
Introduction
KK Women’s and Children’s Hospital (KKH) is a member institution within the SingHealth (SHS) Cluster. It is an academic medical institution providing
tertiary service to high-risk condition in women and children. Having a diverse population of patients, Opioid administration in KKH depends on the
different specialities prescribing it. There is no standard practice of opioid administration and monitoring, resulting to different practices in the
management that can compromised patient care and outcome.

Conclusion
We embarked on a three year journey to reduce harm from
opioids in our hospital. This project has achieved
standardized administration and monitoring of patient on
PCA. The success of the project lies in the selection of an
appropriate multi-disciplinary team, senior leadership
support, and a systematic application of improvement
methods. Besides achieving harm reduction, the project also
increased the improvement capabilities of the team and the
hospital and, together with the other workstream projects of
the LSI, have cultivated a strong improvement and safety
culture in our institution.

Aim
To reduce harm from Opioid Administration by 30% among patients under Patient Controlled Analgesia (PCA) within 3 years in KKH.

Result
The pilot and spread units show good compliance with the
PCA Opioid Safety Checklist. The process measure is the
percent of patients receiving Opioid with treatment
appropriately managed according to protocol: Preparation,
figure 9 showed 100% compliance.

Revision of the Policies and Procedure to standardize the practices in
monitoring of patients on Opioids under PCA across the woman and
children as shown in figure 7.

Tutorial sessions were provided to nurses by the anesthetist on
Opioid Safety and follow-up session with Pain Resource Nurses to
train the nurses on Opioid Safety (Figure 8)

The outcome measures are the days to last use of naloxone
for reversal of opioid side effects. (Figure 10). Number of
cases identified with over-sedation, desaturation while being
monitored by pulse oximetry. Naloxone use is monitored
since the last event in 3 areas: Operating Theatre/Post
Anaesthetic Care Unit (71 days), Neonates Post-delivery (154
days) and General Ward (478 days).

Methodology
A multidisciplinary team was formed comprising of Adult and Paediatric anaesthesiologists, nurses, pharmacist and representatives from Quality
Safety Risk Management and Information Technology to work on the large scale initiative of safe opioid administration. The team adopted the IHI
model of improvement. Problem was identified using “Ask 5, Take 5” approach and Gap Analysis Tool as shown in figure 1 & 2.

Creation and implementation of a protocol checklist for the patients on PCA as
shown in Figure 3.
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Interventions

Development of the reminder card to aid the
nurses on Opioid Safety (Figure 5).

For sustainability and spread, the development of PCA
education checklist to provide nurses a systematic way of
educating patient and caregiver on Opioids (Figure 4). The
team also engaged the patient and caregiver by getting
their feedback on the usefulness of the checklist.

Prescriptions via Electronic Closed Loop Medication Management System (CLMM)

The team worked with CLMM committee and Nursing Charting workgroup to
produce consistent order sets to reduce medication error. (Figure 6)
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Figure 3  Protocol Checklist
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