisolone) 
due to cardiovascular risk factors.

Clinical Features An 81-year-old male was admitted with swollen lymph 
nodes on the left side of his neck. Computed tomography (CT) scans 
demonstrated multiple cervical and intrathoracic lymphadenopathy. 
Subsequent lymph node biopsy confirmed Diffuse Large B-Cell Lymphoma 
(DLBCL). Comorbidities included congestive cardiac failure (LVEF 59%), 
atrial fibrillation and ischaemic heart disease with stents.

Literature Review R-mini-CHOP is the mainstay of therapy for elderly 
patients with DLBCL. However, due to the patient’s significant cardiac 
history, standard doxorubicin was contraindicated. Alternative formulations, 
such as PLD potentially allow improved selectivity and tissue penetration 
of the anthracyline molecule. Furthermore, peak plasma concentrations 
and cardiac exposure are lower than doxorubicin. However, in Australia, 
PLD is currently not approved for use in DLBCL. PLD doses used in 
investigative trials were either 30 or 40mg/m2; 30mg/m2 was selected 
for this patient.

Pharmacist Intervention, Case Progress and Outcomes The haematology 
pharmacist provided literature reviews to determine PLD dosing and 
facilitated non-formulary approval process for off-label use. Troponin 
levels were monitored throughout treatment, as requested by cardiology. 
Following success with the first inpatient cycle, the patient was discharged 
and received five further cycles of R-mini-CHOP as an outpatient, with PLD 
60mg replacing 50mg of doxorubicin. In cycle 6, chemotherapy was omitted 
due to pantocytopenia, and patient continued rituximab monotherapy. 
PET scans after cycle 2 and 6 showed nil signs of lymphadenopathy.

Discussion Despite haematological complications, PLD was an effective 
substitution for doxorubicin in R-mini-CHOP regimen for this patient with 
no reported additional cardiotoxicity. The pharmacist contextualised 
information from various literature reviews and recommended a suitable 
dose for curative intent, upholding the patient’s well-being as the main goal 
of treatment.

279 ENHANCING SAFETY IN CANCER SERVICES: A RISK ASSESSMENT 
FRAMEWORK FOR MONOCLONAL ANTIBODY HANDLING

Margaret Patterson1, Michelle Rantucci

1Slade Pharmacy, Auchenflower, Qld

EMAIL maggie.patterson@icon.team

Background Monoclonal antibodies (mABs) are widely used in the treatment 
of cancer and non-cancer conditions. Unlike traditional cancer treatments, 
mABs are not cytotoxic (unless conjugated to a cytotoxic molecule) and are 
usually not considered hazardous.

However, as new mABs are developed, many present novel mechanisms 
of action, increased compounding complexity, and uncertain compatibility 
with closed-system transfer devices (CSTDs), requiring additional assessment 
beyond existing general guidelines.

There was a clear need for a standardised tool to evaluate these risks 
and guide safe handling practices.

Objective To develop a risk assessment tool for our national cancer 
care organisation to evaluate the likelihood of internalisation and 
potential consequences of occupational exposure for individual mABs, 
while also assessing CSTD compatibility and outlining appropriate risk 
mitigation strategies.

Action A literature review was conducted to identify any existing risk 
assessment frameworks. Further research compiled key medication 
formulation factors that may influence the likelihood of systemic absorption 
upon exposure. A draft tool was developed and refined in collaboration 
with nursing and pharmacy teams and subsequently endorsed by the 
organisation’s Medication Safety Committee.

Evaluation Since implementation, several new mABs have been evaluated 
using the risk assessment tool. Feedback from pharmacists and nursing 
staff has been positive, reporting increased confidence when compounding 
and during administration of these medications, highlighting the value of a 
consistent, structured approach ensuring appropriate controls are in place.

Discussion While general guidelines exist for the safe handling of mABs, 
there was no comprehensive tool to assess the safety of individual agents, 
particularly in relation to compounding and administration requirements. 
This new risk assessment tool addresses that gap, enabling our national 
cancer care organisation to proactively evaluate each new mAB ensuring 
both medicine integrity and staff safety.
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280 LINES OF DEFENCE: EMBEDDING GOVERNANCE  
IN THE FRONTLINES OF CANCER TREATMENT

Peter Smart1, Stephanie Simkin1

1St John Of God Healthcare, WA, Vic, NSW

EMAIL peter.smart@sjog.org.au

Background In 2020, the Australian Commission on Safety and Quality in 
Health Care released the Standards User Guide for Medication Management 
in Cancer Care. This guide highlighted the need for: (i) a clinical governance 
framework to oversee cancer care, (ii) electronic medicines management 
solutions, and (iii) processes to ensure evidence-based prescribing. 
In response, a multi-site, multi-state private hospital network initiated 
a program to meet these requirements.

Objectives To establish an agile clinical governance system that supports 
a newly implemented Oncology Information Management System (OIMS), 
ensuring evidence-based prescribing while maintaining timely access to 
emerging therapies.

Action A centralised database of validated treatment pathways was 
developed via a three-step multidisciplinary review (pharmacist, nurse, 
medical specialist), alongside the implementation of the OIMS. Concurrently, 
a new pathway application process was introduced, categorising requests as: 

1.	 Standard – supported by strong evidence (e.g. eviQ)

2.	 Non-standard (non-urgent) – based on emerging or weaker evidence 
(e.g. new publications, conference data)

3.	 Non-standard (urgent) – as above, but requiring immediate 
patient access

4.	 Clinical Trials – governed by research committee approval

Non-standard requests require endorsement from a multi-site specialist 
panel of oncologists and haematologists, coordinated via an online survey 
tool. Urgent non-standard requests are reviewed locally, with prescribing 
restricted to a single patient prior to panel review.

Evaluation Three metrics were used:

1.	 Prescriber satisfaction, assessed via informal feedback and consultation

2.	 Response time, defined as days between request and validation

3.	 Compliance, defined as the percentage of non-standard pathways 
implemented without prior application, as detected during 
pharmacist review.

Conclusion Key enablers of success include responsiveness, pragmatism, 
and clinician consultation. Leveraging large-scale digital transformation 
to strengthen governance proved valuable. While prescriber workarounds 
remain a limitation, data analytics are being developed to detect and mitigate 
such practices, reinforcing system integrity.

281 IN MOTION: ENHANCING OXALIPLATIN DELIVERY EFFICIENCY 
THROUGH INFUSION TIME OPTIMISATION

Shefali Gandabhai1, Jim Siderov1

1Austin Health, Melbourne, Vic

EMAIL shefali.gandabhai@austin.org.au

Background Oxaliplatin at a dose of 85mg/m2 has standardly been 
administered over 120 minutes. Current literature demonstrates that a 
faster infusion time of 90 minutes does not significantly increase the risk 
of hypersensitivity reactions (HSRs); however, an increase in peripheral 
neuropathy (PN) has been reported.

Aim/Objective(s) We evaluated the safety and chair time impact of 
administering oxaliplatin 85mg/m2 over 90 minutes compared to the 
standard 120-minute infusion at a tertiary metropolitan hospital.

Methods A retrospective audit was conducted on 196 patients who received 
oxaliplatin 85mg/m2 over a 34-month period. Patients were divided into 
two groups: 87 patients received a 90-minute infusion (from 23 January 2024 
to 12 May 2025), and 109 patients received a 120-minute infusion 
(from 4 October 2022 to 22 January 2024). De-identified data on infusion 
duration, HSRs, and PN were collated from electronic medical records.

Results In the 90-minute infusion group, 5.7% (5 patients) experienced 
HSRs requiring treatment modification, and 19.5% (17 patients) had PN 
leading to treatment modification. In the 120-minute group, 5.5% (6 patients) 
experienced HSRs and 22.0% (24 patients) experienced PN requiring 
treatment modification. The faster infusion schedule resulted in a total 
infusion time saving of 43.5 hours, which would subsequently save overall 
day oncology unit chair time.

Discussion Although limited by a modest sample size and retrospective 
non‑randomised design, our findings suggest that a 90-minute oxaliplatin 
infusion is not associated with increased incidence of HSRs or PN requiring 
treatment modification. Optimising infusion duration may deliver operational 
benefits to day chemotherapy units by improving chair-time efficiency. 
These findings support the adoption of a 90-minute infusion for oxaliplatin 
85 mg/m² as a safe alternative to the 120-minute administration. Prospective 
evaluation and continued monitoring of clinical outcomes will be essential 
to validate these findings and ensure sustained safety and effectiveness in 
broader practice.
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282 EVALUATION OF CLINICAL TRIALS ACTIVATED IN OUR CENTRE 
OVER THE LAST 10 YEARS

Wing Gi Gigi Fung1

1Macquarie University Hospital Pharmacy, Macquarie Park, NSW

EMAIL gigifung123@hotmail.com

Background Clinical trials are essential in evidence-based medicine. 
They help to establish safe and effective new treatments, and improve care 
for patients with cancer or other health conditions. These trials also allow 
for the safe use of existing medications for new indications.

Aim To evaluate clinical trials activated in our centre over the past 
decade and assess equity of access, in order to inform future planning 
for patient care.

Methods We conducted a comprehensive audit of clinical trials activated 
between January 2014 to December 2024. They were reviewed by year, 
sponsorship type, phase, intervention type, speciality, number of patients, 
trials that could not recruit, trial duration and time required to recruit 
patients from site initiation visit. Oncology trials were further categorised 
into tumour streams for review.

Results A total of 292 therapeutic trials were activated, with 67.5% 
focusing on oncology. A total of 1639 patients were recruited. Almost all 
trials (97%) were sponsor-initiated. Among oncology trials, 79 (39.1%) were 
urogenital, 66 (32.7%) were solid tumours and 34 were (16.8%) breast related. 
Solid tumours and urogenital oncology trials had 469 and 463 patients 
respectively, while breast cancer trials had 131 patients. There was an 
increase in Phase I to Phase III trials, with very few Phase IV trials. 
Recruitment challenges were noticed for oncology trials involving upper 
gastrointestinal, skin, colorectal, head and neck, and advanced cancer trials. 
In non-oncology trials, recruitment was the most difficult for orthopaedic, 
haematology and gastrointestinal trials. The median duration of trials 
was 1.9 years and the median time from site initiation visit to first patient 
on trial was 61.5 days.

Discussion The unequal access to trials and suboptimal recruitment for some 
specialities present an area for improvement. Limited patient populations, 
complex eligibility criteria and investigators’ similar specialities may be some 
of the potential barriers.

283 ASSESSING PATIENT ADHERENCE TO ACTION PLANS FOR 
RESPIRATORY CONDITIONS AND IDENTIFYING BARRIERS TO ADHERENCE

Annie Wong1, Gillian Rowlinson1, Tracy Tse1, Yvonna Mangwayana2

1The Prince Charles Hospital, Brisbane, Qld, 2Queensland University 
of Technology, Brisbane, Qld

EMAIL annie.wong@health.qld.gov.au

Background Action plans help patients and carers recognise worsening 
symptoms of their respiratory condition and provide instructions on how 
to manage exacerbations. Action plan use reduces exacerbation duration, 
hospitalisation rate, healthcare costs, and improves patients’ quality of life. 
Adherence to action plans is reported to be suboptimal, but limited data 
is available.

Aim/Objective(s) This study aimed to assess patient adherence to respiratory 
action plans and identify barriers to adherence.

Methods A cross-sectional study was conducted among patients who were 
admitted to a metropolitan hospital with exacerbation of asthma, chronic 
obstructive pulmonary disease (COPD), or bronchiectasis and have existing 
action plan(s). Pharmacists interviewed patients over a 10-week period 
between March and June 2025 using a standardised questionnaire.

Results 37 patients admitted with exacerbations of respiratory conditions 
were interviewed. 49% of patients did not use their actions plans, 38% of 
patients adhered partially to their action plans, and only 13% of patients 
adhered fully to their action plans. Only 36.8% of patients who started 
their action plan medications saw their general practitioner (GP) within 
48 hours as recommended, 31.6% of patients presented to the hospital, 
while 31.6% did not seek medical advice in 48 hours . Barriers to adherence 
to action plans included no access to medications (28%), failure to 
recognise exacerbations (25%), lack of confidence in actions plans (16%), 
underestimating the severity of exacerbations (13%), forgetting to use action 
plans (9%), and forgetting being issued action plans (9%) .

Discussion Adherence to respiratory action plans is low, and many 
patients do not adhere to action plans fully. The common barriers to 
adherence include not having access to medications and failure to recognise 
exacerbations. Healthcare professionals providing care to these patients 
can ensure that patients have the medication prescriptions or supply and 
educate patients to recognise symptoms of exacerbations.
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284 TAILORING GANCICLOVIR THERAPY THROUGH THERAPEUTIC 
DRUG MONITORING IN A CHALLENGING HAEMODIALYSIS CASE

Erin McCaughey1,2, Amy Legg2,3

1Metro North Kidney Health Service, Brisbane, Qld, 2Royal Brisbane 
and Women’s Hospital, Brisbane, Qld, 3University of Queensland Centre 
for Clinical Research, Brisbane, Qld

EMAIL erin.mccaughey@health.qld.gov.au

Objective To review the evidence and utility of therapeutic drug monitoring 
(TDM) of ganciclovir and describe its use for a haemodialysis patient with 
complex pharmacokinetics.

Clinical Features A 53-year-old female with a failing kidney-pancreas 
transplant on tacrolimus, mycophenolate, and prednisolone was diagnosed 
with post-transplant lymphoproliferative disorder and commenced on 
rituximab and dexamethasone. Following two doses of rituximab, the patient 
was diagnosed with cytomegalovirus viremia (CMV) and the patient was 
readmitted to hospital for intravenous ganciclovir and haemodialysis.

Literature Review Current evidence supports intravenous ganciclovir for 
severe or life-threatening cytomegalovirus infection with dose adjustment 
recommended for declining renal function. Studies show patients with 
fluctuating renal function or those on haemodialysis benefit from ganciclovir 
TDM. Suggested target concentrations may be used in dose adjustments 
these complex patients. Given difficulties in calculating AUC, TDM programs 
target trough concentrations between 2–4mg/L.

Case Progress The patient commenced intravenous ganciclovir 1.25mg/‌kg 
(58mg) twice per week. However, there was concern for subtherapeutic 
exposure due to the patient’s significant urine output and twice-weekly 
haemodialysis. Trough levels revealed the patient had subtherapeutic 
concentrations (0.2mg/L-0.7mg/L), and ganciclovir was increased to 2mg/‌kg 
(100mg) twice per week.

Despite the dose increase, the patient was unable to reach ‘therapeutic 
concentration’, however CMV titres were reducing. Therapy was changed to 
oral valganciclovir 450mg twice per week. Supratherapeutic concentrations 
of ganciclovir (> 8mg/L) were recorded, and it was discovered the patient 
was inadvertently taking her dose daily. Upon dose reduction, the patient 
had trough concentrations of 1–3mg/L pre-haemodialysis, without evidence 
of toxicity.

Discussion This case highlights the variability of ganciclovir concentrations in 
patients with complex pharmacokinetics. This patient had significantly altered 
pharmacokinetics to a standard haemodialysis patient, including residual 
renal function resulting in urine output, and less frequent haemodialysis. 
Individualised dosing based on ganciclovir TDM was useful in this case.

