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Define Problem, Set Aim

Project outcome measure: 
• Number of expired medicines supplied to inpatients monthly
Project process measure:
• Percentage of shelf owners who checked shelves monthly
• Percentage of bins with no expired medicines or medicines expiring in 

less than 2 weeks 
For outcome measure, the data is obtained from the incident reporting 
system. The first process measure on percentage of shelf owners who 
checked shelves monthly is tracked by the inventory pharmacist after the 
27th of each month. 
As for the second process measure, the IP medication safety workgroup 
conducts mini medication audits every two months, to check for expired or 
medicines expiring within 2 weeks that are still left in the medication bins. 
This provides the quality assurance that monthly checks by shelf owners 
are effective. 

Establish Measures

Analyse Problem

List of potential solutions

Select Changes

Plan-Do-Study-Act (PDSA) cycles

Test & Implement Changes

• We learnt that making an improvement/change involves combining 
subject matter knowledge and science of improvement (SOI) 
knowledge.

• Understanding the system and learning about the nature of variations 
are two important components of SOI.

• Human behaviour is another critical SOI component. Being able to tap 
on intrinsic motivation of staff moves people towards better patient 
care. 

• Working together on this quality improvement (QI) project allowed the 
team to develop insights into the theory and application of SOI, thus 
facilitating the building of QI capabilities amongst staff.

• Upskilling staff with QI capabilities help build the will to change from the 
current state to one that is better. 

• Estimated cost avoidance from this project is between $6,390 to 
$47,070 per annum. 

Learning Points

Opportunity for Improvement
• In the 3 months between March to May 2018, there were three 

incidences where expired medicines/milk feeds were supplied from 
pharmacy to inpatients. 

• This presents the department with an opportunity to review the expiry 
monitoring process, close gaps and work towards zero expired 
medicines supplied. 

• Supplying expired medicines unknowingly to patients affects patient 
safety, reduces patient satisfaction and damages the organization’s 
reputation. 

• At the department level, when discovered prior to administration, the 
medicine needs to be exchanged, leading to rework and reduced staff 
productivity. 

Aim
• There will be zero expired medicines supplied to inpatients monthly by 

September 2018 and this result is sustained every month. 

• Data from hospital’s incident reporting system was analyzed to identify 
the frequency of expired medications being sent to wards.

• The expiry management process was mapped out. It was found that 
there are gaps in the existing process that can lead to expired or expiring 
medicines being missed during checks. 

Identification of root causes to problem using the Fishbone Diagram

Root Cause Potential Solutions

(A) Gaps in and lack of 
standardization of current 
expiry monitoring process

1 Close gaps & standardize expiry monitoring process

2 Perform failure mode and effects analysis (FMEA) on 
new expiry monitoring process

Root Cause Potential Solutions

(B) Lack of compliance to 
expiry management checks 
due to minimal supervision 
and enforcement

1 Inventory pharmacist to regularly remind shelf owners 
to check shelves in a timely manner every month

2 Mini audits by medication safety workgroup members 
to ensure checks are done according to new process

Run chart of outcome measure with interventions depicted

• In the 3 months between March to May 2018, there ere three 
incidences where e pired medicines/milk feeds were supplied from 
pharmacy to inpatients. 

• This presents the departmen with an opportunity to review the expiry 
moni oring process, close gap and work towards zero e pi red 
medicines supplied. 

• Supplying expi ed medicines unknowingly o pa ient affects patien 
safety, educes patient satisfaction and damages the organiza ion's 
r put tion. 

• At the departmen level, hen discovered prior to administration, the 
medicine needs to be e changed, leading to re ark and reduced staff 
productivity. 
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• There will be z ro e pired m dicines supplied to inpa ients monthly by 

Sept mber 2018 and this result is sustained every man h. 

• umber of expired m dicines suppl"ed o inpat·en s man hly 

• Percentage of shel owners who checked shelves monthly 
• Percentage of bins with no e pired medicine or medicines e 

less than 2 weeks 
For outcome measur , t e data is ob ained from he inciden reporting 
sys em. The first process measure on percentage of shelf owners who 
checked shelves mon hly is tracked by the inventory pharmacis after he 
27 h of each month. 
As or the second process measure, he IP medication safety workgroup 
conducts mini m dication udits ev ry two months, to ch ck for xpir d or 
medicine expiring ithin 2 w ek that are till I f in the medication bin . 
This provides the quality assurance th t monthly checks by shelf o ners 

e effective. 

Data ram hospital's incident reportin system as analyzed to ident·f 
the frequ ncy of e pired medic tions being sent to wards. 

• The expiry management process was mapped out. I was found tha 
there are gaps in the existing process that can lead toe pired or expiring 
medicines being missed during checks. 
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We learnt that mak·ng an improvement/chang ·nvolves combining 
subject matter knowledge and science of improvemen (SOI) 
knowledge. 

• Understanding he system and learning abou the nature of variations 
are wo important components of SOI. 

• Human behaviour i nother crit·cal SOI compon nt. Being able o tap 
on intrinsic motiva ion of staff moves people to ards better patient 
care. 

• Working tog her on this quality improvement (QI) project allowed the 
team to develop insigh sin o the th ory and applicat·on of SOI, thus 
facilitating the building of QI capabilities amongst staff. 

• Upskilling staff ith QI capabil" ies help build the ill to change from he 
curren sta e to one tha ·s better. 

• Estimated cost avoidance ram this p oject is bet een $6,390 to 
$47,070 p r annum. 
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