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AIMING FOR ZERO INPATIENT PHARMACY (IP)
MEDICATION SUPPLY ERRORS
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(INPATIENT PHARMACY MEDICATION SAFETY WORKGROUP)

Define Problem, Set Aim

Select Changes

Problem Statement

Wrong medication supplies from inpatient pharmacy (IP) to wards threaten
patient safety, staff morale, productivity, and hospital reputation. Our
average error rate increased from 0.05 (January-June 2023) to 0.07 (July-
December 2023). While this is still within the current safety target of less
than 0.1, this upward trend is concerning.

To enhance patient safety and maintain excellence, we aim to reduce our 6-
monthly average error rate to 0.04 or lower—a minimum of 20% reduction
from our best recent performance. This will also positively impact
International Patient Safety Goal 3 of the Joint Commission International
Accreditation Standards for Hospitals.

Achieving this stretch target is crucial for positioning our hospital as a leader
in medication safety and overall healthcare quality.

Aim Statement

Reduce IP supply average error rate to 0.04 or lower for July-December
2024, and sustain this performance through January-June 2025, establishing
a new safety level in medication safety and patient care excellence.
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Test & Implement Changes

How do we pilot the changes? What are the initial results?

Establish Measures

Outcome measure: Inpatient pharmacy medication supply error rate

Process measure:
Number of wrong medications
topped up/ returned to Inpatient
~ Pharmacy medication bins.
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Balancing measure:
Monitoring for increased
complaints from inpatient
nurses regarding delay in
medication supplies.
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Analysis of contributing factors & root causes
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Spread Changes, Learning Points
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What are/were the strategies to spread change after implementation?
The average error rate reduced to 0.03 for Jul-Dec 2024 and this low rate is
sustained through Jan-Jun 2025. Regular reviews of medication trends,
collaborations with nursing, constant support and refreshers for staff and
monthly communication on performance contributed to sustained changes.

What are the key learnings from this project?

* Regular engagement of ground staff through workgroup and sectional
meetings help timely identification and resolution of issues.

* Providing multiple feedback channels allow for ease of near miss
reporting.
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