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Define Problem, Set Aim

Select Changes

Problem/Opportunity for Improvement
Between Q1 2017 to Q2 2018, there were 14 incidences of medication
errors, of which 6 incidences involved patients consuming home
medication without the knowledge of the attending nurses. Home
medication errors compromise patient safety, patient experience, and
quality of care.

Aim

By October 2018, the project team seeks to eliminate the incidence of
home medication errors for patients admitted to Ward B5.

Establish Measures

The project team used the impact-implementation matrix to prioritize
change ideas for PDSA cycles.
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Implementation

Outcome measure
No. of incidences of home medication errors for patients discharged from
Ward B5, averaging 1 per quarter.
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Process measure

Rate of nurses’ compliance to conducting medication checks upon
admission (%), defined as the number of checks (numerator), divided by
the total no. of patients in Ward B5 (denominator). This remained at 100%
throughout.

Balancing measure
No. of nurses in the ward. This remained at 36 RNs throughout the project.

Test & Implement Changes

On 2 May 2018 (Q2 Test change was carried There was a downward The project team decided

2018), the project outas planned. trend in the outcome to adopt the change ideas
team rolled out measure. and incorporate them into
change ideas 1 and 3 We received positive a nursing standard
as part of the 1% feedback on the photo- Despite positive operating procedure
PDSA cycle. stand. feedback on the photo- (SOP) for home
stand, we learnt that medications. This would
reinforcing the embed the change ideas
information would into daily work.
important moving
forward.

2 On 7 May 2018 (Q2 Test change was carried The incidence of home The project team decided
2018), the project out as planned. medication errors was to adopt the change
team rolled out eliminated and ideas. Following quality
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new SOP, the “dosing” quarters. quality control, the
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to success.

Analyse Problem
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The project team identified the waste of “non-utilization of skills”. In
particular, the results of medication checks had not been communication
across the administration of medication, care workflow, and patients’
discharge. Correspondingly, the project team brainstormed 4 potential
change ideas as countermeasures to the waste identified.

Driver diagram
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In Q1 2019, the project team engaged Chair, Medication Sub-Committee
with the project details and findings. We will contribute to spread change
by engaging management, as well as facilitating the adaptation of our
change ideas within other wards, considering different operating contexts.

Key learnings

1. Effective change is simple change. Our change ideas revolved around
change idea 1, a photo-stand (i.e. visual cue), yet was enough to
sustain change over 2 quarters.

2. Effective change is people change. Keeping colleagues motivated,
outcome-driven, and engaged on a regular basis enables us to make a
real difference.
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