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PDSA 2 The orientation pamphlet was rephrased to remind patient to inform
Include advice In healthcare workers if they are taking POM
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From the Pareto chart, final root causes were identified:

* No standard process for safekeeping of POM

 No standard place to safe-keep medications

* No standard process of informing patient of POM

* No proper documentation and handover to nurses if patient has POM
« Patient are informed to bring medication from nurses in SDA

 DEM informed patient to show medication to doctors
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Tree Diagram and Prioritization Matrix were used. All the solutions were
Implemented sequentially to the ranking.

Results showed that there Is a reduction of medication error related to POM.
However the mission to eliminate errors was initially not achieved as nurses was
not aware when patient family members brought in POM during the hospitalization
stay. Ah-hoc audits was performed and workflow was reinforced to the nurses.
Medication errors related to POM was reduced.
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Apart from this team, a multidisciplinary team is looking into the issue of family
members bring in POM during the hospitalization stay

Conclusion

Staff was briefed on the new workflow for collection of Patients’ Own Medication.
Constant evaluations were conducted to ensure new workflow carried out with
ease. Constructive feedback was gathered and taken into consideration on how
to further improve/ modify the workflow process.
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