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INTRODUCTION

A n yb od y  w h o  gets  w rong m ed icin e or inappropriate prescription from  doctors 

is con sid ered  to be at an u ltim ate risk to  his or her life. Though, som e p eop le  m ay not 

be a ffected  by getting w ron g  m edication, many peop le  severely  suffer from  it instead o f  

gettin g  cured. H ow ever, such situation is on ly a tiny part o f  a b ig  picture o f  not getting  

the right m edication . Its con texts o f  this risk g o  beyond that w hich  is kn ow n  as 

M ed ication  Error. T he N ational C oordinating C ouncil for M edication  Error and 

P revention  (N C C M E R P ) has approved the fo llo w in g  as its w orking defin ition  o f  

m ed ication  error.

“A  m edication  error is any preventable event that m ay cause or lead to  

inappropriate m edication  u se  or patient harm w h ile  the m edication  is in the control o f  

the health care professional, patient, or consum er. Such even ts m ay be related to 

p rofessional practice, health care products, procedures, and system s, including  

prescribing; order com m unication; product labeling, packaging, and nom enclature; 

com pounding; d ispensing; distribution; adm inistration; education; m onitoring; and u se” 

The N ational C oordinating C ouncil for M edication  Error R eporting and Prevention

(N C C M E R P , 1995).
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Surprisingly, accord ing  to  result from  various researches, m any p eop le  are not 

aware o f  m edication  error. E ach year, figures show  that a large num ber o f  patients  

suffer from  the result o f  m ed ication  error. For instance, w as the inform ation reported on  

the Internet (w w w .m ed sca p e .co m ). The Institute for H ealthcare Im provem ent (H H ), 

non-profit organization  in B o sto n , w hich  has conducted a study during 1 9 9 6 -1 9 9 7 , 

found that there w ere  7 7 0 ,0 0 0 -2 ,0 0 0 ,0 0 0  patients suffering from  m edication  error in 

hosp ita ls each year in the U S . T his illustrates that vast study and d evelop m en t in the 

area o f  healthcare p ro fession  should be carried out genuinely  to  find so lu tion s to  

m edication  error.

A s the w orld  is m ov in g  into the so-called  globalization  era, the exch an ge o f  

inform ation respects neither tim e nor borders. In addition, the strain resulted from  an 

increasing dem and in patient rights w orldw ide has triggered the im m ediate ob ligation , 

for in both governm ent and private sectors, to im prove the quality o f  healthcare  

services. T his greatly a ffec ts  the features o f  healthcare services. Such im provem ent is 

prom isin gly  exp ected  to  be an essen ce  o f  healthcare profession  and its ou tcom es m ust 

satisfy  patients as w e ll as be com p lied  w ith  concerned international standards. For  

instance, m edication  error is on e o f  the m ost serious issu es today becau se it m eans to  

put patients’ life  at risk as w e ll as risk to face high cost o f  patients’ com pensation . 

Thus, it is necessary  for every  health center to realize the im pacts o f  m edication  error. 

A lso  they  should  gen u in ely  im prove the m anagem ent system  in their organizations to  

e ffec tiv e ly  avoid  and m in im ize  the im pacts o f  the above issue.

http://www.medscape.com
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R ecently , h ow ever, healthcare organizations has not ignored or underestim ated  

the im pacts o f  the problem . A lm ost all healthcare organization have continuously  tried 

to  so lv e  the problem  b ecau se it has caused severe effec ts  for both health care sta ff and 

patients as w e ll as to  the reputation o f  organizations. N everth eless, the result from  the 

effort has rem ained a failure. The m ain reason for this is the problem  so lv in g  approach  

or m ethods have still bound by the traditional m anagem ent system . This ex isting  

system  is still a long and centralized batch-processing-like m anagem ent, w h ich  is 

d esigned  and controlled  by superiors o f  each sector. M oreover, w hen  any problem  

arises, the causes and so lu tion s are m ostly  b elieved  to be at hum an resources instead o f  

m anagem ent system . For exam ple, w hen an error occurs, m ost organizations often  look  

for som eon e w h o  w as in charge and they w ill o ften  p enalize and/or replace that person  

w ith  another person. T his traditional sty le  o f  problem  so lv in g  in flu en ces the sta ff in 

such organization  to report in the w ay  o f  finding som eon e to  punish instead o f  look ing  

at the defection  from  m anagem ent system . C onsequently, the organization m ay suffer  

from  find ing applicable and sustainable solu tions because inform ation and sp ecific  

details about the error are d ifficu lt to  d iscover. I f  look ing  at the p ositive  aspect o f  the 

ex istin g  m anagem ent system , it has evok ed  the aw areness in such organizations to  be 

m ore opened  to  accept new , m ore robust and innovative ideas to  im prove the quality o f  

ex istin g  m anagem ent system s.