285 SMART TOOLS, SAFER PILLS: A PHARMACIST-LED INTERPROFESSIONAL 
WORKFLOW INTERVENTION IN A DIALYSIS UNIT

Molly Bashford1,2, Casey Ball1

1Slade Pharmacy, Auchenflower, Qld, 2The University of Queensland, 
Woolloongabba, Qld

EMAIL molly.bashford@slade.net.au

Background Dialysis patients require complex medication regimens 
and experience a high pill burden, placing them at increased risk of 
medication‑related problems. Frequent transitions of care and interactions 
with multiple healthcare providers further complicate medication 
management. Clinical pharmacy services in outpatient dialysis units 
have shown to improve patient outcomes by addressing these challenges. 
Medication reconciliation is a key service, particularly during transitions of 
care, where accurate and timely communication is essential. Standardised 
tools such as the Medication Management Plan (MMP) and services through 
Partnered Pharmacist Medication Charting (PPMC) enhance medication 
accuracy, documentation, and interprofessional communication in the 
dialysis setting.

Objective To evaluate the impact of a pharmacist-led interprofessional 
workflow intervention—including a prioritisation tool and enhanced use 
of the MMP and PPMC.

Action A prioritisation tool was developed to identify patients for 
medication reconciliation, flagging those with MMPs older than six months 
or recent hospital admissions. A new workflow was implemented with the 
multidisciplinary team, incorporating PPMC and alert systems for prescriber 
review. Education sessions were delivered to the dialysis and pharmacy 
teams. Patient charts were audited pre-implementation (October 2024) 
and six months post-implementation (May 2025).

Evaluation Pre-intervention, 52 charts were reviewed; post-intervention, 46. 
The proportion of in-date MMPs increased from 17% to 85%. Among recently 
discharged patients, MMP updates within one month rose from 6% to 85%. 
Eighty percent of dialysis patients received a patient-friendly medication 
list on discharge post-intervention, compared to 40% pre-intervention. 
PPMC increased pharmacist clinical service time by 30 minutes/week, 
offset by a 60-minute/week reduction in time spent confirming verbal orders.

Discussion The prioritisation tool enhanced the scope of pharmacy services 
in the dialysis unit. MMP use improved communication and documentation, 
especially post-discharge. PPMC reduced verbal orders, improving medication 
safety. This pharmacist-led, multidisciplinary intervention supports safer 
transitions of care and is being considered for broader implementation.
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286 ANTIPSYCHOTIC POLYPHARMACY AND HIGH-DOSE PRESCRIBING 
ON DISCHARGE FROM A MENTAL HEALTH INPATIENT UNIT

Carolyne Miller1, Kayin Chan1, Saly Rashed1, Jeremy Couper2, Colin Curtain3

1Pharmacy Department, Eastern Health, Melbourne, Vic, 2Mental Health 
and Wellbeing Program, Eastern Health, Melbourne, Vic, 3School of Pharmacy 
and Pharmacology, University of Tasmania, Hobart, Tas

EMAIL carolyne.miller@easternhealth.org.au

Background Antipsychotics are essential in both acute and maintenance 
treatment of schizophrenia and schizoaffective disorder. Antipsychotic 
polypharmacy (concurrent prescription of two or more antipsychotics) 
for treatment-resistant and refractory schizophrenia is common practice 
despite limited supporting evidence. Global data suggests a median 
prevalence of 19.6% antipsychotic polypharmacy.

Objectives To determine the prevalence of antipsychotic polypharmacy 
and high-dose antipsychotic prescribing in patients with schizophrenia/ 
schizoaffective disorder discharged from mental health units in a Victorian 
metropolitan hospital network.

Method This retrospective, observational clinical audit included all 
hospitalised adult patients discharged from three mental health units 
between 1st June 2023 to 31st August 2023. Patients with a diagnosis 
of schizophrenia/ schizoaffective disorder who were discharged on at 
least one antipsychotic were included. Patients experiencing first-episode 
psychosis or prescribed only ‘when required’ antipsychotics were excluded. 
The cumulative dose of antipsychotics was calculated by expressing the 
dose of each antipsychotic as a percentage of its maximum recommended 
dose, and summated when more than one antipsychotic was prescribed. 
A cumulative dose exceeding 100% was considered high-dose.

Results A total of 171 patients were included in this study (mean age: 
42.7 years; range 20–72, 63% male). Of these, 90 patients (52.6%) 
were discharged with antipsychotic polypharmacy, 91 (53.2%) received 
antipsychotics within the recommended dose range and 80 (46.8%) 
were on high-dose antipsychotics. Eighty-two percent of involuntary patients 
received high-dose antipsychotics compared to 17% of voluntary patients 
(p=0.001). The most frequent combination of antipsychotic polypharmacy 
was olanzapine with paliperidone (21.1%; n=19).

Discussion Antipsychotic polypharmacy in this study was much higher 
than the global average. Involuntary patients may receive high-dose 
or polypharmacy antipsychotics due to the severity of their illness. 
Further analysis of this dataset should seek impacts of side-effect burden, 
hospitalisation rates, treatment costs and mortality, and whether there 
was an assessment for the consideration of clozapine.

287 BEYOND BLOCKED UP: EVALUATING THE MANAGEMENT  
OF CLOZAPINE-INDUCED GASTROINTESTINAL HYPOMOTILITY  
IN A WA HOSPITAL

Chiyo Totten1

1South Metropolitan Health Service (Fremantle Hospital), Fremantle, WA

EMAIL he219477@health.wa.gov.au

Background Clozapine is the ‘gold-standard’ pharmacotherapy for 
treatment-resistant schizophrenia and there are established protocols 
for managing potentially fatal side effects such as agranulocytosis and 
myocarditis. Clozapine-induced gastrointestinal hypomotility (CIGH) is a 
more common side effect than agranulocytosis and is implicated in a greater 
number of fatalities of patients on clozapine. There are no current guidelines 
for managing and preventing CIGH at this WA hospital and evidence suggests 
it is underreported.

Objectives To review the incidence and management of clozapine induced 
gastrointestinal hypomotility of inpatients commenced on clozapine at this 
WA hospital from 01/01/2023 to 31/12/2024.

Method Using hospital software, a list of inpatients initiated on clozapine 
during the audit period was generated and then reviewed using digital 
medical record and iClinicalManager. Data was collected using REDCap® 
on risk factors for CIGH, aperient therapy, the incidence and management 
of constipation and the frequency and quality of bowel check documentation.

Evaluation 33 patients were screened, and 7 patients were excluded from the 
audit as they met the exclusion criteria, leaving 26 patients. Exclusion criteria 
included patients who ceased clozapine prior to day 28 of dose‑titration. 
14 (54%) patients experienced constipation during their admission, however 
only 7 (50%) of these patients had a recorded intervention to manage it. 
A total of 23 (88%) patients received regular aperients. Only 1 patient 
received daily bowel checks for the first 4 weeks of clozapine therapy, 
and the average number of days bowels were checked in the first 4 weeks 
of clozapine therapy was 18 out of 28 days. A prescription for aperients 
on discharge was provided to 18 (69%) patients.

Discussion This audit demonstrated that the documentation of bowel habits, 
interventions to manage constipation and continuity of therapy with regular 
aperients was inadequate. This highlights the need for new guidelines and 
education to be implemented.
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288 GUIDANCE ON GUIDELINES: LITHIUM LEVELS WHEN MULTIPLE 
GUIDELINES ARE AVAILABLE

Hannah Smith1, Lee Hanley1, Dr Louise Lord1,2

1Pharmacy Department, Royal Melbourne Hospital, Melbourne, Vic, 
2Experiential Development and Graduate Education (EDGE), Faculty of 
Pharmacy and Pharmaceutical Sciences, Monash University, Melbourne, Vic

EMAIL hannah.smith2@mh.org.au

Background Lithium is indicated as first-line treatment for acute mania 
and bipolar disorder maintenance. Its narrow therapeutic index and potential 
for toxicity necessitate therapeutic drug monitoring (TDM) to ensure patient 
safety and treatment efficacy. Multiple guidelines are available to advise on 
the correct timing of lithium TDM, however are not consistent. At our hospital 
it is currently unknown what guidelines are followed. Understanding this 
may lead to specific and consistent clinician support, resulting in optimal 
medication management.

Aim/Objective(s) To evaluate lithium TDM practices and assess compliance 
with two evidence-based guidelines at a quaternary hospital.

Methods A retrospective audit was conducted on 150 randomly sampled 
lithium levels taken between 01/07/24–31/12/24. Levels were excluded 
if taken to investigate urgent toxicity. Appropriateness was assessed 
using Maudsley Prescribing Guidelines and Therapeutic Guidelines (eTG). 
Levels were classified as appropriate if taken at 1) steady state and 
2) either 10–14 hours post-dose (Maudsley) or 8–12 hours post-dose (eTG).

Results A total of 133 levels fit inclusion criteria. Overall, 63/133 (47%) 
of all levels were taken at an appropriate time per either guideline. A total 
of 16/133 (12%) of all levels were taken at a time that aligned with both 
guidelines (10–12 hours post dose) and when analysed against individual 
guidelines, 59/63 (94%) of appropriate levels fit Maudsley criteria, while 
20/63 (32%) fit eTG criteria. Of the 70/133 (53%) levels not compliant 
with either guideline, 47/70 (67%) were taken pre-steady state. For those 
23 levels that were at steady state, 17/23 (74%) were taken too early for 
either guideline and the remainder taken too late.

Discussion These findings reflected suboptimal lithium TDM regardless of 
which guideline was applied. This highlights the need for further investigation 
as to what factors drive lithium TDM ordering decisions and provide an 
opportunity to optimise clinical practice and patient outcomes.

289 MOMENTUM IN PSYCHIATRY: TRACKING ZUCLOPENTHIXOL ACETATE 
PRESCRIBING AND MONITORING – CLINICAL AUDIT REPORT

Dr Gabriel Jackson1, Kirsty Luck2, Dr Alice Gilbert3

1Royal Darwin Hospital, NT Health, Darwin, NT, 2Top End Mental Health 
Service, NT Health, Darwin, NT, 3Medicines Management Team, NT Health, 
Darwin, NT

EMAIL kirstyluck7@gmail.com

Background Zuclopenthixol acetate (ZA) is used to manage agitation 
in acute psychosis and mania. A Quality Improvement Project (QIP) at 
an approved mental health treatment facility addressed inconsistencies 
in prescribing and monitoring practices. Subsequent audits highlighted 
improved prescribing practices but revealed that monitoring practices 
required further improvement.

Objective To evaluate prescribing, administration and monitoring compliance 
of ZA against a mental health treatment guideline.

Method Data were extracted from the electronic medication chart and 
progress notes for all inpatients who received ZA between August 2023 
and August 2024. 47 episodes of ZA administration for 21 patients were 
evaluated. Clinical indicators included: psychiatrist reviews; prior medication 
history; ECG and pathology requests; and concordance with monitoring 
protocols post-administration.

Results Discrepancies were noted between the clinical activities requested 
in progress notes and number of activities carried out. Of the 47 ZA 
administrations, 44 (94%) had antipsychotics withheld on their medication 
chart, with 23 (49%) having it documented in their notes for this to occur. 
Written requests for pre-administration ECGs occurred for 34 (72%) cases, 
with ECGs occurring in 37 (80%) cases. Post-administration monitoring did 
not concord with the procedure monitoring recommendations. Potential 
contributors included staffing deficits, and patient behaviour/refusal of 
monitoring observations. Critically, two episodes of a cumulative ZA dose 
over 400mg within 14 days were recorded for the same patient during one 
admission, demonstrating non-concordance with dosing recommendations.

Conclusion This audit highlights critical areas for improvement in 
documentation practices and monitoring concordance to improve 
patient safety. Recommendations include further education for staff 
regarding clinical documentation standards and ongoing auditing to 
ensure concordance with the procedure. Future audits should maintain 
the same data points for collection, to facilitate reliable comparisons. 
This will assist with review of QIP impact, to ensure activities undertaken 
improve patient safety.
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290 ANTIPSYCHOTICS AND METABOLISM: A CRITICAL HEALTH CHECK-UP

Kristy Leathart1

1The Prince Charles Hospital, Qld Health, Brisbane, Qld

EMAIL kleathart14@outlook.com

Background Metabolic syndromes and type 2 diabetes are more prevalent 
in patients with schizophrenia. This metabolic syndrome increases the risks 
of heart disease such as visceral obesity, dyslipidaemia, hypertension and 
hyperglycaemia. Early identification of metabolic abnormalities can help 
reduce long term adverse health outcomes, therefore appropriate monitoring 
and screening of patients with these disorders is paramount.

Aim To evaluate current practices for metabolic screening of inpatients 
admitted to an acute mental health ward.

Methods A retrospective clinical audit was conducted for all patients 
who had been discharged from an acute mental health ward between 
1 July 2023 and 30 September 2023. Inclusion criteria was patients aged 
18 years or above admitted for more than 48 hours and prescribed a regular 
antipsychotic. Patients who had metabolic monitoring completed in the 
previous six months were excluded. Data for included patients was used to 
assess if metabolic screening had occurred in accordance with the hospital 
guideline either during their inpatient stay or in the preceding six months. 
This screening includes both physical parameters such as weight, body mass 
index (BMI), waist circumference and blood pressure as well as pathology 
screening of thyroid function, prolactin, HbA1c, lipids, full blood count, 
vitamin B12 levels and liver function tests.

Results A total of 130 patients with a median age of 40 years old were 
included. Findings revealed that only 17% of patients received all 
recommended metabolic screenings, although compliance was higher 
for pathology testing (50%) compared to physical parameters (8%). 
Documentation was also found to be poor, with only 9% of participants 
having their screening documented on a metabolic monitoring form as 
outlined in the hospital guideline.

Discussion Currently compliance with metabolic screening is low. Future 
efforts should focus on identifying barriers to compliance and establishing 
workflows within medical ward rounds to promote comprehensive 
monitoring practices.

291 MANAGING ADVERSE EFFECTS OF LITHIUM IN BIPOLAR DISORDER: 
NAVIGATING RISK-BENEFIT RATIOS IN RECURRENT DIABETES INSIPIDUS

Niloufar Pepperell1, Dr Michael Daly1,2

1Tasmanian Statewide Mental Health Service – Peacock House, Hobart, Tas, 
2Capital and Coast District Health Board, Wellington, Te Whatu Ora

EMAIL niloufar.pepperell@gmail.com

Objective To demonstrate how collaborative risk-benefit assessment, 
effective monitoring, and recovery-orientated management can benefit 
individuals with Bipolar Disorder through avoiding discontinuation of a 
gold standard treatment.

Clinical Features A 38yearold male with an eight year history of Bipolar 
Affective Disorder Type I developed hypomanic symptoms after lithium 
was ceased and lamotrigine initiated due to prior lithium-induced Diabetes 
Insipidus (DI). He was subsequently admitted to an inpatient mental health 
service with progressive features indicating emerging mania.

Literature Review Lithium is a gold standard treatment for Bipolar Disorder. 
Evidence supports its efficacy in acute and maintenance phases and in 
suicide prevention. Concerns relating to nephrotoxicity and DI often lead 
to underutilisation or cessation. Literature emphasises individualised 
approaches to help balance therapeutic benefit against potential renal 
and endocrine complications.

