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Aims

For the period from Feb to Jul 2022, we want to improve the inpatient pharmacy
medication supplies accuracy from 33.3% (only 2 out of 6 months target was met) to

66.7% (4 out of 6 months target is met).
Background

See poster appended/ below
Methods
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Results
See poster appended/ below
Lessons Learnt

1. Improvement can be achieved and sustained through understanding of the workflow
and colleagues’ perspectives. As seen from the run chart, the team exceeded the
project target and met the target 100% of the time.

2. This innovation can be applicable in other settings and hence was also shared to

departments like Operation Theatre.
Conclusion

See poster appended/ below
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Define Problem, Set Aim Select Changes

Problem/Opportunity for Improvement What are all the probable solutions?
To reduce potential risks to patient safety, the hospital sets a target of not

.more.than 0.1 error per 1000 medications supplied from pharmacy to 1 Automate process ol ooten .
inpatients. Between Feb to Jul 2021, the monthly supply error rate was met o , Reinforce process to 2 i .
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justification Hard Easy

months target was met) to 66.7% (4 out of 6 months target is met).

Implementation

Establish Measures Test & Implement Changes

What was your performance before interventions? How do we pilot the changes? What are the initial results?

The outcome measure for this project is ‘Inpatient pharmacy supplies error
rate (per 1000 supplies)’. Performance before intervention is:

1 To use technology iSafe prototype: gives The proposed change To enhance iSafe to allow
Inpatient pharmacy supplies error rate (per 1000 supplies) that gives a visual visual cue (red (indicates (iSafe) is effective but multiple entries so that
0.25 cue when wrong  wrong) vs green (correct)) slow as it supports only  the frequency of manual
0.23 drug is returned to when drug and medication one entry at a time. Staff refreshing of screen, can
0.20 the medication bin are scanned. needs to manually be reduced.
bin. - _ refresh each time when
0.15 —_—— scanning a different
210 2021 Mediah = Target = 0.1 - HepARIN s00 25000 iu/sMEm 1. medication.
2 To enhance iSafe  The enhanced version iSafe Pro is effective in To include audio feedback
0.05 to allow multiple  (iSafe Pro), works well. reducing wrong returns  on accuracy of returns.
scans withouta  “--Ee—emmmsennas— 4 but process can be safer
0.00 - 0.00 need for frequent  ="ES ianone somc/souin s if there is additional
Jan2021  Feb 2021 Mar2021  Apr2021 May2021 Jun2021  Jul2021  Aug 2021  Sep 2021  OQct 2021 Nov2021  Dec 2021 : o R o e AEEE oo :
Rate Rate Rate Rate Rate Rate Rate Rate Rate Rate Rate Rate manual refreshlng e e HOMECA 88 cOr bis audio feedback on
of screen. | o o RGO =~ gccuracy of returns.
I I 3 To enhance iSafe  The second enhancement iSafe Pro Max is effective Enhance system allow this
An a yse P ro b e m Pro to be able to (iSafe Pro Max), works well. but process can be even - creation of ‘DAVID’
give audio safer if it can read out
. . . . .. feedback to staff. the name of the
From a brainstorming session, the team came up with an affinity and edication as well as the
subsequent fish bone diagrams + 5 Whys. One of the main contributing bin code. e ~
fOCtOFS identified by the team is medications returned to the wrong 4 To include ability The proposed changed Automation is effgctive. To update medication.
to read out the (iSafe ULTRA) works well Post-implementation, returns process on this
medication bins. This leads to subsequent wrong supplies. Process map for name of the and with no complains.  since cycle 1, hospital  new workflow.
: _ medication as well target consistently met.
the returns Process Is as fO//OWS as the bin code. Staff of different
— T experience and
START T — background are able to
— END use this innovation well.

Inpatient pharmacy supplies error rate (per 1000 supplies)
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returns bin. 0.20

Place the medication into the
designated bin.
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Error Bate

Find out bin code of 0.05
medication.

Ask a colleague to verify that the
correct medication is returned to

the correct bin.

Locate the medication Spread Changes, Learning Points

bin using the bin code.

What are/were the strategies to spread change after implementation?

- Coaching session for pharmacy technicians (PTs) and pharmacy
assistants (PAs) on how to use the new system (iSafe ULTRA).

- Provided trolley for PT/PAs to put the laptop as well as basket to place
the medications, for a more seamless process.

Due to manpower constraints, the step of having an independent double
check (step encircled in red above) is frequently skipped. As a result, the
medication bin may contain the wrong medication or strength.

Subsequently, staff who pack medications will obtain the wrong medication

or strength from the correct medication bin. What are the key learnings from this project?
- Improvement can be achieved and sustained through understanding of

the workflow and colleagues’ perspectives. As seen from the run chart,
the team exceeded the project target and met the hospital target 100%
of the time. The team felt a sense of fulfillment.

- This innovation was also shared outside pharmacy to departments like
Operation Theatre.
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