O ne o f  the m ost w e ll-k n o w  approaches today is C ontinuous Q uality  

Im provem ent (C Q I). It has been  accepted as one o f  the m ost effec tiv e  tool for 

sustainable quality im provem ent as it propels everyone in all sectors to equally in vo lve  

to their w ork s as a w h ole . The concept o f  CQI is the developm ent process that



4

prom oted team w ork  as a core system  o f  an organization, w h ile  sen ior ex ecu tiv es act as 

driving force  to  con tin u ou sly  im prove quality o f  outcom es. There are e ffec tiv e  too ls  

used  in each p rocess and, m ost im portantly, everyone is equally  im portant and has 

potential capability  to  accom p lish  g iv en  assignm ents i f  right opportunity is g iven . The 

p rocess o f  problem  so lv in g  has to be concentrated on the structure o f  m anagem ent 

system , rather than the im perfection  o f  individuals. The system  w ill create the  

perception  o f  se lf-im p ortan ce, aw areness, dedication and coordination am ong all 

concerns in organization. In addition, it w ill lead to  responsib ility  in find ing solu tions  

for the ex istin g  problem s as w e ll as m aintaining the ex istin g  standard to better 

sustainable solu tions. Today, therefore, a number o f  organizations, including  

healthcare, are conducting study and research aim ing to develop  and m ake u se  o f  the  

CQI system  in various sectors in their organizations. To be m ore practical in applying  

CQI to  healthcare organizations, the H ealth System  R esearch D epartm ent w as the  

pioneer to  conduct experim ent on  the CQI system  in m any large size  hospitals. The 

results obtain ing from  th o se  experim ents have show n that there are m ore supportive 

factors and ob stacles, w h ich  w ill either lead to success or failure, needed  to  be clarified. 

Thus ex ten siv e  study on  CQ I has to  be continuously conducted.

From  ex ten siv e  rev iew  o f  inform ation, the new  idea o f  CQI has inspired  

Banprak H osp ital, a 10-bed-com m unity  hospital, w h o se  the principles are concentrated  

on hum an resources and team w ork-oriented approach to  im prove the services. The  

hospital is currently led  by a team  o f  execu tives that con sists o f  seniors w h o are 

dedicated, supportive and h igh ly  aware o f  service im provem ent. T hey have strong  

technical background and serv ice  com petence to  satisfy their custom ers. The hospital
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itse lf  w ill step forw ard to be c la ssified  in a standard, so -ca lled  H ospital A ccreditation, 

in the near future. T his is the reason w hy the hospital has ch osen  to  im plem ent CQI to 

so lv e  problem s and to im prove quality o f  its services. T o put CQI to w ork, firstly, all 

the 11 nurses in the IP D epartm ent (Inpatient D epartm ent) perform ed brainstorm ing in 

order to  find out the problem s and their causes. U pon  the com pletion  o f  brainstorm ing  

process, everyon e agreed that the m edication  error w as considered as the m ost critical 

problem . In the IP D epartm ent, a M edical nurse w as to  provide patients m edicines in 

accordance w ith  doctor's prescriptions. H ow ever, before m ed icin es get to patients, the 

p rocess contains m any steps, nam ely ordering, delivery, preparation, proper storage and 

supply. There is another nurse to  takeover the duty and the process continued for 24  

hours a day. A s it can be seen , to  con vey  inform ation is very com plicated  and each task  

can be con fu sin g . Therefor, m edication  error can easily  take place.

The study o f  im plem enting  CQI is to  m in im ize the risk o f  m edication  error in 

the Banprak H ospital. It is an action  research experim enting m odel for d evelopm ent o f  

system  in a hospital in order to  exam ine its ou tcom es and the e ffec tiv en ess  o f  

p rocesses. W hat had been  learnt from  this study w ould  be used as basis o f  d evelop m en t  

strategy in B anprak as w e ll as applyin g o f  other hospitals or to  health care survive  

reform  throughout the country. The system  is exp ected  to  contribute to  the 

im provem ent o f  quality and serv ices o f  organization, and to  w hich  is our ultim ate goal

in health care survive.
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