Pharmacist Interventions, Case Progress and Outcomes Lithium was 
cautiously reintroduced, and olanzapine commenced, with Pharmacist‑led 
monitoring of tolerability, serum lithium levels and renal function. 
Polyuria and anergia developed and were concerning for DI recurrence. 
Lithium levels were reduced to within a lower therapeutic range and 
sodium valproate added. The patient’s condition improved without 
further progression of DI, enabling discharge on lithium and tapering 
olanzapine. The Pharmacist provided psychoeducation, early recognition 
of a contributing anti‑cholinergic burden secondary to olanzapine, ongoing 
medication review, and was essential in supported decision-making.

Discussion This case demonstrates that early signs of lithium’s adverse 
effects such as DI do not always necessitate permanent discontinuation. 
Pharmacist involvement was key in ensuring a patient-centred risk-benefit 
analysis. Through monitoring and dosing adjustments patients may avoid 
unnecessary cessation and maintain therapeutic benefits. Emphasising client 
autonomy and supported decision-making principles are key to preserving 
access to evidence based treatments in suspected DI.
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292 UP IN SMOKE: THE IMPACT OF GOING COLD TURKEY ON NRT 
CHARTING IN PSYCHIATRY

Sam Harding1, Yimei Ai, Harmony Huang, Sue Cheng, Michelle Lim,  
Suji Lee, Dr Louise Lord

1Melbourne Health, Parkville, Vic

EMAIL hardingsam311@gmail.com

Background Smoking rates remain disproportionately high among people 
with mental illness. In psychiatric inpatient settings, inadequate smoking 
status documentation and delayed nicotine replacement therapy (NRT) 
charting may lead to nicotine withdrawal and poorer outcomes. Multiple 
healthcare professions (HCPs) can document and chart NRT; however, it is 
unclear if this is occurring or its relationship to new policy implementation.

Objectives To evaluate time to smoking history documentation 
and charting of NRT from admission, before and after implementation 
of a strict smoke‑free policy in an inpatient adult psychiatry unit at a 
quaternary‑referral metropolitan hospital.

Methods The new policy was implemented in August 2024. Patient 
encounters between February 2024 and January 2025 were reviewed. 
Patient demographics, smoking status documentation, and NRT were 
recorded alongside time of admission. Results were stratified by HCP. 
Descriptive and non-parametric statistics (Kruskal-Wallis, Mann-Whitney U) 
were performed.

Results A total of 581 patient encounters were eligible for inclusion 
(before policy n=150, after policy n=431). Smoking status documentation 
was significantly quicker post implementation (median time 3.55 vs 4.4 hours, 
p<0.04). NRT charting time was also quicker after policy implementation 
though not statistically significant (4.7 vs 5.3 hours, p=0.285). Full completion 
of smoking status documentation increased post policy from 13% (20/150) 
to 31% (134/431, p<0.05) however multiple incomplete records were 
noted. Doctors charted NRT most prevalently (pre: 81% (122/150), post: 
76% (328/431) with nurses completing all other charting. There was no 
record of pharmacist charting at any time.

Discussion Documentation of smoking history and NRT charting improved 
post implementation of a strict smoke-free policy, with the majority 
of documentation being completed by doctors. This study highlights 
the opportunity to further improve smoking management and utilise 
pharmacists alongside other HCPs to provide timely access to NRT in 
a high‑risk population.

293 TWO IS BETTER THAN ONE: DUAL LONG ACTING NJECTABLE  
THERAPY IN TREATMENT RESISTANT SCHIZOPHRENIA

Sonia Wardak1

1Northern Health, Epping, Vic

EMAIL sonia.wardak@nh.org.au

Objective To compare the efficacy and safety of dual long acting 
injectables (LAI) therapy versus single LAI monotherapy in treating 
schizophrenia in complex patients where other treatment has failed.

Clinical features A 27-year-old indigenous male presented with a 
history of schizophrenia, PTSD, illicit substance dependence and misuse, 
and poor engagement with mental health services. The patient was initially 
on paliperidone 150mg IM every 3 weeks, but experienced relapse of 
psychotic and behavioural disturbances adn was subsequently admitted 
to the Mental health unit. He was trialed on dual LAIs: Paliperidone 
150mg IM every 4 weeks and Aripiprazole 400mg IM every 4 weeks,  
dosed in alternate fortnights.

Literature review A review of available literature showed dual LAI use in 
treatment-resistant schizophrenia is limited but growing. Initial research 
indicates potential benefits of combining LAIs for refractory cases 
unresponsive to monotherapy; dual therapy may target different symptom 
domains and improve overall efficacy. However, this approach remains 
off‑label and requires careful titration and monitoring.

Pharmacist interventions, case progress, and outcomes Following initiation 
of dual LAIs, the patient showed significant clinical improvement, including 
enhanced symptom control with reduced agitation, better adherence, 
and fewer hospital readmissions. Pharmacists were aware of potential 
benefits and ensured close monitoring for increased risks of adverse effects 
and drug interactions. They also coordinated injection schedules with the 
patient’s routine, reducing missed doses and developing a management plan 
for the multidisciplinary team.

Discussion This case highlights the potential role of dual LAI antipsychotic 
treatment in complex schizophrenia patients with poor response to standard 
therapy, especially when compounded by substance misuse and behavioural 
issues. Multidisciplinary management and individualised treatment plans are 
crucial for optimising outcomes. While further research is needed, dual LAI 
therapy offers a promising option for symptom control and reducing relapse 
in highly refractory schizophrenia under specialist supervision.

https://mm2025.adpha.au


MEDICINES 
MANAGEMENT 

2025

Medicines Management 2025	 mm2025.adpha.au	 199

294 FUTURE IS IN SIGHT: PHARMACY’S ROLE IN THE VISTA® GENETICALLY 
MODIFIED ORGANISM TRIAL

Anna Tran1

1Royal Eye And Ear Hospital, East Melbourne, Vic

EMAIL anna.tran@eyeandear.org.au

Background Laruparetigene zovaparvovec (Vista®) is an investigational 
gene therapy that is a non-replicating, recombinant adeno-associated 
virus vector. It has been developed for the treatment of X-Linked Retinitis 
Pigmentosa (XLRP) caused by mutations in the retinitis pigmentosa GTPase 
regulator (RPGR) gene. XLRP leads to progressive vision loss, night blindness, 
and declining visual acuity, accounting for approximately 10% of all retinitis 
pigmentosa cases. Vista® is currently in Phase 2/3 clinical trials in Australia.

Objective To safely manage, prepare, and deliver Vista® gene therapy 
in accordance with regulatory, biosafety, and clinical trial requirements, 
ensuring optimal patient outcomes and protocol adherence.

Method The clinical trial is a randomized, controlled, masked, multi-centre 
study assessing the efficacy, safety, and tolerability of two doses of Vista® 
(High Dose: 6.8 × 1011 vg/eye and Low Dose: 3.7 × 1011 vg/eye) compared to 
an untreated control group.

The unmasked pharmacy team played a critical role in:

•	 Product receipt, storage, preparation, and delivery to the 
operating theatre

•	 Continuous temperature monitoring using Min/Max thermometers 
during dilution, thawing, and transport

•	 Compliance with Office of Gene Technology Regulator (OGTR) 
requirements for the safe handling, storage, and disposal of product

•	 Educating patients on medication regimens, including prophylactic 
antivirals and corticosteroids

Evaluation Pharmacy-led coordination enabled the safe and 
compliant preparation and delivery of Vista® for surgical administration. 
Key outcomes included:

•	 Successful adherence to strict biosafety and OGTR protocols

•	 Implementation of post-operative regimens, including 4 weeks 
of antivirals, systemic corticosteroids at 1 mg/kg, and topical 
corticosteroids

Discussion The introduction of Vista® into clinical practice expanded the 
pharmacy’s expertise in gene therapy management and reinforced the 
importance of OGTR compliance, cold chain integrity, and cross-disciplinary 
collaboration. The pharmacy team’s involvement was essential in supporting 
the safe, effective, and regulatory-compliant delivery of advanced therapy 
within a complex clinical trial environment.

295 BOOSTING PHARMACY ONBOARDING:  
ENHANCING BUDDY SUPPORT WITH A STRUCTURED CHECKLIST

Belinda Chappell1, Lily Hatt1

1Caboolture Hospital, Queensland Health, Caboolture, Qld

EMAIL belinda.chappell@health.qld.gov.au

Background A buddy system was implemented in the pharmacy department 
to support the social and emotional needs of new team members during 
their orientation period. Feedback via survey was sought in early 2024. 
Survey responses were positive with constructive feedback from volunteer 
buddies identifying a need for additional structure.

Objective(s) To strengthen the buddy system experience with the 
development and implementation of a checklist.

Action (Method) A checklist was designed to include a detailed 
description of the buddy role and a structured timeline to guide regular 
engagement across the orientation period. Feedback from buddies and 
the leadership team was requested and actioned prior to implementation. 
The checklist was used for the onboarding of seven new team members 
in late 2024 / early 2025. Qualitative surveys were sent to each new team 
member and their buddy four months after commencement. Original survey 
questions were repeated with additional questions about the checklist. 
Responses were anonymous.

Evaluation Five buddies (71%) and seven new team members (100%) 
responded to the surveys. Eighty percent of buddies used the checklist 
and found it helpful. Some buddies commented that the additional structure 
allowed for flexibility to the individual needs of the new team member. 
All new team members understood the role of the buddy and rated the 
experience as excellent or good. Common themes identified from free text 
responses of new team members included ‘friendly’, ‘additional support’, 
‘someone specific to go to’, and ‘someone to ask questions’. All buddies 
rated the experience highly, finding satisfaction in their role.

Discussion The checklist provided the intended additional support to new 
team members and buddies during an exciting yet often stressful period. 
The response to the buddy system shows the impact a socially supportive 
environment can have on staff wellbeing and job satisfaction and highlights 
the need for ongoing focus.
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296 DEVELOPMENT OF A PHARMACY-SPECIFIC WORKFORCE 
LEADERSHIP ROLE TO UNDERPIN A RECRUITMENT, RETENTION 
AND WELLBEING STRATEGY

Jane Booth1, Tom Chynoweth1, Nicole Dirnbauer1, A/Prof Sue Kirsa1

1Monash Health, Clayton, Vic

EMAIL jane.booth@monashhealth.org

Background Demand for hospital pharmacists continues to grow 
in Australia, with a 50% increase from 2013 to 2021. Ability to recruit 
in sufficient numbers only partly addresses the high level of demand. 
Employee experience is increasingly recognised as critical to retention 
and wellbeing of the workforce.

Objectives A holistic workforce strategic plan and focused management 
roles were developed to address workforce challenges at a large 
metropolitan pharmacy department.

Action A pilot role, Assistant Deputy Director of Pharmacy (ADDoP) – 
Workforce and Wellbeing (ADDoP), was implemented in 2023.

Initial objectives of the role were to:

1.	 Develop and implement the Pharmacy Workforce Plan focused on 
Recruitment, Retention and Wellbeing

2.	 Develop sustainable systems to improve efficiency, procedural fairness 
and corporate memory around recruitment.

3.	 Improve on-boarding processes to support new starters with 
efficiencies in training and orientation.

4.	 Create a value proposition with clear messages for potential applicants 
and the existing workforce.

5.	 Sustain evidence-based strategies for workforce wellbeing as 
business‑as-usual activities.

Evaluation Key achievements of the role:

1.	 Pharmacist vacancy rate reduced from 18.0% to 3%.

2.	 Median time from application to appointment reduced by 30%.

3.	 Implementation of standard processes for onboarding across 
seven sites.

4.	 Significantly higher applicant numbers for advertised positions, 
including a 114% increase in demand from early career pharmacists.

5.	 Recognition of wellbeing initiatives at organisational and state levels.

Results were used to develop a successful business case for permanent 
and expanded funding for the initiative.

Discussion In the absence of a dedicated workforce resource, activities 
are conducted at the expense of other work, impacting on the ability to 
provide excellent patient care. A pharmacist-led Workforce Leadership role 
combines professional credibility, links to the broader profession and an 
understanding of the health landscape.

297 CULTIVATING A SUSTAINABLE APPROACH  
TO PRACTITIONER WELLBEING

Jane Booth1, Wendy Ewing1, A/Prof Sue Kirsa1

1Monash Health, Clayton, Vic

EMAIL jane.booth@monashhealth.org

Background Employee experience is increasingly recognised as critical 
to retention and wellbeing of the workforce.

Objectives The Pharmacy Workforce Wellbeing Initiative (PWWI) is a 
sustainable workforce wellbeing strategy that consists of:

1.	 Asking “What Matters to You?”

2.	 Reflective Practice Program

3.	 Wellbeing Champions

Actions What Matters to You (WMTY) conversations come from the 
IHI framework for Improving Joy in Work. The IHI framework provides 
a source of timely, candid feedback, specific to the Pharmacy Program. 
Improvement science principles are used to address challenges identified.

Reflective practice is an opportunity to develop self-awareness. The program 
is run in collaboration with the psychology team and based on the psychology 
supervision model. Participants are paired with a supervisor who is not 
a peer or line manager and meet to reflect on the experience of working 
in healthcare.

The PWWI team convene the Wellbeing Committee, with membership from 
across the Pharmacy Program tasked with local implementation of initiatives.

Evaluation The first WMTY conversations were conducted in 2022 with 
73% of staff participating (n=398). In 2024, 40% of the Pharmacy team 
participated. WMTY conversations have identified many suggestions for 
improvements ranging from immediate to more complex. “What Matters 
to You?” has become part of the lexicon of the Pharmacy Department.

Results from the pilot Reflective Practice program (n=40) are promising. 
90% of participants rated the program as “somewhat” or “extremely” useful. 
Measures of wellbeing have improved and scores of relationship quality 
were high.

Activities of the Wellbeing Committee centre on the themes from staff 
surveys. In addition, a calendar of events runs including the Wellbeing Week, 
“Non-scrub Days” and shared morning teas.

Discussion Pharmacy practice continues to respond to the demands of 
contemporary healthcare. This requires a focus on creating an environment 
people are drawn to work within. The PWWI addresses wellbeing sustainably.
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298 EMPOWERING PHARMACISTS WITH A CIRCLE OF CONTROL 
STRATEGY TO ADDRESS WORKPLACE DISSATISFACTION

Mahmoud Mohamed1

1WSLHD, Blacktown, NSW

EMAIL ma7moud_rushdy@yahoo.com

Background The 2023 statewide People Matter Employee Survey 
identified widespread dissatisfaction among pharmacy staff regarding 
a lack of transparency in decision-making, ineffective communication, 
inadequate staffing, and workload inequities. While some of these concerns 
were systemic, local solutions were sought to foster a more empowered, 
resilient workforce.

Objective To improve pharmacist engagement and satisfaction by 
implementing a Circle of Control framework that enabled staff to 
collaboratively identify and address workplace challenges within their 
sphere of influence.

Action A clinical pharmacy team of 22 staff participated in structured 
team‑based workshops. Staff were invited to anonymously submit workplace 
concerns, which were then categorised using the Circle of Control model 
(control, influence, or beyond control). Actions within control or influence 
were prioritised, allocated champions, and tracked over time. Quarterly 
sessions were introduced to support ongoing identification, resolution, 
and accountability. Results were regularly shared through status reports 
to maintain transparency and momentum.

