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Introduction

Medication harm is a global 
healthcare challenge and deemed 
avoidable in 28% of medication-
related hospital readmissions (1). 
The collaborative ordering of 
medications (COOM), is a model 
of care where a dedicated 
pharmacist is available at the 
point of prescribing. The COOM 
model, trialled at admission and 
discharge in paper-based 
Victorian health services, has 
improved patient outcomes (2,3).  

Research objectives

To evaluate the impact of a 
COOM model on prescribing 
errors, at discharge. 

Methods

The impact of the COOM model 
was evaluated in a controlled 
cohort study in the Internal 
Medicine Unit at the PAH, from 
April to June 2020. See figure 1 
for a comparison of COOM model 
and usual care. Outcomes 
included number of prescribing 
errors at discharge.

Figure 1: Comparison of the 
prescribing process in COOM 
model (intervention) vs usual 
care (control)

Results

Patients in the intervention group 
had less errors at discharge, with 
0.81 (N=43 patients) compared to 
1.2 (N=70 patients) in the control 
group. In the intervention group, 
errors were more likely to be 
identified and rectified at the 
point of prescribing with 46% 
(N=35) identified and prevented  
“at prescribing” in the 
intervention group compared to 
2% (N=82) in the control group. 
See table 1 for summary of 
results.

Table 1: COOM Results

Figure 2: Proportion of errors 
proactively identified at the 
point of prescribing

Discussion

This study supports the 
COOM model contextualised 

within a digital hospital. 
Future research will evaluate 
the COOM model, in a 
multisite study, at high risk 
times for prescribing errors 
(e.g. admission and inpatient 
ward rounds) in addition to 
discharge.  Outcomes to be 
investigated include 
medication harm and 
readmissions. Furthermore, 
there needs to be further 
investigation to validate this 
data in the new COVID 
business as usual.

Figure 3: Opportunities for 
COOM intervention across 
patient hospital stay

Conclusion

A COOM model results in a 
reduction in errors at discharge, 
and more proactive error 
identification. Importantly, most 
errors would not have been 
identified without pharmacist 
involvement. 
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