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1. SELECTION OF OPPORTUNITIES FOR IMPROVEMENT

)

1.1 Problem Prioritization

No

3

l4

Problem S M A R T Score
Increase percentage of medication return by
patients 20 24 34 21 27 131
Increasing number of uncollected medication
through VAS. 36 31 36 22 20 145
Long waiting time for patients to collect A4 42 42 38 42 208

medications

Increase number of medication filling error in

50 45 42 42 46 225 I

health clinics

k--------------------
Lack of awareness in reporting medication error

D

33 40 36 33 35 177

Indicator Strongly Disagree Neither Agree Strongly
disagree agree or agree
disagree
Score:1-5 Gruup members : 10

1.2 Justification

S =2

» Near-miss medication errors had been increasing from 538 reports in 2019
to 1,791 reports in 2021 (232.9%) in healthcare facilities under JKWPKL&P.
* Out of 1,721 medication errors, 42% was contributed by medication filling.

* Incidences of filling error is captured during counter checking process and
reported in statistics, therefore easily measurable

* Medication error contributed by erroneous filling will lead to treatment
failure, increase cost of treatment, increase morbidity and mortality rate!

+« Remedial action can be implemented in the pharmacy using available
resources

» Remedial actions can be carried out within the allocated time of 2 years

1.3 Introduction / Literature Review

v

v

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 errors?.

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 staffs*.

1.4 Terms And Definition

Term
Filling Error

Definition

Medication error either actual or near miss resulted from the process of filling and
labelling of the medication. The process of filling includes choosing the right
medication, the right strength, in correct quantity and appropriate expiry to cover
the duration of the supply. The process of labelling includes writing manual labels
and pasting on the correct medicine.

Actual Error

Medication error occurred and reached the patient.

(Guideline On Medication Error Reporting System, Second Edition, 2019)

Near-miss error

Medication error that has the potential to cause an adverse event (patient harm)
but did not reach the patient because of chance or because it is intercepted in the
medication use process.

(Guideline On Medication Error Reporting System, Second Edition, 2019)

PhIS

Pharmacy Information System.

Transcribing

Process of data transferring from manual prescription into PhlS in order to
generate the label and for data mining purposes.

Centralize Quality
Dispensing Control

A counter-checking system whereby the prepared medicine are counter-checked
before they are handed over to the dispensing counters.

|

(CQDbC) (Manual For QAP Indicators 2021, Pharmacedutical Service Programme)
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1.6 Objectives
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* To reduce percentage of near-miss medication filling errors in health clinics
. - LI w -\I
Specific Objectives J
= To verify the incidence of near-miss medication filling error
* To identify contributing factors causing filling errors
= To formulate and implement remedial measures to reduce filing errors
* To evaluate the effectiveness of the remedial measures taken
2. KEY MEASURES FOR IMPROVEMENT
2.1 Process Of Care
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2. KEY MEASURES FOR IMPROVEMENT

2.3 Indicator And Standard

FORMULA

Total number of medication filling error x 100%

INDICATOR

Percentage of near-miss medication filling error

detected in health clinics in JKWPKL&P

Total number of medications filled

STANDARD

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

|
!
|
: 0.01%
!
: Committee Meeting)

3. PROCESS OF GATHERING INFORMATION

METHODOLOGY

Study
Design

Quasi-experimental study
VERIFICATION

Sampling
Technique

Universal sampling

Inclusion
Criteria

All pharmacists and pharmacy assistants
Performing filling & counter-checking duties
in 5 health clinics (KK) in JKWPKL&P :
(sample per district)

v

==

KK Putrajaya Presint 9
KK Tanglin
‘/ KK Jinjang
‘/ KK Setapak
KK Bandar Tun Razak

Community health clinic (KKOM)
Mother & child health clinic (KKIA)

Exclusion u
Criteria u

Tools - PF, QAP1 report

- CQDC report

- Medication Error (MERS) report

- Survey Questionnaire

- Filling process observation checklist

Remedial 2 : Sep 2022 — Jan 2023
Data collection 2 : Mar — Apr 2023

4. ANALYSIS AND INTERPRETATION

CYCLE 2 : Jul 2022- May 2023

STUDY TIMELINE

STUDY : Jul - Dec 2021

Baseline data collection - Nov — Dec 2021

CYCLE 1: Jan - Jun 2022

Remedial 1 - Jan — Mar 2022
Data collection 1 : Apr— May 2022

CYCLE 3:Jun -

Remedial 3 : Jun -

Dec 2023
Oct 2023

Data collection : Nov — Dec 2023

CYCLE4:Jan-

Apr 2024

Sustainability study

Jun 2024

Data collection : May -
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Pareto Chart : Factors Contributing to Filling Error
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5. STRATEGIES FOR CHANGE

Cycle 1 Part 1: January — April 2022
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Cycle 1 Part 2: April - June 2022
Changes in
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LASA pictures packaging/
e monthly
Graphical
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Medication Safety
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Lack of
awareness

LASA
medications

New/
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staff

Monthly morning
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share real-time
information on
medication filling error

detected TIME : 9am
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4

Terazosin

DATE : 11/4/22
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Cycle 2: July 2022 — May 2023

Filling for more
than 1 patient
simultaneously

One personnel shop for medications while another
personnel sticks the labels
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Staff fatigue
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Quality
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\ Medication filling orientation checklist to be included
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5. STRATEGIES FOR CHANGE

Cycle 3: June - October 2023

« Addition of element for
counter-checking for
transcribing error

* The first personnel
checked the
medication labels
generated against the
prescription/patient
booklet before

» 2 PPF per group

* Knowledge quiz

» SATA DASH - filling 10
items of various
categories using SATA
procedure

« Participation: 22
groups from 15 health
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FUNNEL FILTERING CONCEPT FOR MEDICATION ERROR PREVENTION
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Did SATA DASH achieved the following objectives?