Evaluation More than 40 unique issues were identified, with key themes 
including communication processes (e.g. meetings, email updates, pager use), 
rostering, multi-ward coverage, workload equity, and access to professional 
development. Within six months, approximately two-thirds of issues had 
been resolved or were actively being addressed. Staff reported improved 
morale, stronger team cohesion, and greater willingness to collaborate 
during periods of high demand. Issues identified as outside local control, 
such as staffing levels, were acknowledged and respectfully de-escalated.

Discussion This pharmacist-led initiative provided a psychologically 
safe and structured method for surfacing and addressing dissatisfaction. 
It empowered staff to shift focus toward constructive, achievable change, 
enhancing ownership and trust within the team. The process is sustainable, 
adaptable to other settings, and has potential to inform wider workforce 
engagement strategies in pharmacy practice.

299 WE ARE TEAM PHARMACY – CREATING AND EMBEDDING 
OUR DEPARTMENT VALUES

Paul Toner1, Joanne Young1, Kerryn Griffett1, Daniel Obrien1,  
Mary Etty-Leal1, Michelle Nalder1, Ms Jessica Walker1

1The Royal Melbourne Hospital, Parkville, Vic

EMAIL paul.toner@mh.org.au

Background A positive workplace culture supports productivity, engagement, 
and psychological safety thus empowering staff to speak up and work 
collaboratively. Feedback from staff surveys highlighted an opportunity 
within our pharmacy department to strengthen our values and behaviours 
to enhance our team culture.

Objective(s) To develop local “Ways of Working” that embed organisational 
values, clarify team expectations, and positively shape our department’s 
culture, to reflect that it’s a great place to work.

Action (Method) Sixty pharmacist and technician leaders attended one of 
three “Ways of Working” Workshops, facilitated by the People, Culture & 
Safety Team. The sessions covered expectation, clarification, communication, 
confrontation, and celebration conversations. Discussions focused on how 
to promote a values-led culture, support respectful behaviour, and empower 
teams to address issues constructively.

Evaluation Themes that arose from the workshops included the importance 
of communication, transparency, respect, and kindness. ”Team Pharmacy 
Ways of Working” was subsequently developed and outlined our culture 
and value-based principles. These were further refined through drop-in 
consultations to ensure alignment with workshop insights and explore how 
these values could be practiced and sustained in daily work. It was then 
launched department-wide through staff meetings and digital platforms. 
Further engagement was driven through team discussions, where staff shared 
examples of how to apply these principles in practice. A whole of department 
team photo was also arranged to form a sense of pride and belonging.

Discussion Introducing a team vision and re-establishing our expectations 
has renewed our commitment to improving culture in our department. 
Introducing a ‘common language’ to celebrate or call out behaviours with 
our Ways of Working has been well received. Over 100 staff have completed 
additional training on active bystander skills, equipping them with tools to 
support this shift. Our commitment continues, with further work planned 
to embed these values long-term.
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300 SNAAP PACK IN ACTION: MEDICATION STORAGE AUDITS 
THAT DELIVER UNDER PRESSURE

Carolyn Woods1, Jiayi “Sabrina” Wu1, Carmen Ng1, Rosemary Burke1

1Sydney Local Health District, Sydney, NSW

EMAIL carolyn.woods@health.nsw.gov.au

Background From July 2023, the Short Notice Accreditation Assessments 
Program (SNAAP) became mandatory for all health facilities accredited under 
the National Safety and Quality Health Service Standards. Within a large, 
metropolitan Local Health District (LHD), safe and secure medication storage 
was identified as a key risk within Standard 4: Medication Safety.

Objective To develop and implement a consistent, district-wide medication 
storage audit process led by the District pharmacist Quality Use of Medicine 
(QUM) unit to support SNAAP readiness with a focus on medication storage.

Action A standardised audit tool was developed by the QUM team, 
targeting key elements of medication storage aligned with Action 4.14 
under Standard 4 . Upon SNAAP notification, the QUM team conducted 
rapid‑response medication storage walkarounds using the audit tool. 
Findings were shared in real time with the Nursing Unit Manager and 
escalated to the Clinical Governance Unit as needed. Immediate risks 
were addressed on the spot where possible.

Evaluation The audit process was deployed across four LHD facilities 
with strong engagement and overwhelmingly positive feedback. Key areas 
reviewed included high-risk medicines, segregation of look-alike/sound-alike 
medications, refrigerated medicines, handling of medication returns and 
visibility of relevant medication storage posters. Most issues identified were 
actioned immediately highlighting the value of an objective, external review 
and hands-on support during the high-pressure accreditation period.

Discussion This novel initiative demonstrates how district pharmacy 
teams can lead smart, scalable solutions to drive medication safety 
and accreditation readiness. The success of the medication storage 
audits has prompted an expansion of the QUM unit’s role into broader 
aspects of Standard 4 preparations, including audit development, 
data analysis and support for governance reporting. Future actions 
include post‑accreditation follow-up audits, ongoing performance monitoring 
and proactive identification of system-level risks, embedding the QUM 
unit as a key partner in continuous readiness and safer medication 
management practices.

301 EVOLVING PATIENT EXPERIENCE METRICS IN HOSPITAL 
PHARMACY: A TRANSITION FROM RECOMMENDATION SCORES 
TO SATISFACTION SURVEYS

Claire Fitzgerald1

1Slade Pharmacy Services, Cromer, NSW

EMAIL claire.fitzgerald@sladepharmacy.com.au

Background Measuring consumer experience is essential for service 
improvement. In the absence of a standardised approach, many healthcare 
providers have adopted simplified evaluation tools, such as the Net Promoter 
Score (NPS), which asks consumers how likely they are to recommend a 
service or product. NPS has gained international traction in healthcare 
systems like the NHS in the UK.

A national pharmacy provider, contracted to deliver services within public 
and private hospitals, trialled the NPS as a standardised tool to assess 
consumer sentiment and experience. However, the hospital pharmacy 
setting presented unique challenges. Consumers choose the hospital, 
not the pharmacy provider, and often engage with the service only once, 
making loyalty-based metrics less relevant.

Objective To evaluate the suitability of NPS in hospital pharmacy and if 
necessary, identify a more appropriate feedback approach.

Action An NPS survey was introduced across the network. Early feedback 
indicated that this recommendation-based question did not reflect the nature 
of one-off interactions typical in hospital pharmacy. Consumers questioned 
the relevance of recommending a service they were unlikely to use again, 
and the pharmacy team members didn’t feel comfortable promoting the 
survey. In response, the model was replaced with a Customer Satisfaction 
(CSAT) survey, asking consumers to rate their satisfaction with the service 
received, supported by optional comments.

Evaluation Whilst the CSAT survey has yet to generate higher response 
rates, it has shown average scores increase from 8 to 9. Consumers are 
more comfortable rating their satisfaction with the actual service received, 
and the results are more relevant for local teams.

Discussion This project highlights the need to tailor consumer feedback tools 
to the healthcare context. In hospital pharmacy settings, satisfaction-based 
questions provide more relevant insights than loyalty-focused measures. 
The shift to CSAT enhanced the quality and usefulness of feedback, 
supporting ongoing quality improvement.
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302 STAFF IN MOTION: ADVANCING GROWTH, ENGAGEMENT, 
AND DEVELOPMENT THROUGH INCLUSIVE ROTATION PANNING

James Wei1, Nicholas Jones1

1Peninsula Health, Frankston, Vic

EMAIL jwei@phcn.vic.gov.au

Background Well-designed job rotation programs are proven to enhance 
staff engagement, motivation, and retention. Previously, the department’s 
model considered only the top three preferences and past rotations, 
limiting opportunities to explore broader clinical interests and often 
resulting in overlapping choices among staff.

Objective To diversify clinical rotation planning and better align biannual 
allocations with individual interests and professional goals, while maintaining 
scalability to support anticipated workforce and health service growth and 
consistently meet departmental priorities.

Action(Method) In January 2025, the existing rotation model was reviewed 
and revised. A new approach was implemented using an online survey with 
a 5-point Likert scale, allowing staff to rate their interest in each available 
rotation (1 = Highly Disinterested to 5 = Highly Interested). This system 
encouraged open dialogue between staff and Senior Team Leads to align 
preferences with career development. Comprehensive rotation descriptions 
were provided to support transparency and informed decision-making.

Evaluation In the first biannual rotation cycle of 2025, 95% of staff received 
a rotation aligned with their professional interests. Of these, 50% were 
placed in rotations they were ‘Strongly Interested’ in, and 45% in rotations 
they were ‘Interested’ in. Only one staff member (5%) received a rotation 
they felt neutral about. Importantly, no staff were assigned to rotations they 
were disinterested in. Qualitative feedback highlighted staff appreciation for 
the opportunity to discuss preferences with Team Leads and gain a broader 
understanding of all available rotations.

Discussion The updated rotation preference model empowered staff to 
explore a wider range of clinical interests beyond traditionally sought-after 
roles and helps to unlock interests in areas which are often overlooked. 
This inclusive and adaptive approach led to improved satisfaction, greater 
equity in rotation assignments, and enhanced workforce engagement—
keeping staff development in motion.

303 CROSS-SECTOR COLLABORATION TO DESIGN NATIONAL RESOURCES 
FOR OPTIMISING TRANSITIONS OF CARE

Julie Briggs1, Dr Alexandra Bennett1,2,3, Dr David Liew1,4, Jennifer Nolan1,5, 
Anita Shutt1,6, Lisa Pulver1,7

1Council of Australian Therapeutic Advisory Groups, Sydney, NSW, 
2NSW Therapeutic Advisory Group, Sydney, NSW, 3Faculty of Medicine 
and Health, University of Sydney, Sydney, NSW, 4Austin Health, Department 
of Clinical Pharmacology and Therapeutics, Heidelberg, Vic, 5Hunter New 
England Local Health District, NSW, 6Tasmanian Department of Health, Tas, 
7MedicinesEd, Peregian Springs, Qld

EMAIL catagcoordinator@catag.org.au

Background Hospital-based Medicines and Therapeutics Committees 
(MTCs) oversee medicines management, including transitions of care (ToC), 
a known point of risk for medication-related errors, treatment delays, 
and communication failures. To address shared challenges across primary 
and acute care, MTCs participated in a national consortium-led initiative to 
deliver practical, evidence-based information on priority therapeutic topics 
for health professionals. To improve continuity of care across the healthcare 
continuum, the consortium-led approach was implemented to enable 
consistent messaging while also delivering audience-specific resources.

Objective To develop resources that support MTCs in strengthening 
ToC between community and inpatient settings. Focus areas included 
polypharmacy, persistent pain, reduced kidney function, heart failure, 
antidepressant withdrawal, and the perioperative use of sodium–glucose 
co‑transporter 2 inhibitors and glucagon-like peptide-1 receptor agonists.

Action An expert advisory group and subject matter experts guided 
development of six topic-specific toolkits to guarantee accuracy and 
relevance. Each includes a practice tool, providing best practice guidance, 
system-level implementation strategies and curated resources, and a 
teaching tool comprising a case study to support local education. Toolkits 
were released quarterly from March 2024 to June 2025 for implementation 
via MTCs.

Evaluation Communications reached 90 MTCs, disseminating to an estimated 
700 hospitals. Website analytics indicate strong national engagement, 
with over 8500 webpage views, and over 1800 clinicians, including junior 
and senior pharmacists, receiving the educational message. A qualitative 
evaluation survey of MTCs is being undertaken.

Discussion These toolkits offer a scalable, adaptable approach to 
optimising ToC. They equip MTCs and clinicians with actionable guidance 
alongside education to support implementation of quality improvement 
initiatives and alignment with the National Safety and Quality Health Service 
Standards. The toolkits’ dual functionality, supporting both implementation 
and education, makes them unique and effective resources. The national 
consortium-led approach promotes alignment of practice across sectors 
and coordinated action to strengthen ToC.
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304 MOVING MEDICINES GOVERNANCE FORWARD  
IN AUSTRALIAN HOSPITALS

Lisa Crisp1,2, Prof Richard Day3,4, Anita Shutt1,2, Lisa Pulver1, Julie Briggs1

1Council Of Australian Therapeutic Advisory Groups, Hunters Hill, 
Sydney, NSW, 2Department of Health, Tasmania, Hobart, Tas, 
3University of New South Wales, Sydney, NSW, 4St Vincent’s Hospital, 
Sydney, NSW

EMAIL catagcoordinator@catag.org.au

Background Robust medicines governance is an essential component of 
good clinical governance for health service organisations. Medicines and 
Therapeutics Committees (MTCs) provide the strategic lead for medicines 
governance for many Australian hospitals. Changes to the healthcare 
environment in which MTCs operate has necessitated adaptation and 
evolution of these committees over time. Contemporary guidance 
is therefore required to support MTCs and promote standardisation 
in hospital medicines governance.

Objective To provide contemporised guidance for Australian hospital MTCs, 
for consistency in approach to medicines access decisions, policy approvals 
and related medicines governance processes.

Action Qualitative interviews were undertaken with 12 Australian MTCs 
and a literature review was performed. A panel of experts was convened 
to inform the development of this updated guidance. These individuals, 
with recognised expertise in medicines governance, MTC practice and 
quality use of medicines, provided critical expertise and advised on 
document development. External stakeholder consultation was undertaken 
with public and private hospitals, state and territory health departments 
and national professional organisations.

Evaluation Fourteen Guiding Principles were published in July 2025 
addressing the purpose, functions, structure, processes, documentation, 
communication and resourcing for MTCs. The guidance is supported by 
a checklist that can be used to measure the performance of the MTC, 
and other resources.

Discussion This important, contemporised guidance will support MTCs 
whether their remit is a single facility, or a national network of hospitals. 
Galvanising medicines governance will: assist with health service 
accreditation; support clinicians to provide the highest quality care that 
the system can afford; and give patients the best opportunity to meet their 
goals of care through timely and equitable access to safe and effective 
medicines, supported by robust medication management systems. 
Broad implementation of this guidance will promote cross-jurisdictional 
consistency, enhancing patient equity and potentially facilitating greater 
inter-jurisdictional collaboration of MTCs for efficiency of process.

305 IMPROVING TEAM DYNAMICS AND MEDICATION SAFETY THROUGH 
A MUTUALLY AGREED FEEDBACK STRATEGY FOR CLINICAL ERRORS

Mahmoud Mohamed1

1WSLHD, Blacktown, NSW

EMAIL ma7moud_rushdy@yahoo.com

Background Poor communication around clinical or medication-related 
errors was negatively affecting team dynamics in a busy pharmacy 
department. Pharmacists were often reluctant to raise concerns 
with colleagues due to fear of conflict or negative reactions. This led 
to unresolved issues being escalated to managers, missed learning 
opportunities, and reduced team cohesion, with potential downstream 
impacts on medication safety.

Objectives To improve team culture, communication, and psychological 
safety by developing and embedding a structured, pharmacist-led strategy 
for giving and receiving feedback about clinical or medication errors.

