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Define Problem, Set Aim Select Changes
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The inpatient Medication Reconciliation (MR) process is a collaborative testing?

effort between doctors, nurses, pharmacists, patients and their caregivers.
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From an analysis of the hospital’s incidents repository, looking at inpatient workflow — ooy
MR incident data over 6 months (from April to September 2020), the team Implementation

found that the average monthly incident rate is 0.14 per 1000 patient days.

Test & Implement Changes

Aim

Improve medication safety, by reducing the average monthly rate of MR
incidents by 36% from baseline, that is, a reduction from 0.14 to 0.09 per
1000 patient days, for the period from July to December 2022.
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Spread Changes, Learning Points

Tired, hungry, angry, Lack of knowledge - Moisy, rushed
distracted, fatigue from unaware of multiple form, pt's multidose meds -
nightsfwkend shifts dose conversion method crm, insulin

What are/were the strategies to spread change after implementation?

Lack of expenence, Unable to confirm with
inadequate training every pt - taking what

meds, niscommunication — Interventions found to be useful in pilot ward were tested in two more
\ \ econciation wards, before being implemented hospital-wide. To facilitate spread,
,. EE%EQQ clinical and nursing heads were engaged on the best way to reach out to all
(ordered, ispensed, PML) % admiisiraton staff. IT systems were utilized to ensure a smooth and easy process for all.
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some meds - source dependt from ADC has o pt name names when prescribing The collaborative efforts of a multi-disciplinary project team, supported by
Tht;ﬁngﬁz%m.f wEaknessDTG igg;rnawsMH strong leadership and use of Quality Improvement tools, successfully

i reduced MR incidents in the hospital. Performance has been sustained even
 Sysem | | Methods | |  Equpment after project goal is reached.
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