0 0

0 0 O

Not achieved Very not achieved

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

m Enhance motivation of personnel to strive to provide effective and safe

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

clinics
6. EFFECTS OF CHANGE
6.1 Conformity To Model Of Good Care
No | Proces Criteria Standard Verification | Cycle | Cycle | Cycle | Cycle
s 1 2 3 4
1 Filling a) Ensure correct medication taken:
*  right medication 100% 00% Q0% Q0% (009% 0%
*  right strength 100% 100% ) |(100% Y 100%) | (100%
* right dosage form 100% 070 0% oo, 0% J0%
b) Ensure the medicine remain 100% ‘@ 48% Yl 92% SIC 100% @
unexpired for the duration of the supply Q
course
c) Pick medication individually, one 100% 92% 96% ( 100% ) .‘1 00% 100%
patient at a time Q
2 | Labelling | @) Read label twice before sticking on 100% 32% 64% 88% Y 100% )| 100%
medication Q Q
b) Stick label individually, one patient at 100% 100% 100% 100% 100% 100%
a time
c) Ensure the label does not cover the 100% ( g2% } 100% 100% 100% 100%
name of medication - - - .
d;l Cross ChECk.iI"Ig label against 10024 4804 560, TEY, 059, 1002
medication again before sending for Q Q @
CQapDc
3 | counter- | Ensure correct medication filled and
ChECkir'lg |Ele||_Edi . 100%
(capc) |* right patient 100%
*  nght medication 100%
* nght strength 100%
* nght dosage form 100%
*  rnight quantity 100%
*  right expiry
4 Dispensi Ensure correct medication being
ng to dispgﬂsed: | 100%
patient * nght patient 100%
*  nght medication 100%
* night strength 100°%
* nght dosage form
6.2 Achievable Benefit Not Achieved (ABNA)
Medication Filling Error
0.080%
ABNA
0.055% 1 82.7%
0.070% 0.065%
0.060%
0.050% ABNA
0.024%
)
0-040% 85% 0.034%
Reduction
0.030%
ABNA ABNA
0.020% -0.001% ABNA -0.002%
-0.004%
0.010% 0.009%
0.010% 14 NZ ~| } —0-006% - 0.008%__
0.000%
0.000%
Ideal Standard Verification Cycle 1 Cycle 2 Cycle 3 Cycle 4
(Nov - Dec (Apr - May (Mar - Apr (Nov - Dec (May - Jun
2021) 2022) 2023) 2023) 2024)
(sustainability)
6.3. OTHER IMPACTS OF THE PROJECT
Pharmacy Personnel Feedback (N=54) Time-Saving Impact
Pharmacy Personnel Feedback Post Intervention (N = 54) gerage Wa't'?ngi:LT;/ Prescriptey
1000 92.9 93.2 93.2 93.8 92.0 11.61
90.0 205 ge.a 880 11.49
70.0 \.
X 60.0
& 50,0 PRE 1STMONTH  2ND MONTH
c
8 400 : : -
E 200 Time saving of 44 seconds/ prescription
' v" 1000 prescriptions = 733 minutes
20.0 3.6 2.0 -
O 1 .5 j.s -r's l J I-Z .0 = 12.2 hours
0.0 L X | 4 l b JBI Before | After
sy oo oot "7 croinmnaue o comosnt comoswt | verage time taken (o
made easier made easier and safe detected at and safe  and safe correct 1 filling error 5.54 3.02
(labeling (filling during cQabpcC during during .
function - function - filling counter caQbcC dispensing (manteS)
TA) SA) ) . 252 minutes
Total time-saving to correct
- (4 hours
i Agree M Disagree 100 filling errors 12 minutes)
Time-Saving Mechanism
BEFORE AFTER

Transcribes prescription
into Pharmacy System and
prints megiwtiun labels

Transcribes prescription
into Pharmacy System and
prints medication labels

Filling of medications Counter-checking medications

filled with prescription

Sticking labels to
medications filled

Transcribing error

Transcribing error

Filling of medications

Sticking labels to
medications filled

Filling error

Counter-checking medications

filled with prescription

7. LESSONS LEARNT

Support and
commitment from
top management and
team members

Feedback
mechanisms from
staffs from health

Effective
communication with
staffs from different

health clinics

8. THE NEXT STEP

Motivation to staffs
to promote enjoyable

working experience
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EXPANSION TO OTHER HEALTH CLINICS & HOSPITALS IN
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