Actions Two pharmacist-led interactive workshops were conducted 
to co-design a mutually acceptable, department-wide feedback process. 
Participants engaged in sequential role plays using de-identified case studies 
of increasing complexity to explore appropriate communication behaviours. 
A “worst-case scenario” activity helped staff reflect on unhelpful approaches 
and build empathy. Through collaborative discussion, a step-by-step 
feedback strategy was developed, summarised in a poster displayed in 
the clinical pharmacists’ office. This visual guide has since been adopted 
into the onboarding process for all new pharmacists. Workshop content 
was designed to be practical, replicable, and locally owned by participants.

Evaluation Seventeen pharmacists (n=8, n=9) attended the workshops and 
completed both pre- and post-workshop surveys incorporating Likert-scale 
and open-ended questions. Within three months, intra-team complaints 
halved and were nearly eliminated by six months. No medication‑related 
errors were formally reported during this period. Staff reported increased 
psychological safety, willingness to engage in peer feedback, and improved 
collaboration and productivity, especially during staffing challenges. 
All participants rated the workshops positively and requested future sessions.

Discussion This initiative fostered a culture of open, constructive feedback 
that improved communication and team performance while supporting 
medication safety. Its integration into onboarding and adoption interest 
from another district hospital highlight its scalability and impact across 
pharmacy settings.
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306 WHEN AUTOMATION DOESN’T HELP: A DATA-DRIVEN DECISION 
IN PHARMACY WORKFLOW OPTIMIZATION

Rebecca Broom1

1South Western Sydney Local Health District, Bankstown, NSW

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

Background Cerner eMR has inbuilt batchfill functionality to trigger 
automatic resupply of inpatient medicines. This functionality was adopted 
by a metropolitan health district during Cerner eMR implementation 
in 2020. There remains ongoing debate if batchfill improves efficiency 
of medicines resupply.

Objective(s) To determine the impact of the batchfill workflow on number 
of items dispensed and time spent by pharmacists on medicines supply 
at a metropolitan tertiary referral hospital.

Action (Method) Four inpatient locations representing a mix of medical 
and surgical specialities of varied length of stay were selected to evaluate 
the effectiveness of the batchfill functionality. Preintervention, pharmacists 
recorded time spent on batchfill resupply and time spent on nurse-initiated 
supply. After initial data collection, batchfill was turned off for the four 
inpatient locations and pharmacists continued to record time spent on 
nurse-initiated supply. The number of items dispensed preintervention 
and postintervention were collected retrospectively via an iPharmacy report.

Evaluation The preintervention ratio of initial (I) dispensing to resupply 
(batchfill (B) plus extra resupply (X)) was compared to the postintervention 
ratio of initial dispensing (I) to resupply (X). There was an average reduction 
of 26% for resupply compared to initial dispensing across the four inpatient 
wards. The ratio of resupply compared to total dispensing was also 
considered; there was an average of 12% reduction in overall dispensing 
by removing batchfill. There was a small reduction in the amount of time 
spent by pharmacists processing medication requests, with an average 
of 48 minutes 30 second spent on supply preintervention and an average 
of 46 minutes 45 seconds postintervention.

Discussion Workflows adopted during eMR implementation may not 
improve operational efficiency for pharmacy departments. There is benefit 
in measuring and testing the effectiveness of these systems. In this case, 
the batchfill functionality was turned off for the entire facility following 
this intervention.

307 DISCHARGE DOCUMENTATION UNDER PRESSURE: 
MEDICATION ERRORS DURING PHARMACIST INDUSTRIAL ACTION

Sharon Selvanayakam1, Rachel Thorson1, Barry Jenkins1

1Fiona Stanley Hospital, Murdoch, WA

EMAIL sharon.selvanayakam@health.wa.gov.au

Background Pharmacists regularly enter the medications in the discharge 
summary application as part of the discharge workflow. During a period 
of industrial action, union members voted not to assist with the entering 
of medication documentation in the discharge summary for a period of 
seven days. A clinical review of the discharge summary was undertaken 
by the pharmacists and errors identified were raised with the medical team.

Objective To identify the volume and nature of errors in medication 
documentation during the period of planned industrial action 
where participating pharmacists did not enter medications into 
the discharge summary.

Action For each discharge during the period of industrial action, 
participating pharmacists printed the medication list from the discharge 
summary application, completed a clinical review and documented any errors 
for medical staff to correct. The printed medication lists were retrospectively 
analysed by a second pharmacist; errors were identified and classified using 
the Australian Commission on Safety and Quality in Health Care medication 
incident classification system. The proportion of high-risk medications was 
determined using local hospital policy to define high-risk.

Evaluation A total of 236 errors were identified from 57 patients, 
resulting in a rate of 4.1 medication errors per patient. The percentage 
of errors based on error type were: 41.9% medication not prescribed; 
17.7% not indicated; 13.9% unclear order; 8.0 % wrong dose; 4.2% 
legal/‌procedural; 3.4% wrong frequency rate; 3.0 % wrong formulation; 
3.0% wrong duration; 2.1% duplicated therapy; 1.3 % wrong medication and 
0.4% incomplete order. The proportion of errors associated with a high-risk 
medication was 37% (87 out of 236).

Discussion A variety of errors were identified in medication documentation 
of discharge summaries where the pharmacist did not participate with the 
entry of medications. Further evaluation is required to compare errors rates 
between pharmacists and medical practitioners.
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308 FROM INSIGHT TO IMPACT: EFFECTIVE LEADERSHIP 
PROGRAM EMPOWERING PHARMACISTS TO LEAD WITH PURPOSE 
THROUGH REFLECTION

Sylvia Behary1

1The Sutherland Hospital, Caringbah, Sydney, NSW

EMAIL sylviaboules@hotmail.com

Background The Effective Leadership Program (ELP) supports aspiring leaders 
through structured learning, peer collaboration, and reflective practice. 
Core leadership theories and concepts relevant to pharmacy leaders were 
introduced, including Kouzes and Posner’s Five Practices of Exemplary 
Leadership, which emphasise vision, empowerment, and leading by example. 
The program also highlighted compassion as a fundamental leadership value, 
drawing on the work of Prof Michael West (The King’s Fund), and explored 
purpose-driven leadership through Simon Sinek’s concept of discovering 
one’s ‘why.’ Using these principles, and applying reflective frameworks 
like Borton’s model, participants examined their leadership experiences 
and challenges, encouraging personal and professional growth.

Objective To demonstrate how the ELP equipped participants with reflective 
skills and foundational leadership principles that supported their growth, 
self-insight and commitment to purposeful, values-based leadership.

Action Central to the ELP was the development of leadership portfolios. 
These were practical toolkits that combined workshop strategies with 
personal reflections. Guided by core leadership concepts, the portfolios 
captured real professional experiences, particularly in communication 
and collaboration. Participants explored these experiences using Borton’s 
‘What? So What? Now What?’ model, a reflective process that encouraged 
them to pause, consider multiple perspectives, and gain insight into situations 
and their reactions. This enabled them to analyse and address workplace 
challenges effectively. The portfolios provided a structured way to showcase 
leadership growth and development.

Evaluation Outcomes from the ELP workshops and portfolios revealed 
enhanced reflective skills, greater self-awareness, and stronger relationships. 
These results deepened participants’ understanding of compassionate, 
purpose-driven leadership and encouraged intentional actions, positive team 
dynamics, and leadership aligned with core value.

Discussion The ELP demonstrated that reflective practice, grounded in 
compassion and purpose, supports personal growth and builds strong, 
resilient and meaningful team relationships. Pharmacists are encouraged 
to engage in reflective leadership development to enhance self-awareness, 
empower colleagues, and contribute to positive workplace culture.

309 TEAMING UP FOR IMPACT: A STRUCTURED MODEL  
FOR CLINICAL PHARMACY WORKFORCE COORDINATION

Tess Bradshaw1, Loren Sturges1, Annalee Graham1, Laura Perry2

1Royal Hobart Hospital, Tasmanian Health Service, Hobart, Tas, 
2Statewide Hospital Pharmacy, Tasmanian Health Service, Hobart, Tas

EMAIL tess.bradshaw@ths.tas.gov.au

Background Our pharmacy department includes approximately 10 interns, 
20 to 30 rotational junior pharmacists, 30 specialist pharmacists, and 6 team 
leaders that work within clinical services and settings at any given time. 
Coordinating this large clinical workforce presents challenges in resource 
allocation, communication, knowledge sharing, and leadership support. 
A structured approach was needed to enhance daily operations and 
staff development.

Objective(s) To implement a clinical team structure that embeds interns, 
junior rotational pharmacists, specialist pharmacists, and team leaders into 
defined teams. This model aims to provide consistent support through clear 
communication channels, regular team interactions, and shared leadership, 
fostering a sense of belonging and professional growth.

Action (Method) Initially developed in 2020 and refined over time,  
the model now includes three core teams:

•	 Medical Team: General medicine, emergency, and infectious diseases;

•	 Surgical Team: Surgical rotations, ICU, and perioperative care; 
and Medical Specialties Team: Renal, mental health, palliative care, 
and paediatrics.

Each team is led by two team leaders who coordinate daily face-to-face 
huddles, monitor group chats for workload sharing, facilitate fortnightly 
clinical discussions, and support staff development. The structure ensures 
consistent rotations, mentorship, and internal coverage for unplanned leave.

Evaluation The model has been well received, with very high attendance 
at daily huddles and fortnightly meetings, and active participation in 
team communications. Specialist pharmacists are increasingly engaged 
in mentoring and collaborative practice with their junior team members, 
contributing to a supportive and cohesive work environment.

Discussion As clinical complexity and workload increase, embedded team 
structures are essential for sustainable pharmacy practice. This model 
enhances communication, continuity, and staff development. Future iterations 
may expand specialty rotations and further integrate senior specialist support 
to strengthen junior staff’s learning and resilience.
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310 OPTIMISING THERAPEUTIC EQUIVALENCE:  
STREAMLINING STOCK MANAGEMENT FOR BETTER  
COST EFFICIENCY & SUSTAINABLE HEALTHCARE

Alborz Shahsavand1, David Harris1, Jier Nguyen1

1Northern Health, Epping, Vic

EMAIL alborz.shahsavand2@nh.org.au

Background Healthcare institutions often manage a broad inventory 
of medications, leading to excess stock holdings, increased expenditure 
and unnecessary environmental impacts. Standardising stock based on 
Therapeutic Equivalence Program (TEP) can streamline procurement, 
reduce waste, and improve financial and sustainability outcomes. As more 
temperature-sensitive medications enter the market, healthcare facilities 
face increasing storage challenges, including the need for expanding 
refrigeration capacity and efficient inventory management to prevent waste.

Objective(s) This study explores the benefits of standardising stockholding 
based on TEP to optimise cost efficiency, reduce storage requirements 
and support environmentally sustainable practices in healthcare settings.

Action Retrospective data was extracted from pharmacy dispensing system 
across multiple sites, encompassing the procurement, distribution and 
dispensing of all medications within the therapeutic class under review. 
Prescribing trends and a cost comparison of all medications within the class 
served as key indicators of TEP acceptance. This data was then reviewed by 
a multidisciplinary team and a decision regarding future stock holdings was 
made based on efficiency, clinical appropriateness and sustainability.

An example is streamlining lubricating eyedrop inventory by categorising 
37 over-the-counter brands into seven distinct groups, selecting preferred 
options for organisational use.

Evaluation The assessment revealed that standardising stock led to:

•	 Rationalised stockholdings based on clinical demand, 
operational workflows and evidence-based prescribing.

•	 Reduced inventory costs.

•	 Improved procurement efficiency, ensuring aligned purchasing strategies.

•	 Lower environmental impact, with decreased transportation costs 
and pharmaceutical waste.

Discussion Standardising stockholding presents a viable, cost-effective, 
and environmentally responsible solution for healthcare institutions. 
While challenges exist in transitioning to a unified inventory model, 
collaboration between procurement teams, clinicians and regulatory bodies 
is crucial in ensuring continuity of patient care while enhancing financial 
and environmental sustainability. Given the evolving dynamics of the 
pharmaceutical market, continuous evaluation and strategic refinement 
of targeted therapeutic classes are essential to sustain economic benefits 
and optimise resource allocation.

311 NO PATIENT LEFT BEHIND: ENHANCING CONTINUITY OF MEDICATION 
ACCESS ON DISCHARGE

Amy Ashjari1

1Concord Repatriation General Hospital, Sydney, NSW

EMAIL amy.ashjari@health.nsw.gov.au

Background Continuity of access to medications during transitions of 
care is critical to the effective management of acute medical conditions. 
Medication‑related issues account for 40% of hospital readmissions, 
with 14% considered preventable. Discharge medications are frequently 
dispensed but not ultimately received by patients on the ward, resulting 
in pharmacy resources being expended without contributing to continuity 
of care. At an average cost of $14,695 per patient, preventable readmissions 
impact both health outcomes and impose significant economic burden 
on hospitals.

Objective(s) To design, implement, and evaluate a ward-based discharge 
medication tool to ensure effective provision of medications to patients 
on discharge.

Action (Method) An audit completed by ward pharmacists identified gaps 
in discharge procedures that contributed to disrupted medication supply 
on discharge. A multidisciplinary team (MDT) was engaged including hospital 
administration staff, the Nurse Unit Manager, Clinical Nurse Educator, 
and ward pharmacist to co-design a simple, cost-effective and replicable 
intervention. This resulted in a process-change involving a visual discharge 
medication tool, managed by the MDT. Post-implementation, regular audits 
were undertaken to evaluate the tool’s effectiveness in improving medication 
provision at discharge.

Evaluation The pre-implementation audit found that 5 of 12 wards 
experienced interruptions to discharge medication supply, with 80% of 
cases involving critical medications, such as antibiotics and anticoagulants. 
Following implementation, continuity of medication supply at discharge 
improved markedly, achieving 100% adherence on the ward where the 
intervention was trialled.

Discussion This project determined that a pharmacist-led MDT discharge 
tool significantly improved continuity of medication supply on discharge. 
The intervention was effective, low cost and scalable with potential to 
enhance patient outcomes, optimise workplace efficiency through use of 
pharmacy resources and reduce medication-related hospital readmission. 
Broader implementation across a range of clinical settings and sites would 
amplify health system impact.
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312 THE CLOT THICKENS: INVESTIGATION OF MEDICAL OFFICER 
ATTITUDES TO VTE RISK ASSESSMENT AND PREVENTION

Dr Ayesha Chapagain1, Mika Varitimos1, Dr Kathryn Colebourne1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL ayesha.chapagain@health.qld.gov.au

Background Venous thromboembolism (VTE) is a significant cause 
of morbidity and mortality in hospitalized patients, accounting for 
almost 10% of all hospital deaths. Despite this, documentation of VTE 
risk assessment and prophylaxis prescribing is commonly identified 
as a key opportunity for improvement across Australian hospitals.

Objective To investigate medical officer practices, beliefs and attitudes 
towards VTE risk assessment and prophylaxis prescribing.

Action (Method) A cross-sectional survey investigating practices, beliefs and 
attitudes toward VTE risk assessment was developed via Microsoft Forms 
and emailed to all medical officers at a paper-based tertiary referral hospital. 
Demographic data was collected; however participants were otherwise 
anonymous. The final survey comprised 13 questions relating to confidence 
with VTE prevention prescribing and personal VTE practices using a 5-point 
Likert scale. Roles and responsibilities for VTE risk assessment, as well 
as facilitators and barriers to VTE risk assessment were assessed using 
multiple-choice and open text responses.

