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BACKGROUND IMPLEMENTATION

Medication errors were frequent causes of adverse events. 65% of total medication
errors were omission errors (Figure 1). There was an average of 2129 (33%)
medication omissions per month.

The first time quality (FTQ) of medications available for patients all the time was
88.7%. The unavailability of medications during the medication round caused delays
and omissions in the administration of medications on patients.

Pharmacists and Nurses had to find workaround solution each time they
encountered delays in supplies. Ward staff would reorder medicine from Pharmacy if
medicines have not reached the ward within turnaround time (TAT). After office
hours, Ward staff had to reorder medicine from Emergency Department which
caused longer delays.

Figure 1: Top 5 medication errors by types (source: electronic Hospital Occurrence Report
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OBJECTIVES

Streamline the inpatient medication supply process to:

1. Ensure that medications are available all the time

2. Improve turnaround time for supply and administration of medicine

Therefore, reducing omission of medication in the General Wards, Intensive Care
Unit (ICU) and High Dependency Wards (HD) and improving patient safety.

2 key changes were implemented to reduce TAT for medication supplies.

1. A standard workflow (Figure 6) and Communication guide (Figure 7) was
established for the nurses when requesting for supply of inpatient medication. It
reduced the time spent on unnecessary visits and phone calls to the Satellite
Pharmacy and on non-value added rework and reordering of medication. It
increased nurse-patient contact time greatly.

2. The pharmacist packing workflow was streamlined to allow prioritization of urgent
and non-urgent medicine delivery. Packers consolidated medications for the same
ward so as to reduce the porters’ time in walking to the same ward in a short time
frame. Porters’ transport routes were revised to reduce motion waste and more
efficient trips to the wards (Figure 8). Medication can therefore arrive on time for
patients during the medication serving rounds.

Figure 6: Recipe Card for Requesting for Supply of Inpatient Medication
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Figure 7: Communication Slide to the Nurses
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The initiatives were spread and adopted in all General Wards and
ICUs/ HDs.

A Senior Staff Nurse from ICU commended on the standard recipe
cards. She was more confident when requesting for supply of inpatient
medications. Requests for “Urgent” medications arrived on time too.

METHODOLOGY

RESULTS

A 4.5 days Rapid Improvement Event (RIE) was conducted.

Value Stream Mapping, Identification of waste, Root Cause Analysis (Figures 2-4)
and Paradigm Breaking were applied to analyze the problems.

Figure 2 Figure 3 Root Cause Analysis
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Figure 5: 6S_Steps

Figure 4 Root Cause Analysis 6S - The Steps
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Lean tools (1 piece flow, standard work, visual management, error proofing) were
also introduced to guide the team to redesign the workflow and stretch the team to
think out of the box.

6S (workplace organization method) (Figure 5) was implemented in the Satellite
Pharmacy to organize the work environment to facilitate a smoother flow.

To prove the improvement hypothesis, the team spent 0.5 day to run “Rapid

After the improvement event, none of the medication orders were omitted during the

medication serving rounds and patients were given all their medication timely.

1. First time quality of medications available all the time for nurses improved from an
average of 88.7% to 100%.

First Time Quality (FTQ) of
Medicine Available for Patients All the Time (before 10am)

2. The reduction in turnaround time (TAT) for medication supplies from Pharmacy to
General Wards and ICUs/HDs are as follows:
General Wards reduced from: (95th percentile) 2hr 12mins to 1hr 21mins ({ 39%),
(50th percentile) 59mins to 42mins (4 29%).
ICUs/HDs reduced from: (95th percentile) 1hr 38mins to 1hr 14mins ({ 24%), (50th
percentile) 57mins to 40mins ({ 30%).
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SUSTAINING THE GAINS & LESSONS LEARNT

Experiment” to test the functionality of the new workflow.

» The benefits were evident in the hospital and still sustaining at the targeted results
after more than 12 months from the implementation date.

« The workplace redesign at Satellite Pharmacy was practical and facilitated a more
efficient workflow. The pharmacists liked the visual organization and arrangements
which promoted greater productivity and safety.

 Senior leaders’ support and recognition of the team’s effort played a key role in
sustaining the good results.




