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1                                    
Improvisation and 
refinement of SATA 
medication filling 

procedure

• Addition of element for 
counter-checking for 
transcribing error

• The first personnel 
checked the 
medication labels 
generated against the 
prescription/patient 
booklet before 
shopping for 
medications

FUNNEL FILTERING CONCEPT FOR MEDICATION ERROR PREVENTION 

2
SATA Medication 

Filling Competition 
(SATA DASH)

• 2 PPF per group
• Knowledge quiz 
• SATA DASH – filling 10 

items of various 
categories using SATA 
procedure

• Participation: 22 
groups from 15 health 
clinics
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Did SATA DASH achieved the following objectives?

Promote SATA Medication Filling Procedure to enhance acceptance and to
nurture the culture of continuous improvement among filling personnel

Enhance motivation of personnel to strive to provide effective and safe
healthcare services

To add the element of work with fun and pleasure with competition that
combines medication knowledge and medication filling efficiency

6. EFFECTS OF CHANGE

6.1 Conformity To Model Of Good Care

6.2 Achievable Benefit Not Achieved (ABNA)

2. KEY MEASURES FOR IMPROVEMENT

2.1 Process Of Care

 In a study conducted in Norway, only 7% were correctly filled among 192 of prescription charted: 14% had errors 
that could have led to serious harm and 79% had errors that posed minor potential health risks3.

 ‘Look-alike, sound-alike’ (LASA) medicines are associated with dispensing errors. Environmental factors 
contributing to such errors, include distractions during dispensing; workflow controls should minimize the ‘human 
factors’ element of errors2.

 Factors identified contributing to medication filling error including unsystematic medication arrangement, LASA and 
not adhering to good practices.

 Human factors reported are emotional stress, lack of motivation due to poor staff supporting system, high workload 
and ineffective communication among staffs4. 

Cycle 1 Part 2:  April - June 2022
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7. LESSONS LEARNT 

6.3. OTHER IMPACTS OF THE PROJECT
Pharmacy Personnel Feedback (N=54)
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Pharmacy Personnel Feedback Post Intervention (N = 54)

Agree Disagree

Time-Saving Impact

11.61 11.49

11.05

PRE 1ST MONTH 2ND MONTH

Average Waiting Time / Prescription 
(minute)

Time saving of 44 seconds/ prescription
 1000 prescriptions = 733 minutes
                                       = 12.2 hours

Before After
Average time taken to 
correct 1 filling error 
(minutes)

5.54 3.02

Total time-saving to correct 
100 filling errors 

252 minutes
(4 hours 

12 minutes)

Time-Saving Mechanism

Effective 
communication with 
staffs from different 

health clinics

Feedback 
mechanisms from 
staffs from health 

clinics 

Support and 
commitment from 

top management and 
team members

Motivation to staffs 
to promote enjoyable 
working experience

8. THE NEXT STEP

EXPANSION TO OTHER HEALTH CLINICS & HOSPITALS IN 
JKWPKL&P (1ST JULY 2023) Improvisation 

and revision 
of Guidelines 
for Medication 

Filling  
Shopping 

Asing Tampal 
Asing (SATA)  

Second 
Edition for 

replication to 
other 

healthcare 
facilities 

nationwide 
(published on 
August 2024)
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Arrange according to 
pharmacology system and 
colour-coded“Medication Error of The 

Month” highlight

Colour-coded bin for 
internal, external and fridge 
medications

Separate 
medications with 

multiple strengths 

Unsystematic
Medication 

arrangement

INTERNAL (BLUE)

EXTERNAL (RED)

ANTI-
INFECTIVES 

(PINK)

Highlight the bin containing medication with 
highest error of the month

As reminder to other staffs

To prevent future ocurrence
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2. KEY MEASURES FOR IMPROVEMENT

Percentage of near-miss medication filling error 
detected in health clinics in JKWPKL&P

INDICATOR FORMULA

Total number of medication filling error  x 100%

Total number of medications filled

STANDARD

0.01% 
(based on 85% reduction from baseline based on consensus from JKWPKL&P Quality 

Committee Meeting)

VERIFICATION SURVEY
16 Health Clinics
275 Participants

• Random observation of 
filling process by different 
category of staffs

• Blinded observation 
using good practice 
checklist

• 5 staffs per health clinics

Observation 
of 

medication 
filling 

process

• Google form survey
• Included factor: 
environmental, human, 
medication 
arrangement, work 
process and IT system

• Open-ended question to 
type other contributing 
factors

Staff survey 
on 

contributing 
factors 
toward 

medication 
filling error
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Pareto Chart : Factors Contributing to Filling Error

Lack of 
awareness

LASA 
medications 

New/ 
inexperience 

staff

Graphical 
improvisation of 
Medication Safety 
Corner

Monthly morning 
call/ briefing on 
medication errors 

Whatsapp group to 
share real-time 
information on 
medication filling error 
detected
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LASA pictures
Changes in 
packaging/ 

brand
Updated 
monthly

5. STRATEGIES FOR CHANGE


	Slide Number 1