Evaluation In total, 45 responses were received across all clinical areas, 
with a mix of experience represented (approximately 30% Resident, 
50% Registrar and 20% Consultant). Of these, 48% of respondents 
indicated the Registrar holds the primary responsibility for assessing VTE 
risk. The majority of medical officers stated they are confident or very 
confident with prescribing VTE prophylaxis (77%), however most also 
indicated they would “never” revisit a previously documented VTE risk 
assessment (44%). Pharmacist documentation on the Medication Action 
Plan (MAP) was identified as the most significant enabler to medical officers 
documenting VTE risk assessment (22%), followed by patient-specific factors 
(21%). Key barriers to VTE risk documentation were other clinical priorities 
(33%) and insufficient time (26%).

Discussion Medical officer feedback highlights the value of pharmacists 
prompting appropriate VTE prevention measures. Future work should 
evaluate performance following transition to ieMR and consider forcing 
functions to prompt VTE risk assessment and prophylaxis prescribing.

313 A COLLABORATIVE STEP FORWARD: MULTIDISCIPLINARY TEAMWORK 
TO SUPPORT SMOOTHER CARE TRANSITIONS

Celia Chow1

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

EMAIL celia.chow@eyeandear.org.au

Background Initiation of postoperative eye drops is critical to optimise 
outcomes following ophthalmic surgery. Delays in initiating therapy can 
lead to suboptimal and extended recovery times. A recent audit conducted 
by our hospital showed that over a two-week period, 12 post-cataract 
surgical patients did not have the opportunity to collect their prescribed 
eye drops and therefore, were unable to commence postoperative eye drops 
at the scheduled time.

Objective To ensure all patients undergoing cataract surgery receive 
their postoperative eye drops on discharge, enabling timely initiation 
of post‑surgical treatment.

Method A multidisciplinary workflow was established involving pharmacy, 
surgical recovery nursing staff, and the surgical team:

•	 Doctors were asked to prepare prescriptions for uncomplicated 
cataract surgeries prior to theatre.

•	 Pharmacy would collect the prescriptions and dispense the medicines 
prior to discharge.

•	 Nursing staff would direct patients to pharmacy to collect their already 
prepared medicines and receive counselling.

Following the implementation of the new process, a four-week trial period 
was initiated to evaluate the efficiency and overall effectiveness. During this 
period, progress meetings were conducted to gather feedback from clinical 
staff to promptly address any operational challenges or concerns that arose.

Evaluation Following the trial period, we conducted a two-week audit 
on post-cataract surgical patients. Over this period, results showed 100% 
of patients received their postoperative eye drops.

Discussion This initiative highlights the importance of interprofessional 
coordination in addressing gaps at transitions of care. By integrating 
pharmacy into the perioperative workflow, barriers for patients to timely 
medicine access were removed. The process could facilitate improved 
medicine adherence, reduced issues at follow-up reviews, and enhanced 
continuity of care. This model is extensible and could be applied to other 
uncomplicated surgical specialties where timely postoperative medicine 
initiation is critical.
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314 SELF-ADMINISTRATION OF INSULIN:  
IMPROVING SATISFACTION AND EVALUATING CONTROL

Charlotte Sturgess1, Gabrielle Schaffer2, Mika Varitimos1, Erin Dunn1

1The Prince Charles Hospital, Brisbane, Qld, 2Queensland University 
of Technology, Brisbane, Qld

EMAIL charlotte.sturgess@health.qld.gov.au

Background In 2023, a Statewide Inpatient Diabetes Survey identified 
opportunities to improve inpatient self-administration of insulin in a tertiary 
referral hospital. Subsequently, several interventions were introduced, 
including nursing inservices, changes to imprest holdings of insulin and 
development of a decision support tool for clinicians, to encourage inpatient 
self-administration of insulin.

Objective(s) To assess patient satisfaction with insulin self-administration 
following these interventions and evaluate the impact on inpatient 
diabetes control.

Action (Method) A patient satisfaction survey was conducted between 
26 March and 6 May 2025 to gain feedback on patients’ experience with 
self-administration of insulin during their hospital stay. Patients who 
self‑administered their insulin preadmission were eligible for participation. 
A retrospective chart audit of the surveyed patients was then performed 
to assess the incidence of “good diabetes days”, defined as appropriate 
blood glucose monitoring with no more than one reading above 10mmol/L 
or below 5mmol/L. Demographic data, hypoglycaemia events and HbA1C 
data were also collected. Survey responses were analysed using descriptive 
statistics, and subcutaneous insulin charts were reviewed to identify 
trends in diabetes control. Patient satisfaction and glycaemic control 
were compared pre- and post-intervention.

Evaluation The results of the 27 patients surveyed showed improved patient 
satisfaction compared to 2023 benchmarks. Most patients (96.3%) reported 
insulin was administered at an appropriate time. More patients felt able, 
encouraged, and supported to self-administer insulin (59.3%) compared to 
pre-intervention (41.7%). Only 11.1% did not self-administer but would have 
liked to, down from 16.7%. The chart audit revealed a significant increase 
in self-administration (47.8% vs 6.1%), however there was no statistically 
significant association between self-administration and glycaemic control.

Discussion The multipronged strategy to improve self-administration 
of insulin positively influenced patient experience but showed no effect 
on inpatient diabetes control. Future work should assess compliance 
of inpatient diabetes management against statewide guidelines for 
hypo- and hyperglycaemia.

315 PRESCRIPTIONS IN MOTION: FACILITATING PRESCRIPTION TRANSFERS 
TO LOCAL HOSPITAL AND HEALTH SERVICES

Dawn Raden1, Cait Treloar1, Neelam Mehta1, Bradley Jeffery1

1Pharmacy Department, Princess Alexandra Hospital, Woolloongabba, Qld

EMAIL dawn.raden@health.qld.gov.au

Background Under the Queensland Health Management and Governance 
of Individual Patient Approvals (IPA) for Medicines and Other Therapeutic 
Goods, responsibility for ongoing medication dispensing is intended to be 
transferred to a patient’s local Hospital and Health Service (HHS) to improve 
continuity of care and patient access to medicine.

Objective This project aimed to identify and quantify prescriptions retained 
at a tertiary metropolitan hospital eligible for transfer to local HHS facilities, 
with the goal of improving policy compliance, reducing healthcare costs, 
and enhancing patient convenience.

Action A prospective review was undertaken using the Non-PBS report to 
identify eligible prescriptions and offer patients the option to transfer their 
prescriptions to their local HHS, improving access and supporting integrated 
medication management. A comprehensive review of all prescriptions held 
on file was also conducted to quantify and analyse those with potential 
for transfer to local HHS facilities.

Evaluation Nine prescriptions, including Semaglutide, Adalimumab, and 
Dofetilide, were successfully transferred to local HHS facilities, resulting 
in estimated savings of $2,717.20. A broader review of prescriptions (n=656) 
retained on file revealed that 67% were eligible for transfer, representing 
a potential cost saving of $161,509.40 per dispensing and an estimated 
annual saving of approximately $1.94 million. Of the prescriptions identified 
as eligible for transfer, 20% had an IPA, less than 7% were under blanket 
approval, and 73% were on the List of Approved Medicines.

Discussion These results demonstrate the significant financial and 
operational benefits of aligning more closely with policy by streamlining 
prescription transfers and enhancing triaging processes. Such improvements 
support cost-effective care and more efficient use of resources across the 
public hospital network. Current workflows must be reviewed to identify and 
address barriers to timely transfers at initial dispensing and should prioritise 
patient-centred care to ensure equitable access.
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316 CRAFTING THE ACT’S VAD PHARMACY FRAMEWORK 
THROUGH NATIONAL COLLABORATION AND LOCAL INNOVATION

Emma Booth1

1ACT Health and Community Services, Woden, ACT

Background Voluntary assisted dying (VAD) will be available in the 
ACT from November 2025. This has provided local pharmacists with 
an opportunity to be involved in a new, emerging specialty. The ACT 
Government established a VAD Implementation Taskforce (the Taskforce) 
in 2024 to prepare the health system and workforce. Pharmacists embedded 
within the Taskforce, clinical pharmacists working within hospital pharmacy 
and regulatory pharmacists, have played an important role in shaping this 
framework, by drawing upon national collaboration, and providing legislative 
insight and clinical expertise.

Objective(s) To design and implement a safe, ethical, and compassionate 
VAD service for the ACT, including a dedicated pharmacy service. 
Pharmacist involvement in policy development has prioritised safety 
and patient centred care and reduced the risk of adverse events.

Action (Method) The Taskforce brought together a multidisciplinary team 
including pharmacists, nurses, prescribers and lawyers along with policy 
experts to co-design the VAD framework. Informed by collaborative network 
meetings with interstate VAD pharmacists in addition to adhoc meetings, 
shared learnings have been invaluable in building the ACT pharmacy 
framework. Pharmacists working with the Taskforce, continue to perform a 
vital role in creating local protocols and procedures, including a VAD specific 
administration and prescription manual that embeds medication safety 
and compliance.

Evaluation Evaluation has focused on stakeholder engagement and 
workforce readiness. Feedback from clinicians, community consultations 
and a pharmacy consultation group has informed iterative improvements 
to the pharmacy framework to ensure compliance with the highest standards 
of safety, legality, and ethical practice. Evaluation will continue once VAD 
services commence in November 2025.

Discussion The ACT VAD framework exemplifies the value of collaboration. 
Pharmacists have translated clinical knowledge into policy, helping to build 
a robust, compassionate VAD program. The ACT’s experience highlights the 
power of multidisciplinary teamwork and the evolving role of pharmacists 
in shaping emerging health services.

317 DEVELOPING STANDARD PRACTICES IN THE SAFE HANDLING OF 
ADVANCED THERAPY MEDICINAL PRODUCTS IN HOSPITAL PHARMACY

Eugenia Hong1, Timothy Webb1

1The Royal Melbourne Hospital, Parkville, Vic

EMAIL eugenia.hong@mh.org.au

Background With the rapid rise in the registration of advanced therapy 
medicinal products (ATMPs) by the international regulatory agencies, 
overseas pharmacists have expanded their roles to manage these novel 
therapies. ATMPs include genetically modified (GMO) medicines, gene 
therapies and chimeric antigen T (CAR-T) therapies and require skilled 
pharmacists to oversee these potentially hazardous medicines in a safe 
and effective manner. Given the lack of Australian regulatory standards, 
there was a need to develop hospital-specific standard operating 
procedures (SOP) to manage investigational ATMPs.

Objective To identify the role of clinical trials pharmacists handling 
investigational ATMPs and develop appropriate SOPs for their management 
in accordance with Australian regulations and Good Clinical Practice (GCP).

Action Given the potential biological hazards presented by ATMPs, areas 
requiring pharmacist training and upskilling were identified. To address these 
gaps, clinical trials pharmacists received training on a variety of laboratory, 
tissue culture, biologicals and bio-risk topics. The training included education 
on biohazard spills, decontamination, waste management, biosafety cabinets 
and handling of liquid nitrogen. These trainings helped to develop risk 
assessment skills to analyse the potential risks of handling ATMPs. Based on 
the learnings and examination of international guidelines, a hospital-specific 
SOP on the safe handling of ATMPs was developed.

Evaluation The SOP on handling investigational ATMPs was reviewed and 
endorsed by the institutional biosafety committee. Sponsors of ATMP clinical 
trials have also approved the hospital-specific SOP.

Discussion The handling and manipulation of ATMPs, especially GMO 
medicines and CAR-T cells, are currently outside of the scope of the 
pharmacy workforce. However, developing procedures that will provide 
compliance to the product characteristics and conditions will ensure that 
the management of ATMPs in hospital pharmacy will meet the good clinical 
practice standards. ATMPs also present an opportunity for pharmacists 
to expand their role in the management of these medicines.
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318 CO-DESIGNING INTERVENTIONS TO ENHANCE PATIENT 
AND FAMILY ENGAGEMENT IN MEDICINES MANAGEMENT 
DURING TRANSITIONS OF CARE

Dr Grace Marconi1, Dr Kerry Hwang1, Maneesh Prasad1,  
Prof Elizabeth Manias1

1Monash University, Clayton, Vic

EMAIL gracie.marconi@monash.edu

Background Previous research examining medicines management across 
transitions of care has focused on healthcare professional collaborative 
models. This represents a partial solution, and despite increasing emphasis 
on patient-centred care, there remains limited understanding about effective 
strategies that have been designed with and for older people, along with 
their families.

Aim/Objective To co-design potential strategies for improving older patient 
engagement in medicines management during transitions of care in hospitals.

Methods We facilitated three online co-design workshops with older 
patients, family members, and healthcare professionals to co-develop 
patient-focused strategies to improve medicines management. We used 
activity-based tools including an “importance matrix” and “what’s on 
your radar?” to collect the data, along with workshop recording transcripts. 
In addition, we sought respondents’ awareness and feedback on existing 
web‑based and application-based medicines management resources. 
Data were analysed using thematic analysis.

Results Co-design workshop participants included 2 older patients, 
4 family members, and 7 healthcare professionals. Key strategies that 
were identified included: information pamphlets, having a medicines list, 
and a question prompt. Medicine information-seeking questions such as 
medicine changes, dosage changes, side effects, and differences between 
medicine brand names, were considered of primary importance to be 
included in a question prompt. Thematic analysis revealed that while 
medicine-management applications and websites were useful, they may 
not be appropriate for older patients who are not technologically-savvy. 
Communication about medicine changes was highlighted as a key concern 
for older patients and family members in the hospital setting during 
transitions of care. Written, physical information was considered best for 
enhancing communication with healthcare professionals about medicines.

Discussion Written information that could enhance communication of 
medicines during hospitalisation was a viable strategy to improve medicines 
management engagement amongst older patients and family members. 
Further refinement of these strategies with stakeholders is needed to 
develop them into a format suitable for testing.

319 REVIEW OF COMPLIANCE TO VTE PROPHYLAXIS  
AT TWO METROPOLITAN HOSPITALS

John Zhu1, Alice Wisdom1, Dr Huah Shin Ng1, Tze Ling (Celine) Chee1

1SA Pharmacy, NALHN, Adelaide, SA

EMAIL john.zhu@sa.gov.au

Background Venous thromboembolism (VTE) accounts for 10% of all 
hospital deaths in Australia but is highly preventable. VTE prevention 
is therefore a nationally recognised patient safety priority. Routine audits 
will assist strategy development to improve compliance to VTE risk 
assessment and prevention plan.

Objective This study aimed to determine the VTE risk assessment rates 
and appropriateness of VTE prophylaxis prescribed in admitted patients.

Action Data from a random sample of 70 patients aged 18 years and older 
admitted on 19/03/2025 were extracted from the electronic medical records 
(EMR) across two metropolitan hospitals. We excluded patients admitted 
to out-of-hospital services or under 24 hours from the analysis (n=18/70). 
Completion of a VTE risk assessment was defined as having a documented 
VTE plan or prescription of VTE prophylaxis within the EMR. Appropriateness 
of VTE prevention plan and prescribed prophylaxis was determined using a 
locally endorsed VTE prevention procedure.

Evaluation Of the 52 patients included in data analysis, 41 patients (79%) 
had VTE risk assessment documented within 24 hours of admission. 
When assessed in accordance with the local procedure, 42 patients (81%) 
had an appropriate VTE prevention plan. Overall, 37 patients (71%) met 
the criteria for requiring VTE prophylaxis with most cases (n=27/37; 73%) 
prescribed appropriately, 7 (19%) prescribed an incorrect dose and 3 (8%) 
not prescribed when indicated. Documentation of VTE risk assessment 
within the EMR occurred in 31/52 patients (28 in admission notes, 
3 in progress notes).

Discussion This review demonstrated good VTE prevention at both hospitals, 
correlating with a lower VTE rate compared to all participating peer hospitals 
in Health Roundtable data (4.4 vs 7.3 per 10,000 episodes). Further strategies 
are required to improve documentation (e.g. using admission note with VTE 
prompts) and dosing in obese patients (e.g., provision of staff education by 
pharmacists) and to achieve sustainable good practice.
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320 MEDICAL DEVICES AND CONSUMABLES GOVERNANCE  
AND OVERLAP WITH MEDICATION SAFETY

Lisa Robertson1, Anita Shutt2, Melinda Rose1, Aiden Stalker1

1Statewide Hospital Pharmacy – Tasmanian Health Service, Hobart, Tas, 
2Director Medication Governance and Access – Department of Health 
Tasmania, Hobart, Tas

EMAIL lisa.robertson@ths.tas.gov.au

Background Within our jurisdiction there is strong governance for medication 
safety. Despite directly affecting medication safety, medical devices and 
consumables fall outside this governance structure.

Objective It is essential that appropriate governance supporting 
patient safety includes all medication processes, extending beyond 
medicines themselves.

Action Escalation of multiple issues to our health service’s peak 
medication safety body highlighted a similar theme regarding 
inappropriate, or inadequate governance of medical devices 
and related consumables, including: 

•	 Smartpump device maintenance and consumable procurement

•	 Devices and products containing medicines e.g. chlorhexidine

•	 Enteral syringes

•	 Neural device “NRFit” implementation

Evaluation The statewide medication safety committee provides governance 
over Smartpump libraries and dose error reduction software (DERS) however 
pump maintenance and syringe procurement are managed elsewhere. 
Patient safety events highlighted that syringe selection within Smartpumps 
did not align with the syringes stocked. Audits indicated 7% of Smartpumps 
missed scheduled maintenance. Non-maintained Smartpumps prevent 
DERS updates and represent significant patient safety risks.

Recent recalls and market discontinuations highlighted concerns with 
chlorhexidine products. Products were managed by general stores with 
limited expertise managing the clinical implications of the recall and sourcing 
suitable alternatives. Issues include the risk of poor labelling (concern with 
chlorhexidine allergies) and products above 0.5% not suitable for neuraxial 
procedures where accidental contamination could lead to neurotoxicity.

The enteral feeding consumables tender lacked medication safety 
engagement. This resulted in syringes unsuitable for medicine administration 
via the enteral tube.

Wrong route administration errors between intravenous and neural routes 
have been reported. Despite organisational awareness, NRFit is yet to be 
implemented. Barriers include wide stakeholder groups, risky and complex 
changeover and no statewide clinical lead.

Discussion Appropriate governance for medicines, and devices and 
consumables used for their administration is paramount for health services 
to facilitate safe use of medicines and reduce risk of patient harm.

321 ASSESSING PATIENT PERCEPTION OF PHARMACIST-LED MEDICINE 
COUNSELLING: A PATIENT PERSPECTIVE SURVEY

Lydia Liu1, Laura Leung1, Natasha Pettet1, Wirawan Jeong1

1The Royal Women’s Hospital Pharmacy Department, Parkville, Vic

EMAIL lydialiu103800@gmail.com

Background Effective medicine counselling at hospital discharge is vital 
for patient safety, adherence, and therapeutic outcomes. Pharmacist-led 
counselling aims to improve understanding, reduce medication errors, and 
ensure continuity of care. At our institution, pharmacists, trained interns and 
students counsel using the ‘teach-back’ method and provide a plain-language 
medication list to all patients receiving discharge medicines during pharmacy 
hours. However, whether this counselling approach meets patients’ 
expectations and needs remains under-explored.

Aim/Objectives To evaluate patients’ perceptions and satisfaction 
of pharmacist-led discharge medicine counselling at our institution.

Methods Patients aged ≥18 receiving discharge medicine counselling 
during pharmacy services hours at our institution between 16/06/2025 
and 31/07/2025 were invited to complete a voluntary, anonymous 
web‑based survey via a QR code. The survey collected patient demographics 
(age and ward of admission) and included six Likert-scale questions assessing 
patients’ understanding of discharge medicines and satisfaction with the 
pharmacy discharge service, and provided space for open-ended feedback.

Results 22 responses have been received to date. 10/22 (45%) respondents 
were aged 25–34. 20/22 (91%) and 19/22 (86%) respondents strongly 
agreed they understood why, and how to take their medicines, respectively. 
20/22 (91%) respondents strongly agreed that pharmacy supply of medicines 
worked well, and the medicine list was helpful. 21/22 (95%) respondents 
indicated that they were very satisfied with the overall pharmacy service, 
whilst 1/22 (5%) was satisfied. One participant noted feeling slightly 
overwhelmed and suggested that having a carer present during discharge 
counselling could improve the experience.

Discussion Interim findings indicate high patient satisfaction with 
pharmacist‑led discharge counselling. One suggestion to involve carers 
at counselling highlights the importance of considering patient’s state 
of mind and providing better support. Ongoing evaluation with a larger 
sample will help identify areas for further improvements and guide future 
service development.
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322 UTILISING DESIGN THINKING TO IDENTIFY MEDICATION 
ADMINISTRATION WORKFLOW CHALLENGES

Mark Sheppard1, Vivien Hill1, Christopher Bouchaud1, Hiral Patel1,  
Jenny Qian1, Wendy Ewing1

1Monash Health, Clayton, Vic

EMAIL mark.sheppard@monashhealth.org

Background Medication administration incidents are the leading cause of 
reported medication-related issues in a multi-site public hospital organisation. 
Despite monthly tracking, a medication administration procedure, clinical 
decision support tools, and ward-based quality improvement interventions, 
the incident rate remained unchanged. Design thinking, a human-centred 
problem-solving approach, has been successfully applied in clinical settings 
for quality improvement. This project employed design thinking to understand 
workflow challenges faced by nursing staff.

Objective(s) Apply design thinking to identify workflow challenges 
in medication administration by nursing staff.

Action (Method) Pharmacist interns, supervised by medication safety 
pharmacists, observed nursing staff administering medications across 
medical, surgical, and paediatric wards over a 2-week period in 
February 2025. Four interns each directly observed 20 nurses, asking 
clarifying questions regarding workflows. Based on previous studies, 
20 observations was determined to be a sufficient representation for 
each ward. Data was gathered using Microsoft Forms and key workflow 
challenges analysed through affinity mapping.

Evaluation Observation of 80 nurses revealed 158 workflow challenges, 
primarily related to allergy/adverse reaction checks (n=32), patient 
identification (n=22), and interruptions (n=23). Additional themes included 
double checking (n=9) and infection control (n=7). Allergy/adverse reaction 
checks and patient identification were often bypassed when nurses had 
previously administered medication to the same patient.

Discussion Understanding medication administration challenges from 
the nursing perspective provides critical insights into the root causes 
of incidents. Bypassing of allergy/adverse reaction checks and patient 
identification highlights a need for reinforcing these processes. Interruptions 
were a significant disruptor, suggesting strategies are needed to minimise 
distractions during medication administration. Emphasizing double checking 
and infection control practices may further reduce the risk of medication 
incidents. Applying design thinking to align with best practices offers a 
pathway to enhance clinical practice. Future focus groups with stakeholders 
will facilitate targeted interventions, which will be evaluated for their impact 
on medication administration incidents.

323 MEDICATION DISCREPANCIES IN DISCHARGE SUMMARIES – 
HOW PREVALENT ARE THEY AT A REGIONAL HOSPITAL?

Victoria Kostadinov1, Dr Diana Bortoletto1, Jessica Rhodes1, Matthew Hollett1

1Barwon Health, Geelong, Vic

EMAIL matthew.hollett@barwonhealth.org.au

Background Hospital discharge summaries sent to general practitioners (GPs) 
may inaccurately document a patients’ discharge medications, compromising 
patient safety and continuity of care. This healthcare service’s digital medical 
record generates electronic discharge prescriptions which are automatically 
preloaded into the GP discharge summary. Discharge prescriptions require 
printing for dispensing. Discrepancies may arise when handwritten changes 
are made to printed prescriptions, and these are not updated electronically.

Aim To determine the prevalence of discrepancies between medications 
listed on electronic discharge summaries and pharmacist reviewed discharge 
prescriptions at a regional tertiary hospital without a full electronic 
medical record.

Methods A retrospective audit of electronic prescriptions for patients aged 
18 years and older, discharged during two-weeks in 2024 was conducted. 
Copies of printed discharge prescriptions were retained and final patient 
medicines lists on discharge were compared to the medicine list in the 
discharge summaries. Prescriptions from wards not serviced by a clinical 
pharmacist and handwritten scripts were excluded.

Results In total, 215 discharge prescriptions and discharge summaries were 
evaluated, of which 54% were written by general or specialty medical teams.

The median number of medications on discharge prescriptions was 
9 [7, 13] and, 9 [6, 13] on discharge summaries. The median number 
of total discrepancies per summary was 1 [1, 2.5].

Overall, 46% (99/215) of discharge summaries contained one or 
more discrepancies. Most common discrepancies included omission 
(33.3%; 33/99) incorrect strength or duration (both 21.2%; 22/99) and 
incorrect dose (20.2%; 20/99). Of the discharge summaries containing 
at least one discrepancy, 29.3% (29/99) involved a high risk medications.

Discussion The high prevalence of medication discrepancies within discharge 
summaries requires system improvements and education to minimise the risk. 
Results have been presented at local governance committees to consider 
implementation of processes that improve accuracy of discharge summaries 
and patient outcomes in the transition to primary care.
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324 SUPPORTING END-OF-LIFE CARE AFTER HOURS:  
EVALUATION OF A VOLUNTARY ASSISTED DYING (VAD)  
ON-CALL PHARMACY SERVICE

Michael Petrovski1, Tanya Burgess1

1Sir Charles Gardiner & Osborne Park Hospitals, Perth, WA

EMAIL tanya.burgess@health.wa.gov.au

Background Voluntary Assisted Dying (VAD) is a legislated end-of-life choice 
in Western Australia, supported by the Statewide Pharmacy Service (SWPS) 
to ensure safe and compliant access to VAD substances. Increasing demand 
for timely access, particularly outside standard business hours, prompted 
the implementation of a pharmacist-led On Call support service.

Objective(s) The trial aimed to assess the feasibility and value of an 
On Call telephone-based pharmacist service, providing after-hours advice 
and support to VAD practitioners and patients.

Action (Method) A six-month On Call service was trialled from 
October 2024 to March 2025. Existing SWPS pharmacists operated a 
redirected phone service outside of business hours (weekday evenings, 
weekends, public holidays). The service offered advice on urgent supply 
planning, complex administration queries, and support for authorised 
disposers and patients. Data were collected on call volume, caller type, 
reasons for contact, regional use, and practitioner feedback.

Evaluation A total of 22 calls were received—95% from practitioners 
and 36% from regional areas. The majority (73%) related to urgent supply 
planning, often due to patient deterioration. Surveyed practitioners reported 
high satisfaction, highlighting timely access to clinical advice and improved 
responsiveness for rural patients. Case studies demonstrated meaningful 
impact on patient care and clinician confidence. Estimated annualised 
cost is $21,497.

Discussion The On Call pharmacist service filled a critical gap in VAD service 
delivery outside business hours, enabling timely intervention and clinician 
support. Practitioner feedback confirms improved care coordination, regional 
access, and clinician wellbeing. Findings support ongoing service continuation 
and may inform national approaches to pharmacist-led VAD support models.

325 PAPER TRAILS AND THROMBOSIS TALES: AN ANTITHROMBOTIC 
MEDICATION SAFETY SELF-ASSESSMENT

Mika Varitimos1, Anastazia Woodbury2, Erin Dunn1

1The Prince Charles Hospital, Brisbane, Qld, 2University of Queensland, 
Brisbane, Qld

EMAIL mika.varitimos@health.qld.gov.au

Background Anticoagulants are widely used amongst hospital 
inpatients however, they carry a significant risk of patient harm. In 2017, 
the Institute for Safe Medication Practices published the Medication 
Safety Self‑Assessment (MSSA) for Antithrombotic Therapy as a series 
of indicators to promote, assess and monitor anticoagulant safety.

Objective(s) To identify areas to improve anticoagulant safety by auditing 
performance against the Antithrombotic MSSA.

Action (Method) A prospective chart audit of inpatients prescribed an 
anticoagulant over a three-week period was conducted at a paper-based 
tertiary hospital. Bedside charts, including the National Standard Medication 
Chart, observation charts and nursing risk assessment tools were reviewed 
for key MSSA items including presence of height and weight, documentation 
of anticoagulant indication and recording of anticoagulant education by the 
pharmacist. Anticoagulant monitoring, such as coagulation panels and renal 
function, was assessed by auditing the type and frequency of relevant blood 
monitoring obtained via the hospital’s pathology system.

Evaluation A total of 305 patient records were audited against the MSSA, 
with an average age of 71 years. Anticoagulant indication was documented 
for most patients (94%). Full blood count monitoring occurred during 
inpatient stay for 98% of patients on anticoagulants. Weight was documented 
for 69% and height was documented for 23% of all inpatient charts on clinical 
forms accessible at the bedside, however this varied widely between wards. 
Of 36 patients commenced on new anticoagulants, 22% had documented 
anticoagulant education during inpatient stay or on discharge, however 75% 
of these remained as inpatients by the end of the audit period.

Discussion The anti-thrombotic MSSA is a useful tool, identifying height 
and weight documentation, as well as early anticoagulant counselling 
to be key priorities for local education. Future work should monitor 
performance following transition to ieMR and consider forcing functions 
which may improve anticoagulant-related documentation and support 
appropriate monitoring.
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326 MEET “CHILA” – IMPROVING TOPICAL ALLERGY CHECKS 
WITH A PENGUIN PAL

Mika Varitimos1, Erin Dunn1, Dr Paul Lane1

1The Prince Charles Hospital, Brisbane, Qld

EMAIL mika.varitimos@health.qld.gov.au

Background Topical agents pose a high risk of adverse drug reaction 
(ADR) re-exposure due to less rigorous checks required prior to their 
administration. Following a series of critical incidents at a tertiary referral 
hospital involving chlorhexidine and iodine re-exposure in patients with 
known anaphylaxis, risk mitigation strategies were implemented.

Objective(s) To determine whether the introduction of a staff mnemonic 
for common topical medicines reduces unintentional ADR re-exposure.

Action (Method) A literature review was undertaken to identify strategies 
to minimise ADR re-exposure for topical agents. This revealed the mnemonic 
“LIMED” (Latex, Iodine, Metals, Elastoplast, Drugs) within international 
pre-surgical assessments. “LIMED” was circulated for multidisciplinary 
feedback and triangulated against local incidents. Consequently, 
the local mnemonic “ChILA” (Chlorhexidine, Iodine, Local Anaesthetics) 
was incepted, as represented by a penguin mascot. “ChILA” alert posters 
and shelf-talkers were added to relevant imprest products and socialised 
via mandatory nursing training. ADR re-exposure incidents between 
February 2018–‌February 2025 were screened and an assessment of 
“ChILA” was made based on incidents reported pre- and post-inception 
of the program.

Evaluation A total of 14 re-exposure incidents were identified, including 
one Severity Assessment Code (SAC) 2 incident prior to the use of “ChILA”. 
Various causative products were implicated including chlorhexidine skin 
solutions and swabs in cannulation packs. The most common location for 
these incidents was the Intensive Care Unit (n=6). In total, six chlorhexidine 
re-exposure incidents occurred between February 2018 and the inception 
of “ChILA”, and seven since. No re-exposure incidents involving local 
anaesthetics were identified and one was identified relating to iodine 
prior to the “ChILA” program.

Discussion The impact of “ChILA” on unintentional ADR re-exposure for 
topical medicines is uncertain as increased staff awareness may contribute 
to increased incident reporting. However, there have been no further SAC 2 
incidents of this kind since the implementation of the program.

327 PHARMACIST INVOLVEMENT WITH INTER-HOSPITAL TRANSFERS 
IN A DISCHARGE TRANSIT CENTRE

Mitchell Smith1, Georgina McDermott1, Lisa Sorbello1, Jacqueline Donovan1, 
Jared Anderzipf1, Dr Elizabeth McCourt1, Brett Sweeney1, Sarah Cotterell1

1Royal Brisbane And Women’s Hospital, Brisbane, Qld

EMAIL mitchjsmith2002@gmail.com

Background Discharge Transit Centres (DTC) act as waiting areas for patients 
discharging home or transferring between health facilities. Numerous studies 
have highlighted the importance of pharmacist intervention during transition 
of care to reduce medication errors. Our quaternary hospital site implemented 
a DTC pharmacist team in November 2023.

Aim/Objective(s) To determine the types and number of medication errors 
identified by the DTC pharmacist for patients admitted via inter-hospital 
transfer (IHT) during a 2-month period.

Methods DTC pharmacists prospectively collected relevant data on patients 
and medication errors during the study period (1/10/2024–30/11/2024). 
Further data was then retrospectively collected for each of these patients to 
provide further context on the error and the patients journey since admission 
from the DTC. An expert panel (comprised of a nurse, medical registrar, and 
senior pharmacist) then reviewed the medication errors and assessed them. 
Errors were assessed for their preventability, actual or potential adverse 
events, and potential severity (based on the Severity Assessment Code (SAC)).

Results The pharmacists completed 129 best possible medication histories 
(BPMH) on IHT patients during the study period. Of these, 48 patients 
(37%) had 135 medication errors. Of these errors, 36 (26.7%) were APINCH 
medicines and 18 (13%) were time critical medications. The most common 
errors were delayed doses (73%, 99/135) and medication omissions 
(52%, 71/135). All medication errors were deemed preventable, and the 
actual harm for all medications was considered SAC4 (no harm/near miss) 
except for one SAC3 (minimal harm) error.

Discussion Pharmacist involvement in DTCs is crucial for the identification 
and resolution of medication errors. Due to the absence of a medical 
team in DTC, the implementation of collaborative pharmacist medication 
prescribing could further improve patient flow and reduce medication 
omissions and delay of doses, by pharmacists completing a BPMH and 
prescribing collaboratively to avoid errors.
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328 FROM NEAR MISS TO NO MISS: IMPROVING MEDICATION SAFETY  
IN A WA HOSPITAL DISPENSARY

Nabeelah Mukadam1, Stephanie Teoh1, Jamie Alivio2

1King Edward Memorial Hospital, Perth, WA, 2Curtin University, Perth, WA

EMAIL nabeelah.mukadam@health.wa.gov.au

Background Medicines are critical to hospital care, delivering significant 
health benefits when used safely. However, medication errors remain 
a major cause of preventable harm, contributing to approximately 
250,000 hospital admissions annually in Australia. Near Miss Incidents 
(NMIs), errors intercepted before reaching patients, are valuable indicators 
for assessing medication safety systems. Regular analysis of NMIs enables 
pharmacy departments to identify vulnerabilities, implement targeted 
improvements and enhance patient safety.

Objective(s) This retrospective observational study aimed to evaluate NMIs 
recorded over 12 months in a Western Australian public hospital dispensary, 
with the goal of identifying error trends and informing interventions to reduce 
medication errors during the dispensing process.

Action (Method) For 12 months, dispensary staff documented NMIs 
using Research Electronic Data Capture (REDCap) software. Data entries 
were exported to Excel for analysis. NMIs were categorised by error type, 
staff group involved, and monthly incidence rates. Comparisons were 
drawn with a similar audit conducted at the same hospital in 2016.

Evaluation 98 NMIs were recorded, encompassing 106 errors out of 38,781 
dispensed medications at a rate of 0.27%. The most frequent errors were 
incorrect instructions (25.5%), other errors including annotations or PBS 
compliance (15.1%), incorrect quantities dispensed (14.2%), and incorrect 
quantities packed (11.3%). Technicians accounted for 56% of errors, reflecting 
their prominent role in dispensing workflows. Notably, the NMI rate fell 
from 0.91% in 2016 to 0.27% in 2024, suggesting improvements linked to 
technological and procedural changes, such as barcode scanning and 
enhanced pharmacist screening. However, incorrect label instructions 
rose slightly since 2016.

Discussion This study underscores NMIs as crucial tools for quality 
assurance and continuous improvement in pharmacy practice. 
Ongoing auditing, technology integration, and process refinement 
contribute significantly to reducing dispensing errors. Further focus 
is required on label accuracy and fostering robust reporting cultures 
to ensure patient safety remains central to pharmacy operations.

329 EVALUATION OF MEDICINES RECONCILIATION ON DISCHARGE 
BY MEDICAL OFFICERS IN A DIGITAL HOSPITAL

Natalie Kimpton1, Yashasvee Singhal2, Jane Dunsdon1,  
Dr Christopher Morris1,3, Dr Vesa Cheng1,4,5, Clodagh McDermott1,  
Hannah Parenti1

1Princess Alexandra Hospital, Brisbane, Qld, 2School of Pharmacy, 
The University of Queensland, Brisbane, Qld, 3Metro South Digital Health 
and Informatics, Brisbane, Qld, 4Faculty of Medicine, The University 
of Queensland, Brisbane, Qld, 5Anaesthesia and Intensive Care, 
The Chinese University of Hong Kong, Hong Kong, China

EMAIL natalie.kimpton@health.qld.gov.au

Background Communication during transitions of care, particularly at hospital 
discharge, is a high-risk point for patient safety. Inaccurate/‌incomplete 
discharge medication reconciliation by medical officers (MOs) can lead to 
adverse drug events, medication errors, and hospital readmissions. At this 
tertiary hospital, the rate of discharge reconciliation completion by MOs using 
the integrated electronic medical record (ieMR) currently averages only 40%, 
despite national guidelines recommending that all patients be discharged with 
a completed medication reconciliation.

Aim/objective(s) To describe and analyse patterns in discharge reconciliation 
processes across a large tertiary digital hospital and to evaluate acceptable 
thresholds for key performance indicators (KPIs) based on current metrics.

Methods A retrospective observational audit was conducted, 
reviewing discharge data from weekdays in July 2024 and weekends 
in September 2024. Data on demographics, MO discharge reconciliation 
status, and pharmacist involvement were analysed to identify completion 
patterns and influencing factors.

Results The cohort included 92 patients, with a representative gender split 
(64.1% male, 35.9% female) and an average age of 59 years. English was 
the primary language (96.7%), with no First Nations individuals and minimal 
cognitive impairment (3.3%). Polypharmacy was evident, with 64.1% taking 
more than five medications. Pharmacist Admission Note completion was 
high (88%), reflecting strong pharmacist involvement on admission but also 
potential bias in discharge reconciliation rates. Length of stay distribution 
was generally consistent with expected patterns, though some outliers were 
observed (2–26). Incomplete discharge reconciliation rates align with existing 
literature, supporting the external validity of the findings. The current 
discharge reconciliation completion rate by MOs is 40%, but this figure 
could rise to approximately 80% when including partial completions.

Discussion Discharge reconciliation by MOs remains below national 
benchmarks, highlighting the need for clearer KPIs and targeted 
interventions. Enhancing pharmacist involvement, refining workflows, 
and providing education may improve accuracy and safety in the digital 
discharge process.
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330 MEDICINE SUPPLY DISRUPTIONS –  
A NATIONAL SAFETY AND QUALITY APPROACH

Rosa Jun1, Diana Shipp1

1Australian Commission On Safety And Quality In Health Care, Sydney, NSW

EMAIL rosa.jun@safetyandquality.gov.au

Background Medicine supply disruptions due to shortages or 
discontinuations, have the potential to impact access and compromise safe 
and quality use of medicines, leading to poor outcomes for consumers.

Medicine supply disruptions are a global issue. A national approach is 
often required that accommodates the structure of the Australian health 
system, including state and territory management of medicine shortages 
and discontinuations where local action is required.

There is increasing recognition of the need for improved coordination, 
communication and preparedness for managing medicine supply disruptions 
to ensure safety and quality in healthcare.

Objective To establish a nationally coordinated and collaborative approach 
to managing medicine supply disruptions to improve the safe and quality use 
of medicines.

Action To support safe and quality use of medicines, several national 
resources have been developed for clinicians and consumers in 
response to medicine supply disruptions (e.g. benzathine benzylpenicillin, 
intravenous (IV) fluids, insulin discontinuations and oral opioid medicines). 
Conservation strategies are addressed when necessary. The resources 
have been developed by working closely with relevant stakeholders and 
targeted consultation to ensure they met the needs of the health system 
and consumers.

Evaluation Five guidance documents and nine fact sheets for clinicians, 
health service organisations (HSOs) and consumers have been published 
to date. These resources have been well received, with website analytics 
showing over 10,100 page views and 5,800 downloads as of 18 June 2025. 
Feedback from states and territories has reinforced the value of the 
resources and the need for a nationally coordinated response to medicine 
supply disruptions.

Discussion A formal nationally coordinated response would enhance 
Australia’s processes for responding to and managing safety and quality 
issues related to medicine supply disruptions, and reduce the impact 
on clinicians, HSOs and consumers.

331 DESIGNING AND PILOTING A PHARMACEUTICAL PACKAGING 
SAFETY ASSESSMENT TOOL

Rowena Treseder1, Lisa Ciabotti1, Neeva Maskey Shrestha2

1Victorian Therapeutic Advisory Group, Melbourne, Vic, 
2HealthShare Victoria, Melbourne, Vic

EMAIL rowena.treseder@victag.org.au

Background Pharmaceutical procurement is a critical entry point for 
medicines into the healthcare system and can significantly impact medication 
safety, especially through packaging and labelling. Traditionally, the tender 
process has relied on clinical judgment without a standardised assessment 
framework. Medication safety risks, particularly related to packaging 
and labelling, have been identified in some tender-awarded products. 
It was identified that a standardised product assessment approach could 
strengthen the procurement process and mitigate medication-related risks.

Objective To develop a structured pharmaceutical product packaging 
assessment tool and user guide to help procurement evaluate the safety 
and suitability of medicine packaging and labelling in statewide purchasing.

Action (Method) An Expert Advisory Group of pharmacists, clinicians 
and procurement specialists developed the Medicines Safety Assessment 
Tool for Pharmaceutical Packaging, along with a user guide to support 
its application. Informed by international tools and aligned with national 
standards, the tool was piloted to refine usability.

Evaluation Two pilot phases were conducted using a Plan-Do-Study-Act 
approach. The initial version of the tool included 73 questions. Nineteen 
products were assessed in phase one, leading to revisions that reduced 
duplication and improved clarity. Ten products were assessed in phase 
two after which the tool was refined to 59 questions. New sections were 
introduced to capture high-quality attributes without influencing the 
overall ratings, enabling clearer overall assessment outcomes and better 
differentiation of truly exceptional products. Feedback highlighted the 
importance of experienced assessors and the need for ongoing refinement.

Discussion The tool provides a structured, practical method for assessing 
medicine packaging and guiding safer procurement. It provides a transparent, 
scalable solution to reduce packaging and labelling related medication 
errors. Alongside with the user guide, the tool is planned for implementation 
in an upcoming statewide procurement tender. Continued use and feedback 
will support further refinement and long-term integration into practice.
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332 ANTICOAGULATION STEWARDSHIP: DRIVING CHANGE 
THROUGH A LEARNING HEALTH SYSTEM COMMUNITY

Travis Phelan1, Joanne Young1, Michelle Nalder1,  
Dr Kylie Mason2,3, Dr Timothy Fazio4,5

1Pharmacy Department, The Royal Melbourne Hospital, Parkville, Vic, 
2Department of Clinical Haematology, Peter MacCallum Cancer Centre 
and the Royal Melbourne Hospital, Parkville, Vic, 3Sir Peter MacCallum 
Department of Oncology, University of Melbourne, Parkville, Vic, 
4Clinical Informatics Centre, The Royal Melbourne Hospital, Parkville, Vic, 
5Department of Medicine, Melbourne Medical School, UniMelb, Parkville, Vic

EMAIL travis.phelan@mh.org.au

Background Anticoagulation Stewardship Programs are increasingly 
recognised as effective strategies to improve the quality use of medicines 
and enhance patient safety. Venous thromboembolism (VTE) remains 
one of the most preventable causes of hospital-associated mortality, 
accounting for nearly 10% of all hospital deaths nationally. Learning Health 
Systems (LHS) as an improvement methodology emphasises the use of 
routinely collected health data to identify gaps in care, design targeted 
solutions, and implement and evaluate changes—particularly through 
digital health innovations.

Objective(s) To develop a Theory of Change to guide improvements in 
anticoagulation stewardship through the formation of a multidisciplinary 
LHS community in a metropolitan quaternary hospital.

Action (Method) A diverse group of multidisciplinary clinical and non-clinical 
staff with expertise in anticoagulation, patient flow, quality improvement, 
digital systems, data and medication safety established a LHS community. 
The community extracted and analysed electronic medical record data to 
identify and develop a shared understanding of problems and associated 
primary/secondary drivers. Using these insights, the community formulated 
the Theory of Change by defining the problem, exploring potential solutions, 
and co-designed targeted change ideas, mapped against the drivers.

Evaluation The community found the key problem to be addressed was the 
occurrence of potentially preventable hospital-acquired VTE. The primary 
drivers contributing to this issue were the timeliness of VTE risk assessments 
and the appropriateness of prescribing practices. Secondary drivers included 
the completion and utilisation of the VTE risk assessment tool, timing of 
anticoagulant prescribing, and decisions around withholding anticoagulation.

Discussion The use of a LHS community resulted in a collaborative, 
data‑driven improvement approach in addressing complex medication 
safety issues. The community’s diverse membership enabled a 
comprehensive review of anticoagulation practices, fostered novel 
approaches, and supported the identification of innovative solutions. 
The Theory of Change enabled systems-level thinking and a shared 
vision for anticoagulation stewardship improvements. 
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